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Norman Abeles

President’s Column

“Alone We Can Do Little”

Pat DeLeon

Opinions and Policy

Here is news from the recent Division 
Executive Board Meeting:  President 

–Elect Dr. Pauline Wallin discussed her Presi-
dential initiative.  She stated that the initiative 
includes an effort for Division 42 community 
engagement for professional growth and con-
nection.  Members who are more engaged will 
more likely stay and recommend our division to 
colleagues. She noted that we currently we do 
have a few “mastermind” groups from different 
geographical areas who meet regularly by con-
ference calls to discuss marketing.  Additional 
such groups would be helpful.

In regard to my Presidential initiative I am 
pleased to announce the revision of an APA 
brochure on Health and Aging: Myths and Re-
alities. This was first presented when I was 
President of APA in 1997. The revised brochure 
will be printed and distributed at the August 
Convention Meeting in Washington, DC.  We 
also received the schedule for our Division 42 
Program from Dr. Jared Skillings our Program 
Chair.  Some intriguing titles caught my eye: 
Psychotherapy with Sex Trafficking Survivors; 
The Dangerous Patient: Managing Risks and Li-
abilities; Business of Independent Practice: How 
to Succeed and Remain Independent.  There are 
many other exciting programs in addition to 
these. 

The Board also received a report on our Fall Fast 
Forward-Forensic Conference in Philadelphia 
on October 13-15.  It will be a great conference 
and you can gain CE credits there as well as at 
the APA convention.  Dr. Nancy Molitor along 
with Drs. Lenore Walker and David Shapiro are 
spearheading this fall activity.

I also want to remind you about our Journal 
Practice Innovations and introduce you to our 
new editor, Dr. Jeff Zimmerman, who took over 
this year. As you know Dr. Steve Walfish passed 

away last 
year and 
Dr. Gerry 
Koocher 
served as 
interim 
editor while 
we searched 
for our cur-
rent editor. 
As I look 
through pri-
or issues of 
our journal I 
came across 
articles titled “Accessing Care for Children 
with Special Needs Care,” “Culturally Grounded 
Stress Reduction and Suicide Prevention for 
African American   Adolescents,” and “Inno-
vations in Exposure Therapy for PTSD Treat-
ment.”  If you are planning to write an article 
suitable for our journal please consider sending 
it to our new editor for review. We want all 
our members to benefit from work relevant to 
practice. By the way, there will be a major dis-
cussion of practice guidelines for the treatment 
of PTSD at the APA Council meeting later this 
month.

You may have heard that starting March 20th 
we will have a new CEO for APA following our 
interim CEO, Dr. Cynthia Belar.  He is Dr. Arthur 
Evans.  According to the news release, he served 
as Commissioner of Philadelphia’s Department 
of Behavioral Health and Intellectual Disability 
Service. This is considered a safety net for 1.5 
million Philadelphians. He realigned the agen-
cy’s treatment philosophy, service delivery, and 
fiscal policies. His aim was to improve health 
outcomes and increase the efficiency of the 
service system.  A recent issue of Good Practice 
from APAPO quotes him as saying that psychol-

ogists have to demonstrate that they can help 
payers to save more and be more efficient in 
their use of service systems.  Psychologists can 
play a major role in crafting a new system that 
meets the ideals government is trying to set. 
We will have to see what will happen in 2017 
and beyond with regard to health care.  By the 
way, there are several excellent articles in Good 
Practice including such topics as “Niche Practic-
es” in the Fall 2016 issue.  Don’t miss them! 

In late breaking news, our Executive Board 
agreed to support a letter from Division 19 (Mil-

itary Psychology) urging “President Trump to 
restrain from loosening any rules governing the 
treatment of   individuals in military custody.”

Finally, we were informed that a suit has been 
initiated against Sidley Austin LLP, the law 
firm that issued the Hoffman Report, and also 
names the American Psychological Association 
as a party in that proceeding. 

 I look forward to writing you again next time.  
If you have questions or comments feel free to 
contact me at abeles@msu.edu .

Visionaries Making A Difference:  One 
of the most satisfying aspects of being 

involved in the public policy/political process 
is having the opportunity to personally inter-
act with psychology’s visionaries, and those of 
other disciplines.  Steve Tulkin, who was the 
original architect of the Alliant International 
University psychopharmacology (RxP) training 
program, expanded his efforts beyond the Gold-
en State to successfully mentor the pioneering 
class of Louisiana medical psychologists who 
became licensed to prescribe in 2004.  Equally 
important, Steve appreciated the long-term im-
portance of engaging public service psycholo-
gists in this legislative quest.  Not only are these 
colleagues working within integrated systems 
that frequently utilize psychotropic medica-
tions, their patient populations represent those 
who are most in need of quality psychophar-
macological care.  Steve’s previous employment 
was with Kaiser Permanente and he hosted the 
only “political gathering” that I had during my 
campaign for APA President.  Over the years, I 
have come to appreciate that successful vision-
aries must possess patience; effectively engage 
the next generation (i.e., serve as inspirational 
mentors); rise above themselves for a “greater 

good”; and under-
stand the critical 
importance of 
being present 
when policy de-
cisions are ulti-
mately made (i.e., 
“at the table” as 
Katherine Nord-
al emphasizes at 
every APAPO State 
Leadership con-
ference).

“I am optimistic 
about growing 
opportunities for 
public service psychologists to obtain postdoc-
toral training in psychopharmacology.  Public 
service institutions are becoming more aware 
of the benefits of integrated care, both in terms 
of patient outcome and cost-effectiveness.  
Expertise in psychopharmacology is critical for 
success in these settings (Journal of Clinical Psy-
chology in Medical Settings, 2012).  Division 18 
(Public Service) has a long history of support-
ing funding for public service psychologists to 

mailto:abeles@msu.edu
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be trained in psychopharmacology.  After early 
grants from the Laszlo N. Tauber Family Foun-
dation and the Irving and Dorothy Rom Foun-
dation, there had been little success – until now.

“Last year the American Psychological Foun-
dation (APF) announced the Walter Katkovsky 
Scholarships, which are ideally designed for 
public service psychologists.  These schol-
arships offer $5,000 to early career licensed 
psychologists (up to 10 years post-degree) 
to obtain training in an APA-Designated RxP 
program.  One of the goals of the scholarships 
is to encourage opportunities for psychologists 
to join healthcare teams to benefit patients 
who have psychological and medical problems.  
Furthermore, ‘preference will be given to appli-
cants with current or pending opportunities to 
work collaboratively with medical profession-
als in a medical setting (e.g., hospital, clinic, or 
community health center).’  Seems to me that 
this defines public service psychologists!  The 
Katkovsky Scholarships could well be a jump 
start to increased funding for psychopharma-
cology training for public service psychologists.  
As more of us are trained and demonstrate our 
value to integrated teams, more public service 
institutions will allocate funding to train and 
hire psychologists with this unique expertise.  
Your responsibility is to send in those applica-
tions, enter programs, and move on to prove 
our increased value to the patients and insti-
tutions we serve in the public sector (Steve 
Tulkin).”

In January, Beth Rom-Rymer held her second 
networking event at her home, generating 
grass-roots enthusiasm for the implementation 
of the Illinois Psychological Association (IPA) 
RxP legislation.  Their landmark law is gradu-
ally moving through a careful administrative 
rules process.  Since the passage of the law in 
2014, Beth has been active in cultivating and 
nurturing relationships with community part-
ners.  Her ultimate goal is to facilitate collabo-
rations with engaged community partners so 
that, together, significant improvements can be 
made throughout their statewide health care 
delivery system.  More than 80 individuals were 
in attendance that memorable evening, repre-

senting a wide range of RxP trainees and facul-
ty; leaders of the Illinois managed care system; 
CEOs of hospitals and clinics; state government 
mental health and criminal justice leaders; 
and IPA governance members.  “As hoped for, 
we generated tremendous electricity in the air 
and a certain knowledge that we are creating 
revolutionary changes in the Illinois health 
care system, changes that are reverberating 
throughout the country.  What makes me most 
proud is the sense of community that we all 
feel (Beth Rom-Rymer.”  Beth truly appreciates 
the importance of taking on the role of mentor.  
Being personally aware of the extraordinary 
needs in Indian country, she helped fund schol-
arships (over a period of five years) for Native 
American psychologists who were earning their 
Master’s degrees in clinical psychopharmacolo-
gy at CCSP/Alliant University, in preparation for 
becoming prescribing psychologists.

The Hawaii Psychological Association (HPA) 
initiated their first legislative effort to study 
obtaining RxP in 1985.  In 2007, their House 
and Senate passed RxP authorization bill was 
vetoed by the Governor.  Jill Oliveira-Gray and 
her HPA colleagues are committed for the long-
haul, however, and have been emphasizing 
developing broad community support.  This 
February, Mental Health America of Hawaii 
(previously the Mental Health Association) 
alerted their members: “Mental Health at the 
Hawaii State Capitol.  The 2017 Legislature is 
in session and we have asked them to again 
support mental health by taking up the issue of 
prescriptive authority for psychologists with 
advanced training with House Bill 767 and Sen-
ate Bill 384.  Hawaii’s physician shortage is hav-
ing a serious negative impact on mental health.  
Depending on where you live and what type of 
insurance you have, it can be next to impossible 
to see a psychiatrist in a timely manner.  People 
on our neighbor islands are forced to visit the 
emergency room in crisis because they cannot 
get care when they need it.  Authorizing psy-
chologists with advanced training to prescribe 
from a limited formulary of psychiatric medi-
cations will help patients avoid crisis and reach 
and maintain recovery.  If you would like to get 
involved in advocacy for prescriptive author-
ity for psychologists or share your story with 

us, please email.…”  At Beth’s gathering, Bethe 
Lonning reported that since 2011, it had only 
been necessary to raise $3,535.50 in support of 
their Iowa RxP success.  The key to their legis-
lative victory was grassroots campaigning and 
believing that what they were proposing was 
important for the citizens of Iowa.  In essence, 
this is the approach which HPA has taken.

During her Presidential year, Susan McDan-
iel personified many of the key attributes of 
visionary leadership.  “When I ran for APA 
President, I thought I might have something to 
contribute to improving our nation’s health by 
making psychology and psychologists an essen-
tial part of our new healthcare system.  Certain-
ly, I never dreamed it would be the experience it 
has been….  It has been stressful at significant 
times, but also inspiring and critically import-
ant.”  “One of the most useful things I did this 
year was to engage a group of seven diverse 
Early Career Psychologists (ECPs) to mentor 
me and discuss key challenges in front of APA 
and the APAPO on monthly phone calls.  It 
seemed like a good idea during the summer of 
2015.  Actually enacting it was far more useful 
than I imagined; I think because this group is 
supremely talented and diverse in every way 
– psychology researchers/practitioners/policy 
makers; demographic diversities, urban and 
rural, etc.  Thanks to each of these talented 
psychologists – Le Ondra Clark Harvey, Lindsey 
Buckman, Sabrina Esbitt, Angela Kuemmel, 
Shawn McClintock, Innocent Okozi, and Emily 
Selby-Nelson -- for providing me invaluable 
perspectives, ideas, suggestions, leaving me 
with complete conviction that the long-term 

future of Psychology and the APA is bright be-
cause of their current and future leadership.”

Given the volatile nature of the ongoing health 
care debates during the national Presidential 
campaigns, Susan was quite creative in focus-
ing upon the multitude roles psychology could 
play within the nation’s health care environ-
ment regardless of how one might define the 
most appropriate role for government per se.  
One of her impressive initiatives was an Inte-
grated Primary Care Alliance, during which she 
hosted 83 Presidents, CEOs, and governmental 
relations staff from 23 different professional 
associations at the APA headquarters.  Another 
explored developing a Curriculum for an Inter-
professional Seminar on Integrated Primary 
Care.  Her third focused on Integrated Specialty 
Care which, although around longer than many 
appreciate and is especially successful within 
the VA, is often overlooked.  Finally, she and 
team researcher Eduardo Salas will be co-edit-
ing a special issue of the American Psychologist 
addressing Interprofessional Team Science and 
the Science of Teams.

Each of the colleagues described above continue 
to make a real difference in the daily lives of our 
nation’s citizens.  Above all else, they are com-
mitted to fulfilling a vision which supersedes 
themselves as individuals.  They represent the 
“best of psychology and public service.”  “To-
gether we can do so much.”  Aloha,

Pat DeLeon, former APA President – Division 42 – 
February, 2017

Fast Forward: Clinical and Forensic Innovations 
for a Successful Practice 

— October 13-15, 2017!
Wyndham Philadelphia Historic District

Philadelphia, PA 

Look for more information in the Summer IP and online!
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Focus on Clinical Psychology

Underdiagnosed and Misunderstood: Females with ADHD

Julie T. Steck

Mindy* was an 8-year-old female when 
first seen in the office due to concerns 

regarding fears about getting sick and vomiting, 
headaches and stomachaches predominantly on 
school days, and frequent emotional outbursts. 
While she was well-behaved in school, she typ-
ically brought home a great deal of homework, 
and the work was a struggle to complete.  Home-
work always resulted in arguments, and Mindy’s 
parents dreaded the process.  While Mindy made 
friends easily, she did not seem to maintain 
friendships and gravitated toward boys or girls 
who were active and impulsive.  Mindy did not 
entertain herself well unless she was watching 
videos or playing on an iPad.  When bored, she 
would eat or pester and irritate her siblings.  She 
talked constantly. At night, Mindy had difficulty 
falling asleep and was slow to wake up in the 
morning.  Her parents needed to constantly prod 
her to get dressed and out the door to the bus in 
the morning.  

Stephanie* was a 38-year-old mother who was 
first seen in the office with her 9-year-old son.  
He had been recently diagnosed with ADHD—
Combined presentation and was being seen for 
parent training and behavioral therapy.  Steph-
anie was a college graduate who had worked 
prior to having her three children.  She was 
overweight but not obese.  She reported that 
she had been diagnosed and treated for depres-
sion in the past.  It was apparent that Stephanie 
was very social and outgoing and had a number 
of friends.  However, she had a difficult time 
saying “no” to her friends so she was always 
watching other people’s children.  She was also 
very sensitive to criticism regarding her son’s 
behavior and was frequently in tears.  As a 
part of her son’s behavior therapy, efforts were 
made to establish routines and set boundaries 
and limits for all three children.  After several 

sessions, 
Stephanie 
broke down 
crying and 
reported 
that she had 
tried to do 
all of things 
suggested 
but could 
not follow 
through 
with any of 
the plans 
she made.  
She reported that this had been a lifelong prob-
lem.  She had a long history of procrastinating, 
feeling stressed, and rushing to do things but 
never feeling that she did them well. When her 
first child was born, she quit working as she 
felt that she would do better as a stay-at-home 
mother than she did at work.  However, the or-
ganizational and time management issues she 
had at work were compounded with each child. 

Both Mindy and Stephanie were eventually di-
agnosed and treated for ADHD.  Mindy’s parents 
and Stephanie and her husband had never sus-
pected ADHD because neither were hyperactive 
in the classical sense and they both could “pay 
attention” as far as others could determine.  Yet, 
they both had the deficits in executive func-
tioning found in ADHD.  Their stories are very 
common and both have responded very well 
to the combination of therapy and medication.  
Mindy is now 11-years-old and her family no 
longer “walks on eggshells” around her. They 
are able to parent her in a more typical manner 
and focus on the acquisition of age-appropri-
ate behaviors.  Her fear of vomiting and other 
physical symptoms of stress have disappeared.  
Some symptoms of anxiety appear on occasion, 
but she responds well to cognitive-behavioral 

strategies—and remembers to use them when 
on her ADHD medication. Stephanie has a 
much better ability to manage the day-to-day 
routines of running a household and manag-
ing children, she does not feel that she is being 
criticized by her husband as often, she has been 
able to fit yoga into her life, and she has lost 
some weight that she had been trying to lose 
for years.  

ADHD is a neurodevelopmental disorder with 
onset during childhood but it often persists 
into adulthood. In the most recent National 
Survey of Children’s Health (Visser et al., 2014), 
it was reported that in the U.S., 11% of children 
and adolescents ages 4 to 17 have been diag-
nosed with ADHD in their lifetime.  Of those 
who had ever been diagnosed with ADHD, 8.8% 
were reported to currently have symptoms 
of ADHD.  Of those currently diagnosed with 
ADHD, 12.1% of males met criteria for ADHD 
and 5.5% of females met criteria for ADHD.   
These findings are consistent with a previously 
published study (Froelich et al., 2007).  In that 
study, the prevalence of ADHD in children in 
the U.S. ages 8-15 was found to be 8.7%.  The 
incidence of ADHD in males was found to be 
11.8% and in females it was 5.4%.  Thus, it ap-
pears that males are at least twice as likely to be 
diagnosed with ADHD as opposed to females.  
And females often go undiagnosed. 

Based on data collected from the National 
Comorbidity Survey Replication (Kessler et al., 
2006), the estimated prevalence of adult ADHD 
was 4.4% of the population. “ADHD is not a 
benign disorder. For those it afflicts it can cause 
devastating problems” (Barkley et al., 2002).  
Those with ADHD have been found to have 
impairments in virtually every aspect of their 
life—education, occupation, social, community, 
legal, dating and marital relationships, driv-
ing, leisure, financial and daily responsibilities 
(Young et al., 2013; Barkley et al., 2002).  

Although ADHD is perhaps the most researched 
condition of childhood, and there is evidence 
that it has long-term implications in adulthood, 
there has been little focus on ADHD in females 
until recently.  There have been two major stud-
ies in this area in the past decade.  Biederman 

et al. (2010) reported the results of an 11-year 
longitudinal follow-up study of females ages 
6 to 18.  There were 140 females diagnosed 
with ADHD and 122 females who did not have 
ADHD.  Exclusionary factors included adop-
tion, sensorimotor impairments, psychosis, 
autism, limited proficiency in English and an 
IQ below 80.  Approximately 70% of the initial 
group was seen in follow-up.  At the time of 
follow-up, only 42% were receiving some form 
of follow-up (17% were receiving medication 
alone and 25% were receiving medication and 
counseling).  The mean age at follow-up was 
22.  The demographics revealed that the group 
was largely Caucasian and came from intact 
families.  At the time of follow-up, 62% still had 
impairing symptoms of ADHD.  There were sev-
eral major findings from the study.  The females 
with ADHD had significantly higher risks of an-
tisocial, mood, and anxiety disorders than the 
control group demonstrated.  The females with 
ADHD demonstrated higher rates of depres-
sive and anxiety disorders when compared to 
males with ADHD.  However, there was a lower 
risk of antisocial personality disorders when 
compared to males with ADHD.  Females in the 
ADHD group showed high cumulative morbidi-
ty rates of agoraphobia (25%) and social phobia 
(20%).   Those with ADHD showed significantly 
higher rates of substance abuse (nicotine, alco-
hol and drugs) and bulimia than other females.  

A second follow-up study (Hinshaw et al., 
2012) of females with ADHD focused on a more 
ethnically diverse population over 10 years.  
The follow-up study included 105 females 
with ADHD and 86 females in the comparison 
group.  The ages at the time of the follow-up 
study ranged from 17 to 24.  The ADHD group 
included females with ADHD-Combined Type 
and ADHD- Predominantly Inattentive Type. 
The outcomes revealed that those with ADHD, 
both the Inattentive Type and Combined Type, 
showed greater symptoms of depression and 
dysthymia, anxiety, Oppositional Defiant Dis-
order, substance use and overall impairment 
in functioning. In addition, academic achieve-
ment in math was almost one standard devia-
tion below those without ADHD. In most of the 
domains studied, there was little difference in 
the outcome for females with the two subtypes. 
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The exception to this was noted in the area of 
self-harm and suicide attempts.  Those with 
ADHD-Combined Type reported high rates 
of suicide attempts (22.4%) and self-injury 
(50.6%).  

So, what does all of this mean to clinicians?  
First, be aware that as a profession, we are likely 
under-diagnosing, under-treating and mis-
understanding our female clients with ADHD.  
When young girls show up in our offices with 
compliant behavior at school but separation 
anxiety, temper outbursts, social difficulties, 
and difficulty with organization and comple-
tion of tasks, consider ADHD. When elementary 
school and young teenage females present with 
anxiety that does not improve with therapy, 
suspect ADHD. When adolescent females are 
demonstrating non-compliant behaviors at 
home; sneaking out of the house at night; ex-
perimenting with nicotine, alcohol and drugs; 
engaging in self-harm; and have declining 
grades, they need to be evaluated for ADHD as a 
possible underlying factor. 

To date, there are not evidenced-based treat-
ments designed specifically for females with 
ADHD. However, The American Academy of 
Child and Adolescent Psychiatry published Prac-
tice Parameter for the Assessment and Treatment 
of Children and Adolescents with Attention-Defi-
cit/Hyperactivity Disorder (2007). Based on 
those treatment guidelines and clinical experi-
ence of the author, the following components 
of treatment are recommended. Treatment 
of ADHD starts with diagnosis—diagnosis of 
ADHD and of co-morbid conditions.  The second 
part of treatment is parent and patient educa-
tion about ADHD.  While education alone does 
not treat ADHD, it provides a framework for 
understanding the executive functioning defi-
cits and behaviors that cause impairments in 
functioning at a level expected of the female’s 
age.  Parent education about ADHD also leads to 
developing parenting strategies and behavioral 
interventions for the individual.  The third part 
of treatment is consideration of medication.  
While there has been a significant amount of 
effort to research psychological and behavioral  
interventions, as well as other non-pharmaco-
logical interventions for ADHD,  the research on 

these interventions has shown limited efficacy 
on the core symptoms of ADHD (Chronis et al., 
2013).  A more recent meta-analysis of psycho-
logical therapy for youth with ADHD (Weisz et 
al., 2017) found small effect sizes in the analysis 
of 28 studies targeting ADHD.  (The fourth part 
of treatment is building in supports and accom-
modations at home, in the community and at 
school.  The final part of treatment is ongoing 
follow-up and therapy for co-morbid conditions 
and specific behavioral difficulties in the home, 
school or community.  

Russell Barkley, Ph.D., a psychologist who has 
dedicated his career to research and treatment 
of ADHD across the lifespan, has published 
extensively on ADHD and executive function-
ing.   In working with children and adolescents, 
and the adults in their lives, I rely greatly on Dr. 
Barkley’s research which is summarized in his 
most recent books (www.russellbarkley.com) 
and excellent lectures (www.adhdlectures.
com).  From a clinical perspective, these are the 
top ten considerations that I use in working 
with individuals with ADHD.

• Poor impulse control (including excessive 
talking and emotionally impulsive respons-
es) emerge before concerns regarding atten-
tion and concentration. 

• ADHD is not just an academic problem.  
Many individuals with ADHD do well aca-
demically until the need for organization 
and time management outstrip their aca-
demic and cognitive abilities. 

• Those with ADHD typically have about a 
30% delay in the acquisition of independent 
skills and self-regulation. 

• For individuals with ADHD, time is the ene-
my.  If they are doing something they enjoy, 
there is never enough time.  If they need to 
do something that they do not want to do, 
they will avoid and procrastinate or rush 
through the task. 

• Individuals with ADHD have trouble sus-
taining mental effort. 

• They have trouble remembering to do what 
they need to do when they need to do it. 

• Those with ADHD tend to live in the mo-
ment—they do not reflect on the past to 
remember what happened last time or look 
to the future to consider the consequences 
of their behavior.  

• ADHD causes individuals to have trouble 
stopping a behavior in the middle of a be-
havior and change what they are thinking 
and doing.  

• Most of what we know about ADHD is based 
on research on males but females with 
ADHD are just as much at risk for problems 
in all domains of functioning. 

Although I see children and adolescents (both 
male and female) with a wide range of issues, 
there is probably no other group that responds as 
well to treatment as females with ADHD.  While 
there is no cure for ADHD, hope and help starts 
with a diagnosis.  Without an appropriate diag-
nosis, much time, energy and money is spent 
without effective treatment.  When treatments 
do not work, frustration and blame increase.  The 
long-term trajectory for females with ADHD is 
filled with potential pitfalls, and the best way to 
help the individual and her family navigate the 
course to adulthood and beyond is to stay ahead 
of potential problems and address them quickly if 
and when they do arise. Appropriate assessment, 
treatment and guidance can help these girls and 
young women thrive.  
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Dr. Julie Steck is a psychologist with CRG/Children’s 
Resource Group, a multi-specialty behavioral health 
practice.   Dr. Steck has worked with children for 40 
years as a teacher, school psychologist and psy-
chologist.  Dr. Steck specializes in the evaluation of 
children, adolescents and young adults with de-
velopmental, learning, emotional, and behavioral 
concerns.   
 
In addition to evaluation, Dr. Steck focuses on treat-
ment of children and adolescents through individ-
ual therapy with the child/adolescent and through 
working with the family to assist them in understand-
ing the child/adolescent and adapting to the child’s 
needs.  Dr. Steck has a number of special interest 
areas including ADHD, especially in females.  She has 
had the opportunity to work with many girls with 
ADHD whom then became adolescents and young 
adults.  As her patients have grown up, the research 
available on females with ADHD has increased. 
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From Research to Practice
Stacy M. Stefaniak Luther and Andrea Kozak Miller

Associations Between ADHD Symptoms 
and Daily Life Impairments Impacting 
Pregnant Women

Research has shown that rates of depres-
sive and anxiety symptoms in pregnant 
women are higher than rates of depressive 
and anxiety symptoms among same-aged 
women who are not pregnant. Symptoms 
of both depression and anxiety are con-
nected with higher rates of impairment in 
friendships, relationships, home life, and 
work life. Additionally, pregnant women 
with higher levels of depressive symptoms 
report more bodily pain, lower feelings of 
well-being and health, and they also report 
higher levels of fatigue when compared with 
pregnant women who do not have elevated 
symptoms of depression. Depression and 
anxiety symptoms during pregnancy have 
also been linked with less engagement in 
imperative prenatal behaviors, higher risk of 
preterm birth and low birthweight infants, 
and decreased levels of dopamine, serotonin, 
lower vagal tone, and higher frontal lobe 
activation.  A lot of research has gone into 
the impact that depression and anxiety have 
during pregnancy and overall functioning. 
ADHD is another common disorder that oc-
curs in adults that may impact functioning, 
especially during pregnancy.  The authors 
point out that adult attention deficit/hyper-
activity disorder (ADHD) has not been fully 
investigated in pregnant women and this is 
potentially an area of psychopathology that 
can have a negative impact on daily living 
skills.  Research has indicated that impair-
ments caused by ADHD persist throughout 
adulthood and cause impairment in life 
domains, but this has not been clearly stud-
ied for effects during pregnancy.  This study 
included 250 pregnant, English-speaking 
women over the age of 18 from the South-
eastern United States in their study.  These 
women were recruited from an urban wom-
en’s clinic. Of the participants, 69% were 
non-White/Caucasian and just under 59% 
were single/never married with levels of 
education ranging from not finishing high 

school to those with postgraduate degrees.  
The women were on average 26.91 weeks 
pregnant. The Conners’ Adult ADHD Rat-
ing Scale-Self Report Short Form was used 
to examine ADHD symptoms and related 
behaviors and the Barkley Functional Impair-
ment Scale-Long Form Self-Report was used 
to measure current impairment. Results 
indicated that inattentive symptoms were 
a predictor of impairment in daily home 
life.  Symptoms of ADHD interfered with the 
ability to organize and complete chores, take 
care of children and other family members, 
and caused impairment in driving. Difficul-
ties with attention predicted impairment 
in relationships and impulsivity was found 
to be a predictor of daily life impairment.  
Impulsivity linked impairments included 
impulsive spending, impulsive eating, and 
difficulties with conversations. Hyperactive 
symptoms did not predict any impairments, 
possibly because hyperactive behaviors de-
cline over time.  The overall results indicated 
that impulsivity is a strong predictor for 
impairment. Symptoms related to inatten-
tion also caused significant impairment for 
pregnant women. Both of these core symp-
toms of ADHD had a negative influence on 
impairments in daily activities. Clinicians 
may find this research relevant in that it can 
be used to help design appropriate inter-
ventions to enhance daily functioning and 
reduce impulsive behaviors in adult, preg-
nant women. By doing so, clinicians can pos-
sibly help enhance quality of life for women 
with ADHD related symptoms. Clinicians 
may be interested in a reprint of this article 
to gather additional information focusing 
on how ADHD during pregnancy impacts 
occupational and interpersonal aspects of 
functioning. 

Eddy, L. D., Jones, H. A., Snipes, D., Karjane, 
N., & Svikis, D. (2017). Associations between 
ADHD symptoms and occupational, inter-
personal, and daily life impairments among 
pregnant women. Journal of Attention Dis-
orders. Advance online publication. doi: 

10.1177/1087054716685839 Reprint requests 
to Heather A. Jones at hjones7@vcu.edu

Romantic Partners in Young Adulthood, 
Binge Drinking, and Depression 

Alcohol use and depression impact males and 
females differently. Men are more likely to 
binge drink and women are more likely to be 
depressed, but both are means of expressing 
emotional distress. Women are more likely 
to internalize symptoms of distress and men 
are more likely to express stress via exter-
nalizing symptoms (e.g., binge drinking). 
Within romantic relationships, one partner’s 
depressive symptoms or alcohol use can in-
fluence the other partner’s depressive symp-
toms and alcohol use. Younger couples may 
be more sensitive to each other’s emotions 
due to newness of the relationship. Studies 
have examined married couples but few have 
explored nonmarital relationships and co-
habitating unions, which are common with 
this age group.  This article explores dating, 
cohabitating, and married couples between 
the ages of 18-26 to examine whether or not 
a partner’s binge drinking behavior influenc-
es binge drinking behavior and depression 
in his or her partner. For adults, psychologi-
cal distress often occurs within the context 
of the relationship. The authors argue that 
depression and binge drinking are expres-
sions of psychological distress and given that 
women tend to manifest this distress as de-
pression and men tend to manifest it through 
binge drinking, depression and binge drink-
ing need to be studied together to understand 
how this distress unites within a romantic 
relationship.  Participants were asked how 
many days in the past 12 months did they 
drink 5 or more drinks in a row to measure 
binge drinking and a nine-item depression 
scale was used to identify symptoms of 
depression. Relationship type, duration, and 
gender were explored. Results indicated that 
romantic partners play an important role in 
influencing each other’s psychological dis-
tress during young adulthood in a variety of 
relationship types. Binge drinking behavior 
is associated with partners’ binge drinking 
behavior. There are different possible expla-
nations for this, including that young men 
and women may engage in behaviors simi-
lar to their partners in order to maintain or 
improve the relationship or social control 

can encourage partners to drink or pressure 
partners to drink. There were no gender 
differences between partner’s binge drink-
ing and the respondent’s binge drinking. 
Findings indicated that having a depressed 
partner increases the odds of depression for 
the respondent but having a partner who 
binge drinks does not predict a respondent’s 
depression. At the same time, marital alco-
hol problems such as physical violence as-
sociated with drinking does associate with 
depressive symptoms.  Clinicians may find 
it helpful that results indicated that women 
decrease binge drinking in response to their 
partners’ depression and this is explained in 
that there is a possibility that women may 
draw on personal resources in an attempt to 
improve the well-being of their partners. The 
association between stress and alcohol con-
sumption is generally stronger for men than 
women.  Depression and binge drinking may 
begin early in the lifespan and have negative 
influence on short- and long-term health. 
Interestingly, dating and cohabitation are 
similar in activation of distress junctions in 
young adults. Both binge drinking and de-
pression are indicators of psychological dis-
tress in young adulthood and involvement in 
a romantic relationship can influence binge 
drinking behavior. A clinician may find the 
full article interesting, as it provides infor-
mation on partner influence during psycho-
logical distress and compares findings with 
research conducted on older couples.  Overall, 
there can be different possible explanations 
for binge drinking during young adulthood 
that can prove valuable for discussion during 
treatment planning with clients. 

Holway, G. V., Umberson, D., & Thomeer, M. B. 
(2016). Binge drinking and depression. Society 
and Mental Health. Advance online publication. 
doi: 10.1177/2156869316674056. Reprint 
requests to Giuseppina Valle Holway at giusep-
pina.holway@utsa.edu 

Dysregulation of Emotion and Loss-of-
Control Eating in Youth

Clinicians working with adolescents and/
or parents of adolescents who display emo-
tional dysregulation and/or binge eating 
behaviors may find this article interesting 
in that it provides a possible explanation for 

http://dx.doi.org/10.1177%2F1087054716685839
mailto:hjones7@vcu.edu
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binge eating during adolescence. Additional-
ly, it explores how emotions and obesity can 
influence each other during adolescence.  
These influences can lead to physical and 
behavioral health concerns during adoles-
cence, particularly among girls. The authors 
of this study define emotion regulation as 
being the biopsychosocial processes that are 
involved in understanding and monitoring 
emotional states in addition to the skills that 
are required to adjust the intensity and du-
ration of emotional reactions. Healthy emo-
tion regulation strategies include refocusing 
on the positive, problem-solving, and seek-
ing out social support among others. Emo-
tion dysregulation on the other hand include 
rumination, catastrophic thinking, aggres-
sive action, and social withdrawal among 
others. It is suggested that youth with 
emotional dysregulation are at risk for loss-
of-control eating which is the experience of 
being unable to control what or how much is 
eaten regardless of the amount of food con-
sumed. This may trade one emotional state 
(depressed) with another (guilt). Given that 
growing youth consume large amounts of 
food, loss-of-control eating is used to define 
a precursor to binge eating disorder. Loss-
of-control eating contributes to excess gains 
in fat and weight.  The researchers selected 
participants from a convenience sample of 
230 children and adolescents ranging in 
age from 8-17 years. Youth with significant 
medical or psychiatric conditions; abnormal 
hepatic, renal, or thyroid function; those 
taking medications known to impact body 
weight; those with greater than 5 pounds 
of weight loss in the past three months, and 
those who were undergoing weight loss 
treatment were not included in the study. 
Height and weight during fasting were 
collected and a physical examination was 
completed to determine pubertal stage. The 
Eating Disorder Examination was used to 
determine whether objective binge episodes 
existed and the Child Behavior Checklist was 
completed by parents to gather information 
on their perceptions of their child’s psy-
chopathology and problem behaviors. The 
participants completed two laboratory test 
meals in which they were asked to consume 
their lunch from a buffet meal on two sep-
arate days. In random order, youth partici-
pated in a “normal” meal in which they were 

instructed to eat as normal and in a “binge” 
meal in which they were instructed to eat 
as much as they wanted.  Prior to each meal, 
participants were given an identified stan-
dard breakfast and observed over the next 6 
hours to ensure no calorie-containing foods 
or beverages were consumed and no moder-
ate to vigorous activity was performed. This 
standard breakfast included protein, fat, and 
carbohydrates which allowed for a con-
trolled start to the study in regards to calorie 
consumption.  Data collected during this 
study indicated that youth with self-report-
ed loss-of-control eating demonstrated great 
emotional dysregulation per their parents’ 
report when compared with peers without 
self-reported loss-of-control eating. Youth 
with high parent-reported emotional dys-
regulation consumed more calories when 
presented with a buffest and had higher BMI 
and fat mass. Both youth with self-reported 
loss-of-control eating and girls with report-
ed high emotional dysregulation had signifi-
cantly higher fat mass and BMI. There were 
no differences in body or fat mass when 
emotion dysregulation was low.  Clinicians 
may find this research helpful when work-
ing with youth who may use ineffective 
strategies to manage negative emotions and 
with those who have higher fat mass. Early 
intervention into teaching healthy strategies 
for emotional regulation and reducing im-
pulsive behaviors may help reduce loss-of-
control eating behavior and improve overall 
long-term health due to decreased risk for 
high BMI. 

Kelly, N. R., Tanofsky-Kraff, M., Vannucci, A., 
Ranzenhofer, L. M., Altschul, A. M., Schvey, N. 
A., ... Yanovski, J. A. (2016). Emotion dysreg-
ulation and loss-of-control eating in children 
and adolescents. Health Psychology, 35(10), 
1110-1119. doi:10.1037/hea0000389 Reprint 
requests to Marian Tanofsky-Kraff at marian.
tanofsky-kraff@usuhs.edu   

Family Resilience Framework
We often work with clients on resiliency 
and learning from experiences to come out 
stronger on the other side.  Walsh (2016) ex-
amined family resilience as “the capacity of 
the family system to withstand and rebound 
from adversity, strengthened and more 
resourceful” (p. 617).  Walsh reviewed both 

ecosystem and developmental perspectives 
on resilience in families.  The multifaceted 
view of well-functioning families was dis-
cussed including how there are many paths 
to overcoming challenges and maintaining 
strength.  Walsh discusses three main areas 
of process in family resilience with three 
subareas each:  Shared Belief Systems includ-
ing making meaning of adversity, positive 
outlook, and transcendence and spirituality; 
Organizational Processes including flexibil-
ity, connectedness, and mobile, social, and 
economic resources; and Communication / 
Problem-Solving Processes including clarity, 
open emotional sharing, and collaborative 
problem solving.  It was discussed that evi-
dence-based and research oriented practice 
should use both information on therapist 
techniques but also on family processes.  
Genograms could be utilized in a strength 
oriented fashion instead of a focus on prob-
lem areas.  Walsh described a number of 
community-based resilience programs and 
their success with a variety of populations 
including some specific components and a 
case example.  Clinicians might be interested 
in the full chart of key processes in family 
resilience contained within the article.

Walsh, F. (2016). Applying a family resilience 
framework in training, practice, and research: 
Mastering the art of the possible. Family Pro-
cess, 55, 616–632. doi:10.1111/famp.12260 
Retrieved from http://onlinelibrary.wiley.com/
doi/10.1111/famp.12260/abstract

Nonviolent Resistance for Caregivers
There are times when we work with families 
or clients who have a propensity for vio-
lence.  Nonviolent resistance (NVR) is a way 
to help those working with possibly violent 
individuals learn a coping strategy for the 
harmful behaviors with a lens on nonviolent 
intervention and de-escalation.  NVR has 
demonstrated effectiveness, particularly in 
Europe, in decreasing violence, helplessness, 
and escalations and increasing positive pa-
rental or caregiver gestures toward children.  
Omer and Lebowitz described concepts and 
related models including helplessness, esca-
lation, power and control, presence, respect 
and reconciliation, and support, openness, 
and transparence.  The authors discussed 
the treatment steps of establishing a work-

ing alliance, anti-escalation training, the 
announcement, the support group, and 
resistance steps.  According to Omer and 
Lebowitz:

During the first few sessions, parents are 
helped to prepare a semi-formal “an-
nouncement,” in which they declare to 
their child that they will resist the vio-
lence, and will no longer keep it secret.  
The announcement serves several pur-
poses: (a) it constitutes an opening event 
or a rite of passage to a new phase in the 
family’s life; (b) it introduces the parents 
to a new kind of interaction, in which 
they state their position in a self-con-
trolled manner, independent of the child’s 
agreement; and (c) it tells the child that 
the parents will no longer keep the prob-
lem secret. (2016, p. 695)  

It is possible to complete NVR as the main 
focus of treatment but also to borrow from 
some of the areas of NVR and insert them 
into the treatment process as appropriate.  
The process includes parental empower-
ment but also a realization that the parents 
are only able to control their own behaviors.  
Clinicians might be interested in the reviews 
of articles on NVR with specific populations, 
including methodology and outcomes. 

Omer, H., & Lebowitz, E. R. (2016). Nonviolent 
resistance: Helping caregivers reduce problem-
atic behaviors in children and adolescents. Jour-
nal of Marital and Family Therapy, 42, 688–700. 
doi: 10.1111/jmft.12168 .  Retrieved from 
http://onlinelibrary.wiley.com/doi/10.1111/
jmft.12168/abstract 

Automaticity and Goal Setting
During psychotherapy we work clients 
on their design and ownership of goals 
for treatment.  In looking at automaticity, 
goals can run in an automatic manner once 
primed in the system.  How does one differ-
entiate between primed goals and conscious 
goals?  In a review of goal setting theory, 
using efforts and persistence as moderators, 
Latham et al. found that a high level spe-
cific goal leads to positive performance.  It 
may be that the individuals strive for a goal 
of importance and the environment helps 
cue the goal.  The researchers completed a 
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pilot study with 97 participants, recruit-
ed through Qualtrics, who were randomly 
assigned to a control or experimental condi-
tion.  They were primed with either a pho-
tograph of a weightlifter or a rock and asked 
to write a story.  Those in the experimental 
group with the picture of the weightlifter 
wrote stories with significantly more effort 
related words.  In a separate experiment, 91 
business school males were assigned to one 
of three conditions and pressed down on a 
digital food scale.  In the three conditions 
the saw a weightlifter trying to list 20, 200, 
and 400 pounds respectively and were asked 
to complete a word search before being 
asked to push down on a scale.  There was a 
difference between amount of weight seen 
in the picture and strength to which the par-
ticipants pushed the scale. Finally, another 
experiment was completed to examine pos-
sible mediators and moderators as they re-
late to subconscious goals. The experiment 
utilized 133 undergraduate business school 
students and used a priming picture with a 
weightlifter with 20 or 400 pounds and then 
set a goal for the number of arguments they 
could create to a statement.  Additionally, 

the participants completed the Ten Item Per-
sonality Inventory (TIPI) to look at achieve-
ment/industriousness.  The authors found 
support for their hypotheses:  priming of 
a goal in the subconscious related to con-
scious choice of difficulty level set for one-
self.  Higher task performance was associat-
ed with high difficulty level set for oneself.  
The authors indicated “this result provides 
support for a primary contention of the au-
tomaticity model, namely that a goal that is 
primed in the subconscious affects behavior 
in the same way as a consciously set goal” 
(p. 41).  Subconscious goals have an effect on 
performance.  Clinicians might be interested 
in the full article for a further review of the-
ory related to automaticity and goal setting 
as well as further detail about the pilot and 
two experiments. 

Latham, G. P., Brcic, J., & Steinhauer, A. (2017), 
Toward an integration of goal setting theory 
and the automaticity model. Applied Psychol-
ogy, 66, 25–48. doi:10.1111/apps.12087. Re-
trieved from http://onlinelibrary.wiley.com/
doi/10.1111/apps.12087/full 

Reactions to the severe emotional de-
mands that are placed on mental health 

practitioners due to exposure to traumatic 
client material are known as vicarious trauma, 
compassion fatigue, or secondary traumatic 
stress (Ivcic & Motta, 2016).  Regardless of what 
it is called or the context from which it devel-
ops, it is an emotional cost of caring for indi-
viduals. Exhaustion, burn out, hypervigilance, 
weariness, and intrusive cognitions can devel-
op from long term exposure to traumatized 
clients and lead to increased levels of distress.  
Not everyone in the mental health field will 
develop secondary traumatic stress.  Research 
has found that job satisfaction may play a key 
role in identifying those who are susceptible to 

secondary trau-
matic stress (Ivcic 
& Motta, 2016). 
Additionally, 
practitioners and 
students who are 
at greatest risk of 
secondary trau-
matic stress are 
those who had a 
personal history of 
trauma with some 
literature suggesting that one third of clinical 
students report a trauma history (Shannon, 
Simmelink-McCleary, Im, Becher, & Crook-Ly-
on, 2014). The support system that is provided 

at the workplace and the overall level of job 
satisfaction play important protective roles 
against secondary stressors. Therapeutic sup-
port and self-care in the workplace and outside 
of the workplace are crucial for helping reduce 
the risk of secondary traumatic stress and can 
also help alleviate some of the symptoms if 
these emotional stressors become too much of 
a burden. 

Pearlman and Saakvitne, as cited in Shannon 
et al. (2014), defined vicarious trauma as de-
scribing negative changes that occur in the 
inner psychological and sensory experiences of 
trauma therapists because of empathic en-
gagement. These experiences lead to changes 
in one’s sense of identity, worldview, and spir-
ituality (Shannon et al., 2014). This can lead 
to difficulty tolerating emotions, maintaining 
healthy self-esteem, judgment, and profession-
al boundaries (Pearlman & Saakvitne as cited 
in Shannon et al., 2014). The effects of second-
ary traumatic stress include re-experiencing, 
avoidance, and hyperarousal in addition to 
feelings of sadness and hopelessness (Shannon 
et al., 2014).  Other symptoms include intru-
sive imagery, nightmares, increased fears for 
safety of self and others, avoidance of violent 
stimuli in the media, difficulty listening to 
accounts of events, irritability, and emotional 
numbing (Bober, Regehr, & Zhou, 2006).  Long 
term reactions include emotional and physical 
depletion, hopelessness, and a changed world 
view which views others with suspicion and 
cynicism (Bober et al., 2006). The therapeutic 
relationship is affected due to poor diagnostic 
and treatment decisions but in a positive light 
there are some benefits that include increased 
tolerance for painful feelings, greater com-
passion, and satisfaction as a result of helping 
others (Shannon et al., 2014). Knowledge of 
how exposure to traumatic information and 
the impact this has on the overall well-being 
and professional practice of mental health pro-
fessionals can be used to help educate trainees 
on the warning signs and negative outcomes of 
repeat exposure. 

Bride, as cited in Shannon et al. (2014), points 
out that with social workers who work with 

trauma survivors, the rate of Posttraumatic 
Stress Disorder is reported to be twice that of 
the general population.  Given psychologists’ 
work with trauma survivors, this rate may be 
relevant to this population of professionals as 
well.  According to Pearlman and Saakvitne (as 
cited in Adams & Riggs, 2008), a lack of formal 
trauma coursework in combination with mal-
adaptive defense styles can create a vulnera-
bility to trauma-related symptoms.  Practicum 
and internship trainees are at particular risk 
when compared with experienced profession-
als (Adams & Riggs, 2008).  Many practitioners 
have their first experiences with trauma clients 
during practicum training and novice practi-
tioners are more likely to have difficulties due 
to lack of trauma specific training (Adams & 
Riggs, 2008).  Graduate school in itself takes 
a toll on a student’s well-being and when per-
sonal lives and professional expectations are 
added to the responsibilities of the student 
alongside work with traumatized clients, it can 
reach a point where the practitioner student 
responds with a numbing reaction to pain and 
loss (Adams & Riggs, 2008).  Secondary trau-
matic stress symptoms include suspiciousness, 
anxiety, depression/sadness, somatic symp-
toms, intrusive thoughts and feelings, avoid-
ance, emotional numbing and flooding, and 
an increased feeling of personal vulnerability 
(Adams & Riggs, 2008).  For students and early 
practitioners, this can be difficult to overcome 
and burn out becomes a serious possibility. It is 
important to point out that the effects of sec-
ondary traumatic stress vary and quite possibly 
are dependent on personal factors, training, 
and level of experience (Adams & Riggs, 2008). 

DeAngelis (as cited in Myers et al., 2012) points 
out that psychologists are vulnerable to stress. 
Psychologists promote self-care and stress 
management with their clients, but it may not 
be very often that they take their own advice.  
For graduate students, in addition to exposure 
to traumatic stories, there is the additional 
burden added due to the demands of training.  
These demands include coursework, research, 
clinical training, and financial constraints (My-
ers et al., 2012).  Graduate students also have 
personal and family obligations, performance 
anxiety, competition, and other stressors. For 

Traumatic Stress and the Practitioner

Stacy Stefaniak Luther
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minority students, there is the addition of ra-
cial discrimination, prejudice, feelings of isola-
tion, and different cultural expectations (Myers 
et al., 2012). Minority students who report 
these stressors have higher rates of burnout, 
depressive symptoms, and reduced quality of 
life according to Myers et al., (2012). 

So what does this mean for students and early 
career psychologists? Awareness of secondary 
traumatic stress is important for self-care and 
reducing the emotional after effects of working 
with traumatized clients.  While there is a risk 
for the development of emotional distance and 
the inability to maintain warm, empathic, and 
responsive stances to clients (Adams & Riggs, 
2008), attending to and resolving the second-
ary stress is important for reducing the effects 
and maintaining ones’ own emotional and 
mental health.  This information has indicated 
that further research focusing on secondary 
traumatic stress and how to reduce its impact 
on psychological trainees is important to pro-
tect those starting out in the field. Many profes-
sionals report that academic training does not 
necessarily provide training on the necessary 
skills for working with traumatized clients 
(Adams & Riggs, 2008).  Students often receive 
minimal training on working with traumatized 
clients and even less training on how to take 
care of oneself when providing services related 
to trauma.   

Myers et al., (2012) suggest that graduate 
training should promote stress management.  
Research on this is sparse, but Myers et al., 
(2012) recommend that supervisors and edu-
cators include stress management into training 
programs. This would also be helpful during 
supervision to help the graduate student nav-
igate the stressors of personal, professional, 
and educational life. Unhealthy eating habits, 
irregular sleep patterns, reduced engagement 
in exercise, and maladaptive coping are all 
related to stress in graduate students (Myers et 
al., 2012).  Recognition of these behaviors and 
lifestyle patterns can help supervisors and edu-
cators identify when a student is in need and a 
student can identify when he or she is engaging 
in these behaviors and ask for stress manage-
ment tips from supervisors. 

To manage stress, graduate students may find 
healthy eating habits, regular exercise, estab-
lishment of good sleep hygiene and a bedtime 
routine, and establishment of social support 
helpful. These are all things that counter act 
the unhealthy behaviors that are developed as 
a result of stress.  Mindfulness practices may 
also be beneficial for the student. However, 
these things are easier said than done.  This is 
where approaching this topic in supervision 
and during academic courses would be helpful. 
Some studies suggest that at an educational 
level, it is important to normalize the reactions 
experienced in response to vicarious trauma 
and students should be assisted with process-
ing emotions in the classroom (Shannon et 
al., 2014).  Educators and supervisors should 
help students maintain appropriate boundar-
ies and establish safety rules for sharing cases 
and personal trauma (Shannon et al., 2014), as 
personal trauma can be triggered by exposure 
to traumatic experiences of others. The inclu-
sion of journals and self-care plans can help 
educators and supervisors monitor stress and 
promote resiliency through the development of 
coping skills (Shannon et al., 2014). 

What can those in practice do to help them-
selves? Rupert, Miller, and Dorociak (2015), 
explored burnout, which they define as a 
syndrome that is characterized by emotional 
exhaustion, depersonalization of clients, and 
a reduced sense of accomplishment. Burnout 
is something that a psychologist can experi-
ence as a response to challenging and stressful 
demands related to feeling responsible for the 
lives of others and dealing with problems and 
emotional concerns, amongst other aspects 
of the profession (Rupert et al., 2015).  The 
stressors associated with working with clients 
with traumatic stories when compounded with 
other aspects of life and professional practice 
can impact how a psychologist functions both 
personally and professionally. Burnout nega-
tively impacts quality of life, quality of work, 
and increases risk of impaired professional 
functioning while reducing competence which 
raises ethical concerns (Rupert et al., 2015). 

Preventing burnout is important.  Taking care 
of oneself during professional practice and 

during the educational and training years is 
also important.  Rupert et al. (2015) explored 
research and found that increased age is relat-
ed to less emotional exhaustion.  This may be 
due to maturity, experience, increased personal 
resources for coping effectively, and increased 
personal resources to build a sense of accom-
plishment (Rupert et al., 2015). Engagement in 
recreational and self-care activities as well as 
social support and use of cognitive coping skills 
can also reduce the risk of burnout. 

Some strategies for reducing risk of secondary 
traumatization include spending time with 
family, taking a vacation/time off, watching 
movies, establishing and engaging in hobbies, 
taking stress management training (both as an 
individual and as a team), developing a self-care 
plan, discussing cases with colleagues, and re-
ceiving regular supervision (Bober et al., 2006). 
From a supervision perspective, the supervi-
sion experience should include ample time for 
discussion that focuses on the effects of the 
work as well as related personal feelings (Som-
mer, 2008). Vicarious traumatization should be 
explored and discussed during supervision as 
well (Sommer, 2008). For employers and super-
visors, research indicates that agencies should 
implement practices that reduce risk, such as 
reduced client caseloads, increased vacation 
and sick leave, providing opportunities for 
engagement in nonclinical aspects of trauma 
work, and offering mental health services for 
practitioners (Sommer, 2008). 

Other strategies for groups of students or early 
career psychologists include breathing tech-
niques, guided imagery, and progressive muscle 
relaxation (Sommer, 2008). Self-reflection and 
encouragement of reviewing reflections over 
time can also help alleviate symptoms and en-
hance the development of self-help skills. Stu-
dents should feel welcomed to discuss stressors 
and responses to trauma with their supervisors 
or educators and the seasoned professionals in 
the field can facilitate the beginning of these 
conversations.  Sharing effective coping skills 
may also be helpful for trainers to provide to 
their trainees.  

Secondary traumatization can play a heavy role 
on the well-being of early career psychologists 
and students.  Age and experience can help 
alleviate the symptoms, but during the student 
and early career phase of development, these 
symptoms can disrupt one’s ability to cope 
effectively and the ability to work with clients 
in a competent and ethical manner.  Awareness 
of the risk factors, the symptoms, and ways 
to alleviate symptoms while reducing impact 
of secondary traumatization can help sustain 
well-being when working with clients that have 
histories of trauma. 
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1. Tell our Division 42 members a little bit 
about yourself. Anything you want!

I am a clinical geropsychologist in private prac-
tice in Los Angeles. My practice is a bit unique 
in that it is facility-based, meaning I do not 
offer services in an office setting. I am a con-
sultant medical staff member at both the Joyce 
Eisenberg Keefer Medical Center and the Brand-
man Centers for Senior Care at the Los Angeles 
Jewish Home, and I provide psychotherapy at 
the Los Angeles Jewish Home as well as Sun-
rise Assisted Living in Beverly Hills. In addi-
tion, I provide staff consultation and in-house 
trainings at various facilities throughout the 
greater Los Angeles area, which often involves 
identifying ways to address and implement 
non-pharmacological behavioral interventions 
for dementia care as well as teaching coping 
strategies to address compassion fatigue and 
grief among nursing and social services staff 
members. 

2. Why did you join the field psychology?

I joined the field when I realized I was not cut 
out for hard science research. After being a 
research assistant at Stanford University in the 
Department of Molecular and Cellular Physiol-
ogy, and dissecting rat hippocampal neurons 
for electrophysiological experiments, I realized 
that I couldn’t see myself doing that for the rest 
of my life much less surviving in the “publish 
or perish” environment. I had done some peer 
counseling in the student counseling center on 
campus as an undergraduate, and found that 
to be very rewarding- so I pursued a Masters in 
Counseling with an emphasis in Marital Family 
Therapy. Two weeks after graduating from that 
program, I started my Ph.D. program in Clinical 
Psychology.

3. What has been the most rewarding part of 
your experience so far in the field?

The most 
reward-
ing……I 
applied to 
present a 
poster at the 
Neurogas-
troenterolo-
gy and Mo-
tility 2006 
Joint Inter-
national 
Meeting and 
was both 
(1) asked to 
give a brief 
talk rather 
than just 
present my 
poster and 
(2) won a Young Investigator’s Award for my 
research. The title of my talk was “Visceral Sen-
sitivity as a Mediator for the Relationship Be-
tween General Medical Anxiety and Symptom 
Severity.” This research came from the research 
project I was a part of at the West Los Angeles 
VA and UCLA where I was the study coordina-
tor and therapist on an NIH study looking at 
non-pharmocological/behavioral treatment for 
people with irritable bowel syndrome. 

4. What drives you to continue to be part of 
the field of psychology?

I believe what drives me to continue is the fact 
that the field of psychology is so broad that 
it allows me to do many different things and 
never be bored. For example, I am a clinician, 
I provide supervision, I consult with assisted 
living facilities and skilled nursing facilities 
regarding how best for staff to handle residents 
with behavioral issues in a non-pharmacolog-
ical way, I am on the Board of Directors of the 
Los Angeles County Psychological Association 
- and I find each of my roles and responsibilities 
to be incredibly rewarding!

Early Career Professional Profile: Michael Frese, PhD 5. Why did you join Division 42 and why have 
you remained a member?

I joined Division 42 when I had heard from 
a trusted colleague how invaluable Division 
42 had been for her. I’ve remained a member 
because I get so much out of the listserv, have 
made professional connections, and feel it is an 
incredible asset.

6. Anything else you would like to share?

For those thinking of working with older adults 
in assisted living or skilled nursing facilities- I 

would strongly encourage them to do so! There 
are so many benefits to providing services to 
patients in their living environment/home, and 
your overhead is virtually zero. I truly believe 
that older adults are one of the most under-
served populations when it comes to psycho-
logical services, and there is a huge need. I have 
been contacted many times over the years by 
facilities (both assisted living and skilled nurs-
ing) asking if I would be able to come to the 
facility to see their residents, which tells me 
that there is a definite need for more Medicare 
psychologists that provide services in facilities.

1. Tell our Division 42 members a little bit 
about yourself. Anything you want!

I am currently a doctoral student in the clinical 
psychology program at the University of Tulsa. 
I will be starting my internship in the Fall at 
Boys Town in Nebraska.  I have been a student 
member of Division 42 since 2013 and 
currently serve on the Student/Early Career 
Psychologist Committee. 

2. Why did you join the field psychology?

I always have a hard time answering this ques-
tion!  I’ll have to go with the trite response 
and say that I love helping people.  But clinical 
psychology, to me, is more than just helping 
people; and one certainly does not need a doc-
torate to help people.  Therefore, I love how our 
field provides a great platform to utilize and 
integrate the latest research with our desire to 
help people.  In the end, the field of psycholo-
gy bridges my love for science and for helping 
people. 

3. What has been the most rewarding part of 
your experience so far in the field?

 Being a student, I would have to say the most 
rewarding experience has been to share my 
educational journey with some brilliant and 
amazing fellow students.  While I have learned 

a lot from my 
coursework, 
practicum 
experiences, 
and research, 
I have learned 
the most from 
being constant-
ly surrounded 
by such intelli-
gent and gifted 
people in my 
cohort.  Oh yes, 
I still struggle 
with imposter 
syndrome from 
time to time!

4. What drives you to continue to be part of 
the field of psychology?

The field of mental health, in comparison 
with our medical counterparts, is still in its 
infancy.  I feel as though we are on the cusp 
of making many paramount discoveries with 
regard to the etiology and treatment efficacy of 
many mental health problems.  While I do not 
plan to pursue a career in research, I look for-
ward to integrating the latest research over the 
years to come into my practice. 

S/ECP Column - Student Highlight: Sam Marzouk, MA



Independent Practitioner Spring 2017 2322 Spring 2017 Independent Practitioner

Multicultural and Diversity

5. Why did you join Division 42 and why have 
you remained a member?

The option of private practice as a career has 
always been alluring to me.  Being a member 
of Division 42 has, hands down, been one of 
the wisest decisions I’ve made as a graduate 
student.  Through the mentoring program, 
the professional listserve, free virtual learning 
hours, and many other benefits, my member-

ship has substantially increased my knowledge 
of what it means to be an independent psychol-
ogist. 

6. Anything else you would like to share?

As I come to the end of my graduate training, 
I am excited to move from a student to an ECP 
member of Division 42.  I have no doubt that be-
ing a member of this division will be vital if and 
when it comes time to build a private practice.

These are the times that try men’s souls.”  
So wrote one of our earliest patriots, 

Thomas Paine.  I would venture that most of 
us, especially those of us who count themselves 
members of one minority community or anoth-
er, are anxious. If any doubt that, they have the 
APA Stress in America reports to confirm that 
almost 3 of 4 of us are anxious in the wakes of 
the November election and the January inaugu-
ration. 

If your practice is anything like mine or of the 
therapists I have talked to around the country, 
then you, too, have been hearing clients com-
plain of agitated depression, anxiety and from 
some, even hopelessness bordering on despair.  
It has been quite unnerving.  Unsolicited, wom-
en and men, particularly my gay male clients, 
have voiced their distress not so much from 
losing an election as from the threats made 
on hard won rights finally recognized under 
law, and the ensuing fears for their safety in 
the streets.  Reports of a spike in hate crimes 
prior to and following the election have exac-
erbated their fears.  As one half of a gay couple 
expressed in a session, “Laws can be made and 

unmade.”  Main-
taining a profes-
sional calm to 
attend to their 
worries while 
reacting to one’s 
own can be daunt-
ing.  For myself, 
close and caring 
peer supervision 
has helped.

These are the 
times made diffi-
cult for minorities in particular, because they 
threaten further oppression for anyone who 
bears one or more stigmas.  The dangers to 
safety and security are not imagined.  If you are 
Jewish, reports of fresh anti-Semitic vandalism 
alarm you; if you are Black or Brown, shootings 
by police or by competing gangs panic you; if 
you are Gender-Nonconforming, demeaning 
anti-trans laws frighten you; if you are Native 
American, assaults on sacred turf violate you; 
or if you are spat at and called an abomination 
to God because you love another of your own 

gender, you teeter on the edge of despair. 

These are times to remember that we are psy-
chologists or students of psychology.  This is 
the time to read Albert Bandura’s new book, 
Moral Disengagement: How People do Harm and 
Live with Themselves.  There you will find words 
of facts gathered after decades of research that 
document how one human being will say the 
most ugly things about fellow human beings, 
words that encourage others to act them out, 
and yet claim they have no responsibility for 
the actions of others.  These are the times when 
our facts mean more they than do at other 
times.  Over time repeating those facts will 
push back the fake facts meant to divide and 
defeat us.  

These are the times more than others to remem-
ber who you are.  These are the times to remem-
ber the power of one.  The singular heroes we 
honor like Martin Luther King, like Gandhi, like 
Moses, like Christ, like Rosa Parks grasped the 
power of one to effect change for good.   Most 
gave their life for that good.

These are the times to find friends who know 
who you are and respect your inestimable 
worth.   These are the times find the healing 
power of hope in those bands of friends.  

These are times to rally round our besieged 
institutions, for they are debased, too.  In them 
is our power.   These are times to use our col-
lective power, anchored in the truth, to do good 
rather than harm.  These are the times when 
the good deeds of many will counter many 
fears.

These are the times to remember never to com-
mit the sins we condemn.  We cannot return 
hateful words with hateful words of our own.   
We cannot return divisiveness with divisive-
ness of our own.   The antidote to oppression is 

Not Your Usual Diversity Column for Our Not so Usual Times

not oppression of those who oppress, no matter 
how gratifying in the moment.  (Where is the 
good in that?)

These are the times to use our training to lis-
ten carefully to anyone willing to talk with us.  
These are the times to build bridges of compas-
sion and understanding rather than rebuttal.  
These are the times to remember that compas-
sion does not mean agreement or approval.  Re-
buttals reinforce divisions.  Compassion creates 
alliances, sometimes, just sometimes, surpris-
ing ones.   Listening may reveal how others 
objecting to their abject poverty or unemploy-
ment are more like us than we knew.  

And finally, these are the times to find the pow-
er in our core values.  They remind us of our 
common roots and purpose.  They will stand 
the test of these times.

Armand Cerbone, PhD, ABPP, has been in indepen-
dent practice in Chicago since 1978. He is a Fellow 
of seven divisions of the American Psychological 
Association (APA) and holds an ABPP diplomate 
in Clinical Psychology.  He co-authored the APA’s 
Guidelines on psychotherapy with LGB Clients and 
the APA’s Resolution on sexual orientation and 
marriage and Resolution on sexual orientation, par-
ents and children.  He introduced the first course 
on LGBT psychology to the Illinois School of Profes-
sional Psychology (now Argosy U) in 1984. He is a 
former member of the APA Board of Directors and 
past-president of Division 44 (LGBT Psychology), 
The Society for the Advancement of Psychotherapy 
(Division 29), and the Illinois Psychological Associa-
tion (IPA).  He represents IPA on Council. In 2001 he 
co-chaired the first international conference on LGB 
psychology. He is a member of the City of Chicago 
Gay and Lesbian Hall of Fame. 

Armand Cerbone
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Focus on Legal and Ethical Issues

Update on the APA Commission on Ethics Processes

David Shapiro

As people are aware, there have been, 
over the course of the last decade, asser-

tions that APA either directly colluded with the 
Department of Defense in sanctioning torture, 
or at the very least, “turned its head the other 
way” when confronted with these assertions.   
In response to these assertions, APA hired a law 
firm to do an independent review (sometimes 
called the Independent Review or simply The 
Hoffman Report, named after the lead author 
of the report). This was a very lengthy report, 
received by APA in the summer of 2015, and it 
immediately set off a firestorm of controversy; 
While the ultimate conclusion was that there 
was no evidence of direct collusion of APA with 
the Department of Defense, many assertions 
were made in the report that were not accurate.  
For instance, the report suggested that the APA 
Code of Ethics was deliberately loosened in 
order to permit psychologists to involve them-
selves in coercive interrogations.  The report 
cited the fact that the 1992 code, described 
taking reasonable steps to work out differences 
between the code of ethics and a legally bind-
ing court order; in the 2002 code, it stated that 
if these differences could not be worked out 
reasonably a psychologist could follow a lawful 
court order without fear of ethical sanctions.  
The Hoffman Report asserted that since the 
code came out in 2002, it was the events of 
September 11, 2001, that accounted for the 
changes, mainly to give some “wiggle room” 
for psychologists in the military to engage in 
coercive interrogations since they may be re-
sponding to a legally binding order.  In fact, this 
difference between the 1992 and 2002 code 
referred to psychologists being able to pro-
tect themselves when a court orders release of 
confidential information and had nothing to do 
with torture or the attack on the World Trade 

Center in 2001. 
This was an issue 
actively debated 
while I was on 
the APA Ethics 
Committee in the 
mid 1990’s. The 
Hoffman Report 
ultimately con-
cluded that there 
was insufficient 
information to 
conclude that 
the ethics code 
was changed to 
accommodate 
torture, but nevertheless, many psychologists 
took away the impression that that was true.

In the wake of this report, several groups in-
cluding military psychologists, former chairs of 
the APA Ethics Committee, and a subcommit-
tee of Division 42 raised questions about the 
accuracy of some of the assertions in the Hoff-
man Report.  In fact, APA requested that Mr. 
Hoffman review some of the assertions in light 
of data which his independent review did not 
discuss. As of this date, there has not been any 
such supplementary report from Mr. Hoffman.

Nevertheless, in response to the Independent 
Review, APA did form a commission on ethics 
procedures to review the structure and func-
tion of the ethics committee. The commission 
was to recommend changes to the APA ethics 
processes, specifically looking at the interface 
between the committee which was made up 
of psychologists and a public member, all of 
whom were volunteers, and the APA staff.  Con-
cerns were raised in the Independent Review 
that too many important decisions were being 

made by staff rather than by the committee 
itself.

The Ethics Committee has traditionally em-
braced two functions: educative and adju-
dicative; the dual goal was seen as educating 
psychologists in order that they might handle 
difficult ethical conflicts, and adjudicating 
complaints of three kinds: (1) initiated by a 
complainant,(2) sua sponte (the committee 
decides on its own to pursue an issue), and 
(3) show cause, where a psychologist who has 
been disciplined in another setting (such as a 
state board of psychology) must “show cause” 
why they should not be expelled from APA. 
The commission was also examining the issue 
of whether or not a psychologist could resign 
from APA while under ethics investigation.

Concerns were raised about potential conflicts 
of interest between the adjudicative and educa-
tive function; therefore, the commission is ex-
ploring the idea of having two separate branch-
es, with a Chief Ethics Officer overseeing both 
branches. In addition, as highlighted in the 
Independent Review, careful attention needed 
to be paid to human rights issues in a variety of 
settings, and the role that psychologists could 
or should play in those settings. In looking to 
the future, current procedures and practices 
were to be examined as well as looking at how 
other professional organizations handle their 
ethics procedures.

It should be noted that this is a “work in prog-
ress” and the final report will be presented to 
APA Council in August 2017.

Historical theories of human develop-
ment explore the idea that early nega-

tive childhood experiences play a critical role in 
the development and perpetuation of psycho-
pathology. Arguably, after Whitfield’s Adverse 
Childhood Experiences (ACEs) study was pub-
lished in 1987, the overarching extent of child-
hood experiences was empirically confirmed.  
This extended the significance of ACEs beyond 
a theory and placed the need to identify and 
treat the effects of a broader conceptualization 
of early negative childhood experiences at the 
forefront of public health and social justice 
discussions. The ACE study unveiled the deeper 
effects of poverty, community violence, house-
hold dysfunction, abuse, neglect, and racial dis-
crimination, among other traumatic stressors, 
upon human functioning.  Ultimately, the ACE 
study renewed scientific interest, expanded the 

scope of research, and increased the need for 
public policies and trauma informed care.

Historically, the study of ACEs was a collabo-
ration between the Center for Disease Control 
and Prevention (CDC) and Kaiser Permanente 
(Felitti et al., 1998). The study surveyed ap-
proximately 17,000 individuals to expand 
the understanding of childhood exposure to a 
broad range of risk factors including exposure 
to gun violence, domestic violence, inadequate 
parenting, single parenting, household sub-
stance abuse, parental psychopathology, and 
familial incarceration. Subsequently, the ACE 
study was instrumental in creating a deeper 
understanding of early life adversities by of-
fering new insight into the extensive effects of 
more broadly defined trauma. For example, by 
investigating the long-term consequences of 
troublesome childhood experiences, the ACE 

Hidden Trauma: The Assessment of Adverse Childhood 
Experiences in the Clinical Interview

Nicole Davis, Juliana Gerena, Maria Schmidt Billie, and Chantal Ramirez

Focus on Forensic Psychology
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study provided an etiological context to many 
maladaptive behaviors; namely, juvenile delin-
quency, antisocial behavior, substance abuse, 
domestic violence, and sexual perpetration 
(Cashmore, 2011). 

According to one study, the deleterious effects 
of childhood adversities and psychological 
distress later in life are associated with psy-
chiatric disorders including conduct disorder, 
oppositional defiant disorder, major depres-
sion, generalized anxiety disorder, agoraphobia, 
and posttraumatic stress disorder (Sugaya et 
al., 2012). Research also showed exposure to 
parental verbal abuse was found to affect the 
integrity of neuropathways implicated in lan-
guage development (Choi, Jeong, Rohan, Polcari 
& Teicher, 2009). As with previous studies, it 
has been shown the exposure to maltreatment 
or traumatic experiences in childhood can lead 
to difficulties with emotional regulation, brain 
development, attachment, and others areas 
of functioning (Cantil-Sakauye, Jahr & Child, 
2014). Evidence shows ACEs can trigger epigen-
etic modification that can contribute to brain 
structural changes linked to emotion dysregu-
lation, attachment disruption, negative self-im-
age, and inappropriate sexual beliefs (Hughes, 
Lowey, Quigg, & Bellis, 2016). It has been ap-
proximately 15 years since the benchmark ACE 
research study was published. Concomitantly, 
mental health practitioners should be more 
cognizant of the impact ACEs can have on an 
individual, particularly long-term. The above 
research illustrates the importance of identi-
fying subtle traumatic experiences in a client’s 
history, in order to assist in making the most 
accurate assessment of the etiology of their pre-
senting issues and to guide treatment planning.

These authors believe it would be good prac-
tice for practitioners who assess for trauma to 
ask about various types of potentially adverse 
childhood experiences, the effect those experi-
ences have had on the client long-term within 
various aspects/environments, and analyze 
the interrelation of the adverse childhood 
events with the referral question, ultimately 
assisting in treatment planning. In terms of 
clinical relevance, it is essential important for 

the practitioner to understand the relation-
ship of the client’s adverse experiences to the 
disruption of psychological, biological and/or 
social development in context of the presenting 
problem. Irrespective to theoretical orientation, 
it appears paramount to utilize a broad scope 
of questioning during the intake interview in 
order to bring ACEs to the forefront of clinical 
case conceptualization and to better assess and 
formulate a more client-centered and specific 
intervention plan that will promote psycholog-
ical health. Importantly, the clients may view 
their trauma as an isolate event, which is a 
strong argument as to why true etiological rea-
sons of the presenting problem are lost when 
practitioners do not readily evaluate ACEs’ 
wide-ranging factors. In order to mitigate the 
occurrence of such issues it would be suggested 
to integrate information presented from other 
sources, e.g. parents, spouses, other important 
individuals in the client’s life and collateral 
documentation/records with the proper release 
of information. 

In terms of best practices, practitioners con-
ducting trauma informed biopsychosocial 
assessments should understand the relation-
ship between trauma-delinquency, preven-
tion-intervention, rehabilitation-diversion, and 
incarceration-re-victimization in the context 
of childhood adverse experiences (Zelechoski, 
2016). Accordingly, a trauma-focused bio-
psychosocial evaluation should identify the 
dynamic (current) factors and the static (his-
torical) factors that may be correlated to the 
trauma. For example, dynamic factors includ-
ing juvenile justice involvement, school-related 
difficulties, separation anxiety, dissociation, 
avoidance, fears, anger, somatic complaints, 
sadness, sleep disturbances, anhedonia, irri-
tability, affect dysregulation, tantrums, and 
nightmares may stem from static factors expe-
rienced during ACEs, such as parental incarcer-
ation, familial discord, community violence, 
social economic issues, just to name a few. 
Therefore, adopting trauma-sensitive inter-
views recognizes the sequelae to attempt to pre-
vent exacerbating existing posttraumatic stress 
and related symptoms. Structured interviews 
like the Adverse Childhood Experiences Inter-
national Questionnaire (ACE-IQ), developed by 

Examples of Questions to Assess for Adverse Childhood Experiences

Adverse Childhood Experiences Example of Questioning
Medical

This line of questioning is focused 
on determining if the person has ex-
perienced as traumatic any medical 
condition, event, or circumstance.  

• Describe a situation in which you needed to be hospitalized for an extended 
period of time.

• Describe a situation in which you required major surgeries. 

• Describe your experience if you have been diagnosed with a chronic medical or 
mental condition. 

• Describe a situation in which you had an accident that resulted in serious conse-
quences, such as hospitalization, stitches, staples, etc. 

• Describe a time in which you struggled with obesity, skin lesions, or deformities. 

Social

These questions are geared towards 
events that occur in the person’s so-
cial environment or that happen to 
the individual, but affect their social 
surroundings. 

• Describe your experience when a close friend or family member was diagnosed 
with a chronic illness or had a serious accident.

• Describe any instances in which you have had to move multiple times from differ-
ent schools or homes. 

• Describe experiences in which a close friend or family member passed away. 

• Describe a time in which you have been peer pressured to do drugs or alcohol. 
Explain the consequences of the peer pressure.  

• Describe instances in which family members or close friends have not supported 
your decisions or actions. 

• Describe your experience with family members or close friends that suffer from a 
substance abuse problem. 

Psychological 

These questions aim to discover the 
individual’s subjective mental and 
emotional state affecting aware-
ness, feelings, and motivations 
associated with a traumatic event. 

• Please tell me about a time when you felt unhappy, restless, lonely, and/or scared? 

• Please tell me about a time when you did not enjoy being around other people?

• Please tell me about a time when you cried a lot? 

• Please tell me about a time when you did not want to participate in activities?

• Please tell me about a time you felt helpless and thought you could not do any-
thing to change the situation? 

• Please tell me about a time when someone you know stopped talking to you long 
periods of time?

Sexual

These questions are geared towards 
events that occur to the person’s 
personal sexual boundaries and/
or threaten the individual’s sense 
of self.

• Please tell me about a time when you felt ashamed or disgusted? 

• Please tell me about a time you felt ashamed or disgusted with your body or parts 
of your body. 

• Please tell me about a time when you felt irritable or angry.

• Please tell me about a time when you felt easily startled.

• Please tell me about a time when you avoided being around a person, a place and/
or an activity because it brought sad memories or made you feel uncomfortable?

Physical

These questions are geared towards 
events that occur to the person’s 
personal physical boundaries and/
or threaten the individual’s sense of 
security and integrity.

• Please tell me about a time when you were shaken, confused and/or disoriented.

• Please tell me about a time you cried a lot.

• Please tell me about a time when you experienced situations you had to be overly 
careful to avoid upsetting someone?

• Please tell me about a time when you felt your heart racing.
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the World Health Organization, can be used to 
assist practitioners in identifying these types 
of early life events that may be missed by more 
traditional diagnostic interviews..

 A global understanding that ACEs have a 
cumulative and interrelated negative impact 
on the trauma symptoms manifested in adult-
hood, makes it prudent for practitioners to per-
form interviews addressing (1) a broad range 
of childhood events which may have led to the 
presenting problem, (2) the connection and 
interrelation of these factors with the person’s 
chief complaint, and (3) the individual’s percep-
tion of the experience. This can be conceptual-
ized using the client’s self-reported history, but 
would be more powerful coupled with other 
collateral information. Notably, trauma focused 
interviews should target a wide range of cir-
cumstances enveloped in childhood, such as 
socioeconomic status, school and home envi-
ronments, the family’s medical and psychiatric 
conditions, among other sensitive historical 
information. As children’s perception of their 
circumstances differ, the practitioner can use 
this client-centered approach to fully appraise 
all static factors contributing to the individual’s 
presenting problem. Invariably, ACE screening 
should characterize all adverse childhood ex-
periences as multiple facets of the individual’s 
psychological makeup. In essence, the question 
is not “what is wrong with you?” but rather 
“what happened to you?”

In sum, the ACE study shed light on the ampli-
tude of trauma and its negative impact on lifes-
pan development and well-being. Subsequent 
research shows evidence that links adulthood 
mental health problems with childhood adver-
sities. Effective clinical practice includes as-
sessing ACEs during the intake interview, and 
utilizing trauma specific questions can help 
the practitioner gather information relevant 
to ACEs during the clinical interview. By em-
bracing this perspective, practitioners not only 
facilitate broader case conceptualization and 

comprehensive treatment planning, but also 
can contribute to the development of sensitive 
public health policies and delivery of social 
justice. 
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Candidate Statements

The Division asks its candidates to answer the following questions within the statement.
1. What has been your history of service to Division 42?
2. What experience have you had relevant to the position you are seeking?
3. What are the most critical issues confronting independent practitioners?
4. How do you propose that Division 42 address these issues?

President-elect (one to be elected) 

Kevin D Arnold

A Trustworthy Leader for Changing Times in Independent Psychological  
Practice

History of service to Division 42
I ran for Division 42 office in the past (but lost), participate on the listserve, and 
presentations for the division and addressing the issues of flourishing in inde-
pendent practice. I also have served in several leadership roles in the APAPO.

Relevant experience to the Office of President-Elect
Current

• Successful independent practice owner (22+ years)

• APAPO National and SLC/PLC Practice Speaker on Practice Management, 
Financial Issues of Independent Practice, and Future Integrated Care Models (slc link here  |  plc link 
here) 

• Chair, ABPP Foundation

• Commissioner, APA CRSPPP

• APAPO PAC Advisory Committee (link here)

Past

Established Prompt Payment Law in Ohio (http://www.apa.org/monitor/sep01/nailing.aspx)

• Past-President, Ohio Psychological Association and Ohio Board of Psychology 

• APA Conflict of Interest Workgroup 

• 2016 Heiser Award 

Most critical issues confronting independent practitioners
1. Payment Reform and IntegrateBehavioral Healthcare:  Bundled payments are a reality in Medicaid and 

Medicare (and private payers too) for integrated behavioral health (see https://www.cms.gov/News-
room/MediaReleaseDatabase/Press-releases/2016-Press-releases-items/2016-04-11.html).  
Independent practitioners need help adapting to payment reformto access these payment models. 

2. Value Based Contracting (VBC): Independent practitioners may not know how to seek increased fees-
throughvalue-based contracts. Div. 42 members needknowledge about VBCs and skills to acquire them.

http://www.apapracticecentral.org/advocacy/state/leadership/slc-program.pdf 
http://www.apapracticecentral.org/advocacy/state/leadership/plc-program.pdf
http://www.apapracticecentral.org/advocacy/state/leadership/plc-program.pdf
http://www.supportpsychologypac.org/about.aspx
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2016-Press-releases-items/2016-04-11.html
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2016-Press-releases-items/2016-04-11.html
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3. Business Management:  Do you know how to work a denied claim inside your Clearinghouse?Indepen-
dent practitioners must know the ins-and-outs of practice business. Division 42 can serve members by 
focusing on the fine-grain details of business practice. . 

Ways Division 42 can address the issues

1. Payment Reform and IntegrateBehavioral Healthcare: Collaborating with the APAPO and Center for 
Psychology and Health, usingour website to disseminate and advise members about integrating.

2. Value Based Contracting (VBCs):  With the APAPO, Division 42 can consult on VBCsand link our mem-
bers to carriers that offer them, developing consultants to support practitioners through the contracting.

3. Business Management:  Creation ofpragmatic independent practice management tools (e.g., hiring 
administrative staff, growth decisions, payroll, billing programs, claims management). FAQs and small 
forums utilizing websites, chat environments, and user groups can deliver such tools cost-effectively. 

I. Bruce Frumkin

I have served as Member at Large and Forensic Psychology Committee Chair 
for the Division.  I consider the Division my home and have spent hundreds of 
hours yearly organizing the four Psychology and Law conferences and the ini-
tial planning process for the Division’s consolidated conference. As President, I 
will continue to work tirelessly for the membership.

I have been in the independent practice of psychology since 1982, am licensed 
as a psychologist in four states (Illinois, Florida, New York, and Pennsylvania), 
and hold memberships in four state associations. I am a Fellow of Division 42 
and hold a Diplomate in Forensic Psychology from the American Board of Pro-
fessional Psychology.

I have served two, three-year terms at APA Council representing the Florida 
Psychological Association.   During my last term, I was chair for the Caucus for 
State/Provincial/Territorial Representatives and President for the Caucus for the Optimal Utilization of New 
Talent (COUNT).  I have served on the Commission for the Recognition of Specialties and Proficiencies in Pro-
fessional Psychology (CRSPPP). I currently serve as member for the Committee for Professional Practice and 
Standards (COPPS). I have served as the liaison to the Committee for the Advancement of Professional Prac-
tice (CAPP) for Division 41 and earlier I represented large and medium-sized state psychology associations 
for the CAPP Integration Group.

I have been a strong advocate for practitioners in independent practice.  In addition to President, I have 
served as President, Treasurer, Forensic Psychology Chair, and Ethics Chair to the Florida Psychological Asso-
ciation. 

I will bring a fresh voice to the practice needs of the Division. I will work with members on such issues as the 
expansion of independent practice, parity, fee for service, micromanaging by state licensure boards, interju-
risdictional mobility including telehealth, professional liability, standards of practice, and attracting early 
career psychologists to the division. I believe the Division needs to develop a strategic plan to accomplish our 
many goals. One of my special areas of interest is diversity, broadly defined, and would hope to incorporate 
this into the strategic planning.

I look forward to your vote and the privilege of representing you.

1) What has been your history of service to Division 42?

I am a Fellow of the division and have served have served on several 
committees. I am completing a second term as treasurer. I also serve as 
associate editor of Practice Innovations.

2)  What experience have you had relevant to the position you are seeking?

I served as treasurer of APA for 10 years and have served as treasurer for 
three APA divisions, most recently Division 42.  I also served on a munic-
ipal budget committee and currently run a $34 million academic unit.

3)  What are the most critical issues confronting independent practitioners?

Insuring the viability of independent practice and keeping APA focused 
on the needs of practitioners in its lobbying and regulatory efforts.  This includes protecting scope of 
practice and coverage of mental health services in an evolving health care marketplace.

4)  How do you propose that Division 42 address these issues?

Keeping strong representation in APA governance and speaking out forcefully to protect scope of prac-
tice and mental health coverage are the key actions we need.  Increasing our membership base is critical 
to our effectiveness.

Treasurer (one to be elected) 

Gerald Koocher

MEMBER-AT-LARGE (2 to be elected)

Being new to volunteering in Division 42, I am honored to be nominated for 
this position. CurrentlyI serve 42 as chair of Continuing Education and as a 
member of the Entrepreneurial Task Force and the Advocacy and Collabora-
tive Conference committees.The perspective I bring to serving Division 42 
comes from working as an independent practitioner for 20 years, founding a 
successful group private practice, and developing a financially self-sustain-
able program in integrated behavioral health that is staffed by independent 
psychologists. 

I am deeply concerned about the future of independent practice, and believe 
we need a strong, united and persuasive voice to address the issues before 
us.  With the exponential growth of master’s-level professionals entering 
the market, Division 42 must create a strong advocacy position that clearly 
defines psychologists’ added value in providing behavioral health services.

I also am concerned about the consolidation of smaller practices into larger healthcare systems. While there 
are benefits to private practitioners being brought into larger networks, there is also an unexamined impact 
on the diversity and quality of services that are offered. 

Finally, I am concerned about conflicts within our Division and APA that seem to tear us apart at a time 
when a healthcare marketplace in political chaos may jeopardize our very livelihoods.  Do we truly want to 
be circling the wagons and shooting inward at this time? I believe we have far too much common ground for 
infighting to be so prominent. 

Robin McLeod
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By voting for me, you will be bringing to Division 42 governance a psychologist dedicated first and foremost 
to keeping independent practice viable and vital in ourrapidly changing healthcare arena.  I believe Division 42 
should focus on:

• growing our membership for a stronger voice within APA and the greater community of psychologists 
in independent practice;

• developing and disseminating advocacy position statements on changes to healthcare that impact inde-
pendent practice; and,

• keeping members well-informed on what is needed to survive and thrive in the face of economic barri-
ers that impact independent practice.

I want to be a change agent for Division 42, and I am asking for your support.

I am honored to be nominated to serve as Board Member-at-Large. I can be more ef-
fective as our Advocacy Committee Chair if I am also a member of the Board. 

I currently serve as Advocacy Committee Chair, Federal Advocate and Liaison to the 
Board of Professional Affairs. I also serve as a member of the APAPO’s Committee for 
the Advancement of Professional Practice, Division 31’s Council Representative, and 
the Rhode Island Psychological Association’s Legislative Committee Chair. In Rhode 
Island I chair the Board of Psychology, and our state’s interdisciplinary professional 
coalition. I am also a member of Divisions 55 and 56, and the Massachusetts Psycho-
logical Association. 

I have been in independent practice since 1987 (solo practice from 1992-94 and a partner in a multi-psychol-
ogist group practice since 1994). I chair the Rhode Island Primary Care Physicians Corporation Behavioral 
Health Network, an innovative collaborative care venture that promotes psychology’s future in RI’s health-
care systemand our professional independence.

Division 42 must address a number of issues important to our membership: 

• With the turmoil in healthcare policy created by the new administration we need advocacy for a health-
care system that serves our clients and respects our profession. 

• We need to support policies that promote behavioral health and our role in integrated care systems.

• We need to promote our involvement in telehealth and prescription privileges.

• We need to block inappropriate intrusions into our scope of practice from masters’ level clinicians and 
other non-psychology professions.

• We need to voice our objections to reimbursement schemes that are biased against the non-procedural 
services that we provide and do not recognize the additional costs we are incurring to meet expanding-
practice and regulatory requirements. We need to develop new reimbursement schemes that reflect the 
realities of our practice in value-based payment systems. 

We must also support the APA and APAPO to work collaboratively and transparently with divisions and SP-
TAs to make the best use of our mutual resources. 

The Advocacy Committee is addressing these issues and more. 

Thank you for your consideration.

Peter M. Oppenheimer

Thank you for your nomination for Member at Large of Division 42. I have 
served one term on the Board and would appreciate your support to continue 
to serve in this capacity. I believe I bring broad perspectives and am grateful for 
your considered vote.

In my service to 42, I have represented issues of importance to us.  The division 
is vital to practitioners and I am proud to be involved in forwarding the practice 
agenda.  I am a Fellow of 42, served on Council, as Fellows Chair, as member 
of Finance Committee and currently on the Advocacy Committee and Chair of 
Membership.

 I held positions at state and national levels, focusing on private practice issues.   
I was president of NJPA, served as Chair of the Board of Professional Affairs and as member of CAPP.  I am 
presently serving on the Commission on Accreditation. I chaired the State Caucus and was membership chair 
of Women’s Caucus.  Thus, I have a comprehensive understanding of APA governance.  As president of the As-
sociation of VA Psychologist Leaders, I led efforts on Capitol Hill to expand psychological services and served 
as subject-matter expert on national qualification standards for psychology.

Today, we are faced with erosion of practice by external forces.  Decline in reimbursement and attempts by 
third parties to define practice requires vigilance.  We must position psychology in health reform and con-
comitantly preserve opportunities for psychologists at every stage of practice. We must focus on declining 
reimbursement rates, license portability, prescriptive authority, health integration, health technology, in-
clusion in the Medicare physician definition, maintaining the doctoral standard and protecting independent 
practice.

We need provide opportunities and support for all members by providing relevant information to enhance 
practice opportunities and also to assist colleagues struggling to maintain independent practice. There are 
many areas that need advocacy such as threatened dissolution of state psychology boards and threats to the 
doctoral standard. Continued representation in the advocacy branches of APA and the APAPO is important.  
Let’s support Division 42 members for APA Boards and Committees, thus impacting governance decisions.

Thank you for your support, Judy

Judith E. Patterson

I joined Division 42 in 2011 as a graduate student. In 2012, I served on the 
Strategic Planning Committee. From 2013 through 2015, I was Student Rep-
resentative to the Board of Directors and Co-Chair of the Student/ECP Com-
mittee. I was also a member of the Nominations and Elections Committee in 
2014 and a member of the Communications Work Group in 2015. Currently, 
I serve as Co-Chair of the Social Media Team and of the Listserv Moderation 
Team. 

Although I am an ECP, I have a significant amount of experience related to 
leadership and governance related to the practice of psychology. For exam-
ple, I currently am a Member-at-Large on the Division 55 Board of Directors 
(Pharmacotherapy) and a member of the APA Central Programming Group 
(CPG), which determines collaborative programming and plenary speakers 
for the APA convention. I was the inaugural student member of the APA Prac-
tice Organization (APAPO) Committee for the Advancement of Professional Practice (CAPP) from 2015-2016. 
Regarding SPTA involvement, I am a member of the Florida Psychological Association (FPA) RxP Committee 

Derek Phillips
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and am the 2017 Early Career Psychologist Network Chair for FPA.I also previously served on the Illinois 
Psychological Association Council as the graduate student section Co-Chair. Having these transformational 
leadership opportunities has prepared me well to serve Division 42 as a Member-at-Large Board member.

In the current health care climate, there are many issues facing independent practitioners. Perhaps one of the 
mostcritical of these issues is stagnant or declining reimbursement rates for psychologists from third party 
payers. Another serious concern for independent psychologists is being excluded from the Medicare defini-
tion of “physician” and infringement from other mental health-related disciplines into psychologists’ scope 
of practice.

Although the aforementioned issues for independent practitioners are serious, Division 42 is uniquely poised 
to develop and implement pragmatic and effective solutions. First, Division 42 can continue to partner with 
the APA Practice Directorate and APA Practice Organization to address reimbursement rates from third party 
payers. Communication from individual members of both Divisions and SPTAson the “front lines” is crucial 
for successful advocacy at both the state and federal levels.

Division Representative to APA Council (1 to be elected)

I am honored to have been nominated as Division 42 Council Representative. 
If elected I will bring the same level of passion, work and success as I have 
accomplished in my private practice and working with the Florida Psycholog-
ical Association.  

I want to bring the skills and experience I have cultivated in over 30 years of 
independent practice in Florida and Massachusetts and over 25 of being very 
active in Florida Psychological Association.

My current practice is forensic private practice.

The Division has asked candidates to address the following:

1) Currently I am a member of the Division 42 Advocacy Committee and Fo-
rensic Practice Committee.

• My focus has turned to APA issues in the past few years and I think the combination of my experience 
and leadership is something that will advance independent practice. 

• My focus as an independent practioneer and my work in advocacy of independent practice is what I 
bring to this position.

2)  I have focused my attention on state association issues. I served in a variety of position with FPA (Presi-
dent, President Elect, Legislative Chair, Treasurer, and other others) 

• I was appointed to the Florida Board of Psychology. 

• APA awarded me the Karl F. Heiser Presidential Award for advocacy on behalf of professional psycholo-
gy. 

• I was awarded Psychologist of the Year by FPA, twice.

• I am Federal Advocacy Chair and have demonstrated leadership at the federal level. 

• I have received numerous awards from FPA and have the trust of my colleagues.

Stephen I. Bloomfield

3)  The essential issues confronting independent practice are several fold:

• Maintaining our franchise and expanding our scope of practice

• Maintaining our doctoral level position

• Advocacy for independent practice; on the state level , federal level and within APA

4)  Division 42, with APAPO, is the places where these issues need to be kept alive. 

• COR is made up a large number of people representing different aspects of psychology; I will be a vocal 
and articulate advocate of independent practice. 

I have shown the experience, leadership and trust of colleagues to do the job. 

I would appreciate your vote.

Does APA have narcissistic personality disorder? Far too often our conversa-
tions are association-centric instead of member-centric or science-centric. 
The question becomes “how do we generate more money, attention and 
influence for the association?” instead of “how can our association serve our 
members and our science better?” Self-centered questions have led APA to 
messy misadventures and unscientific policies which have harmed our mem-
bers and the public’s access to psychologists. I know what it’s like to scratch 
my head and wonder whether APA is with me or against me. As a result, I’ve 
run for election multiple times. Why? I thought it’d be fun to turn the status 
quo on its head. I know from experience that it isn’t fun to lose elections, but 
it’s electrifying to stand up for what you believe in.  It’s exciting to hear ideas 
you championed become mainstream and ecstasy to see changes taking place 
which you helped influence.We can and will change the conversation at APA 
and fix APA’s focus. Change is inevitable; we will win.

I have an independent spirit and appreciate alternative perspectives. I’ve offered a different perspective 
which has been critical of APA. While criticism is important, the time for lifting pitchforks, lighting torch-
es and leading angry mobs to the gates of APA is over. We’ve already listened to too many vague tirades and 
empty promises. Words have little meaning without supporting action. Now is the time to wipe the sweat 
from our brow, roll up our sleeves and get to work. I have a demonstrated history of advancing practical solu-
tions.

I became self-employed just a few months after I became a psychologist in 2003. I prefer self-employment 
despite its challenges. I’m a solo practitioner in Columbus, OH. I grew upin a small town in rural upstate NY 
where money was tight but grit and character were abundant. I moved to the Midwest for school, fell in love, 
and never left. I blog at www.psychology.news and maintain a website for professionals interested in med-
ical records reviews and IME’s at www.reviewsandIMEs.com. You can follow @DrFinnerty on Twitter and 
visit www.toddfinnerty.com. 

Todd Finnerty

http://www.psychology.news
http://www.reviewsandIMEs.com
http://www.toddfinnerty.com
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Lisa R Grossman 

What has been your history of service to Division 42? 

I have been an active and committed member of D42 for over 15 years, 
holding leadership positions as President, Member-at-Large and chaired 
the Membership Committee, Finance Committee and Research Develop-
ment Task Force. I am currently a member of the Advocacy Committee 
and liaison to CAPP.

What experience have you had relevant to the position you are seeking?

I am very experienced in APA governance having been a member of APA 
Board of Directors in addition to having chaired BPA and COPPS, served 
on COLI and P&P and waspresident of Divisions 42 and 31. My knowl-
edge of APA’s governance structure allowed me to be a more effective 
representative whenrepresenting IPA and Division 31. Having familiar-
ity with council process permits me to actively participate from day one 
without struggling with steep learning curves associated with first time council reps.

What are the most critical issues confronting independent practitioners?

A few of the most critical issues confronting independent practitioners include integrated care, reim-
bursement rates and promoting business and marketing skills. Unfortunately these are C6 issues which 
limit D42’s ability to address them except through APAPO. However, there are other significant issues 
that D42 must address, including the masters level issue and treatment guidelines, both which will 
presently face COR. We must ensure that independent practitioners are not summarily replaced by less-
er trained mental health professionals and that treatment guidelines do not unintentionally invalidate 
other treatment orientations that are not CBT.

How do you propose that Division 42 address these issues?

With respect to C6 issues, D42 should continue to send liaisons to CAPP so that we can know firsthand 
what APAPO’s priorities are, how they intend to address them, and to allow us to voice 42’s priorities 
and concerns. In turn, our Advocacy Committee can monitor these issues and recommend strategies to 
the board to promote 42’s positions. 

With respect toC3 issues, 42 must mobilize our COR reps to strongly advocate our positions at COR and 
organize like-minded divisions for block voting. It is vital that 42 continually inform our membership of 
APA’s current issues and seek their viewpoints to better represent the entire membership. 

Robert H Woody

1) What has been your history of service to Division 42?

In addition to professorships, I have always been in full- or part-time independent practice. I have writ-
ten numerous practice-oriented books, e.g., Legal self-defense for mental health practitioners, and articles 
for the Independent Practitioner and other journals. On behalf of D42, I have chaired symposia and pre-
sented papersat the APA annual meetings, and served on committees. From 2011- 2016, I served on the 
D42 Board of Directors and was aD42 Representative to the APA Council.

2) What experience have you had relevant to the position you are seeking?

Within APA, I have served on numerous committees, including but not limited to: D42 Representative 

to the Council of Representatives (2011-2016); Florida Representative to 
the Council of Representatives (2002-2007); D12 (Clinical) Board of Di-
rectors and Treasurer (2000-2002); APA Ethics Committee (1997-1999).

3) What are the most critical issues confronting independent practitioners?

Independent practitioners must cope with conflicts and challenges, due par-
ticularly to competing governmental and societal agendas.

APA is burdened with allegations of wrongdoing and faulty leadership. I am 
optimistic that these matters will be resolved constructively and D42 will 
form supportive coalitions with APA and other Divisions to stabilize and 
complement professional objectives.

D42 should seek to influence decision-making by third-party payment sources, achieve teamwork with 
other health care disciplines, promote standards for high quality health care, and press psychology licensing 
boards to assure quality control, not “political correctness,” prevails in complaint cases.

D42 should advocate training programs assuring contemporary evidence-based knowledge/skills. There 
should be efforts to strengthen the employment market, from early career to retiring practitioners.

4) How do you propose that Division 42 address these issues?

Given the vicissitudes of attracting and retaining members, there must be astute analysis, planning, and 
allocations of financial resources.D42 members should be encouraged to lead psychology and independent 
practice to higher professionalism, enlistingsupport from society and other professions. It is a time for 
independent practitioners to engage in effort, altruism, and lasting allegiance to enhancing the practice of 
psychology for societal benefits.

ECP Member at Large (1 to be elected)

Heather Durban

1) What has been your history of service to Division 42?

I joined Division 42 last year during my postdoctoral residency when I 
started doing some part-time private practice work in addition to my 
residency in a correctional facility.  Division 42 has been such a great 
resource as I begin my career and private practice. 

2) What experience have you had relevant to the position you are seeking? 

I joined the Student/Early Career Psychologist Committee in August 
2016. Since joining the committee, I have been an active committee 
member and have facilitated a virtual learning hour. In addition to Divi-
sion 42, I have been active in Florida Psychological Association serving 
as my local chapter membership chair since 2014. In January 2017, I became membership committee 
chair for Florida Psychological Association. 
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3) What are the most critical issues confronting independent practitioners? 

I believe one of the most critical issues confronting independent practitioners is uncertainty over 
changes to the ACA and whether mental health and substance abuse treatment will still be covered as 
well as the declining payment of services from insurance for psychologists. Additionally, psychologists 
are the only doctoral level providers not allowed to practice independently for Medicare.    

4) How do you propose that Division 42 address these issues?  

I believe Division 42, along with APA, should continue to advocate for psychologists especially in regard 
to Medicare, and continue to be a resource for psychologists in independent practice.    

Amy Van Arsdale

1)  What has been your history of service to Division 42?

For the past two years, I have served as the assistant to the Division 42 
Mentorshoppeprogram. In this capacity, I facilitate mentor-mentee 
matches and the program evaluation process, and work collaboratively 
to improve the program. Additionally, in 2014, I coordinated a Division 
42 networking event in Washington, DC. The event was successful: 26 
participants attended, the majority of whom were not Division 42 mem-
bers, and several attendees subsequently joined the Division.

2)  What experience have you had relevant to the position you are seeking?

I currently serve as the President of the Washington Society of Psycho-
analytic Psychology, a local chapter of Division 39 (my term ends in 
2017). In this role, I have helped grow the organization’s membership by 
40% over the past three years, particularly among ECPs. Additionally,I 
am an Associate Professor at Marymount University, and was appointed 
by the University President to serve on the University Strategic Planning Committee. I have gained valu-
able experience working with this diverse group which reports to the University President and executive 
team on issues relating to institutional mission, goals, and effectiveness.

3)  What are the most critical issues confronting independent practitioners?

As an ECP who has developed a private practice over the past five years, I believe that independent 
practitioners need: 1) Mentorship and community, to promote our personal and professional develop-
ment and prevent us from isolation; 2) Advocacy, to solidify our professional identity within the greater 
health care community; and 3) Adaptation strategies, for the continuously changing environments 
within which we practice.

4)  How do you propose that Division 42 address these issues?

If elected, I would strive to continue and strengthen the Division’s commitment to mentorship and 
capacity to serve as the professional home for independent practitioners. I propose that the Division 
continue its active online community; mentor program; Fast Forward conferences; and also consider 
developing additional initiatives, such as local chapters/groups, through which Division members can 
access resources that are relevant to them as well as advocate for psychologists at the local and national 
levels.

Fast Forward: Clinical and Forensic Innovations 
for a Successful Practice 

— October 13-15, 2017!
Wyndham Philadelphia Historic District

Philadelphia, PA 

Look for more information in the Summer IP and online!
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