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President’s Message

Presidential Update: Imagining the Future of

Independent Practice

Bhupin Butaney

have been thinking a lot lately about the
future of independent practice.

As psychologists, we are always thinking about
what comes next, the next patient, the next
ethical dilemma, the next change in reimburse-
ment, the next challenge to our profession. But
recently, the question has felt different. It has
not been about “What will private practice look
like next year?” but rather, “What might inde-
pendent practice become over the next decade
or two?”

Much of this new question is being shaped by
artificial intelligence.

Like many of you, I have been watching the
rapid development of therapy bots, Al compan-
ions, language-based applications, and digital
mental health platforms. Some of these tools
are impressive. Some are concerning. Some are
probably both. They respond quickly, remem-
ber details, offer psychoeducation, suggest cop-
ing strategies, and simulate a kind of conversa-
tion that can feel surprisingly personal.

At the same time, we know there are real risks,
such as privacy concerns, inaccurate or overly
confident responses, lack of appropriate clinical
judgment, insufficient crisis management, cul-
tural blind spots, and the danger of vulnerable
people believing they are receiving care that is
more sophisticated or safer than it actually is.

If I respond defensively, I might say that psy-
chotherapy is not simply a set of prompts, tech-
niques, or empathic sounding statements. The
work we do is a process that involves judgment,
ethics, relationship, co-created history, cultural
context, transference, uncertainty, possibility,

and accountability.
We suffer when we
make mistakes and
strive with intention
to repair. Human
suffering is compli-
cated. It deserves
more than a clever
interface.

At the same time, caution alone is not enough.

We have to be honest about the limits of the
current system. The need for mental health
care is much larger than our ability to meet this
need through traditional models alone. One
psychologist, one patient, one hour, one office,
once a week. This model can be powerful and,
in many cases, irreplaceable. I believe deeply
in this model. Many of us built our profession-
al identities around it. But we also know that
this model cannot, by itself, meet the popula-
tion health needs around us. This has been the
banner under which so many changes have
been championed since 2020, including why
so many psychologists have moved from the
couch to the telehealth screen.

We see the issues every day. People wait too
long for care. Some cannot afford it. Some live
in areas where there are not enough providers.
Some people need help now, but not necessarily
a full course of weekly psychotherapy, while
others need support between sessions.

Some people who come to our offices need
skills, education, monitoring, accountability,

or triage. Some need a human psychologist
urgently, while others could benefit from a
lower-intensity intervention if it is safe, ethical,
and well supervised.
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So, I find myself imagining a different kind of
practice setting...

Picture a room sometime in the future. It is
not a traditional waiting room and not quite

a traditional therapy office. It is calm, private,
and thoughtfully designed. Along the walls are
several individual pods or terminals, perhaps
five, six, or eight of them. Each person sitsin a
private space with a screen, headphones, and

a system that can engage them in a structured
therapeutic conversation.

On the screen may be an image or avatar, not
intended to impersonate a human psycholo-
gist, but designed to make the interaction feel
accessible and comfortable. The system can ask
good questions, provide basic psychoeducation,
teach breathing or grounding exercises, walk
someone through a cognitive or behavioral
strategy, and help the person reflect on what
they are experiencing.

At the center of the room is a licensed psychol-
ogist.

The psychologist is not absent. The psycholo-
gist is not symbolic. The psychologist is essen-
tial.

This is the part of the imagined future that
matters most to me. The Al is not practicing
independently. It is not replacing the psychol-
ogist. It is extending the psychologist’s reach
under human supervision.

In one pod, a young adult is working through
panic symptoms. The Al guides her through
breathing, grounding, and identifying the
thoughts that intensify the fear. The psychol-
ogist sees that the work is useful and lets it
continue.

In another pod, a man who has never been
comfortable seeking therapy begins by talking
about sleep. Slowly, the conversation moves
toward grief and isolation. The psychologist
notices the shift. What began as a structured
intervention may now require something more
personal, more relational, more human.

In a third pod, the system flags concern. A
patient says something that suggests hopeless-
ness. The Al slows the conversation but does
not offer reassurance or continue with a work-
sheet. It pauses. The psychologist enters the
room and joins gently, sits by the patient.

“I'm here with you,” the psychologist says. “Can
we stay with what you just said for a moment?”

The patient looks up. The technology remains
present, but the human relationship has be-
come real, felt.

I do not know whether the future will look
exactly like this. It probably will not. But we are
moving toward a world in which psychologists
will need to think differently about our role.
Some of our work may continue in the familiar
form of one psychologist, one patient, one hour.
Some of it may involve supervising systems of
care, evaluating digital tools, designing hybrid
models, and deciding when technology is use-
ful and when it is not.

Independent practice has always required
adaptation. We have adjusted to managed care,
telehealth, electronic records, interstate prac-
tice, changing patient expectations, and new
business models. Al may ask this of us again,
perhaps more dramatically than before.

In the future I imagine, the psychologist re-
mains central. Not because technology has no
value. Not because the traditional therapy room
is the only legitimate form of care. The psychol-
ogist remains central because someone must
hold clinical judgment, ethical responsibility,
cultural context, accountability, and care for
the person in distress.

I do not see this as abandoning the therapy
room. I see it as asking what the therapy room
might become when we are honest about the
scale of human need and thoughtful about the
tools now available to us.

Perhaps this is only a wish, a way of imagining a
future in which the psychologist is not replaced but
rather allows our reach to extend differently. I do not
know whether the future will be so generous in grat-
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ifying my wish. But if this is the future we hope for,
we will have to help make it real.

I do not think our task is simply to preserve
independent practice exactly as it has been. Nor
is it to greet every new tool as progress. What I
do know is that we must learn how to practice

with one foot in the familiar room and one foot
in a room we do not yet fully understand.

Warmest regards,
Bhupin Butaney, PhD, ABPP
President, Division 42

Advocacy

Federal Advocacy Update

Julie Wolter

We are delighted to share this Advocacy Column for the
Summer Issue of our Independent Practitioner. Thanks
to Dr. Julie Wolter, Division Advocacy Partner for Divi-
sion 42, for her Federal Advocacy Updates (as of June
9th, 2025).
Dr. Eileen Kohutis, Editor &
Dr. Theresa M Schultz, Associate Editor

Budget Discussions

oth the House and the Senate were

deeply engaged in contentious ne-
gotiations over the budget reconciliation
process. Two action alerts were distributed
a number of times during this process for
psychologists to reach out to their members
of Congress to address significant cuts to
Medicaid, CHIP, ACA subsidies and higher
education. At one point Senate Republicans
were considering cuts to Medicare as well
to offset reconciliation spending to achieve
tax cuts, and APA Services intensified its
opposition campaign. This did not receive
bipartisan support and talks were shift-
ed away from Medicare; however cuts to
Medicaid, CHIP, ACA subsidies and higher
education remain part of the reconciliation
process. These cuts will result in about 16
million individuals losing health insurance.
Regarding higher education, $350 billion
of federal support to higher education is
included in the reconciliation process,
significantly cutting or eliminating federal

student loan and re-
payment programs,
which would im-

pact the psychology
and other behavior-
al health workforce.

As of this writing,
over 32,000 messag-
es have been sent by
psychology advocates
through APA’s Action Alert. It is imperative
that we respond to these action alerts, which
typically only take a couple of minutes given
the template provided by APA. APA Services
uses these response numbers to strengthen
their advocacy message. Congressional leaders
are hoping to have the budget to the President
before the July 4% recess.

Other concerning cuts include a White House
request to rescind $9.4 billion in previously
approved funding for public media and global
health, including PEPFAR (President’s Emergen-
cy Plan for AIDS Relief). As of this writing it is
not clear whether this will be approved by the
Senate.

Appropriations

For FY 2026 Appropriations®, the President’s
Budget Request cuts $163 billion across the
federal government, including significant cuts
to the following:
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® Anearly $18 billion (nearly 40%) cut to
the National Institutes of Health and an
almost $5 billion cut to the National Sci-
ence Foundation.

® A $1 billion cut to the Substance Abuse
and Mental Health Services Adminis-
tration and a nearly $2 billion cut to the
Health Resources and Services Adminis-
tration, including the likely elimination of
the Graduate Psychology Education and
Minority Fellowship Programs.

® A $3.5 billion cut to the Centers for Medi-
care & Medicaid Services and a $675 mil-
lion cut to the Centers for Disease Control
and Prevention, including the elimination
of programs fighting HIV and climate
change.

® A $12 billion cut to the Department of
Education, including the elimination of
programs that help low-income college
students finance their education, the elim-
ination of key teacher preparation pro-
grams, and the reduction of school-based
mental health grants.

*Note: Congress has the ultimate decision
making power for these appropriations.

APA Policy Developments for Practice of
Psychology

APA Services advanced several key initia-
tives addressing emerging psychological
and societal challenges with regards to
artificial intelligence and technology. A new
Health Advisory on Artificial Intelligence
(AI) and Adolescent Mental Health was
released, warning of potential harms such
as algorithmic bias, developmental disrup-
tions, and misinformation exposure. APA
staff also presented on these findings at the
Georgetown Center on Tech Policy Innova-
tion, including policy remedies for curbing
chatbots impersonating licensed profes-
sionals.

The Telemental Health Care Access Act
was reintroduced in the House by Reps.
Matsui (D-CA) and Balderson (R-OH). The
bill seeks to repeal the Medicare in-person

visit requirement (the in-person requirement
waiver will expire on September 30, 2025) and
expand telehealth flexibilities. A Senate version
is expected to include these expanded provi-
sions as well, opening the door for longer-term
telehealth reform.

APA-drafted legislation was also reintroduced
to increase the workforce, including the STAR
Plus Scholarship Act (H.R. 3655), which es-
tablishes scholarships for behavioral health
students and POST Grad Act (H.R.3711and a
Senate companion bill), which reinstates subsi-
dized federal loans for graduate students.

APA Advocacy updates are published weekly on the
Division 42 ListServ. Thanks to Kenneth Polish-
chuk for the budget and appropriations amounts.

Julie Wolter, Psy.D. is a Rl and NH licensed psychol-
ogist in solo practice in North Kingstown, RI. She
serves on the APA Coding Advisory Committee, is
the Division Advocacy Partner for Division 42, is

a Member-at-Large for Divisions 42 and 31, is the
Director of Professional Affairs and Chair of the
Behavioral Healthcare Advocacy Committee for
New Hampshire Psychological Association and is
the Federal Advocacy Coordinator for Rhode Island
Psychological Association.
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Ethical Issues in Psychology

The Evolution of Psychologist Ethics—A Journey from the

“Doctor Is Never Wrong” to “The Customer is Always Right:”
The Current Effort to Protect Today’s Self-ldentified “Trauma Victims” from Psychologists

Martin H. Williams

he APA Ethical Principles of Psycholo-

gists and Code of Conduct (American
Psychological Association, 2017) has been
evolving since World War II. Consider that
the earliest ethics codes were published
prior to the beginning of state licensure
of psychologists. The APA Ethics Code was
first published in 1953 (American Psycho-
logical Association, 1953), while in Califor-
nia, for example, licensure was not required
for practice until 1967 (California Business
and Professions Code Sections 2900-2918).

Prior to state licensure, enforcement within
the APA was the only way to discipline psychol-
ogists. Indeed, a psychologist who was under
investigation by the APA Ethics Committee was
not permitted to escape the consequences of
that investigation by resigning from the APA.

If a psychologist under investigation attempt-
ed to resign, the record would show that that
psychologist had been expelled from the APA
(American Psychological Association, 1953)

As the “Code” evolved, so did the expectations
of consumers of psychological services. I would
argue that the prevailing attitude among cli-
ents during the postwar years was “the doctor
is always right,” while the current view is “the
doctor is a powerful figure who may abuse
you.” The earliest ethics code, employed by

the Ethics Committee since 1948 and formally
published in 1953, was used in an environment
in which psychologists had to commit some
grievous transgressions to receive ethics en-
forcement. Therapist-patient sex, something
that had been winked at through the 1970s, did
not become explicitly forbidden until the 1992

Code revision
(American
Psychological
Association,
1992).In fact,
the malprac-
tice insurance
carriers were
unprepared for
this behavior to
become action-
able. Several
years passed be-
fore insurance
coverage for this unethical practice was limit-
ed, following a series of million dollar verdicts.

Ethics enforcement prior to the year 2002,
when the last major overhaul of the ethics code
occurred, was focused on grievous violations of
common sense ethics standards. Psychologists
encountered enforcement—now delegated to
state licensing boards—for transgressions such
as:

® Employing a patient in the psychologist’s
practice at unfair wages to pay off a thera-
py bill

® Accepting items as barter to pay a bill
where the psychologist attributed inap-
propriately little value to the bartered
item (e.g., the psychologist accepts a
$10,000 Rolex to settle a $1000 therapy
bill)

e Influencing a wealthy patient to write the
psychologist into the patient’s will.

® Violating a patient’s privacy by giving the
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news media information about a high-pro-
file patient

Or there is the case of Eugene Landy, music leg-
end Brian Wilson’s psychologist, who concur-
rently became Wilson’s business manager. This
list of significant transgressions could be ex-
panded, but the above examples are sufficient
toillustrate that ethics enforcement formerly
involved breaches of ethics that most would
agree were of a serious nature.

Now, let us consider the present. Today’s psy-
chologists often describe themselves as “trau-
ma-informed.” Many of today’s psychologists
treat patients for a condition that is not in the
DSM-V-TR (American Psychiatric Association,
2022): Complex Post-Traumatic Stress Disor-
der. These psychologists are not only consumer
oriented, but they are also extremely protective
consumer advocates. They are willing to go

to great lengths to protect the rights of their
patients.

One might ask, what could possibly be wrong
with that? The answer is that nothing is wrong
with that until one of these trauma-informed,
consumer-advocating psychologists serves as
an expert evaluator for a state board of psychol-
ogy and is tasked with evaluating a consumer
complaint. Note that these trauma-informed
psychologists were raised with innumerable
ethics and risk management classes, not only
as part of their education, but also as part of
ongoing continuing education requirements.
Further, it is not a big leap to compare an older
psychologist in a power-differential treatment
relationship with a patient to a relationship
between an abusive parent and a traumatized
child.

In today’s ethics education, that which is un-
ethical and that which is risk management tend
to become intermingled and confused with one
another. In fact, ethics and risk management
are very different. That which is unethical is
simply wrong and forbidden. In contrast, risk
management is the process of taking actions in
the hope of either preventing something un-
ethical from happening or avoiding giving the
appearance that one has acted unethically.

Psychologists are not required to use risk man-
agement procedures, and failure to engage in
risk management is not unethical. For exam-
ple, there is nothing unethical about treating

a patient in their home, but such treatment is
considered poor risk management because it
may give the appearance of an exploitative dual
relationship. Do today’s younger psychologists
understand the difference between the two—
ethics and risk management? Without such an
understanding, one would be unfit to serve as a
Board expert.

Could it be that the focus on protecting the
consumer has gone too far? Could it be that, in
addition to devoting hours to ethics and risk
management education, we should also be
studying ways of setting boundaries on over-
ly-demanding patients and supporting psy-
chologists who do so? Might there be a need to
recognize the real-world limitations of psychol-
ogists in independent practice who, without
any actual wrongdoing, might—without being
abusive—nevertheless fail to meet the expecta-
tions of consumers? And have we lost track of
the differences between risk management and
ethics, and between simple errors and gross
abuse of patients?

What would constitute a groundless board
complaint? Consider some possibilities: Not
meeting time estimates for completion of a re-
port? Not returning a telephone call to a client
within 24 hours? Not billing a client for the co-
pay? A significant typographical error is made
on a report by a secretary, and the psychologist
fails to catch it? Attending a patient’s gradua-
tion? Accepting a Christmas present worth a
few dollars from a patient? Refusing to release
records because the bill was not yet paid? (Note
that the “Code” only requires record release
without payment when the records are needed
for the provision of emergency services).

By using the Ethical Principles in a manner
devoid of common sense, each of these trans-
gressions can be seen as a violation of one of the
Principles. Such “transgressions” may lead the
Board’s expert to conclude that the psychologist
was guilty of any one of the following:

Independent Practitioner
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® Acting beneath the standard of care
® Engagingin unprofessional conduct
® Exhibiting gross negligence

I consider the above condemnatory terms to be
appropriate when the psychologist has sex with
a patient or accepts a Rembrandt painting in
payment for a small psychotherapy bill. I be-
lieve what has happened to our field is that our
ethical standards have evolved from something
only invoked for the most egregious miscon-
duct to something now potentially invoked any
time a psychologist makes a patient “feel bad.”
All that patient needs to do is file a complaint—
easily done online in many jurisdictions. There
is nothing wrong with this, and every patient
is entitled to file complaints as they see fit.

The problem begins when the Board selects an
expert who is not only a committed patient ad-
vocate, but who may also be suspicious of their
fellow psychologists, finds psychologists in
positions of power and trust to be reminiscent
of the abusers who led to their patients’ original
traumas, and who thus may approach the com-
plaint without using any common sense.

There is nothing in the Ethics Code that in-
structs the user of the Code to apply common
sense. I worked my way through UCLA as an
employee in a retail establishment. Anyone
who works in retail knows that not all custom-
ers will be happy, some customers will make
outlandish demands, and some customers
simply cannot be pleased. I once saw my boss
refuse to consider a very large cash payment
the customer offered for a piece of equipment
simply because the boss found the customer to
be obnoxious. The customer was furious, but,
fortunately, he had no Board of Psychology who
might empathize with his pain.

Indeed, by today’s values and standards, it
seems that all of us are always on the verge of
entirely failing the new class of self-described
trauma victims who come to us seeking help.
By the standards of some of today’s Board

Experts, “the customer is always right,” and if
the customer is unhappy, we—the psycholo-
gists—must have been “abusive.” Self-identified
trauma victims have found their advocates in
today’s younger psychologists. My question is:
Who will advocate for psychologists in inde-
pendent practice?

Perhaps one solution is to enhance the man-
datory training for potential Board experts.
This training would, hopefully, help expert
evaluators to be aware of their obligation not
only to protect consumers, but also to protect
psychologists from unfair, trivial or misguided
complaints, as well as to help evaluators un-
derstand the difference between enforceable
ethical standards versus and unenforceable risk
management suggestions.

The spirit of the “Code” was to protect the
public against abusive or incompetent psychol-
ogists. It was never about indulging a “Karen”
who demands to speak to the manager.

References

American Psychiatric Association. (2022). Diagnos-
tic and statistical manual of mental disorders
(5thed., text rev.). https://doi.org/10.1176/appi.
books.9780890425787

American Psychological Association. (1953). Ethical stan-
dards of psychologists. Washington, DC: Author.

American Psychological Association. (1992). Ethical prin-
ciples of psychologists and code of conduct. American
Psychologist, 47(12),1597-1611.

American Psychological Association. (2017). Ethical
principles of psychologists and code of conduct (2002,
amended effective June 1, 2010, and January 1, 2017).
https://www.apa.org/ethics/code

Martin H. Williams, Ph.D. is a clinical and forensic
psychologist in Orange County, California. He
testifies in licensing board, criminal and civil
matters. He is a former editor of the Independent
Practitioner and was the official observer for
Division 42 to the Ethics Code Task Force that
prepared the 2002 revision of the “Code.”

10 Summer 2026

Independent Practitioner

Clinical Practice

Reflections on Retirement from Clinical Practice

Mary Ann McCabe

llow me to begin these reflections

with the acknowledgment thatitisa
privilege to have been able to choose when
to retire, and a privilege to even retire at all.
I have watched loved ones and colleagues
navigate this journey in very different
ways, not of their choosing. I also want to
acknowledge that retirement, per se, is not
even something everyone desires. There is
ample guidance regarding the legal, ethical
and business issues involved in closing a
clinical practice. What follows here instead
are my personal reflections on the clinical,
emotional and developmental aspects that
unfold over time when one leaves clinical
work for retirement.

The process of retirement for me began some-
time during middle adulthood when I realized
that I wanted a chapter in my life full of all the
things and people that I love and enjoy - but for
which and for whom I never seemed to have
enough time!. I also wished for it to be early
enough that I could make the most of it, which
provided me with a general sense of the timing.
As that timing grew closer, I gradually began

to cut back one day/week each year until I saw
patients only two days/week for a few years. I
stopped taking on new patients several years
prior to retiring?.

The timeline became more vivid when I found
myself craving freedom, feeling eager for devel-
opment in those parts of myself that had been
taking a back seat. This made me realize that I

1 I should note, however, that because I so enjoyed clinical
work and helping people, I always planned on having a very
tiny, flexible clinical practice well into my old age. I was
surprised to learn — at least in my own case — that maintaining
a “tiny” practice would not cover the costs of doing so. This
realization came late in the process.

2 This schedule also allowed more time for professional
service.

needed to choose
ayear,and thena
month, and then a
day to stop seeing
patients. I educat-
ed myself about
the logistics of
closing my busi-
ness and refreshed
my clinical reading
about terminating
psychotherapy.

Earlier in my career I taught a seminar on ter-
mination with patients for predoctoral interns.
Iloved teaching on this topic, and I became well
versed in the theoretical and clinical aspects

of ending psychotherapy. This foundation had
come in handy when I needed to end with all
my patients to leave a position in healthcare
and move to independent practice. Yet none of
this really prepared me for the unique emotion-
al aspects that accompanied psychotherapy ter-
mination with every patient, all at once, at the
same time as closing my business, leaving the
community of active practitioners, and retiring
from work.

Unlike most of the therapy terminations that I
had taught, supervised or experienced before,
when I retired from clinical practice all my
psychotherapy patients were long-term. My
primary obligation was to help them process
the ending and grieve before we ended, so I gave
them all several months’ notice. When I noti-
fied them of the date of my retirement, I also
noted the date we began in order to establish
the context of our work together and set the
stage for the review that would follow in the
ensuing months. I encouraged them to allow
themselves time and grace for the news to set-
tlein. And I foreshadowed what the process of

Independent Practitioner

Summer 2026 11



termination would include: processing feelings,
acknowledging other losses, looking back over
our work, looking forward, and ensuring that
options for next steps would be provided.

Patients varied in their spontaneous reactions
to the news - consistent with their attachment
styles, history of losses, and extenuating life
circumstances. They reported feeling things
such as “abandonment,” “adrift,” “destabilized,”
“like a death,” and “how will I ever trust some-
one new.” Thus began the months’ long work of
processing their reactions (and my own).

Notably, the social conventions surrounding
“retirement” as a life span event were an imme-
diate and periodic distraction. Whether initial-
ly or intermittently, most patients fell captive
to the social conventions surrounding retire-
ment - congratulating me and entertaining
fantasies about what I would be doing next. For
those patients whose psychotherapeutic work
included concerns related to their own adult
development and/or aging parents, I would
circle back to retirement as an exemplar of lifes-
pan development.

At the same time, it was poignant to observe
how unnatural it felt to terminate a psycho-
therapy relationship for retirement specifically:
the relationship is working well, neither party
isill, and the patient - who made the choice to
begin working together - is not the one decid-
ing to stop. Unlike some other interruptions in
care due to the needs of therapists, my retire-
ment was a choice I was making. That required
special attention to patients’ feelings of being
abandoned. Likewise, it raised the need for
them to feel special and valued. For example, a
few patients engaged in bargaining or banter,
suggesting that I could end with other patients
but continue with them.

I was struck by the phrases patients used to
characterize our relationship or its ending,

often through comparisons with more common
relationships: like a best friend (“with ethics”),
knowing a patient better than they know them-
selves, termination being worse than getting a
divorce. For most — at one point or another - the
fact of my retirement brought into sharp focus
that they were not the only patient experiencing

this loss right now. For example, some wondered
if they were my favorite, the person I had seen
the longest, or the one who I would see last.

Anticipatory grief immediately became an
ongoing part of the work. For example, some
patients began noting the events in their? lives
for which I would no longer be present. Some
wondered about bringing up a future challenge
for discussion since I would not be available

to help them with it when the time came. And
thus began my own process of letting go. I
began to keep notes to process my own feel-
ings, and I wrote about each patient to help me
process each loss.

It required conscious oversight to continue the
work we had been doing with longstanding
goals, while at the same time staying alert to
opportunities to process our ending. Rituals,
such as reviewing life or treatment milestones
and, eventually, counting down sessions, were
essential in this regard because they ensured
termination work yet allowed space for con-
tinuity as their lives unfolded. Surprisingly, I
found myself unconsciously trying to speed up
progress and do more active work with patients
before we ended. Many patients did the same:
seeking more direct feedback and making more
progress. In the best of circumstances, the ter-
mination phase in psychotherapy is often one
of profound growth.

My second fundamental obligation was to find
appropriate referrals. I reserved this for the fi-
nal few months owing to both practical consid-
erations (e.g., whether a referral would be able
to foresee their availability) and clinical ones
(i.e., not overshadowing the need to process the
loss). Conversations with patients about wheth-
er to continue with someone new were surpris-
ingly straightforward.* Some noted that my
mind could be eased by their connectingto a
new referral or that my retirement was coming
at a time when they were in a good place. It was
during this phase that there emerged a deepen-
ing sense of mutuality to the ending wherein

3 Pronouns have been masked to ensure confidentiality.

4 Interestingly, one of the potential providers who expressed
availability noted that patients transferring care from a retiring
therapist are the “best referrals” since they have already
learned how to engage in therapy.
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we were each to be impacted in our own ways.

AsIapproached the final few sessions with
patients, again I wrote about them and how
they had grown over the course of our work
together. I engaged each of them in conversa-
tions about this - first allowing them to reflect
on growth and then adding my own thoughts.
For some this was helpful for feeling grounded
as they ended psychotherapy or anticipated be-
ginning work with someone new. One patient
requested my recommendations for priorities
that they focus on going forward, creating a
bridge between past and future work.

It was during this timeframe that some pa-
tients began inquiring about future contact

to ease the finality of ending: where to send a
Christmas card, would it be possible to share
future milestones, could we ever meet again.
Some simply expressed sadness that we could
not stay in touch. I was reminded that this, too,
is a unique aspect of terminating psychothera-
py - not continuing contact with someone who
has invited you into their emotional lives as our
patients do. And in some cases, these profes-
sional boundaries are a poor cultural fit.

As we approached the final session, many pa-
tients started to prepare for the emotional im-
pact. Several foreshadowed that they expected
to cry and when that happened - quite naturally
-1did the same. While I personally believe it is
important for us to end psychotherapy in the
same stance that we have held all along, it felt
right under these circumstances for patients to
be assured that this was a loss for me, too - that I
cared deeply about them and would miss seeing
them. It turned out that in every instance, we
cried. It was the natural culmination of the grief
that I had pledged to process prior to our ending.
Perhaps most rewarding, every patient and fam-
ily - each in their own way - leaned into the hard
work of saying a final goodbye and expressed
gratitude for the work together. There were no
premature terminations or other complexities,
and I know this is not always the case.

What I had not anticipated, nor had ever ex-
perienced, was that with each ending I felt not
only grief and loss but also a sense of lightness.
I understood this to reflect that each patient’s

wellbeing had been weight I was helping them
carry, and that each final termination was
something I had been dreading and was sud-
denly behind me. Just as I had aimed to help
patients process their grief prior to our ending,
I had largely done the same with my own.

Over the next few months, I was invited to
share patients’ histories with psychologists
who had begun treatment with someone with
whom I had ended. By virtue of their questions
and comments, I received yet further closure
from witnessing the level of insight and skill
they were bringing, along with fresh perspec-
tives. And I was a bit surprised to learn that I
was decidedly not curious about new develop-
ments in the lives of these patients; I wanted
to leave things where I had. I am reminded of
patients from time to time and, when I am, I
think about them in an easy, caring way.

During one final session a patient said tearfully
that I had changed their life, to which I replied,
“No, I helped YOU change your life.” And isn’t
that why we do psychotherapy to begin with?
To help people discover who they are, to devel-
op a sense of agency, to learn to manage emo-
tions, to establish healthy boundaries, to main-
tain supportive relationships, to set goals and
work toward them, and to manage life’s diffi-
cult losses and carry on. When we are lucky, we
are growing ourselves all the while. Termina-
tion of psychotherapy, ending clinical practice,
and retirement are all opportunities for growth.

And grow I have. The few months prior to my
final sessions with patients and closing my
practice were utterly grief-filled. I anticipated
that this would turn into an emotional “tunnel”
ahead of me as I began retirement. But - much
to my surprise - it was easier than what came
before. I assume that it was a relatively easy
transition because I had done so much griev-
ing, and it certainly helped that I had steadily
reduced my clinical time prior to that point. It
also meant that I was ready to learn how to em-
brace the freedom that was suddenly mine.

The degree of uncertainty during retirement

- in terms of choices and timing and routines
and commitments - might have been stressful
at an earlier point in my development (and may
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be undesirable for others during retirement).
Every prior stage in lifespan development -
from kindergarten forward - entailed require-
ments and goals and a high value on produc-
tivity. I found this newfound uncertainty, and
room for other values to predominate, to be
exactly what I had been yearning for. It quick-
ly became - and still is — a delightful surprise
every morning that the day’s plan is of my
choosing. That is, choosing among things that
need to be done and things I just plain enjoy
doing. With few exceptions, I can even change
my mind. There are many choices, both large
and small, still to be made. There may also be
further adjustment ahead.

The emotional landscape of beginning retire-
ment — much like the decision about when to
retire —is a highly personal one. There is much
written about the diverse ways in which aging
adults chart their own course after retirement.
And scholars in the psychology of aging, and
practitioners who work with older adults,
teach us about the developmental processes
afoot. What I have experienced is undoubtedly
a combination of these shared developmental
processes and factors that are unique for me.

I had worried about what would happen to my
sense of identity as I ceased clinical practice. I
have simply loved the art and science of clini-
cal work, and I have felt privileged to do it and
teach it. But what I have discovered is that my

identity will always be that of a psychologist. It
affects how I understand people, families and
communities and their struggles, how I un-
derstand the importance of relationships and
the impacts of environments, how I consider
matters of ethics and social justice, how I think
critically and prioritize science as a source of
information, and how I strive to be self-reflec-
tive and engage in self-care. I will continue to
find rewarding ways to continue to contribute
to our field and the next generation of psychol-
ogists. Yet I am more than a psychologist. And it
is these other aspects of my identity, my other
interests, and - most importantly - my loved
ones that I will have more time for in retire-
ment. I recently was able to pick up my grand-
children from school and take them for ice
cream. The older one said, “I love retirement!”
and I replied, “Me, too!”

Mary Ann McCabe, Ph.D., ABPP is a clinical psychol-
ogist, recently retired from independent practice in
Virginia, and a Fellow of Division 42. She is board
certified in child and adolescent clinical /pediatric
psychology and previously served as the Director of
Health Psychology and Director of Training at Chil-
dren’s National Hospital. She has held numerous
leadership roles in professional service, including
Chair of the APA Board of Professional Affairs (BPA)
and Committee on Professional Practice and Stan-
dards (COPPS), and recently completed her term on
the APA Board of Directors.

Clinical Psychopharmacology

Prescriptive Authority for Psychologists (RxP) Update

Derek C. Phillips

appy summer, fellow Division 42

members! It’s time for another up-
date on the status of psychopharmacologi-
cal psychology and the RxP movement, and
what is on the horizon for the remainder of
2026.

2026 has truly been a banner year for RxP!
First, Vermont’s RxP bill was signed into law

in April 2026, making it the 8% state to enact
RxP legislation. Additionally, Hawai'i’s RxP bill
passed its state legislature and--because Ha-
wai'i’s governor did not place the RxP bill on
his veto list--it will become law (and the 9t RxP
state) by July 15, 2026, whether the governor
signs it or not. Hawai'i’s bill establishes a pi-

lot RxP program that applies only to Federally
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Qualified Health Centers (FQHC) on Hawai’i and
Kauai islands for now. Counting both Ver-
mont’s and Hawai’i’s success in becoming the
8™ and 9% RxP states, respectively, there have
now been four new RxP states in four years
(Coloradoin 2023 and Utah in 2024). This has
never occurred in the history of the RxP move-
ment. Finally, in my home state of [llinois, a bill
to remove the prohibition to treat older adults
(over 65 years) by prescribing psychologists
also passed and is currently awaiting our gover-
nor’s signature. “If we don’t quit, we win.”

Regarding the American Board of Psycho-
pharmacological Psychology (ABRxP), which
is provisionally affiliated with the American
Board of Professional Psychology (ABPP),
ABRxP remains in its “Monitoring Phase,”
during which we are tasked with certifying
our specialty board’s founding members, plus
an additional 30 specialists within two years.
Since my last column, three additional found-
ing board members (Drs. Melody Moore, Rebec-
ca Richey, and David Shearer) have earned their

certification. Our 7th
and final oral exam of
founding board mem-
bers is scheduled for
early August. As soon
as the final member is
certified, ABRxP will
begin accepting appli-
cations from at-large
applicants, which is
tentatively planned
for mid-August 2026. If you have any questions
about ABRxXP, please email us at ABRxP@abpp.
org.

Please contact me at drderekphillips87@gmail.com
with questions or if you are interested in be-
coming involved in the RxP movement.

Derek C. Phillips, PsyD, MSCP, ABMP, ABRxP
Licensed Clinical & Prescribing Psychologist (IL)
Founding President, American Board of Psycho-
pharmacological Psychology

President-Elect, Division 42

Opinions and Policy

“Almost Heaven, West Virginia, Blue Ridge Mountains,

Shenandoah River”

Pat DelLeon

nprecedented Behavioral/Mental

Health Interest: The Washington
Post recently reported that the demand for
mental health care has grown significant-
ly, with self-reported “poor mental health
days” having risen by 25% since the 1990s.
The Centers for Disease Control and Pre-
vention (CDC) notes that suicide rates in
2022 matched a 2018 high that had not
been seen in nearly 80 years. Tom Insel,
former Director of the National Institute of
Mental Health and a recent participant in
our Uniformed Services University Health
Policy seminar, commented “Most people

who need care
don’t get it and

of those who do,
40% receive mini-
mally acceptable
care. There’s a
massive need

for high-quality
therapy. We're in
a world in which
the status quo

is really crappy,

to use a scientific term.” He further noted
that OpenAl told him that about 5%-10%
of their roughly 800 million user base relies
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on ChatGPT for mental health support.
Additional studies have found that 30%

of respondents, ages 18-29, turned to Al
(Artificial Intelligence) chatbots for men-
tal or emotional health advice in the past
year. And, nearly 60% of adults who used a
chatbot for mental health did not follow up
with an actual mental health professional.
This national, and particularly internation-
al, unmet need for quality mental health
care has been a major theme of former APA
President Alan Kazdin for decades. He has
found, for example, that worldwide among
those with a psychiatric diagnosis, 57% do
not perceive any need for treatment. About
half say they do not have a problem and the
other half would rather work on the prob-
lem themselves; essentially, they do not
have faith in therapy.

The Fiscal Year 2027 Military Construction,
Veterans Affairs, and Related Agencies Ap-
propriations Legislation: During their Appro-
priations Committee deliberations, the House
of Representatives raised a number of import-
ant behavioral/mental health issues, partic-
ularly for the Department of Veterans Affairs
(VA). Overall, the Committee recommended
$5,202,461,000 for VA’s mental health pro-
grams, of which $3,666,327,000 was for sui-
cide prevention and treatment programs. The
Committee continued to direct the Department
to focus on efforts to address parking lot sui-
cides and to connect Veterans to care. A report
is to be provided, not later than 90 days after
enactment of the Act, identifying a detailed
expenditure plan for all suicide outreach and
treatment programs and how VA is meeting the
Committee’s directives. “This concern is partic-
ularly acute for high-need Veterans, including
those with complex trauma, chronic comorbid-
ities, or elevated suicide risk, given that the rate
of suicide among Veterans remains significant-
ly higher than in the general population and
that published research has identified substan-
tial dropout rates from certain structured PTSD
protocols.”

The Committee further noted: “Care for Wom-
en. —- The Committee recognizes that women

are now the fastest growing cohort within the
veteran community. The increased number

of women using VHA services necessitates a
greater investment of resources to provide and
expand VA’s services to women veterans and
ensure women veterans’ health needs, which
often differ from men, are met. The Committee
supports continued efforts to identify and ad-
dress the unique issues experienced by women
veterans. VA is encouraged to continue rede-
signing its women’s healthcare delivery system
and improving its facilities to ensure women
receive equitable, timely, and high-quality
healthcare.”

Relevant to Psychology’s RxP Scope of Practice
Barrier? There is also considerable attention fo-
cused upon the importance of appropriate uti-
lization of psychotropic medications. “Chronic
Disease Monitoring in Veterans Prescribed
Antipsychotics. - The Committee is concerned
that veterans living with serious mental illness
such as post-traumatic stress disorder, ma-

jor depressive disorder, bipolar disorder, and
schizophrenia who are prescribed antipsychot-
ics face elevated and often underrecognized
risks of metabolic, cardiovascular, and move-
ment-related conditions. When not monitored,
these risks contribute to avoidable suffering,
preventable hospitalizations, and premature
mortality. The Committee directs screening
and monitoring practices to be consistent
across the VA/DoD Clinical Practice Guidelines
for the management of mental health condi-
tions and directs the VA to standardize these
practices systemwide to improve the safety
and quality of care for veterans.” And, “Depres-
sion and Precision Medicine. - The Committee
recognizes that depression is one of the most
common conditions associated with military
service and combat service. Further, the risk of
suicide increases with this diagnosis and each
time a veteran tries and fails a medication.”

The House Committee also once again ex-
pressed its support for increased utilization by
the VA of the ever-ongoing advances occurring
within the technology and communications
fields. “Telehealth and Connected Care -- The
bill includes $6,676,902,000 for telehealth and
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connected care, which includes home tele-
health, home telehealth prosthetics, and clin-
ic-based telehealth. The Committee directs the
Department to continue to expand telehealth
availability, including the facilitation of pub-
lic private partnerships, to include additional
mental health, primary care, and rehabilitation
services as a means to deliver care in rural and
underserved communities.... The Committee
further directs VA to continue to implement
plans to improve veteran and provider satis-
faction, increase awareness of the telehealth
program, and enhance adoption of telehealth
by veterans and providers.... VA Telehealth
Services are transforming how veterans access
high-quality VA care by making it easier for vet-
erans to connect with health specialists from
across the country.”

And, interestingly, “Digital Mental Health Tool.
— The Committee remains concerned by the
alarming rates of veteran suicide and is aware
of single multi-functional Al-driven mobile
application platforms that delivers comprehen-
sive mental wellness support, suicide preven-
tion tools, and transition assistance that has
been used in the Governors Challenge for Sui-
cide Prevention. The Department is encouraged
to review commercial digital platforms that
can provide mental wellness support to veter-
ans.” Also, “Suicide Prevention Using Predictive
Modeling. —- The Committee remains supportive
of Department’s efforts to continue to address
the growing number of Veteran suicides but
recognizes that there is a need to improve

early suicide indicators and detection using Al
and machine learning technologies that im-
prove operational efficiency and effectiveness
throughout veteran service delivery.”

Finally, we would suggest that given the un-
questionable importance of team-based be-
havioral expertise within federal systems, one
should wonder why the House Committee
proposed: “VHA Physician Salaries. — The Com-
mittee understands that one of the biggest
hurdles in retaining health care professionals
within the VA health care system is the agen-
cy’s ability to compete with market pay rates.
The Committee highlights the VA COMPETES

Act, which became law... in 2025 and allows
the Secretary to waive pay caps for physicians.
The Committee urges the Department to assess
how pay caps are contributing to physician
shortages for key services and how adjusting
pay caps may alleviate these shortages.” We
would ask: Should not this administrative flex-
ibility apply to all behavioral/mental health dis-
ciplines? And, would not authorizing appropri-
ately trained psychologists to fully utilize their
psychopharmacology expertise be appropriate
given the considerable medication needs high-
lighted throughout the House Appropriations
report?

Addressing Historical Psychology Scope of
Practice Barriers: Beth Lonning, President of
Division 55 (the Society for Prescribing Psychol-
ogy). “Last month, Division 55 hosted an excit-
ing Town Hall featuring APA staff, Stephen Gil-
laspy, Deputy Chief of Health Policy and Health
Care Financing; Deborah Baker, Head, Office of
Professional, Legal and Regulatory Affairs; and
Conwell Smith, Deputy Chief, Military and Vet-
erans Policy. We had over 50 people register for
the Town Hall and all attended. Those attend-
ing learned about the process for reviewing the
designation guidelines for training programs,
model legislation and model curriculum. The
time frame for review is 2029 so the process
for creating the work group to take on this task
will be beginning soon. Attendees also learned
about the communication with our military
branches and the VA in hopes of moving RxP
forward in those areas. Questions about reim-
bursement were discussed and it was shared
that the Division 55 leadership and APA staff
are actively engaging with CMS (Centers for
Medicare & Medicaid Services) and Congressio-
nal offices to address the reimbursement barri-
er for RxP services in traditional Medicare.” We
are confident that former APA President Jack
Wiggins, who was one of the initial supporters
of RxP on the APA Board of Directors and who
turned 100 on January 1%, is very pleased with
how far we have come in a relatively short peri-
od of time.

Alex Lichton: “Alimited prescription privileg-
es three-year pilot program for psychologists
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in rural Hawaii is on track to become state law.
Senate Bill 847 (SB 847) has passed both the
Hawaii State House and Senate; the next hurdle
is the House-Senate Conference Committee.
Along the way, the bill has been modified to
limit its scope; however, the limitations have
increased support among state lawmakers. SB
847 was introduced as an alternative to full
prescription privileges statewide which was
defeated by the House Health Committee. Orig-
inally SB 847 applied to 15 federally qualified
health centers across the state, but the Senate
amended the bill to cover just one federally
qualified health center on the island of Kauai,
the smallest county in the State with just five
percent of the state’s population.

“The State House expanded coverage to include
both outpatient and inpatient services at two
Kauai hospitals but limited the formulary to
only SSRIs and SSNIs for anxiety and depres-
sion, narrowed the age limit to 18-65, and
required supervision by a psychiatrist. Atleast
there is now a chance to improve the bill if it
advances to the House-Senate Conference Com-
mittee. This is the most progress Hawaii has
gained since the House Speaker failed to sched-
ule a floor vote on prescription privileges ten
years ago. Besides having an excellent lobby-
ist, SB 847 has been championed by the Mayor
of Kauai who fought to keep the pilot alive in
his jurisdiction. Furthermore, the Governor’s
Medical Advisor (Jack Lewin) is a former CEO of
the California Medical Association who has sold
key legislators on the idea of multidisciplinary
teams, led by psychiatrists, to include pre-
scribing psychologists. HPA’s efforts have been
consistent with the Governor’s advice to pursue
a gradual, incremental strategy. Jack was also

the Head of Hawaii’s Department of Health in
the 1990s where he selected Geri Marullo, for-
mer head of the Hawaii Nurses Association and
eventually the American Nurses Association, as
his principal deputy. When serving as CEO of
the California Medical Association, he proposed
a similar prescriptive psychology authority
compromise to the California Psychological As-
sociation, which they declined. Let’s hope that
this strategy works.”

Steve Ragusea: “Meanwhile in Pennsylvania,
we have bipartisan RxP bills introduced in both
the House and the Senate. Our prime sponsor
in the Senate is Senator Gene Yaw who is work-
ing hard to improve access to health care in our
very rural state. There appears to be some resis-
tance from one senate leader who is objecting
to expanding scope of practice across all health
care any further at the present time. In any
case, the Pennsylvania Psychological Associa-
tion will continue to push passage of our bills
and get them on the desk of our Governor, Josh
Shapiro, if at all possible. The pattern we’re
seeing is very similar to the original battle for
independent licensure that took decades to
complete. Sooner or later, appropriately trained
psychologists will prescribe in every state and
every state should be engaged in this effort
now. The only way we’ll lose is if we stop try-
ing. If you're a licensed psychologist, RxP will
be good for you and your patients even if you
don’t prescribe yourself!” “Country roads, take
me home” (John Denver, Take Me Home, Country
Roads). Aloha,

Pat DelLeon, former APA President — Division 42 —
May, 2026
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AUGUST 6-8 | WASHINGTON, DC + VIRTUAL

Division 42 invites you to join us for APA 2026!

Start the convention off right by joining us at our Happy Hour - August 6" 3:30-5:30pm at the

City Tap House Penn Quarter, 901 9th St NW, Washington, DC

Thursday, August 6
10:00 AM - 11:00 AM
From Burnout to Brain-Smart: Self-Care as a Business Strategy
Critical Conversation
Walter E. Washington Convention Center, Street Level, 103B
CE Session -- 1 credit

1:00 PM - 2:00 PM

Important Considerations When Setting Up an Independent Practice
Symposium

Walter E. Washington Convention Center, Street Level, 143A

2:30 PM - 3:30 PM

Behind the Screen: Traumatic Digital Content Exposure

Skill Building

Walter E. Washington Convention Center, Street Level, 143A

4:00 PM - 5:00 PM
A Multldlmen_s.l.onaLModel of Love: Conceptual Foundations and R

M x' x‘
the Marr

arquis Salg
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Friday, August 7
Visit the Division 42 Engagement Space for a full schedule of professional programs,
specialty meetups, advocacy discussions, and networking opportunities. (Schedule Here)
8/7 From 9am to 5:30pm with light refreshments in the Marriott Marquis Salon 16 (Level 2)!

8:30 AM - 9:30 AM

Psychology and Technology in 2046: Learning From Future Clinical Practice
Critical Conversation

Walter E. Washington Convention Center, Street Level, 103B

CE Session -- 1 credit

11:30 AM - 12:30 PM

Using Mental Health Digital Apps: Ethical and Legal Issues
Skill Building

Walter E. Washington Convention Center, Street Level, 103B
CE Session -- 1 credit

1:00 PM - 2:00 PM

From Clinician to Practice Owner: Business Foundations for Practice Success
Skill Building

Walter E. Washington Convention Center, Street Level, 140A

2:30 PM - 3:30 PM

Expand Your Practice to Treat Clients Living with Serious Mental Iliness
Skill Building

Walter E. Washington Convention Center, Street Level, 103B

CE Session -- 1 credit

4:00 PM - 5:00 PM

Psychologists with Cancer: Professional, clinical and ethical concerns
Critical Conversation

Walter E. Washington Convention Center, Street Level, 140A

5:30 PM - 7:30 PM
Division 42 Social Hour Marriott Marquis Washington, DC, Level Two, Salon 01
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Saturday, August 8
Please join us in the Division 42 Engagement Space for International Clinical Practice (CICP) Division
42 Member Meetup, casual networking and light refreshments on Saturday, 8/8 all day in the
Marriott Marquis Salon 16 (Level 2)! (Schedule Here)

10:30 AM - 11:30 AM

Private Practice Playbook: Pro Edition

Skill Building

Walter E. Washington Convention Center, Street Level, 145A

10:30 AM - 1:30 PM
Division 42 Board Meeting
Marriott Marquis Washington, DC, Level Two, Salon 12

1:30 PM - 2:30 PM
Division 42 Poster Session
Walter E. Washington Convention Center, Level Two, Hall D, Solutions Center, Posters

3:00 PM - 4:00 PM

Permission to Be Human: Psychologists Supporting One Another’s Mental Health
Critical Conversation
Walter E. Washington Convention Center, Street Level, 140A

4:30 PM - 5:30 PM

Rosalee G. Weiss Award Address

Invited Address: Dr. Jeffrey Zimmerman

Walter E. Washington Convention Center, Street Level, 140A
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Division 42 Engagement Space Schedule

Location: Salon 16, Marriott Marquis Washington, DC (Level Two)
Dates: Friday, August 7 and Saturday, August 8

Friday, August 7

9:00—-10:30 AM — COR Representatives D42 Sponsored Meeting

Discussion of Issues Related to the Model Licensing Act with Drs. Peter Oppenheimer & Alex
Siegel. Learn about proposed changes to the APA Model Licensing Act, their potential impact
on jurisdictions and psychologists, and key issues raised following the most recent APA Council
of Representatives meeting.

11:00 AM—-12:00 PM — Healthcare Financing Networking

Hosted by Julie Wolter and Stephen Gillaspy. Updates on healthcare financing, reimbursement,
advocacy efforts, digital therapeutics, and emerging innovations affecting professional
practice.

12:00 PM - 1:00 PM — Child/Adolescent Hub for Psychologists

Students and non-members welcome. Join Drs. Cami Winkelspecht and Jana Martin to help
launch the Division 42 Child/Adolescent Hub. Discuss clinical issues, interdisciplinary
collaboration, marketing, and the development of an ongoing virtual community. Division 42
is developing several special interest hubs for psychologists in specialty areas and on topics of
interest to stimulate connections, bring together expertise, share resources, and discuss
clinical strategies as well as practice issues and tips!

1:00-2:00 PM — Division 42 Advocacy Committee Meetup

Students and new members welcome. Explore current advocacy priorities affecting
psychology, including licensure, reimbursement, parity, mobility, prescriptive authority, and
other legislative initiatives. Hosted by Dr. Wolter.

2:00-3:00 PM — Clinical Forensic Psychology Hub

Meet Clinical Forensic Psychologists, including Drs. Lenore Walker and David Shapiro, to
discuss professional opportunities, clinical practice, networking, and specialty resources.
Division 42 is developing several special interest hubs for psychologists in specialty areas and
on topics of interest to stimulate connections, bring together expertise, share resources, and
discuss clinical strategies as well as practice issues and tips!

3:30—4:30 PM — Division 42 Diversity Committee Networking

Students and new members welcome. Learn about the committee's work promoting diversity,
equity, inclusion, and culturally responsive practice while addressing emerging community
needs. Hosted by Dr. Tiffany Parisi.

4:30-5:30 PM — Graduate Student / Early Career Psychologist Networking Hour
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Hosted by Drs. Laura Taylor and Sidney Trantham. Light snacks provided. Connect with
graduate students, early career psychologists, and Division 42 members interested in
independent practice.

Saturday, August 8
9:30-10:30 AM — International Clinical Practice (CICP) Division 42 Member
Meetup

Students and new members welcome. Hosted by Kristina Pecora. Discuss global psychology
practice, international standards, mobility, and other issues relevant to clinical practice
worldwide.

APA Presidential Candidates

We have received three candidate statemnets for the upcoming APA Presidential election this Fall.

Each candidate was aksed to respond to the following questions:

1. Please describe your contributions to the independent practice of psychology, including any
positions held and past or current committee work in Division 42.

2. The reorganization of the Association into APA (c3) and APASI (c6) and, more recently, the
APA reorganization, resulting in losing vital practice staff, is a critical issue affecting the abili-
ty to advance, defend, and protect the practice of psychology. What concrete measure(s) would
you implement to address this issue on behalf of practice constituents?

3. Please provide your position and how you intend to address each of the following APA gov-
ernance concerns: a) improved transparency of the APA Board of Directors with APA Council; b)
the continued effects of the Good Governance Project, particularly the delegation of fiscal and
operational responsibilities exclusively to the APA Board of Directors; and c) the effects from
the Independent Review and the related, ongoing litigation.

4. What do you see as additional vital area(s) facing the independent practice of psychology?
How do you plan to confront these areas during your presidency?

The candidates are presented in alphabetical order.

[Editor’s Note, the first two statements were received as pdf files, so are placed as submitted. The
third (Kovera), was a Word document, which is why it is formatted in the IP style.]
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Candice Hargons, PhD
APA President-Elect Candidate

Division 42 (Due June 30)

1. Please describe your contributions to the independent practice of psychology,
including any positions held and past or current committee work in Division 42.

Although | have not held positions or membership in Division 42, my roles as a business
owner, licensed psychologist, and consultant ground my commitment to independent
practitioners.

In 2019, | founded the Center for Healing Racial Trauma, navigating the complex
realities of entrepreneurship until late 2024, when | transitioned from Kentucky to my
current faculty role at Emory University in Georgia. Running that business taught me the
essential, practical mechanics of independent practice: the financial, administrative, and
operational skills that are so often left out of graduate school curricula.

This firsthand experience is what fuels my vision. As APA President, | am proposing a
Practitioner Progress Initiative that doesn’t ask practitioners to solve a public health
crisis at the expense of their financial stability. By bringing my entrepreneurial lens to
national leadership, APA can actively support the financial health, professional
development, and long-term sustainability of practitioners in our field.

2. The reorganization of the Association into APA (c3) and APASI (c6) and, more
recently, the APA reorganization, resulting in losing vital practice staff, is a critical
issue affecting the ability to advance, defend, and protect the practice of
psychology. What concrete measure(s) would you implement to address this
issue on behalf of practice constituents?

Our discipline is often recognized by the public through the vital care practitioners
deliver, making the advancement and protection of independent practice fundamental to
APA. The reorganization of APA and APASI should not result in the abandonment of our
practitioners. | propose two concrete measures:

e Data-Driven Intervention: I'd like to collaborate with Division 42 to leverage
findings of your current Division 42 Practice Survey. Your effort reflects my belief
in the interdependence of practice and science. We can use this empirical
snapshot to map exactly how psychologists are practicing today, identifying
financial and administrative friction points threatening their work.

e Practitioner Progress: Guided by this data, we can use APASI’s (c6) legislative
and regulatory resources to launch the Practitioner Progress initiative. This
project will focus on supporting state associations with drafting ready-to-submit
model legislation to fight declining commercial reimbursement rates and establish
ethical guardrails around corporate healthcare platforms.

Chuck Hollister, PhD
Responses to Division 42’s questions for President-Elect candidates

1. Please describe your contributions to the independent practice of psychology,
including any positions held and past or current committee work in Division 42.

My platform focuses on the everyday needs of working psychologists. Too often advocacy
successes in APA, though benefiting the public, do little to benefit those actually working
in the field.

I am currently the CEO and Director of Professional Affairs for the Missouri Psychological
Association. I have a long history as an independent providers and have provided care to
over 20,000 children and adolescents and their families, the vast majority of which had
been admitted to high security residential and hospital programs. My position with the
Missouri Psychological Association is focused strongly on promoting and protecting
practice.

I have been an active member of Division 42’s Advocacy Task Force for roughly four
years. | am a three-time APA and Division 42 Fellow, a Karl F. Heiser Presidential Award
for Advocacy in Behalf of Professional Psychology, and a past Psychologist of the Year
and past SPTA Staff Member of the Year for Division 31. I am a Council representative for
Division 31 and am a past chair of CESPPA.

In my home state of Missouri I have helped pass over a dozen bills, stopped others, and
been involved in numerous regulatory actions supportive of psychologists and their
patients. [ have been active advocate within APA in support of practice and have
participated in their Congressional visits, both virtually and in-person, multiple times.

e In the last two years | have twice been a central figure in stopping a bill in our state
legislature that would have given doctoral reimbursement to master’s providers.

e Last year I wrote and passed a bill to protect audio-only telehealth in my state under
commercial insurance which benefited over a million Missourians. The bill also
guarantees providers the right to chose their HIPAA compliant telehealth platform.

e [ was a central figure in the passage of PSYPACT and other telehealth bills
impacting psychologists in Missouri.

e Other bills passed include access to the Health and Behavior Codes under Medicaid,
two-year limit on civil liability for behavioral health providers previously only
available to physicians, a place for psychologists on the Missouri Mental Health
Commission, and bill to designed to help students be licensed sooner.

e Working with a new Director of Medicaid, I personally help secure Medicaid
reimbursement for psychology interns.

e [ helped Missouri be the only state in the country that grants reimbursement parity
to psychologists with psychiatry under Medicaid.

e [ twice stopped a move to create a joint LPC/social work/family
therapist/psychologist licensure board.

e At the Practice State Leadership Conference this last year I spoke on our need to
better protect the doctorate. My lead-off area was reimbursement.
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Margaret Bull Kovera

1. Please describe your contributions to the independent practice of psy-
chology, including any positions held and past or current committee work in
Division 42.

For the past 25 years, I have maintained an independent practice consulting
with courts and attorneys on behavioral and psychological issues relevant to legal proceedings —
most notably jury decision making and eyewitness reliability. Although the content of my practice
differs from that of a health service provider, the structural and professional realities of indepen-
dent practice are very much shared. Like my colleagues in clinical and counseling settings, I oper-
ate on a fee-for-service model, navigate billing complexities, manage scope of practice consider-
ations, and face the business challenges that come with building and sustaining a practice without
the institutional support of a hospital, university, or agency. These shared experiences have given
me a genuine appreciation for the concerns of independent practitioners across all specialties, and
I bring that perspective to every governance role I have held.

I have been an active voice for independent practitioners within APA governance. One of the most
consequential moments came when the Policy and Planning Board advanced a proposal to elim-
inate representatives from Divisions and State, Provincial, and Territorial Psychological Associa-
tions (SPTAs) from the APA Council of Representatives. I opposed that proposal strongly, because I
understood what was at stake for Division 42 members, in particular. Many psychologists in inde-
pendent practice are not employed by institutions that have their own advocacy infrastructure.
For them, Division representation on Council is often their only direct line of influence over the
policies that govern their professional lives. I worked with colleagues to quash that proposal, and
we succeeded. The underlying pressure to reduce the size and cost of Council has not disappeared,
and I would not be surprised to see a similar proposal resurface in the coming years. As President, I
would bring to that fight both my record of having successfully defended Division representation
and my deep conviction that those voices must remain at the table. It is the full representation of
the breadth of psychologists that ensures that the Association adequately addresses all aspects of
psychology—and practicing psychologists are, effectively, the public face of psychology. Reducing
or eliminating their role in APA policy development and implementation would adversely affect
APA’s ability to protect and speak for the profession.

I served as chair of the Committee on Division/APA Relations, a role that gave me a close and de-
tailed understanding of how Divisions function, what they need from APA, and how easily their
interests can be marginalized. I would carry that understanding into the presidency, ensuring that
the concerns of Division 42 members and independent practitioners more broadly are not treated
as a niche interest but as a central pillar of what APA exists to serve.

I do acknowledge that I only recently began to appreciate, through my service on Council with sev-
eral Division 42 Representatives, the breadth of Division 42’s stated interest in supporting a broad
range of practice activities and spheres. Thus, I just this year joined Division 42 so that I could learn
from and better support the activities of those in independent practice.

2. The reorganization of the Association into APA (c3) and APASI (c6) and, more recently, the
APA reorganization, resulting in losing vital practice staff, is a critical issue affecting the ability
to advance, defend, and protect the practice of psychology. What concrete measure(s) would
you implement to address this issue on behalf of practice constituents?
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The reorganization of the Association into separate ¢3 and c6 organizations was necessary, given
legal constraints on the advocacy activities that a ¢3 can do, to better represent the interests of in-
dependent practitioners. After all, APASI (the c6 organization) can lobby for members’ profession-
al interests, including reimbursement rates, in a way that APA (c3) cannot legally do. A majority
(60%) of member dues are allocated to the c6 organization, as voted on by Council and the Board of
Directors—votes that I supported and continue to support going forward, assuming it made finan-
cial sense for the optimal running of the two organizations. As President, I am committed to work-
ing with division leadership to communicate with the Advocacy Coordinating Committee about
the importance of advocating for independent practice issues that are not currently well-addressed
in APASI’s annual advocacy agenda.

Going forward, I can envision ways in which the activities of the ¢3 will increasingly benefit the
independent practitioner. Specifically, the recent creation of a center for research on artificial in-
telligence will allow APA to actively engage in research that examines the harm caused by therapy
chatbots and to work with Al companies to install safeguards that would limit those harms. Al-
based therapy chatbots are a competitive and regulatory threat to independent practitioners. APA’s
c3 research capacity can be deployed to document those harms and produce the evidentiary foun-
dation that APASI then uses to advocate for regulatory safeguards, allowing the ¢3/c6 structure to
work for independent practitioners in a coordinated way. In addition, APA could establish appro-
priate guidelines for the use of Al by independent practitioners to streamline their administrative
work, allowing them to spend more of their time on fee-generating services. I have been serving on
a Board task force, advising the CEO and APA staff on the creation and work of the new center and
would bring that perspective directly to bear as President, ensuring the center’s work reflects the
real-world needs of independent practitioners.

While staffing decisions rest with the CEO, the President has a meaningful voice in communicat-
ing to staff leadership what functions are essential and cannot be eliminated without consequence
to members. If elected President, I would convene a listening session with independent practice
constituents across specialties early in my term to document what practice needs are unmet by the
current staffing structure and would bring those findings formally to the CEO and Board. Indepen-
dent practice is not at the margins of our profession. It is the public face of psychology for most
people, and for tens of thousands of psychologists, it IS the profession, and it deserves a President
who will fight to ensure that APA and APASI have the capacity and the structure to serve every one
of them.

3. Please provide your position and how you intend to address each of the following APA gov-
ernance concerns: a) improved transparency of the APA Board of Directors with APA Council; b)
the continued effects of the Good Governance Project, particularly the delegation of fiscal and
operational responsibilities exclusively to the APA Board of Directors; and c) the effects from
the Independent Review and the related, ongoing litigation.

I do not think I have ever been accused of a lack of transparency. If I err, it tends to be on the side

of too often telling people what I really think. But I also do my best to operate within ethical and
legal boundaries regarding what I share with others. I know that there have been concerns about
the delegation of some of the functions of Council to the Board of Directors. I also know, serving on
the Board, that there are laws and good employment practices that prevent sharing everything we
know or learn with Council. That said, there could be efforts to share more of what we do know and
can share with interested Council members. For example, I know that CEO compensation levels
have concerned several members and to be honest, before I was on the Board, I did not understand
why they were what they were. Since becoming a member of the Board, I have learned about the
extensive processes we take, in part to ensure that we are not in violation of tax law, to benchmark
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our CEO’s compensation against CEOs of other similar non-profit organizations. I have advocated
for a town hall that explains this benchmarking process with Council so that Council understands
what is done and can comment on the process and ask questions, just like I did this year as a Board
member. As President, I would not just advocate but I would hold town halls on topics like these to
let Council members inside the parts of decision making that can be shared ethically and legally.

In terms of Council’s delegation of financial and other responsibilities to the Board, I understand
both sides of the coin. I understand Council’s discomfort at ceding some of their power to the
Board, but I also appreciate the Board’s unique perspective and knowledge base that when paired
with the nimbleness that comes with fewer members and the increased frequency of meetings
leads to quality assessments in a reduced time frame. As President, I would be open to and would
facilitate an evaluation of the delegation process, with a mix of BOD and COE members, to identify
areas in which the delegation has been beneficial and areas in which it has created problems for the
organization. I would then bring the findings to Council, the Board and the CEO for action.

As for ongoing litigation, as a member of the Board of Directors, I believe it is wise that I do not
comment to honor my duty of confidentiality.

4. What do you see as additional vital area(s) facing the independent practice of psychology?
How do you plan to confront these areas during your presidency?

Many independent practitioners are worried about APA’s move toward master’s-level accreditation
and licensure — a move now required by Council votes. I take those concerns seriously. But doing
nothing is not an option, and doctoral-level psychologists are better positioned than anyone to
shape what comes next.

The difference between master’s and doctoral training is real, and we must communicate it clear-
ly. Doctoral training prepares psychologists for complex forensic assessment, neuropsychological
testing, differential diagnosis, and treatment-resistant presentations in ways master’s training
does not. But we cannot honestly claim that a well-trained master’s-level provider is incapable of
delivering evidence-based treatment for straightforward problems. If we tried, we would lose cred-
ibility with the public. Think of the parallel in medicine: a nurse practitioner can treat an ear in-
fection, but a brain tumor needs a neurosurgeon. The skill sets overlap, but they are not the same.
Our obligation is to define that distinction clearly, protect it vigorously, and ensure that the public
understands it.

The duty to practice within one’s competence is already in our ethics code, at every training lev-

el. The real question is not whether master’s-level providers should have scope limits. Of course
they should, as we all do. The question is who defines those limits. Will it be us, or someone else?

If master’s-level providers are entering the workforce in growing numbers regardless, we should
want them trained in a model grounded in science and the scientist-practitioner tradition. Walking
away from this conversation only cedes training standards to organizations that don’t share that
model — and that is bad for the public, especially given how far the demand for mental health care
outstrips the supply of doctoral providers.

A second urgent issue is the current threat to graduate student loan access. As a nonprofit serving
the public good, APA must work to expand access to care and to the profession itself. Curtailing
loan availability will disproportionately deter first-generation, working-class, and students of color
from pursuing doctoral training, exactly the people we need to build a workforce that reflects the
communities we serve. I would prioritize APA advocacy on this issue as a workforce and equity
imperative, not just a financial one.
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I want to earn your trust on these issues, so you should know where I come from. For twenty years
I served on the Executive Committee of the American Psychology-Law Society (Division 41) — a di-
vision of mostly doctoral-level psychologists and independent practitioners, with an active minori-
ty of scientists and applied psychologists — as Treasurer, journal editor, two-term Council Repre-
sentative, and President, and I was also elected to the APA Board of Directors. I could not have won
those elections repeatedly without the support of practitioner colleagues. That experience, serving
a division with real diversity in professional roles, has shaped how I think and lets me speak credi-
bly for all of psychology, not just one corner of it.

My campaign slogan is United and Unafraid. United, because our field is stronger when we build on
what we share rather than fracture along lines of training level or specialty. Unafraid, because we
should be unafraid to do hard things. I would rather do the hard work of master’s-level credential-
ing with you than let it be decided without us.
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Free new resource for psychologists:
Special issue

New! Free resource for attorneys, judges, psychologists. FREE special
issue on Psychological Assessment in Legal Contexts in the Journal of
Personality Assessment.

Comprehensive, credible reviews and critiques of psychometric evi-
dence & legal status of commonly-used psychological & personality
assessment measures used in forensic evaluations. 11 papers & a sum-
mary intro & editorial analysis. Entire free issue here: https://www.
tandfonline.com/toc/hjpa20/104/2

These articles offer clarity about strengths & weaknesses of a number
of instruments to inform psychologists’ preparation for expert testi-
mony, lawyers’ preparation for direct and cross-examination, judges’
evidence admissibility determinations, and scholars’ future research.

Articles on the Rorschach/R-PAS, MMPI-3, PCL-R, MCMI-IV & MACI-II,
PAl and PAI-A, SIRS-2, HCR-20V3, TSI & TSI-2, & MacCAT-CA, ECST-R,
and CAST*MR are included. To increase visibility, accessibility, &
impact, published as free access, meaning available to download with-
out charge.

';1‘ Hirda @

We hope these articles will be widely read and useful to scholars and practitioners in both psychology and
law. Please share to spread the word with your network in the hopes that people who can make use of this
great resource become aware that it exists!

Free Continuing Education (CE) Credits for Psychologists

(2.5 APA- and CPA-approved credits)! This project,
funded by the National Science Foundation, is
being performed to better understand how mental
health professionals come to conclusions and make 5 e
decisions in evaluations in legally-relevant cases. It also S

includes personalized feedback to help you understand Celling (L Pyelsloguty!

your own behaviors with a didactic portion with video

T e 7 i i i B Bl o

instruction. First is a dynamic and interactive portion
. . . FARTICIPATE im THIE
in which you read materlals.from a case and rpake b oyl et ooriginiad
judgments about the material, followed by tailored PROJECT FOR

. 3.5 FREE CE GREDITE?
feedback about your performance and suggestions for

how to improve your expert judgment. Then, a didac-
tic portion with video content follows. Please click

here for more information and to participate: https:// i~ W
training.concept.paloaltou.edu/courses/neal-pronin-re-
search.
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