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  A New Old Era for NAPPP  

   Jerry Morris, PsyD, MBA, MS ( Pharm )  

Executive Director NAPPP 

As I take over as the second NAPPP execu-

tive director I am acutely aware that my 

basic philosophies and tendencies are so 

similar to the last Executive Director (ED) 

that it is not likely that there will be signifi-

cant philosophical change.  Dr. Caccavale 

and the Executive Committee of NAPPP 

have led us to wise core 

values and views.  NAPPP 

is courageous enough to 

recognize the problems in 

ñthe bodyò psychology, 

the healthcare system, the 

way science is used in the 

practice of mental health 

care and medical psychol-

ogy, and we have identi-

fied how psychology is 

not defined as an essential 

discipline when evaluating 

and licensing and certify-

ing healthcare facilities.  This flaw in lead-

ership in the body could not have been bet-

ter exemplified than the recent capitulation 

of APA in the formal position accepting 

Medicare actuarial reports justifying cuts in 

psychologist reimbursement.    

 

NAPPP has broken through the systemic 

hypnosis and neurosis that has prevented a 

realistic psychologist organizational vision 

of  practice, practice defense, and practitio-

ner aspirations.  We donôt develop two 

page list.serve sensor conduct rules that 

prevent you from saying what you see hap-

pening or pretend neurotically that ñall psy-

chologists/colleagues are good and would-

nôt manipulate or sell you outò so we pro-

hibit talking about spe-

cific individuals.  We 

have ignored the tenets 

which prevent psy-

chologists from con-

fronting each other 

when anti-practice 

trends develop, taking 

definitive political posi-

tions when political 

groups attack or fail to 

support practice, and we 

have demonstrated that 

practitioner psycholo-

gists need no shame when aggressively 

standing up for and asserting guild issues.   

 

We have put legs and arms on our posi-

tions, fearlessly articulating them in specif-

ics, in writing, and with evidence to back 

them up.  NAPPP pulled together the top 

talent and leadership among practicing psy-

chologists with former APA Presidents and 

(Continued on page 2) 
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Council and leadership practitioners with 

extensive leadership in shaping the prac-

tice movement, experienced facility own-

ers and managers, and those experienced in 

the labor and healthcare policy arenas.  

Even though some tried, no reasonable 

person could deny the expertise, experi-

ence, and visionary status of those in lead-

ership in NAPPP. 

The results were exemplary!  The NAPPP 

changed the dialogue and world view in-

side the body psychology, provided a clear 

description of the engaged trends affecting 

practice, and helped practitioners form a 

less myopic and distorted vision of what is 

happening, and being done to them.  

NAPPP changed the identity of practitio-

ners form that of an introversive, detached 

and disengaged, and passive group that 

only periodically asserted themselves in a 

little corner of psychology (APA) to a 

more worldly, activist, extroverted, and 

assertive group with a strong positivism 

about what can be done and hope for the 

future.  NAPPP was what Malcolm Glad-

well identified in his book-The Tipping 

Point!  We were a little thing that made a 

big difference. 

 

NAPPP built a new type of organizational 

structure.  One with no high paid execu-

tives, no slush funds for officers , no big 

parties disguised as workshops or conven-

tions paid out of memberôs dues, no liaison 

travel vacations for board members and 

leadership, no divisions among genders or 

races or other fractionating elements, no 

domination by our colleagues who have 

been better organized and effective than 

practitioners at controlling organizations 

(academics and scientists), no selling out 

of practitioners with Government or other 

entities, no sequestered slush funds that 

wonôt be spent on practitioner advocacy 

issues during times of need, no state RxP 

initiative funding that are allowed to be 

hijacked by academics, no state associa-

tions allowed to be hijacked by academics, 

no $30,000 Presidentôs parties, no support 

for state licensure committees that take 

contemptuous rather than supportive and 

rehabilitative approaches to practitioners, 

no massive organizational bureaucracies to 

fund and maintain, no practice specialty 

board affiliates dominated by academics, 

no hostility toward and undermining of 

other practitioner organizations, no train-

ing of masters therapists to compete with 

our members, no accreditation entities that 

do more to protect faculty and research 

interests than the interests of the practitio-

ners they are training, no support for in-

adequate practitioner reimbursement or 

deployment in first line interventions and 

institutions, and most importantly no ten-

dency to get our energy and resources tied 

up in the petty and peripheral rather than 

ñthat which helps practitionersò. 

Now NAPPP is maturing and thus new 

challenges and opportunities have 

emerged.  With a good membership base, 

our next challenge is to get most practitio-

ners in America into our organization.  Not 

just for the revenue that this will generate 

to increase our initiative for practice, but 

mainly so that we can educate this genera-

tion of practitioners about the collective 

opportunities and advocacy issues, and 

because we are extending a new assertive 

and engaged practitioner identity which 

respects the contribution to practice of 

academics and scientists but which refuses 

to leave these other sub disciplines in psy-

chology in control of the practice disci-

pline.  Recruitment and orientation and 

education of our practitioner colleagues are 

a major responsibility and challenge of the 

next era of NAPPP. 

 

In the next era NAPPP has reached the 

national recognition and critical mass to 

become one of the important forces in 

shaping healthcare delivery on the national 

and local levels.  We beginning to guide 

and inform governmental discussions in-

side the FDA, CMS, State Legislatures, 

and other Governmental agencies.  In this 

endeavor we are ensuring there is a clearly 

articulated practitioner position that is not 

amalgamated so far into the scientist psy-

chologist and academic psychologist posi-

tion that it is obscured and weak.  We are 

establishing accrediting bodies as alterna-

tives to the academically dominated ones 

in psychology so we can recognize and 

assist practices, healthcare facilities, and 

training programs that want to be focused 

upon and adequately addressing practitio-

ner and the public need.  We are making 

key practitioner nominations to health pol-

icy and Governmental planning commit-

tees and steering groups so that unfolding 

and developing regulations, program de-

sign, and public need are adequately ad-

dressed through the availability and pres-

ence of psychologist practitioners.  We are 

drawing distinctions with regard to who 

should provide input for healthcare plan-

ning between psychologist practitioners 

and ñhobby psychotherapistsò who may do 

several hours of psychotherapy a week as a 

sideline to their teaching or management 

positions rather than operate or serve in a 

healthcare facility or practice.   We are 

assisting psychologists to develop entre-

preneurial activities which lead to owner-

ship, management, or board positions on 

healthcare facilities.  By getting practitio-

ner psychologists in decision making posi-

tions will we redesign the staffing, pro-

gram design and leadership, and workings 

of healthcare facilities.  We envision a 

future where we have practitioner psy-

chologists in increasing numbers as heads 

of state departments of mental health, ad-

ministrators of medical/surgical hospitals 

and nursing homes, as mangers of primary 

care centers, and as stockholders in many 

healthcare facilities.  Those are the people 

who ultimately provide the dynamic pres-

sure to change the healthcare system de-

sign and standards. 

 

I will need your help.  Like every ED I will 

have my strong points and weak points.  I 

share Johnôs attempt to maintain a ñclear 

visionò and to refrain from ñfalling into the 

beguiled or the pettyò.  Some will experi-

ence that as a positive and others will call 

it ñopinionatedò.  A clear vision and ra-

tional deductive leader must live with the 

fact that they are, by definition, opinion-

ated.  I promise to formulate strong opin-

ions based on rational analysis and careful 

evaluation of input, but to never view an 

opinion as more than a ñconstruct or best 

(Continued from page 1) 
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guess about realityò and not reality.   I rec-

ognize the advice of Richard Brodie in his 

seminal work ñVirus of the Mindò that 

tells us that all ñtruthò is a temporary con-

struction and that we must be constantly 

open to ñnew truthsò that have more utility 

in describing and managing reality.  He 

impressed me with his dissertation on how 

ñthoughts, and especially irrational ones 

accepted as truthò grow, infect others, and 

cause ignorance and mental disease.  I will 

always endeavor to keep that in mind.  I 

will ever be mindful of Susan Greenfieldôs 

work in Journey to the Centers of the Mind 

concerning how we can become hard 

wired by attitudes and can become neuro-

logically detached from reality and related 

insights.  I will endeavor to always be open 

to new neural connections and more ad-

vanced wiring capitalizing rather than be-

ing victimized by autoplasticity.  But, you 

will have to help me stay clear thinking, on 

point for practice, and you will have to 

surround me with the ñbest practice has to 

offerò.  The old guard that started NAPPP 

will still be with me, and John and I will 

always be compaderes para siempre!  But, 

you will have to help me find and develop 

the next generation of leaders and advo-

cates for practice.  You will have to volun-

teer rather than be a spectator.  You will 

have to recruit the brightest and best in 

practice to assert their ideas and involve-

ment.  You will have to establish state 

chapters with the realization that we are 

not seeking numbers, but rather committed 

practitioners who prefer to do something 

important rather than remain detached.  

You will have to keep NAPPP informed 

when issues emerge in practice in your 

state or specialty.  You will need to con-

tribute modules to our collective CE pro-

gram which serves all practitioners.  You 

will need to help David Reinhardt dissemi-

nated information regarding the organiza-

tion and NAPPP by submitting articles to 

TCP.  You will have to support the prac-

tice movement by seeking practitioner run 

specialty board certification when you 

decide to specialize. 

I am honored to be chosen by the Execu-

tive Board to be your EC.  I am truly ex-

cited and humbled by the responsibility 

that has been conferred upon me, and by 

the opportunity to be some small part of 

such a major movement to return practice 

and practitioners to a strong position in 

psychology.  I look forward to working 

with all of you, and encourage your com-

munication with me at any time. 

I, nor the Board, are not NAPPP.  Our suc-

cess or failure to continue our glorious 

record of accomplishments is in your 

hands.  What each of you do matters.  You 

will succeed or fail in the next era.  You 

are NAPPP. 

(Continued from page 2) 
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Democracy Worked:  Majority Ruled and Insurance Reform and Regu-
lation is Coming to America  

 
The President signed legislation (H.R. 3326) that included a two month postponement of the scheduled 21.2% Sustain-
able Growth Rate (SGR) cut to Medicare provider payments.  Congress passed the bill last week in the midst of the de-

bate on health care reform.  The SGR cut will be blocked until February 28, and Congress will have to address this 
Medicare issue by that deadline. 

 
The House previously passed legislation (H.R. 3961) in November to permanently replace the SGR formula and provide 

a 1% update for 2010, but the bill has stalled in the Senate due to party differences concerning where our resources 
should be spent and the dramatic and unprescidented drain on our budget by the two wars and recession/depression 
started over two years ago necessitating the stimulus package of 750 billion dollars in the last administration and 850 

billion dollars spending in the current administration.  The Senate health care reform bill currently includes a provision to 
prevent the SGR cut for one year and provide a 0.5% update for 2010.   

 
Other Medicare issues, including our 5% psychotherapy payment restoration, remain a key part of the health care re-

form bills currently under consideration.  Following the implementation of across-the-board cuts resulting from the Cen-
ters for Medicare and Medicaid Services (CMS) five-year review, the APA Practice Organization successfully persuaded 
Congress in 2008 to restore payments for psychotherapy, the only codes that received relief.  In 2009, APAPO secured 
language extending the restoration provision in the Senate and House health care reform bills, as well as all health care 

reform bills considered by committees of jurisdiction.   
 

Because it is part of health care reform, this critical provision is unlikely to be enacted by January 1.  However, Finance 
Committee staff has indicated that they will seek to apply the restoration to all Medicare payments in 2010. 

http://search.house.gov/htbin/search   

http://search.house.gov/htbin/search
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The Academy of Medical Psychology announces the inauguration of 
the Archives of Medical Psychology to celebrate AMP's 10th Anniver-
sary of its incorporation. Details about this scholarly journal about 
the practice of Medical Psychology will appear in subsequent issues 
of the TCP. The American Board of Medical Psychology is the re-
sponsible body for the Academy of Medical Psychology and all board 
certified Medical Psychologists in America.  
 
This journal is the official professional publication of AMP and will 
feature Board Certified Medical Psychologists as authors. The jour-
nal welcomes non -specialist academy members and other practicing 
clinicians to submit small group research articles, professional is-
sues and ethics articles, and scientific articles analyzing behavioral 
interventions in medical disease and settings, psychopharmacology 
practice, or guidance for practitioners working in medical and multid-
isciplinary settings.  
 
Articles will be peer reviewed by journal editors and submissions 
should be sent to Dr. Jack Wiggins ( drjackwiggins@cox.net) and 
should be written and referenced in APA or AMA format.  
 
Membership in the Academy of Medical Psychology is not re -stricted 
to Board Specialized Medical Psychologists (ABMPs), and psycholo-
gists interested in Medical Psychology and Integrated Healthcare and 
psychopharmacology are welcome to join. See www.amphome.org for 
information about membership.  

mailto:drjackwiggins@cox.net
http://www.amphome.org
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Of all the healthcare professions, 

there can be no argument to the 

proposition that clinical psychology 

practice is at the bottom and has 

been mired for at least the past two 

decades. Some would argue even 

longer. Doctoral level psycholo-

gists have little to show for a sus-

tained and higher level of education 

or achievement. Many do even con-

sider psychologists to be ñrealò 

doctors. We deliver important 

healthcare services but we are des-

ignated as ñsocial scientistsò by the 

U.S. Department of Labor. Reim-

bursement for our services are tied 

to lessor trained providers. Many 

psychologists are in a constant 

scramble just to break even in prac-

tice. Clearly, this is not what many 

of us had in mind or expected when 

we decided to pursue doctoral level 

work and become licensed. So, 

what went wrong?  While there are 

many factors that we could agree 

on to explain our present predica-

ment, in my opinion, we have be-

come trapped and mired in our 

situation because of the cultural 

dysfunction that is psychology, it-

self.   

 

Psychologyôs Roots in Academia 

and Experimentalism Do Not 

Serve Practice 

 

The APA began as a simple discus-

sion club of those interested in 

something beyond philosophy. Ex-

perimentalists and philosophy pro-

fessors laid the foundation of psy-

chology. There was no notion of  

ñpsychological practice.ò  While 

that simple club has grown and ex-

panded, the culture that began with 

those experimentalists and profes-

sors has changed little, if any. As 

psychological practice took hold, 

this very culture has become trans-

parently dysfunctional.  Part of that 

culture thrives on a multitude of 

committees, formal academic-style 

governance, bureaucratic leader-

ship, naïve democratic processes, 

and the dilution of action and an 

inability to respond to individual 

interests. Organized psychology 

under APA can be best character-

ized as ñdropping ice into a hot cup 

of tea.ò The ice disappears and the 

tea becomes undrinkable.  It still 

works very well for those who earn 

their living from teaching, research 

and administration. They fit well 

within APAôs history and culture. 

Unfortunately, the very same cul-

tural practices have doomed psy-

chology practitioners.  

 

An Examples of How Cultural 

Dysfunction Works Against 

Practice 

Recently, many psychologists were 

informed by their billers that CMS, 

Medicareôs intermediary, was re-

ducing their level of reimbursement 

by about 7% over three years.  

CMS based the reductions on a sur-

vey that concluded psychology 

practices had such low overhead 

that higher reimbursements were 

not justified. What practitioners 

were not told, however, was that 

APA validated the Lewin Group 

survey that resulted in the lowering 

of psychology and neuropsychol-

ogy services.  APA personnel de-

cided the survey data was collected 

and analyzed appropriately! The 

Lewin Group is owned by United 

Health, one of the largest HMO. 

APA agreed and justified the cuts 

because most psychology and neu-

ropsychology services could be re-

duced because psychologists do not 

have a large overhead and have 

small practices. APA was stunned 

when NAPPP announced APAôs 

role in the reductions and placed 

the APA document on the NAPPP 

website. For those who have not 

seen the document, you can read it 

here http://nappp.org/

apamed.pdf. 

 

They could not understand why 

anyone would be angry because all 

they did was analyze the industryôs 

data and agreed to its validity and 

interpretation.  For APA, it was a 

matter of good research design and 

analysis. It never occurred to them 

that the issue is not survey data but 

fighting and representing the inter-

ests of practitioners who pay the 

(Continued on page 7) 
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bulk of their salaries and organiza-

tional operation. Physicians also 

were slated for reductions but the 

AMA certainly did not hire actuar-

ies to concur with the Lewin 

Groups survey. 

  

More importantly, psychologists 

have been at the low end of reim-

bursement for years. Many HMOs 

use Medicare rates as a ceiling on 

their reimbursements. Psycholo-

gists do not receive reimbursement 

under the Evaluation and Manage-

ment codes. We provide these ser-

vices but cannot receive reimburse-

ment. This results in losing about 

40% in revenue for those practitio-

ners who bill under Medicare. 

However, none of this entered into 

the equation because APA decided 

the data was collected and analyzed 

appropriately. They followed good 

research and academic practice. In 

fact, APA actually said that they 

could find nothing in the data to 

back a challenge!  

 

The above example is only one in a 

history of similar outcomes. For 

example, when Medicare first came 

into existence, psychologists were 

invited to become providers be-

cause of the work of Dr. Nicholas 

Cummings who worked out the de-

tails with the Secretary of Health & 

Welfare, Joseph Califano. All that 

was required was a letter from APA 

requesting that psychologists be 

included for reimbursement. That 

was in 1965. The letter never came 

and it took a few decades for psy-

chologists to qualify for reimburse-

ment. Moreover, we have never 

caught up.  

 

Letôs talk about APA dues. APA 

charges practitioners a special 

ñassessmentò fee under the premise 

that practitioners earn more money 

than professors, who are charged a 

lessor fee. The fact that universities 

subsidize memberships and confer-

ence attendance doesnôt occur to 

APA. The fact that professors have 

tenure and no overhead appears ir-

relevant. The fact that there is no 

data that shows practitioners earn 

more money than tenured full pro-

fessors do, measured in net income, 

also is irrelevant. So it is clear that 

there are two sets of rules and out-

comes in APA. Again, cultural dys-

function is victimizing practitio-

ners. It is in the ñgenesò of APA to 

work in the interests of academics 

and researchers. Many of us were 

initially trained as Skinnerians and 

we see no rational for positively 

reinforcing negative behavior. And, 

we do not need or welcome APA 

actuaries to determine how much 

we should be paid for our services. 

A better need for APA actuaries 

would be to recommend a lowering 

of APA dues based on what they 

deliver as an organization. 

 

Practitioners Need Our Own 

Culture 

 

NAPPP was founded by practitio-

ners and for practitioners. We never 

apologize for excluding others. We 

are a doctoral level psychology or-

ganization, only. We function as a 

trade organization and we donôt 

apologize for that either. In the 

months to come NAPPP will be-

come even more aggressive in pro-

moting practice. Our new Execu-

tive Director, Dr. Jerry Morris, will 

head up new initiatives and lead 

NAPPP into our second phase. 

Now that NAPPP is fully estab-

lished as an organization, Dr. Mor-

risô mandate is to head up our next 

phase -- expansion and develop-

ment of an appropriate culture for 

practice to not only survive but 

thrive. He will need all of our help 

and he will get it. For practice to 

succeed, NAPPP must succeed. 

Practitioners have a choice, keep 

supporting and reinforcing APAôs 

cultural dysfunction or participate 

in a new era and development of an 

organizational culture that serves 

your interest and the interest of 

practice.  

(Continued from page 6) 

Mystery Practitioner From December  
Dave Reinhardt, PhD, MS  

Your New Newsletter Editor  
 

This practitioner is adventuresome, well traveled, and a mover and 
shaker in the practitioner movement.   Looks like Dave has the chops 
for the Editorôs Job.  He will be great at herding the animals. 

For APA, it was a matter of 
good research design and 

analysis. It never occurred to 
them that the issue is not  

survey data but fighting and 
representing the interests of 

practitioners who pay the bulk 
of their salaries and  

organizational operation.  
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Is ñAdvocacyò the Implied Message in Seeking Prescription Privileges? 
 

 

  Gary Padover, Ph.D., FICPP, FPPR 

As the ñWalmarting of Americaò contin-

ues in mental health services, I have asked 

myself what is the real meaning and un-

derlying momentum of the RxP move-

ment.  ñAdvocacy researchò is a topic that 

few have heard of and fewer have truly 

understood. Yet, while a doctoral student, 

throughout the latter half of the 1980's and 

early 1990's, I had been introduced to the 

concept of ñadvocacy researchò by the late 

Dr. Irwin Hyman, a professor a Temple 

University in the School Psychology Pro-

gram.  Dr. Hyman, was a legend in the 

School Psychology program at Temple 

University and had been known as energe-

cally and enthusiastically opening research 

opportunities to students in his life long 

mission of abolishing corporal punishment 

in the schools. He was reknown both na-

tionally and internationally through his 

works.  Dr. Hyman perceived  psycholo-

gists as both in a position as ñresident in-

tellectualsò in the schools, as well as 

through their training methods and scien-

tific rigor as having the potential to work 

towards the betterment of our society 

 

As scientists and academicians often 

ñdeifyò the myth of absolute objectivity 

and certainty in science, Dr. Hyman had 

asked me, in his small seminar doctoral 

class, to review a book by Dr. Ian I. Mi-

troff, which discussed how the greatest 

scientists of our time, when reviewing the 

Apollo moon rocks, which were returned 

for scientific scrutiny from the Apollo 

space flight mission had independently 

come to conclusions regarding the origins, 

as well as other attributes of the moon 

rocks, according to their very own profes-

sional theories and explanations.  More-

over, these scientists were the most promi-

nent and respected in their field. 

 

What I took away from that course re-

mains with me today,  in my psychother-

apy work, collaboration with colleagues, 

and ongoing post doctoral education.  I try 

to understand and apply what I learned in 

that seminar, given my training as scientist

-practitioner, as I work through a percep-

tion that we are psychologists living in a 

ñbio-medical reductionistic pharmacologi-

cal zeitgeist and cultural contextò.  I also 

wonder how, despite evidence of harmful 

side effects and unproven uses for unstud-

ied populations, the prescription of psychi-

atric medications continues to dominate as 

the first line reflex for the first line treat-

ment consideration, despite other proven 

interventions of a non pharmacological 

basis, with proven results. 

     The tenets of good science and practice 

would seem to indicate greater delibera-

tion and application of other forms of first 

line treatment (ie. family therapy), particu-

larly when working with school age chil-

dren.   It is in this context that I view and 

understand the zeal behind: 1. NAPPPôs 

commitment to the practitioner and   2. 

RxP privileges as one of many issues in 

which NAPPPôs leadership and members 

are in the forefront. 

 

Has good science been overlooked before 

in our field?  Most assuredly. The late Dr. 

Irwin Hyman, in his life long efforts as an 

advocate for alternatives to spanking chil-

dren in schools and Dr. Murray Straus at 

the University of New Hampshire in his 

ongoing advocacy of eliminating spanking 

in the homes, likely would note, despite 

the evidence of adverse side effects, 

spanking continues.  For example, to date 

21 states continue to allow spanking in the 

schools, despite evidence that hitting chil-

dren does not reduce the intended mal-

adaptive behaviors, increases aggression 

and violence by the child being spanked, 

increases anxiety and depression, and as 

Dr. Murray Straus has found there is a 

higher predictive likelihood that children 

spanked in the home will become violent 

with their domestic partners as adults.  Dr. 

Straus also has noted that parents who hit 

their children are more likely to be violent 

in their adult-adult  interactions in their 

relationship with one another. 

 

Another prominent psychologist who has 

devoted her career to ñadvocacy researchò 

is Dr. Lenore Walker (Dr. Walker is a 

NAPPP Board Member).   In her career 

pursuits on behalf of battered women, Dr. 

Walker  likely would agree, children who 

see violence perpetrated by a husband to-

ward a wife, particularly sons, are likely to 

become more violent in their behaviors as 

adults with accompanying very real inti-

macy and trust issues.  The violence cycle 

becomes perpetuated.  As the late Dr. 

Hyman has concluded in his research and 

others who have had the opportunity to 

continue his research efforts, the best pre-

dictor of whether or not a parent will 

spank his or her child  is whether or not 

the parent was spanked as a child. 

 

One prominent national and international 

researcher, scholar, psychologist, author, 

and teacher, who has done considerable 

ñadvocacy researchò is Dr. Philip Zim-

bardo.  Dr. Zimbardo, who always is dy-

namic, inspiring, and enthusiastic at his 

APA conference presentations,  was pro-

phetic in his Stanford Prison Study dec-

ades ago, as evidenced by the harsh reali-

ties of the more recent atrocities at Abu 

Ghraib, which confirmed many of the ex-

perimental conditions in the Stanford 

Prison Study; the latter of which had to be 

(Continued on page 9) 

 
I also wonder how, despite evi-
dence of harmful side effects 

and unproven uses for unstud-
ied populations, the prescription 
of psychiatric medications con-
tinues to dominate as the first 

line reflex for the first line treat-
ment consideration, despite 

other proven interventions of a 
non pharmacological basis, with 

proven results. 
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discontinued, as the real life college stu-

dents in the study became too vulnerable 

and excessively internalized and external-

ized  anxiety, depression, anger, and fear 

as they could not resist the situational de-

mands and pressures of prison life. 

 

Simulated violence which results in real 

violence toward others is the controversial 

issue involved in undersocialized children 

having access to as many violent video 

games as they do.  One psychologist, Dr. 

Douglas Gentile, at Iowa State University 

is an ñadvocacy researcherò studying the 

effects of video games on childrensô ag-

gression and socialization.  During my 

doctoral studies, I had been employed as a 

school psychologist on a child study team 

making placement decisions for special 

education.  At the time, I had been follow-

ing the research of Reuven Feuerstein, an 

eminent Israeli psychologist working with 

immigrant Moroccan youngsters enhanc-

ing their learning potential. He also did 

research to improve the learning potential 

of youngsters identified with Downôs Syn-

drome.  At that time, I thought Dr. Feuer-

steinôs work was of the nature of 

ñadvocacy researchò, as was Milton 

Budoffôs efforts in Massachusetts, who 

also worked on a dynamic model of intel-

ligence, using a test-teach-retest model 

rather than a fixed, immutable, and static 

one.  The leadership and membership of 

NAPPP involved in providing better and 

more affordable healthcare and conceptu-

alizing an ñintegrative service-delivery 

modelò are examples of ñadvocacy re-

search-practitioners.ò 

 

The late Dr. Hyman had an opportunity to 

briefly present his notion of ñadvocacy 

researchòat an APA convention on one 

occasion.  In a personal conversation with 

Dr. Lenore Walker during the course of 

my recently completed post doctoral stud-

ies in clinical psychopharmacology 

through NAPPP and NCU, Dr. Walker 

and I discussed the notion of ñadvocacy 

researchò and its possible current applica-

tions as the late Dr. Hyman had envi-

sioned the notion and begun articulating it 

almost 20 years ago.  Yet, to date very 

little attention has been given this notion 

of ñadvocacy researchò in the context of 

understanding subjectivity in science and 

applying it constructively, rather than ig-

noring and denying its negative impact on 

science and practice if unnoticed and al-

lowed to flourish in a misguided mytho-

logical manner. 

 

When advocates against the use of corpo-

ral punishment both in the schools and the 

home are trying to present the evidence to 

non professionals, the latter draw upon the 

bible to justify hitting children.  Whatôs 

equally harmful to children is that profes-

sionals justify hitting children as a form of 

ñbehavioral changeò extinguishing  mal-

adaptive behaviors. 

 

Hence, corporal punishment is a form of 

control.  Is not medication a potent form 

of control? Despite the evidence that too 

many medications are prescribed which 

create more harm than intended and its 

over reliance is simply due to the fact that 

the cultural zeitgeist wants fast, easy, and 

swift fixes.  In essence, our culture has 

created a demand for a ñwalmarting of 

mental healthò. 

 

So, if the advanced practice nurses, psy-

chiatrists, referring physicians, and pedia-

tricians cooperate with the ñirrationalityò 

and myths of effective treatment, who 

remains the ñadvocateò for the child, teen-

ager, or adult prescribed too many and too 

much of inappropriate medications?  In 

looking at the corporal punishment  litera-

ture, the word ñdisciplineò has become 

equated with the word ñpunishmentò and, 

ñphysical punishmentò at that.  Yet, the 

word ñdisciplineò has its roots in the word 

ñdiscipleò which really means ñlearnedò.  

Yes, we are about the business of 

ñlearningò children, or to say it correctly 

ñteachingò children. 

 

In our pharmacological zeitgeist, the word 

ñmedicationò has been interpreted 

wrongly  to mean ñfirst line effective 

treatmentò.  Who will be the advocates to 

say, no, this is not science, it is myth.  Are 

the masterôs level LPCôs trained to look at 

the difference between science and myth? 

Are masterôs level social workers or mas-

terôs level psychologists trained to do so?  

Are the medical doctors going to relin-

quish the assumption that medications are 

effective first line treatments?  Highly 

unlikely, although because of unmanage-

ability of clients and liability, medical 

doctors surely want doctoral level licensed 

psychologists around.  Is the real meaning 

of training and granting RxP privileges to 

doctoral level psychologists an ñadvocacy 

issueò.  Despite all the other reasons, 

likely that will be mentioned and are real 

(ie. further knowledge base; prestige; in-

come), call me naive, but I perceive RxP 

privileges fundamentally as an ñadvocacyò 

issue. 

 

Dr. Padover is a graduate of the NAPPP 

pharmacology program and a NAPPP 

member. 

(Continued from page 8) 

 

So, if the advanced practice 
nurses, psychiatrists, referring 
physicians, and pediatricians 
cooperate with the ñirrationalityò 

and myths of effective treat-
ment, who remains the 

ñadvocateò for the child, teen-
ager, or adult prescribed too 

many and too much of inappro-
priate medications?  

The NAPPP Online              

Psychopharmacology        

Training Program  (http://

www.rxp.nappp.org/)  

 

The NAPPP online training program is 

designed for licensed psychologists 

who desire to obtain training in psy-

chopharmacology without having to 

leave their practice or incur a large 

debt from the high tuition costs associ-

ated with psychopharmacology train-

ing. NAPPP is committed to high qual-

ity online training that not only follows 

the APA model curriculum for training 

in psychopharmacology but is cen-

tered around a core curriculum 

model that will provide the skills 

required while collaborating with 

physicians and other healthcare 

professionals.  



 

 

  
 



 

 

 

  
 

 

H.R. 3962 
Senate Bill, more Corporate Dominated, Guts Some of this and must be worked in Conference Committee  

Relevant Tenets:  
 
   Insurance Reform:  
    A. $5,000 individual patient exposure for  
                    Catastrophic health event and episode.  
    B.  No cherry picking.  
    C.  Increasing the percentage of population  
         that has coverage.  
    D. Portability and access to buy in  
        In Medicaid/Medicare if more  
        than private programs (price pressure)  
    C. Limits on non -profit drug company  
        and insurer profits and executive perks.  
    D. Non-payment for ineffective drugs and  
        Non-validated interventions.  
          E. Independent Appeals Committee.  
    F.  Federal watchdog committee.  
    G.  Improved Court Recourse  
       Expanded Access:  
          A. Grants for Nurse Practitioner Clinic  
        Startup and new startup Primary Care  
        Physician Clinics.  
    B. Mandatory mental health screening and  
        Services, behavioral health and physical  
        Health prevention.  
    C. MFTs and LPCs will be able to dx and  
        treat mental disorders and reimburse at  
             75% of psychologist rates Medicaid &  
        Medicare.  
And much more.   



 

 

 

  
 

 

Late Breaking News! Army Declassifies Psychology as a 
Health Care Profession  

( 

Army Declassifies Psychology as a Health Profession 
Jack G. Wiggins 

 

         
       We received word on December 29 that the U.S. Army has officially declassified Psychology as a 

"health profession". This makes psychology a "social science" instead instead of a "health profes-
sion" in the view of the of the Army. This information came out following the Fort Hood massacre in 
which a Maj.Hassan, a psychiatrist, stalked and killed mental health professionals in his cohort of 
officers being sent to Afghanistan. Maj. Eduardo Caraveo, a prescribing psychologist, was killed as 
he attempted to "rush" Hassan in his heroic effort to draw fire away from other unarmed comrades. 
It has been reported, although the details are sketchy at this time, that another prescribing psy-
chologist was discharged without cause following the Fort Hood debacle. A discharge without cause 
would not have been possible if he/she were classified as a medical officer. 

 
       It has been speculated that the declassification of Psychology as a health profession is part of the 

Army's attempt to be synchronized with health care reform bills that have passed both houses of 
Congress. Thus, it is essential that we look closely how Psychology and particularly Medical Psy-
chology fare in these bills. Most of the publicized attention from APA has focused on rescinding the 
reduction of pay under Medicare. The status of Psychology in health care reform has not been 
clearly outlined although APA has written a congratulatory letter to the Senate on passage of its bill. 

        
       NAPPP sources bring you information about issues that has not been brought to light on how pro-

fessions have been treated in these two bills. Social workers, Counselors and nurses have done 
well in health care reform legislation. Mental health counselors have been granted the federal au-
thority to diagnose and treat mental disorders without requiring a doctoral degree! They will be reim-
bursed at 75% of the pay rate that psychologists receive. They are eligible for reimbursement by 
Medicare, Medicaid and other government programs. Government programs are the primary source 
of reimbursement for mental health services. Licensed Psychologists will have to compete with the 
plentiful supply of MA level Counselors for federal and state jobs to receive only 75% of their cur-
rent incomes. Private insurers will be able to reduce their reimbursement rates substantially placing 
a strong economic burden on licensed Psychologists. State and federal agencies are likely to re-
duce their current employment requirements to take advantage of these potential cost reductions. 
This information has come out following the passage of the Senate and House bills. 

 
       Medical Psychology is not specifically addressed in these bills and this may provide a unique oppor-

tunity for those trained in Medical Psychology. The Academy of Medical Psychology and the Ameri-
can Board of Medical Psychology filed their report on the Fort Hood massacre in early December 
with the Senate Armed Services Committee that is charged with investigating this debacle. Copies 
were sent to Senator John McCain,  ranking member of this Committee and to Secretary of the De-
fense, Robert M. Gates. We have not received a reply or a knowledge about a receipt of our report 
to date. A copy of this this report will be available through the Academy of Medical Psychology at 

www.amphome.org. An abbreviated report will appear in the January 2010 AMP Newsletter. 
 
       Editorôs Note:  Dr. Wiggins is correct that, at least in the House healthcare reform bill 

(HR3962) psychologists are not listed with physicians, nurse practitioners, nurses, and den-
tists as ñhealth professionalsò.  This has very harmful consequences and all should immedi-
ately complain about this with their Congressperson, and especially those in the leadership 
and who will be at the Conference Committee Reconciliation meetings. 

http://www.amphome.org
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Healthcare Reform  

 

Healthcare inflation is driven by several major inflation drivers (Hospital Costs; Insurance and Managed Care Overhead 

and Profit related Costs; Pharmaceutical Company Profits and related Drug Costs; and a traditional focus on bioreduc-

tionistic conceptualizations leading to largely palliative or maintenance care approaches).  Healthcare inflation cannot be 

brought under control unless these inflation drivers are managed, curtailed, limited, and the focus of approaches to 

healthcare reform plans.  Remedies must include establishing reasonable limitation on profits taken on a national re-

source such as healthcare and monitoring of healthcare company operations to ensure that they are in the public interest.  

This would include such things as holding of non-profit corporations accountable to plow ñexcess fund balancesò (in the 

private sector these are called profits) back into reduced cost and expanded services rather than excessive executive sala-

ries, non-core business investments, and unrealistic and non-functional perquisites for executives and board members.  It 

would include that hospital management companies (largely for-profit) that manage public hospital and primary care 

assets prove that they are not creating costs or jointly beneficial investments and contracts in excess of what the public 

facility could accomplish by hiring and supervising their own management staff.  It would include such things as repeal 

of the Dole Act allowing University Research Scientists to patent publically funded research derivative products 

(medicines) jointly with Pharmaceutical Companies and thus create highly costly (thus inefficient) drugs using public tax 

and grant sunk costs.  It would include such things as establishing public option health coverage to provide market com-

petition and efficiency to put downward salary and profit pressure regarding Insurance and Managed Care Company op-

erations.  It would include funding prevention and behavioral interventions for diseases of end stage organ damage or 

wear that result from negative attitudes, decisions, and habits (such as obesity, behavior related to Type II Diabetes, sub-

stance abuse, stress management, reckless lifestyles, domestic violence, child abuse, etc.). 

 

Policy on Integrated Care  
 

Congress should pass comprehensive health care reform legislation that ensures that mental health and psycholo-

gists' services are central to primary care, available in all medical surgical hospitals and emergency rooms, and in 

psychological and geriatric residential and skilled care centers that receive licensure and certification and reim-

bursement through federal programs.  The psychological services should include, in addition to mental health and 

psychological aspects of physical disease, prevention initiatives and interventions since these interventions have 

the greatest opportunity to curtail long-term human and economic healthcare costs.  The legislation should insure 

that mental health benefits are included in all plans offered in a national insurance pool at parity with physical 

illness. 

 

Primary Care Facilities and Programs. Psychologists and their services should be required for certification, licen-

sure, and federal reimbursement and fully integrated in primary care facilities. Psychologists should be allowed to admit 

and discharge patients, independently diagnose and treat, order appropriate laboratory tests and screening pertinent to 

their training and education, prescribe or recommend medications when appropriately trained and their state licensure 

(Continued on page 14) 

NAPPP Healthcare Reform Policy    
 

Kaiser Family Foundation side-by-side comparisons, the newest one, incorporating the revised Senate bill, is now 
online: 

http://www.kff.org/healthreform/upload/housesenatebill_final.pdf 
and also see: 

The House, Senate and You: A New Guide to Health Reform: 
http://www.kaiserhealthnews.org/Stories/2009/December/24/consumers-guide-to-health-reform-update.aspx  

http://www.kff.org/healthreform/upload/housesenatebill_final.pdf
http://www.kaiserhealthnews.org/Stories/2009/December/24/consumers-guide-to-health-reform-update.aspx
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permits, refer for medical evaluation and specialty medical treatment when their screening indicates it is needed, to write 

treatment orders within the purvey of their licensure, training, and scope of practice, and to participate in integral compo-

nents of the continuous quality improvement (CQI) and program management activities 

 

Å Multidisciplinary team treatment should be emphasized among physician and psychologist providers should be re-

quired and fostered in rule and regulation, reimbursement and incentive programs, and in program monitoring and 

evaluation.  In these systems providers should be allowed to autonomously deliver services within the full scope of their 

licensure when established by law and rule as independent diagnosticians and providers.  Monitoring and program 

evaluation should guard against costly, restrictive, and unnecessary physician supervision or exclusion of psychologists 

from Medical Staff Membership, policy and procedure development and monitoring, and peer supervision by a senior 

and board certified psychologist who sets on the Medical Staff Executive Committee of the Medical Staff.  The psy-

chologist member of the Medical Staff Executive Committee and the psychologists in the psychology department or ser-

vice will assist the facility with the development of appropriate policies and procedures for the monitoring, supervision, 

and development of the psychology department/service. 

 

Å If a case management, medical home, or diagnostic related group or capitated allocation model of patient monitoring 

and leadership is utilized, a psychologist will be involved in the design, development of policies and procedures, moni-

toring and program evaluation, and supervision of the program. 

 

Å Primary care centers hospitalizing their patients during periods of clinical need must ensure that their doctors of psy-

chology have hospital privileges and are allowed to follow the psychological aspects of the case during hospitalization to 

provide both quality and continuity of care and to facilitate the conservation of resources and rapid medical and psycho-

logical stabilization and return to outpatient care. 

 

Å Payment and other incentives to promote provider primary care collaboration and accountability should be available to 

psychologists as well as physicians, and psychologists should be allowed to be joint owners (in Medical Corporations) 

with physicians to bring their expertise on Behavioral and Systemic and Lifestyle components of healthcare in primary 

care centers. 

Hospitals:  All of the components and principles noted under Primary Care above should be applied to hospital set-

tings.  Fully one in four admissions to emergency rooms and hospital wards are mentally ill, and over half have diseases 

directly or indirectly caused, or severely exacerbated by lifestyle, attitudes, habits, and chronic negative choices.  The 

research has consistently indicated the physicians are not equipped to diagnose, treat, or link these patients with appro-

priate and effective treatment.  Hospitals should be required to have a chief psychologist who sets on the executive com-

mittee of the Medical Staff, doctors who are psychologists on the medical staff in sufficient numbers to service the psy-

chological needs of the expected volume of patients and programs offered by the facility, and they should be integrated 

into the CQI and program management systems of the hospital. 

Nursing Homes:  The nationôs nursing homes are in a mess!  Physician and psychologist reimbursement systems pro-

hibit meaningful involvement, timely assessments and assessment updates, doctor (of medicine and psychology) in-

volvement in active daily decision making and treatment planning, and make a mockery of the concept of quality of care.  

Nursing homes will dramatically expand their beds and stabilization units will take over many of the acute care functions 

of the hospital by 2025.  We are not ready!  Barriers to reimbursement must be removed so that nursing homes with 

more than 100 beds have physicians and psychologists available on a daily basis, they are active on the wards and in up-

dating assessments and directing evolving treatment plans and they are active on a weekly basis in the facility CQI and 

clinical management programs. The PASSR system has been relegated to a paper compliance program.  Mental health 

screenings, treatment planning using MDSs, PASSRs, and consultation must be revamped and states and facilities held 

accountable for the quality of mental health care.  A psychiatrist dropping in at a 120 bed facility for an hour a month 

(Continued from page 13) 

(Continued on page 15) 
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and dropping off 15 scripts for antidepressants and minor tranquilizers is not adequate geriatric intervention for depres-

sion and an anxiety disorders, much less the psychological aspects of physical disease.  We are perpetuating a myth and 

are disingenuous in our plan for nursing homes and any healthcare reform should include major reform in this compo-

nent of the healthcare system. 

Psychological Residential Care Centers:  Many of the nationsôs most severely and persistently mentally ill 

children and adolescents that ultimately consume high quantities of mental health and corrections resources in 

their life-time start in the nations psychological long-term residential care centers.  They are there because they 

are repeatedly dangerous to self or others, have massive distortions of reality and inability to think rationally 

on a consistent basis, have such poor self-regulatory abilities that they require twenty-four hour and highly 

structured and secure supervision and settings, and they learn very slowly and with thousands of interventions 

and training episodes required to get concepts that are easily mastered by others.  They have been abused, 

damaged, and neglected by adults whom they now distrust, resent, and avoid.   

 

Yet in these centers we require the lowest levels of staffing and resources, the lowest credentials of profession-

als, very little in the way of qualified psychotherapists and family therapists (often exempting them from licen-

sure laws for professional qualifications), and have such loose standards that the psychiatrist can breeze 

through several hours a month in more than 100 bed facilities and the psychologist can be there for less than a 

day a month (rendering them both signers and blessers of treatment plans rather than active in the treatment of 

these children and in the supervision of their staff).  We can do better and no healthcare reform is real reform 

without increased enforcement of enhanced standards that require psychologist time in ratio to beds (like we 

do for nurses in Medical/Surgical Hospitals), high quality programs for growth and change rather than inten-

sive medication and strong arm guards, and intensive family, placement, and occupational and educational pro-

grams.  Many states (Louisiana and Hawaii, to name just a couple) have been so poor configured and perform-

ing in these programs that the federal government has had to step in and run their facilities for years and re-

quire dramatic improvement. 

Healthcare Funding:  The uninsured should be provided with a low cost and affordable public option with 

comprehensive mental health and substance use services and treatment for the psychological aspects of physi-

cal illness at parity with physical health services. Cherry picking, impedance of portability, herding of patients 

into sublicensed and unqualified programs and providers, and unnecessary application of gatekeepers and case 

management for permanently disabled and chronically ill patients who by definition require life-long and ex-

tensive services and interventions must be prohibited.  The practices in these regards must be closely moni-

tored with severe penalties.  Unless improved monitoring and regulation of payers occurs healthcare reform 

will not work. 

Healthcare Documentation:  Healthcare has the most obsessional and unrealistic documentation require-

ments that exist.  The costs related to documentation and documentation monitoring and regulation cripples 

and eviscerates the resources of the industry.  Because programs are not regularly monitored by actual field 

officials who are trained healthcare professionals and we monitor facilities by analog (paperwork) we build in 

layers of unnecessary management, costs, and regulatory resource wasting.  The paperwork should be cut by 

half using electronic records, checklists, canned scientifically validated protocols, etc., and monitoring for 

quality should be done by regional monitoring teams and by electronic data mining and trend analysis rather 

than by paper and management heigherarchies at the facility and Government level.  Psychologists are well 

equipped to help design, monitor, and field survey in such systems.  They have research, statistical, manage-

ment information, healthcare assessment and treatment planning, intervention evaluation, teamwork evalua-

tion, and management skills.  They have used these skills to mange research grants, facilities, and to do pro-

gram evaluations for years. 

 

(Continued from page 14) 



 

 

  
 



 

 

Notice that APA and its strongest legislators are active in their 

campaigning for research funding for psychologists (see below).  

Ask yourself where is this type of high level efforts to get regula-

tions requiring adequate staffing of clinical psychology in hospi-

tals and primary care centers in order for them to get their Medi-

caid/Medicare funding. 

 

Basic Behavioral Science 
and NIGMS 

Recent Congressional Letters 
Leaders at the House and the Senate have taken NIH to task for 

failing to comply with Congressional requests to establish a basic 

behavioral research program at the National Institute of General 

Medical Sciences. 

September 2007 Letter from Senator Daniel Inouye (D-HI) to 

Elias Zerhouni, Director of NIH 

September 2007 Letter from Representative Patrick Kennedy (D-

RI) to Elias Zerhouni, Director of NIH 

October 2006 Letter from Representatives James Walsh (D-NY), 

Patrick Kennedy (D-RI), James Leach (R-IA), and Brian Baird 

(D-WA) to Elias Zerhouni, Director of NIH 

March 2006 Letter from Representatives James Walsh (D-NY), 

Patrick Kennedy (D-RI), James Leach (R-IA), and Brian Baird 

(D-WA) to Elias Zerhouni, Director of NIH 

March 2006 Letter from Senator Daniel Inouye (D-HI) to Elias 

Zerhouni, Director of NIH 

March 2008, A Conversation with OPASI Director Alan Krensky 

September 2007, What They Would Have Said: APS Honors 

Patrick J. Kennedy 

September 2007, Acceptance of APS Award 

May 2006, Basic Behavioral Research in Flux at NIH 

May 2006, Basic Behavioral Science at NIH: A Chronology 

May 2006, NIMH Might Be (Partly) Right 

 

See link for these letters at: http://www.psychologicalscience.org/

advocacy/issues/nigms.cfm  

 

In particular, the Senator Inouye letter, with top staffer a past 

APA President includes a paragraph that insinuates that Psycho-

logical Science has developed new techniques for the more effec-

tive treatment of depression and other disorders.  This can only 

be construed as a misleading statement characteristic of our re-

search psychologists.  In actuality the cognitive therapies and 

many of the other new and proven effective techniques were de-

veloped by psychologists and physicians who were clinicians 

only to be described and validated years later by psychological 

researchers.  Generally, psychological science has completed 

their work 10 years after clinicians are using new and effective 

techniques.  The cognitive therapies were well distributed by 

Beck, Ellis, Maltzby, Michale Mahoney, Donald Meichenbaum, 

David Burns, Arthur Freedman  (http://www.nacbt.org/

historyofcbt.htm) and others who were clinicians.  Only recently 

have researchers and college professors laid claim to this work 

(what short memories and poor History and Systems classes we 

have these days). 

 

Wouldnôt it have been nice if the Inouye letter (obviously fully 

informed and influenced by APA and their technical assistance 

and direct linkage with his staff) could have been more accurate 

and touted the work of psychologist clinicians and how they are 

essential providers in hospitals and primary care centers in Amer-

ica?  Wouldnôt it have been nice if that letter pointed out how the 

rule and regulation barriers in hospitals and healthcare facilities 

leave many of them without psychologists and doom patients to 

drug only techniques and therefore poorer quality care?  Would-

nôt it have been nice if the letter had advocated for as much grant 

money fostering the integration of psychologists into hospitals 

and primary centers as it was advocating for ñresearch moneyò? 

 

You donôt hear of these pure ñpsychologist initiativesò from the 

new APA Practice Organization (PO).  Instead, the PO piles on 

the multidisciplinary issues that help LPCs, Nurses, and Social 

Workers as well as psychologists, and never really pushes a 

solely psychologist issue.  Our research psychologists never use 

the depression and other efficacy research to advocate that effi-

cacy science argues for the mandatory inclusion of clinical psy-

chologists on staff of every hospital and primary center in Amer-

ica.  Yet, they advocate vociferously for ñmore grant money for 

research and take credit for the techniques developed by clini-

cians and years later validated by themò 

 

All of these things are the result of the historical corner that prac-

titioners were built into with the  ñscientist-practitionerò model of 

training.  Practitioners are really practitioners first, and scientists 

second and largely so that they can interpret and understand the 

science related to theory and technique testing, and foundational 

brain function.  So little grant resources are given to specific 

healthcare facilities to add psychologist clinicians so that the sci-

entifically validated techniques can be delivered for the benefit of 

patients that youôd think that that would be the top funding prior-

ity for which the scientific validation studies were accumulated. 

 

Clinical practitioners need to staunchly advocate for implementa-

tion money for a large number of healthcare facilities before 

more science becomes the priority.  More science without imple-

mentation has been one of the major findings of the Institute of 

Medicine and one of the problems of the clinical and science col-

laboration.  More science without implementation by clinicians in 

a wide number of community facilities is like purchasing auto-

mobile engines but not purchasing chassis and wheels. 
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Science Tidbits  

http://www.psychologicalscience.org/advocacy/pdf/NIGMS_Inouye_to_NIH_10-07.pdf
http://www.psychologicalscience.org/advocacy/pdf/NIGMS_Inouye_to_NIH_10-07.pdf
http://www.psychologicalscience.org/advocacy/issues/NIGMS_Kennedy_to_NIH_9-07.pdf
http://www.psychologicalscience.org/advocacy/issues/NIGMS_Kennedy_to_NIH_9-07.pdf
http://www.psychologicalscience.org/advocacy/issues/october06house.pdf
http://www.psychologicalscience.org/advocacy/issues/october06house.pdf
http://www.psychologicalscience.org/advocacy/issues/october06house.pdf
http://www.psychologicalscience.org/advocacy/issues/march06house.pdf
http://www.psychologicalscience.org/advocacy/issues/march06house.pdf
http://www.psychologicalscience.org/advocacy/issues/march06house.pdf
http://www.psychologicalscience.org/advocacy/issues/march06senate.pdf
http://www.psychologicalscience.org/advocacy/issues/march06senate.pdf
http://www.psychologicalscience.org/observer/getArticle.cfm?id=2310
http://www.psychologicalscience.org/observer/getArticle.cfm?id=2216
http://www.psychologicalscience.org/observer/getArticle.cfm?id=2216
http://www.psychologicalscience.org/observer/getArticle.cfm?id=2217
http://www.psychologicalscience.org/observer/getArticle.cfm?id=1983
http://www.psychologicalscience.org/observer/getArticle.cfm?id=1984
http://www.psychologicalscience.org/observer/getArticle.cfm?id=1985
http://www.nacbt.org/historyofcbt.htm
http://www.nacbt.org/historyofcbt.htm
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              Psychologyôs Prescription for Comprehensive Mental Healthcare 

The Academy of Medical Psychology extends an invitation to you to become a Member of an organization that is at the forefront of developments in 

Medical Psychology and psychologists pursuing Prescriptive Authority. 

 

As professional psychology continues to evolve, it is now essential for psychologists to demonstrate a solid understanding of the pharmacology of men-

tal disorders. Psychologists are increasingly called upon to serve as knowledgeable collaborators in the medication management of their patients. Fur-

thermore, as a result of strong national leadership and grass root efforts, psychologists are gathering increasing support and momentum for the  expan-

sion of our scope of practice to include prescriptive authority. 
   
 

Important benefits of AMP Membership are: ñ Professional Development in Medical Psychology and psychopharmacology, Networking, Legislative Advo-

cacy and Updates, Clinical  Information, Recognition of your Training, and Representation to your State Board to name but a few. In addition, AMP pro-

vides an opportunity for students to track and have a permanent record of their Preceptorships on-line. AMP has also created the opportunity to pursue 

diplomate status through The American Board of Medical Psychology (ABMP). 

You want your training to matter and you know that Prescriptive Authority will allow you to be of greater service to your patients. In these trying eco-

nomic times, many of our members have realized a substantial increase in reimbursement rates commensurate with their training and specialty in Medi-

cal Psychology. In addition to providing comprehensive mental healthcare for their patients, they are finding their training to have a value-added benefit.  

AMP approves NAPPP RxP Training Program 

The Board of the Academy of Medical Psychology and American Board of       Medical Psychology endorses the Online Psychopharmacology Training 

Program of the National Alliance of Professional Psychology Providers meets or exceeds the training standards of the American Psychological Associa-

tion. Further, the American Board of Medical Psychology acknowledges that a Certificate of Completion of this Online Psychopharmacology Training 

Program is sufficient to meet the didactic training requirements for a Board Certified Medical Psychologist.  

Free C.E Courses in Medical Psychology with AMP Membership    

AMP remains invested in encouraging more psychologists to pursue education in medical psychology.  benefit of AMP membership, AMP is offering 

three free 10 CE credit introductory courses on psychopharmacology through our website www.amphome.org .   Courses offered are 1) Introduction to 

Psychopharmacology, 2) Mastery of Medical Terminology and 3) Special-Topics in Psychopharmacology. The National Alliance of Professional Psychol-

ogy Providers has offered to sponsor these CE credit courses as part the alliance between AMP and NAPPP. 

ABMP announces current Board Certified Diplomates 
 
The following is a listing of the medical psychologists who have earned the ABMP Board Certified Diplomate in Medical Psychology: 

   

James Abec, Nancy Alford, Glen Ally, Maria Barresi-Devore, Michael Berard, William Bernstein, John Bolter, Scott Borrelli, Darla Burnett, John Caccavale, 

James Childerston, Steven Cobb, Joseph Comaty, Gregory Coram, John Courtney, Sean Dalton, Paul Dammers, Robert Davis, Bryan Eckert, Paul Fazekas, 

Jeffrey Frank, Susan Gifford, Arlene Giordano, Dennis Girard, Alan Gruber, Lynette Heslet, Marlin Hoover, Belinda Hubert, David Jackson, David Johnson, 

Alex Kristevski, Kenneth Larsen, Elaine Levine, Pauline Lloyd, Marci Manna, Mario Marquez, James Mash, Robert Mayfield, Bruce McCormick, James 

Meredith, Roger Morgan, Jerry Morris, Richard Mucowski, Darlyne Nemeth, Matthew Nessetti, Owen Nichols, Rebecca Nolan, Robert North, Cathy Cas-

tille, Judith Levy, James Pinkston, James Quillin, Yolanda Rambin, Cary Rostow, Cherie Ruben, Stephen Rudin, Gilbert Sanders, Joseph Sesta, Robert 

Sherrill Jr., Daniel Shirbroun, S. J. Soter, Linda Upton, Christina Vento, Curtis Vincent, Craig Waggoner, John Whelton Jr., David Williams, Joseph Zielinski, 

Marc Zimmerman. 

 

Special Value for NAPPP Members 
 

For those individuals who are already NAPPP members, NAPPP will reduce the AMP membership fee $25 for those NAPPP members joining AMP. So you 

really have nothing to lose and much to gain. To join, go to our web site:  www.amphome.org or contact: 

  
File your applications as directed at the web site. 

 

Prepare for the Future of Psychology: Consider the Importance of AMP Membership 
 

 



 

 

 

  
The National Institute  

of Behavioral Health Quality  
 

The accreditation process for professionals and service providers 

engaged in behavioral healthcare is sorely lacking and mostly ab-

sent. Consequentially, consumers and professionals alike, have 

little idea or notion of what constitutes quality practice, ser-

vices, and products. The mission of NIBHQ is to provide accredita-

tion to licensed, doctoral level behavioral healthcare profession-

als and service providers. NIBHQ is a profession specific agency 

that awards accreditation based on standards developed by behav-

ioral healthcare professionals. Our mission is to award accredita-

tion only to those individuals and entities that can meet and 

maintain adherence to standards specifically developed to promote 

quality in the provision of behavioral healthcare services and 

products  
 

    Do You Want To Distinguish And Promote Your Practice ? 
 

Then NIBHQ accreditation is your best way to do this. We offer a unique ac-

creditation that demonstrates your practice has met a high standard and is 

committed  to quality care and services that patients, insurers, and other 

healthcare professionals can rely on.  See our requirements at 

http://www.nibhq.org/  
 

Continuing Education Providers  
 

Are you a current continuing education provider or want to be one? Then NIBHQ 

accreditation of your organization will attract behavioral healthcare profes-

sionals to your  

courses. Our requirements for CE providers can be obtained at 

http://www.nibhq.org/  

 NIBHQ  
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NAPPP's Bill Of Rights For Practitioners  

 
Preamble  

 
All psychologists, in any stage of professional development, have the right to advo-
cacy and support from a national organization that is dedicated solely to the interests 
of  psychological practitioners and the people who receive our services. 
 
All Practicing Psychologists have the right:  

To be respected and valued as professionals reflective of the highest accomplish-
ments and responsibilities for which we have trained.  

To practice only under standards that are consistent with those of the profession.  
To receive the same level of federal and state investment in training as physicians.  
To receive financial compensation consistent with our professional training and ac-

tivities.  
To be protected from discriminatory treatment with respect to financial compensa-

tion or career advancement.  
To receive continuing education that is relevant and of value to our patients and 

practice. 
This includes credit for continuing education in practice development and related 
business of running a practice. 

  
 
All Practicing Psychologists have the right:  

To be allowed to practice to the full extent of our training and education.  
To practice under state laws under which only psychologists are permitted to pro-

vide psychological services.   
To practice under state laws that clearly identify the scope of practice and responsi-

bilities of psychologists in contrast to non-psychologists and other healthcare 
disciplines. 

To be subject to licensure by a state board dedicated to psychology regulation 
whose members consist of psychologists in the majority and who practice and 

provide psychological services.  
To be treated fairly in hearings and to be judged by our peers in matters 

of complaint brought to the state licensing board. 
To receive reciprocity as licensees where the salient elements of licen-

sure are similar across state lines.  
To practice under state laws that define title protection for psychologists.  
To protect the privacy and confidentiality of the relationship with our pa-

tients subject to specified ethical and legal exceptions.  
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Continuing Education Available 
to NAPPP Members Free!  
 
The following course are now available. CE credit from NAPPP 

and other alliance partners who are approved providers of con-

tinuing education by the American Psychological Association. 

Non-members of NAPPP are eligible to take our courses. The 

cost of the classes and credit hours can be found at the end of the 

course description. 

 

PSY #1 - Pharmacotherapeutics:    

This course will discuss the integration of the principles of psy-

chology 

in the application of pharmacological agents in the alleviation of 

mental 

health concerns. 15 CE credit hours, $300 for non-members. 

 

PsyD #2 - Neuropsychological Evaluations: 

This course will take you through the selection, administration 

and integration  

of neuropsychological data into a comprehensive report.   

Sample report included. 10 CE credit hours, $200 for non-

members. 

 

Psy #3 - Custody Evaluations:  

This is a complete course on the conducting and writing of cus-

tody evaluations  

for the practicing psychologist. Sample report  

included. 10 CE credit hours, $200 for non-members. 

 

Psy #4 - Forensic Evaluations:  

This course will take you through the differing forms of forensic  

evaluations and discuss the formation of a comprehensive foren-

sic report.  

10 CE credit hours, $200 for non-members. 

 

Psy #5 - Treating Childhood Sexual Abuse:  

This course discusses the thorough diagnosis and treatment of 

children  

who have been sexually abused. 10 CE credit hours, $200 for non

-members. 

 

Psy #6 - Domestic Violence - Treatment and Assessment:  

This program reviews the assessment and treatment of domestic 

violence.  

Discussion of group and individual treatment is included.  

10 CE credit hours, $200 for non-members. 

 

Psy #7 - Ethics Update:  

This is a program that discusses the newest issues facing psy-

chologists 

ethically.  A thorough discussion of prescription privileges/

pharmacopsychology 

ethics is included. 10 CE credit hours, $200 for non-members. 

 

Psy #8 - Mood Disorders: 

A review of the diagnosis of the spectrum of mood disorders 

along with a  

discussion of the psychological and pharmacological interven-

tions for each.  

10 CE credit hours, $200 for non-members. 

 

Psy #9 - Introduction To Neuroanatomy: 

This unique web based course contains hundreds of slides and 

descriptions of the 

brain. Psychologists who complete this course will gain a worka-

ble knowledge 

of neuroanatomy through actual photos from MRI's and Cat 

Scans. 

30 CE credit hours, $410 for non-members.    

 

Psy #10 - Issues In Postpartum Disorders: 

A review of the evaluation and diagnosis of postpartum disorders. 

A review of the relevant literature is included.  

11 CE credit hours, $210 for non-members.     

 

  

Psy #11 - Doing Pre-Marital Counseling: 

Dr. Sandra Levy Ceren details how to do pre-marital counseling. 

This 

course is built upon Dr. Ceren's many years of experience and is 

replete 

with case studies.  

10 CE credit hours, $200 for non-members. 

 

 

Psy #12 - Mastering Medical Terminology For Psychologists: 

This course is designed for psychologists who want to learn and 

master medical terminology. 

Since collaboration is so ubiquitous in clinical practice, this 

course will allow clinician's 

to communicate effectively with medical practitioners. A must 

for clinicians who regularly 

work with medical practitioners. 10 CE credit hours, $200 for 

non-members. 

 

Psy #13 - Caring For The Elderly: 

This is a basic course that focuses on diagnosing and treating 

dementias in the elderly population. 

10 CE credit hours. 

 

Psy #14 - Diagnosing and Treating Substance Abuse: 

This CE course is designed to give a basic understanding of diag-

nosing and treating patients with substance abuse problems. Pri-

marily, the course focuses on alcohol abuse But does give cover-

age to the abuse of other substances including prescription drugs. 

10 credit hours. 

 

Many Practitioners Find that Joining NAPPP is a 

Bargain Since They Get Their Annual CE Credits 

Free! 

 

See http://www.nappp.org/education.php 

http://www.nappp.org/nonmember.php
http://www.nappp.org/nonmember.php
http://www.nappp.org/nonmember.php
http://www.nappp.org/nonmember.php
http://www.nappp.org/nonmember.php
http://www.nappp.org/nonmember.php
http://www.nappp.org/nonmember.php
http://www.nappp.org/nonmember.php
http://www.nappp.org/nonmember.php
http://www.nappp.org/nonmember.php
http://www.nappp.org/nonmember.php
http://www.nappp.org/nonmember.php
http://www.nappp.org/education.php
http://www.nappp.org/education.php
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