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Similar trends exist among adult 
minority populations as well (e.g., 
Fortuna, Margarita, Alegria, & Gao, 2010). 
Indeed, the October 2012 edition of the 
American Psychologist has a special sec-
tion on “Ethnic Disparities in Mental 
Health Care.” I don’t believe this occurs 
because the mental health community 
is racist or evil. While I can’t argue why it 
does happen, I believe a major contribut-
ing factor is the way we discuss, or don’t 
discuss, race. I have five related vignettes 
from my own journey.

#1 My wife of 22 years, Lia, is 
African-American and I’m an Irish 
guy. Early in our marriage we entered 
a church in the southern suburbs in 
Chicago (this was during a time when 
National Geographic could create a map 
of neighborhoods in Chicago based on 
ethnicity). Lia was the only person of 
color there. I remember a palpable and 
strong feeling of being unwelcome. I had 
never had this feeling before in my life 
and I certainly wasn’t expecting to feel it 
then. If someone had challenged, “well, 
what did anyone say or do to make you 
feel unwelcome?” I would have had to 
do a “hummida, hummida, hummida,” 
as I couldn’t say. (It harkened me back to 
many of the diversity trainings I had had 
through the years when I thought the 
presenter, usually a person of color, was 
overreacting to a concern under review.)

2 I previously worked at a large out-
patient medical facility in northwestern 
Indiana. The clientele and the clinical 
team were diverse. On the day that the 
OJ verdict was due to be delivered clini-
cians were gathered in the physicians’ 
lunchroom. This was the only time that 
the African-American and Caucasian 
clinicians were segregated by those des-
ignations. When the verdict came in the 
African-American clinicians were bom-
bastically jubilant while the Caucasian 
clinicians were somberly silent. Though 
this phenomenon was nearly as in our 
faces as the verdict itself, no one talked 
about it. 

In my last column 
I proposed this 
definition of 

“positive multicul-
turalism” (Palmiter, 
2012, pp. 8-9):

To explore and 
understand our 
cultural differ-
ences and to learn 
how an understanding of such can 
enrich our professional missions. This 
process endorses the concept that all 
humans are impacted by cultural dif-
ferences in a manner that traverses 
a wide continuum of reaction, some 
of which are conscious and some of 
which are unconscious, some of which 
are adaptive and some of which are 
not. In considering these issues posi-
tive multiculturalism eschews the pro-
motion of shame and embraces the 
promotion of enrichment.

In this column I’d like to summa-
rize why I asked the Committee on 
Multiculturalism to form a Subcommittee 
on Positive Multiculturalism, focusing on 
one component of multiculturalism: race. 
As someone who works regularly with 
youth, I note two relevant trends in the 
literature:
•	 There is a consistent trend for 

under-treatment of minority youth, 
even when controlling for finan-
cial resources of the family (e.g., 
Zewalanji, Evans, & Barbour, 2005; 
Burns, Phillips, Wager, Barth, Kolko, 
Campbell, & Landsverk, 2004; 
Leslie, Weckerly, Landsverk, Hough, 
Hurlburt, & Wood, 2003; Kataoka, 
Zhang, & Wells, 2002; Cuffe, Waller, 
Cuccaro, Pumariega, & Garrison, 
1995).

•	 Minority youth are treated differ-
ently from Caucasian youth when 
interacting both with traditional 
mental health systems (e.g., Zito, 
Safer, dosReis, & Riddle, 1998; Kilgus, 
Pumariega, & Cuffe, 1995) and sys-
tems serving youth at-large (e.g, 
Zewalanji, Evans, & Barbour, 2005). 

Positive Multiculturalism
David J. Palmiter, Jr., PhD, ABPP

Dr. David J. Palmiter

Presidential Perspective

Continued on page 7

3 A few years ago I needed to get 
rehab for an injury. As Lia had been to 
that same facility months earlier, she 
asked me to remember her to some of 
the clinicians there. The clinician who 
did my intake remembered Lia and was 
joyful in recounting their interactions. 
This clinician then called over a col-
league and cheerfully said “This is Lia’s 
husband!” The second clinician didn’t 
know whom she was talking about. So, 
the first clinician started rattling off a 
bunch of Lia’s characteristics (but not her 

race), which wasn’t helping the second 
clinician. I thought to myself “say she’s 
Black. Y’all don’t get a lot of Black folks 
in here and that’d do it.” I speculated 
that the clinician who remembered Lia 
was worried that bringing up race could 
somehow make her look racist. So, finally, 
I, with a neutral tone, said “Lia is Black.” 
Which had two immediate effects: the 
second clinician remembered who she 
is and both clinicians became visibly 
uncomfortable.

4 At a diversity training event I 
attended a few years ago only a few 
attendees actively engaged dialogue with 
the presenter, even though the presenter 
was striving for an interactive training. 
Afterwards I was discussing this with a 
colleague. This psychologist is a gentle 
soul who doesn’t have a discernable 
aggressive or rude bone in her body. But 
she said, “I was afraid to speak some of 
my doubts out loud about the material 
out of fear that I’d unknowingly commit a 
microaggression.”

We seem slow to acknowl-
edge how others’ differences 
(e.g., skin color, sex, sexual 
orientation, religion)  
impact us.



3

w
w

w
.P

aP
sy

.o
rg

Your Dues Money At Work
Thomas H. DeWall, CAE

Thomas H. DeWall

Continued on page 7

Executive Director’s Report

An important aspect 
of PPA’s strategic 
plan is advocating 
for public access to 
psychological ser-
vices. To achieve this 
strategic initiative we 
maintain an active 
presence in the state 
Capitol and a vibrant 

grassroots network. Many of the issues 
on which we have been active in the last 
year have required us to defend against 
limitations on or interference with the 
practice of psychology.

One such issue was House Bill 1570, 
which became a matter of immediate 
concern in October. This bill would have 
updated several aspects of the Health 
Care Facilities Act, which hasn’t been 
updated for 20 years. Though our staff 
thought the bill was dead in June when 
the General Assembly recessed for the 
summer, the Medical Society kept push-
ing on it. Our concern was over one pro-
vision of it, which was an attempt to write 
in statute what is now only in regulations 
– that only physicians, dentists, and podi-
atrists may be members of general hospi-
tal medical staffs. It would actually have 
removed the authority of the Secretary of 
Health to grant an exception to appoint 
other professionals such as psycholo-
gists, as he did in the case of Geisinger 
Medical Center years ago. Rep. Bryan 
Cutler (R-Lancaster) had an amendment 
that would preserve that authority, but 
only if the Department of Health found 
an “unreasonable hardship.” That term is 
not defined. Rep. Pam DeLissio (D-Phila.) 
had prepared an amendment that would 
eliminate the language about medical 
staff membership. The state House was 
planning to bring it up for consideration 
and a vote, but we helped make it too 
controversial to deal with in the limited 
time they had left. PPA acted in a coali-
tion with the Pharmacists Association 
and several nurses’ associations. Our 
message was to support the DeLissio 
amendment or to kill the whole bill. The 
leadership decided to table it, so it is dead 
for this session. We will be watching for 
this issue to be resurrected in 2013.

There were other issues on which PPA 
had to play “defense.” One was House 
Bill 1776, sponsored by Rep. Jim Cox 
(R-Berks). This bill’s goal was to elimi-
nate property taxes and substitute other 
taxes in their place, such as broadening 
the sales tax. Unfortunately, it appeared 
that, although it exempted “medical 
care,” other types of health care, includ-
ing psychological services, may have been 
subject to the tax. A wide range of orga-
nizations including PPA communicated 
their opposition to this policy, and the 
bill was shelved. In its place the House 
of Representatives established a Select 
Committee on Property Tax to look for 
other solutions.

Another issue requiring defense was a 
proposal to make changes to the Workers 
Compensation system that could have 
had a negative effect on injured work-
ers. House Bill 808, sponsored by Rep. 
Gordon Denlinger (R-Lancaster) would 
have, among other provisions, extended 
the period of time from 90 days to 180 
days in which an injured worker could 
be seen only by the employer’s medi-
cal panel. In a letter to legislators PPA 
pointed out that methods of pain control 
become harder to implement after too 
long a period. The 90-day time frame had 
already been increased from 30 days in 
the 1990s and was the result of a com-
promise at that time. HB 808 was sub-
sequently dropped but is expected to be 
back in some form in 2013.

We had high hopes for a bill autho-
rizing psychologists to make insanity 
determinations in criminal cases. This 
bill, House Bill 1405, introduced by 
Rep. Glen R. Grell (R-Cumberland), was 
reported out of the state Senate Judiciary 
Committee on October 2. It had already 
been passed by the House in March. 
However, the Senate ran out of time to 
consider it before they adjourned for the 
election recess. Thus it appears that we 
will have to get it reintroduced in 2013. 
HB 1405 is a bipartisan bill that would 
clear up the ambiguity that currently 
exists whereby courts are permitted to 
appoint psychologists to do some insan-
ity evaluations under the Rules of the 
Supreme Court, but are not permitted to 

appoint psychologists to do such evalua-
tions when they also need a determina-
tion of competency to stand trial. HB 
1405 would resolve this problem and 
allow the courts to appoint psychologists 
as evaluators of insanity. Currently only 
physicians are allowed to make those rec-
ommendations to judges, but the asso-
ciation representing psychiatrists did not 
oppose the bill.

An issue that took up a great deal of 
staff time and effort this fall was a set 
of proposed regulations from the State 
Board of Psychology intended to update 
the Ethics Code for psychologists. Upon 
feedback from PPA, the State Board of 
Psychology decided to withdraw the 
regulations for further review. 

In the wake of the Penn State child 
abuse scandal the Pennsylvania General 
Assembly appointed a Task Force on 
Child Protection and charged it with 
studying all aspects of child protective 
services, including the role of mandated 
reporters of abuse. Dr. Sam Knapp 
did a thorough review of the issue and 
prepared testimony for the task force. 
Although a common first reaction among 
legislators was to increase the penal-
ties for failure to report suspected child 
sex abuse, Dr. Knapp found that other 
aspects of child abuse were more prob-
lematical. They included a major decline 
in recent years in substantiated reports of 
child abuse, and an especially low num-
ber of children who are being identified 
as victims of neglect, emotional abuse, 

Many of the issues on which 
we have been active in the 
last year have required us to 
defend against limitations  
on or interference with the 
practice of psychology.
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Legal Column

Questions and Answers About 
Parental Consent and Treatment of Minors
Samuel Knapp, EdD, Director of Professional Affairs
Rachael L. Baturin, MPH, JD, Professional Affairs Associate
Allan M. Tepper, JD, PsyD, Legal Consultation Plan

Rachael L. Baturin              Dr. Samuel Knapp                    Dr. Allan M. Tepper               
Q Are the rules governing the 

consent to treatment of minor 
children uniform?

ANo. The rules regarding the age of 
consent for treatment of minors in 

Pennsylvania vary according to the nature 
of the service provided or the profes-
sion of the provider. The age of major-
ity in Pennsylvania is 18. Nonetheless, 
any minor 14 years or older can consent 
to voluntary outpatient mental health 
treatment without the consent of the 
parent, and any minor, regardless of age, 
can consent to treatment for substance 
abuse. In addition, psychologists are 
required to follow Pennsylvania State 
Board of Psychology decisions which 
have been interpreted to require the con-
sent of all legal custodians in shared legal 
custody cases in which the minor is less 
than 14 years of age.

QWhen the parents of a minor 
less than 14 years of age are 

seeking treatment, do psychologists 
need the consent of both parents to 
treat the minor?

AIf there is no court order granting 
shared legal custody, it is assumed 

that either parent may consent to the 
treatment of the less-than-14-year-old 
minor. Although this interpretation is 

not codified in the Pennsylvania Minors 
Consent to Treatment statute, it generally 
is assumed that if “a” parent can consent 
to the treatment of the 14-year-or-older 
minor pursuant to the Minors Treatment 
statute, then “a” parent also can consent 
to the treatment of the less-than-14-year-
old minor. If the parents are unmarried, 
there is a similar assumption that either 
parent can consent to treatment of the 
less-than-14-year-old minor. 

QWhen the parents of a minor 
less than 14 years old are seek-

ing treatment for the minor, and 
there is a court order or custody 
agreement granting shared legal 
custody, do psychologists need the 
consent of both parents to treat the 
minor?

AWhen there is a court order grant-
ing shared legal custody, the 

Pennsylvania State Board of Psychology 
has ruled that the consent of all of the 
legal custodians is necessary prior to 
evaluating the minor, irrespective of 
the age of the minor. The State Board 
of Psychology has not ruled specifically 

upon the issue of whether psychologists 
need the consent of all of the legal cus-
todians prior to conducting treatment 
of a minor in a shared legal custody situ-
ation. It has been the experience of the 
third author, however, that the generally 
accepted interpretation of existing Board 
decisions indicates that if there is a court 
order granting shared legal custody, such 
shared consent is necessary prior to initi-
ating treatment, at least in cases involving 
the less-than-14-year-old minor. 

Pursuant to the Minors Treatment statute, 
the 14-year-or-older minor can consent 
to treatment, even without the consent 
of a parent. This provision of the statute 
suggests that in such situations, treatment 
can be initiated, irrespective of a shared 
custody order.

In this regard, if a psychologist chooses to 
treat the greater-than-14-year-old minor 
in a shared custody situation pursuant to 
the Minors Treatment statute, caution 
must be exercised to ensure, in the written 
record, that such treatment is being con-
ducted with the specific informed consent 
of the greater-than-14-year-old minor, 
not merely the consent of one of the legal 
custodians. 

It should be noted that although such 
treatment may be allowed under the 
Minors Treatment statute, it is not 
mandated by the statute. In light of the 
clinical and legal issues surrounding such 
cases, therefore, the psychologist should 
consider obtaining the consent of all of 
the legal custodians prior to initiating 
treatment in any shared legal custody 
situation.

Table 1

Age of 
minor

Court order of shared 
legal custody

Can minor 
consent?

Can “a” parent 
consent to treatment 
of the minor?

less than 14 Yes No Unclear, but highly 
unlikely

less than 14 No No Yes 

14 or older Yes Yes (allowed, but 
not mandated)

Unclear, but highly 
unlikely

14 or older No Yes Yes
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QHow and when should psychol-
ogists determine the marital 

status of the parents and the legal 
custody of the minor being pre-
sented for treatment?

AIt is prudent to inquire about the 
marital status of the parents and the 

legal custody of the minor prior to sched-
uling an appointment with the minor. If 
the parents are unmarried, and there is 
no custody order in effect, the Minors 
Consent to Treatment statute allows 
treatment to be initiated with “a” parent. 
If the parents are married, the Minors 
Consent to Treatment statute allows 
treatment of the greater-than-14-year old 
minor, and, presumably the less-than-14-
year-old minor, to be initiated with the 
consent of “a” parent. If the parents are 
separated, and there is no custody order 
in effect, the Minors Treatment statute 
allows, but does not mandate, the consent 
of “a” parent to initiate treatment. In this 
regard, in situations where the parents 
are separated, the psychologist should 
consider obtaining the consent of both 
parents prior to initiating treatment with 
the minor. In addition, it is important 
to note that the Board’s record-keeping 
regulation requires notation of legal 
custodial arrangements if a minor’s par-
ents are separated. (A decision tree for 
those making decisions about consent for 
minors can be found on the PPA website, 
www.PaPsy.org, members-only section; 
the user name is your member number, 
which can be found on the mailing label 
of your Pennsylvania Psychologist; your 
password is your last name with the first 
letter capitalized). 

QShould psychologists document 
informed consent?

APursuant to the APA Ethics Code 
Standard 3.10(d), psychologists must 

document informed consent. The Board’s 
record-keeping regulation requires psy-
chologists to document the names of the 
parents or the name of the legal guardian 
if the client/patient is a minor. If a minor’s 
parents are separated, the record-keeping 
regulation requires notation of legal cus-
todial arrangements. Although a written 
informed consent form can be utilized, 
and generally constitutes a good record-
keeping practice, oral consent to treat-
ment fulfills the Board’s informed consent 

requirement, as long as such oral consent 
is documented fully in the written record.

 

QHow should psychologists 
respond if the presenting par-

ent reports that the parents are 
divorced, there is no shared legal 
custody, and the other parent can-
not be located?

AIn such situations, the psychologist 
should make a good faith attempt, 

prior to initiating treatment, to determine 
the legal custody of the minor. In some 
situations, the non-presenting parent 
just cannot be located. In other situa-
tions, however, there may be a telephone 
number or a mailing address. In those 
cases, a telephone call, followed by a let-
ter forwarded to the last known address, 
can be viewed as a good faith attempt 
to contact the non-presenting parent 
to clarify the legal custody situation. It 
is recommended that these efforts to 
contact the non-presenting parent be 
documented fully in the written record. 
If, following these good faith efforts, there 
is no response from the non-presenting 
parent, the psychologist could initiate 
treatment with the consent of “a” parent 
pursuant to the Minors Treatment stat-
ute. It should be noted, however, that if 
it later is determined that there is shared 
legal custody, treatment would need to 
be suspended pending consent of all of 
the legal custodians.

	

QShould psychologists get a copy 
of the custody order prior to 

the initiation of treatment?

AThere is no legal requirement to 
obtain a copy of the custody order 

prior to initiating treatment with a minor. 
Nonetheless, if one parent claims that he 
or she has “custody” and that the con-
sent of the other parent is unnecessary, 
it would be prudent to review a copy of 
the custody order prior to initiating treat-
ment. Many good parents do not under-
stand the distinction between legal and 
physical custody, especially for the parent 
who is responsible for negotiating most of 
the minor’s everyday and logistical needs. 
Given past Board decisions, however, it 
is clear that the ultimate responsibility 
for determining the legal custody of the 
minor rests with the psychologist. 

Nominations 
Needed for  
Four Awards
Several PPA committees are still seeking 
nominees for awards for 2013. For each 
nomination you would like to make for 
the categories below, please prepare a 
one-page narrative describing the per-
son’s contributions and his/her vitae. 
Mail  the information to the PPA office or 
e-mail mevans@PaPsy.org .

Psychology in the Media Award: 
Members of the Pennsylvania 
Psychological Association and members 
of the media in Pennsylvania who have 
presented psychology and psychologi-
cal issues to the public are encouraged 
to apply for the 2013 Psychology in the 
Media Award. Applicants who have 
received this award in the past are not eli-
gible. Deadline for entries is December 
31, 2012.

Award for Distinguished 
Contributions to School Psychology: 
The School Psychology Board nominates 
a candidate annually for this award. 
Criteria for nomination include contribu-
tions in the areas of research, public ser-
vice, assessment, media, or advocacy on 
behalf of children. Deadline for entries is 
December 31, 2012.

Early Career Psychologist of 
the Year Award to be given to a 
Pennsylvania early career psycholo-
gist (ECP) who, in his or her practice is 
making a significant contribution to the 
practice of psychology in Pennsylvania. 
Deadline for entries is January 31, 2013.

Student Multiculturalism Award to 
be given to a psychology student who 
is attending school in Pennsylvania and 
who produced a distinguished psychol-
ogy-related work on issues surrounding 
multiculturalism, diversity, advocacy, and/
or social justice. Deadline for entries is 
January 31, 2013.

Criteria and applications for these awards 
are available on the PPA website, www.
PaPsy.org. 
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The Bill Box
Selected Bills in the Pennsylvania 
General Assembly of Interest to 

Psychologists
As of November 1, 2012

 

Bill No. Description and Prime Sponsor PPA 
Position

Senate Action House Action

SB 10 Constitutional amendment prohibiting implementation of federal  
health care mandate
- Sen. Joseph B. Scarnati III (R-Jefferson)

Against Passed, 3/28/12, 29-19 Passed by State Government 
Committee; tabled 6/23/12

HB 42 Prohibits Pennsylvania from implementing the federal health care 
mandate
- Rep. Matthew E. Baker (R-Tioga)

Against None Passed by two committees, 
tabled 10/26/11

HB 300 Prohibits discrimination based on sexual orientation in housing, 
employment, and public accommodations
- Rep. Dan Frankel (D-Allegheny)

For None In State Government 
Committee

HB 646 Authorizes licensing boards to expunge certain disciplinary records after 
four years
- Rep. Kate Harper (R-Montgomery)

For In Professional Licensure 
Committee

Passed 6/18/12, 197-0

HB 808 Changes Workers Compensation system, requires in-house medical 
panel for 180 days
- Rep. David S. Hickernell (R-Lancaster)

Against None Passed by Labor & Industry 
Committee 2/24/11; tabled 
6/8/11

HB 1405 Authorizes psychologists to testify in court on the determination  
of insanity and competency to stand trial
- Rep. Glen R. Grell (R-Cumberland)

For Passed by Judiciary 
Committee 10/2/12; 
tabled 10/16/12

Passed 3/12/12, 193-0

HB 1570 Restricts hospital medical staff to physicians, dentists, and 
podiatrists
- former Rep. Reichley; now Rep. Bryan Cutler (R-Lancaster)

Against None Passed by two committees; 
tabled 9/24/12

HB 1776
SB 1400

Eliminates property taxes by raising other taxes, possibly including 
sales tax on psychologists’ services
- Rep. Jim Cox
- Sen. David G. Argall (R-Schuylkill)

Against In Finance Committee In Appropriations 
Committee

Information on any bill can be obtained from http://www.legis.state.pa.us/WU01/LI/BI/billroom.htm

Nominations Needed for Governance Positions

PPA is looking for nominations for the Board of Directors 
for the 2013 elections. The following positions will be on 
the ballot: president (a 3-year commitment – as president-

elect, president, and past president), treasurer, and the chairs of 
the Communications Board, Internal Affairs Board, and School 
Psychology Board. These are 2-year commitments (except the 
president) and people can serve for two consecutive terms.

To learn more about each position, visit the PPA website at 
http://www.PaPsy.org/index.php/governance/. This is in the mem-
bers-only section, so you will need your member number (found 
on this issue’s mailing label) for the username and your last name 
for the password. Click the tab “Nominations & Elections.” Then 
please nominate yourself or a colleague using the form on that 
page. Nominations are due to the PPA office by January 14, 2013.
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PRESIDENTIAL PERSPECTIVE 
Continued from page 2

EXECUTIVE DIRECTOR’S REPORT     
Continued from page 3

5 For years I asked graduate students 
and workshop attendees to do a simple 
exercise. I asked them to take out a piece 
of paper and number it from one to six. 
I told them that I would name a variety 
of demographic characteristics and then 
have them write a “yes” if they would alter 
their clinical methods based upon that 
characteristic and a “no” if they would 
not. I then called out characteristics like 
this: (1) race, (2) sex, (3) sexual orienta-
tion, (4) age, (5) psychological minded-
ness, and (6) psychiatric condition. I 
found that about ≥40% would say that 
they would not alter a case approach 
based on the first three while ≥ 80% 
would on the final three. My speculation 
is that folks feared that if they said they 
altered how they approached clinical 
work based on the first three that they 
could be deemed as suffering from an 
“ism.”

I offer that all of the above are facili-
tated by the difficulty we have thinking 
and talking about diversity. As I wrote 
in my last column, we seem slow to 
acknowledge how others’ differences 
(e.g., skin color, sex, sexual orientation, 
religion) impact us. We fear that this 
human condition (i.e., to be impacted by 
differences) could make us, or could be 
used to label us, as racist, sexist, ageist, 
homophobic, etc. The harmful ripples 
from this paralysis in open discussion 
are many (e.g., the sorts of unfortunate 
outcomes I reviewed at the top of this 
article).

I would propose three immedi-
ate action steps. First, take Harvard 
University’s Implicit Test which is 
located at implicit.harvard.edu. This is 
one resource to help us to consider our 
humanity as we interact with people who 
are different from us. Second, I would 
propose considering whether there could 
be value in asking clients who are differ-
ent from us, or who have some salient 
minority status in their community, two 
questions. First, “(client’s name), I’m 
(salient characteristic), you’re (salient 
characteristic). How does that affect 
you?” Second, “you’re (salient minority 
characteristic), living in (location). What’s 
that like for you?” These questions com-
municate at least two things: we get how 
important these matters can be and it’s 

and non-accidental injury. A report and article on his findings will be forthcoming in 
the near future. 

Since the passage of Act 62 in 2008 requiring insurance coverage for people with 
autism spectrum disorders, PPA has been communicating with state officials about 
some uncertainties and ambiguities concerning its interpretation. 

In a similar vein on a separate issue, PPA staff and volunteer leaders have been 
advocating for the inclusion of psychologists to be appointed by the court as parenting 
coordinators for divorcing couples. A committee of the Supreme Court has recom-
mended a rule that reserves that role to attorneys, and our advocacy efforts have pro-
moted a policy allowing the appointment of psychologists as well. This issue is not yet 
settled.

PPA leaders met with the State Board of Psychology to discuss proposed amend-
ments to the Professional Psychologists Practice Act. Several of the changes are 
noncontroversial administrative provisions, but some of the substantive amendments 
would (1) provide an option for candidates for licensure to earn the required two years 
of supervised experience pre-doctoral instead of requiring that one year of supervision 
has to be post-doctoral, (2) better define “psychological testing,” (3) add diagnosis to 
the definition of the practice of psychology, (4) remove the clauses in the licensing law 
that exempt unlicensed persons in state agencies to use the word “psychology” in their 
work titles, and (5) phase out the exemption for certified school psychologists practic-
ing privately while grandfathering current school psychologists and students enrolled 
in school psychology graduate programs. This last provision was just approved as 
policy by the PPA Board of Directors in September. A bill with the above principles is 
expected to be introduced in the state Senate in 2013.

On top of all of the above issues PPA responded forcefully on federal issues such as 
Medicare reimbursement rates, including psychologists in the definition of “physician” 
within Medicare, and making psychologists eligible for incentive payments for adopt-
ing electronic health records. The response of PPA members on most of the federal 
legislative alerts far outpaced all other state associations. 

not dangerous to be able to talk about 
them. Third, when we come together 
to share our perspectives on our differ-
ences, let’s assume that all of us are good 
hearted, well-intended people who only 
want to discover how each other’s dif-
ferences may enrich us. So, let’s be slow 
to use words like “racist,” “sexist,” and 
“microaggression,” just like the positive 
ethics people ask us to be slow to use 
words like “unethical.” Such a kind and 
respectful approach can’t be the wrong 
thing to do. Right?

Please also stay tuned to the work 
generated by the aforementioned sub-
committee. I think it is going to be excit-
ing. 

References
References are available from the author at 
Palmiter@maryu.maywood.edu or on the PPA 
website, www.PaPsy.org.

In Memoriam
Dr. Norman 
Weissberg of 
Bucks County 
died suddenly on 
September 11. He 
had been chair of 
the Psychology 
Department and 
dean of undergrad-

uate studies at Brooklyn College, CUNY. 
He was on the faculty at Brooklyn 
College from 1964 to 2000 and since 
then had the title of professor emeri-
tus. He earned his PhD degree from 
the University of Michigan in 1968. He 
was an expert in, among other things, 
working with adult suicidal patients, and 
authored an extensive article on that 
subject for the June 2011 Pennsylvania 
Psychologist. He had been a member of 
PPA since 2007. 
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PennPsyPAC Contributes to PPA’s Successes
Thomas H. DeWall, CAE

Samuel Knapp, EdD, ABPP

Political action committees 
(PACs) are considered one 
of the three legs of effective 

governmental advocacy, along with 
grassroots lobbying and profes-
sional governmental affairs repre-
sentatives (lobbyists). An essential 
goal of PPA’s long-term advocacy 
program is to ensure that psycholo-
gists will be able to practice to the 
full extent of their licenses. In 
addition we have been continually 
vigilant and active in stopping bills 
that would harm the practice of 
psychology. 

For example, we were success-
ful in 2011 with passage of the 
Safety in Youth Sports Act, which 
authorizes psychologists to make 
return-to-play decisions for student 
athletes suffering concussions, pas-
sage of a bill in 2010 promoting the 
use of mental health courts, and 
numerous earlier laws benefiting 
psychologists and their patients. 
We have also been successful 
recently in helping to defeat legisla-
tion that would have impinged on 
or curtailed psychological practice. 
However, we can always do better, 
and in fact will need to in order to 

Table 1
Amounts Raised and Spent in 2011
Name of Association Name or Acronym of PAC Raised Spent

PA Medical Society PA Medical PAC (PAMPAC) $185,729 $172,678

PA Optometric Association PA Optometric PAC $89,712 $72,527

PA Dental Association PA Dental PAC (PADPAC) $67,022 $68,914

PA Ophthalmology Association PA Ophthalmology PAC $66,103 $72,430

PA Pharmacists Association PA Pharmacy PAC (PHARMPAC) $49,928 $21,049

PA Psychological Association PennPsyPAC $48,436 $51,486

PA Physical Therapy Association PA Physical Therapy Pos. Action Cmte. $25,119 $28,048

PA Assn. of Nurse Anesthetists PA Assn. of Nurse Anesthetists PAC $7,375 $3,609

Chiropractic Fellowship of PA Chiropractic Fellowship PAC $3,850 $2,750

PA Psychiatric Society Psychiatric Physicians of PA PAC $2,577 $1,938

PA State Nurses Association PSNA PAC $2,570 $1,479

mount successful efforts on issues 
such as full mental health coverage 
under state implementation of the 
Affordable Care Act.

An analysis of 2011 fundrais-
ing and expenditures by political 
action committees (PACs) affili-
ated with health care associations 
in Pennsylvania showed that 
PennPsyPAC was in the middle 
of the pack, although some other 
health care professional associa-
tions’ PACs outraised PennPsyPAC 
by significant amounts. 

PennPsyPAC raised approxi-
mately $48,000 in that year while 
PAMPAC raised about $186,000. 
The PACs for optometrists reported 
about $90,000, dentists $67,000, 
and ophthalmologists $66,000. The 
pharmacists’ PAC was just ahead 
of PennPsyPAC at about $50,000, 
while the physical therapists came in 
at just $25,000. Several others raised 
much smaller amounts, including 
the PACs for chiropractors, nurse 
anesthetists, psychiatrists, and 
nurses. (See Table 1.)

During 2011 PennPsyPAC raised 
funds almost exclusively for state 
legislative races, but also for one 

judicial race. Others also focused 
on legislative elections but may 
have spent money on other races. 
PAC contributions help get sup-
portive candidates elected or re-
elected. They can play a significant 
role in pursuing an organization’s 
public policy agenda.

On many legislative issues, 
including mental health parity 
and funding of the public mental 
health system, associations such 
as the Psychiatric Society work in 
concert with us. On others where 
they oppose us they will usually 
call in “reinforcements” from the 
Medical Society, which has much 
greater resources. Thus the PAC 
money they have at their disposal 
is significant. As an association we 
are doing well considering that psy-
chologists are vastly outnumbered 
in Pennsylvania by physicians, den-
tists, pharmacists, and others. 

We are indebted to PPA staffer 
Katie Boyer for doing the research 
on the Pennsylvania Department 
of State’s website to compile all of 
these figures. We will update this 
analysis with data for 2012 in the 
spring of 2013. 	
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SPECIAL SECTION — PSYCHOSOCIAL ASPECTS OF MEDICAL CONDITIONS: IMPACTS AND INTERVENTIONS

The Basics of Working With  
Chronically or Acutely Ill Clients
Terry Wolinsky McDonald, PhD

Dr. Terry  
Wolinsky McDonald

Continued on page 12

Although I have 
written regular 
quarterly newsletter 
articles for patients 
for many years, I 
have only written 
four articles spe-
cifically targeted 
for psychologists. 
The first, and most 
important, fact to 

know is that if you are uncomfortable 
with or around illnesses, your client will 
know, so if you are not comfortable do 
not see physically ill people in your prac-
tice. Refer them to someone else. It is not 
in anyone’s best interest. If a client has an 
illness about which you are not familiar, 
ask them to share information and pos-
sible websites. Then, make sure to do 
your homework. Your interest in their 
illness will help solidify the therapeutic 
relationship if they perceive you as some-
one who sees them as a “whole” person. 
If we, as psychologists, cannot bond with 
our clients as human beings, the therapy 
will be compromised. It is important to 
recognize this at the outset.

Mortality issues are at the very core 
of the human condition; fear of death 
and dying/ not having a “normal” life 
(whatever that means) surface and affect 
the ill client’s or caregiver’s long-held 
belief system. As per Piaget, people 
develop “schemata,” and these determine 
how people perceive events. It is far eas-
ier to alter something new to fit an exist-
ing schema than to change the actual 
schema. Changing no longer helpful 
schemata will be part of the therapeutic 
work. Be prepared for the long haul, since 
usually this is a relatively slow process, 
and do not try to rush it. Clients vary 
greatly in terms of their time lines, and it 
is important to pace their therapy based 
on their terms. Be particularly careful not 
to have preconceived notions about how 
the therapy (presenting problem) time 
line is for you. The client may be in total 
or partial denial or able to accept their 
condition only on an intellectual (vs. feel-
ings) level. Follow their lead as you work 
with them; pushing too hard will often 

be counterproductive. To a very large 
extent, these clients must go through 
the “grieving” process. It is not the same 
for everyone, as you know. Be sensi-
tive to your client’s individual needs; all 
chronically or acutely ill patients will not 
follow one particular protocol.

If your client was referred by her 
physician, she may be manifesting her 
depression/anxiety as anger, isolation, 
feeling misunderstood, agitation, irrita-
tion, sleep and/or appetite changes, feel-
ings of hopelessness or helplessness, and 
even despair. Her behavior may have 
changed dramatically, or in more subtle 
ways, but she will never be the same 
again – even if “cured.” It is important 
for patients to feel validated, and this is 
important for you, the psychologist, to 
do. If you were diagnosed with a serious 
chronic and/or potentially fatal illness, 
wouldn’t these be natural feelings? This 
is part of connecting with your client on 
the human level. They appreciate being 
viewed as human beings with an illness 
as opposed to “walking diseases.” 

As psychologists we often try, unsuc-
cessfully much of the time, to coordi-
nate care with the client’s physicians. 
When there is a serious medical condi-
tion, coordination of care is not optional 
unless the client has refused it. This is 
actually quite rare. As the psychologist 
you will likely have more of an oppor-
tunity to monitor the person than their 
physicians do. These clients are even 
more likely to share noncompliance 
issues with you, if there is the necessary 
trust. The last thing they want is more 
pills or diagnostic tests. Don’t push, but 
express your sincere concern. If you are 
not sincerely concerned, you need to 
refer this person to someone else who 
will be. It can be a fine line, not being 
overly concerned and being positively 
objective.

One of the most frustrating things 
for a person with an illness that may not 
improve or has no cure, is when others 
greet them saying they must be feeling 
better since they look better. It can, and 
often does, make the ill person feel even 
more misunderstood. There is a general 

notion that sick people usually or always 
look sick; this is not always the case, and 
being on the receiving end of these com-
ments can be extremely difficult. Often 
I will explain to clients that “Hi, how are 
you?” is just a greeting. Most people 
are not really interested in the details of 
how the other person is really feeling. 
One interesting experiment the client 
can do as homework is to answer that 
greeting with an answer like “absolutely” 
and keep on going. Most people are not 
really listening for an answer and will say 
something like “great!” or just continue 
to move on. Seriously and chronically ill 
patients frequently have a need to tell 
others how they are feeling when others 
are not interested. This is part of what 
makes these clients so vulnerable and 
misunderstood. Again, they do need to 
be validated. For many of the illnesses 
there are websites. I often tell these 
clients to carry around cards or papers 
with the website. If someone asks about 
their illness, the person can hand them 
the website and tell them to look it up if 
interested. The truly interested (maybe 
1 in 10-20, from my experience) will look 
it up. This keeps things in perspective. It 
also allows clients to not use whatever 
limited energy they have in negative 
ways.

It is also important to recognize, at 
the outset, if your client is more (or less) 
resilient, whether or not he feels any 
control, and, as time moves on, if old 
problems or traumas that he thought had 
long ago been put to rest have resurfaced. 

As the psychologist you 
will likely have more of an 
opportunity to monitor  
the person than their  
physicians do. 
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Chronic pain is 
a term that can 
conjure up many 
different images. 
However, for the 
purposes of this arti-
cle specific focus will 
be given to the psy-
chological factors 

involved in treating 
patients with chronic benign pain condi-
tions of a musculoskeletal nature. 

Pain is an experience we can all relate 
to for various reasons at different points 
throughout our lifetime. Acute pain is 
what we experience when the onset of 
discomfort occurs and is typically asso-
ciated with physical trauma such as a 
sprained ankle, a burn, or a fractured 
bone. However, in some instances dis-
comfort does not subside despite treat-
ment and a normative healing period of 
three to six months. The result is lingering 
pain for many more months or even years 
that is not easily obliterated. 

When pain begins we readily assume 
that hurt is synonymous with harm to the 
body. However, with chronic benign pain 
this association is no longer accurate. A 
good distinction is comparing acute pain 
to the sound of a car horn. It serves a 
functional purpose to warn us of poten-
tial harm. In contrast, chronic benign 
pain is much like a stuck car horn. It’s 
annoying and it won’t go away. However, 
it no longer serves to accurately commu-
nicate impending danger.

Acute pain interventions typically 
include such things as rest, immobiliza-
tion, and inactivity. Most of us have heard 
the recommendation, “If it hurts don’t do 
it.” However, when pain persists beyond 
its acute phase, inactivity can quickly 
become part of the problem rather than 
part of the solution. Prolonged inactiv-
ity has been demonstrated to inhibit the 
proliferation of beta endorphins which 
are more commonly known as the body’s 
natural “morphine” (Wells & Lessard, 
1989). Our goal should be to develop a 
more functional approach for patients 
who might otherwise adapt by doing less.

Fortunately, most individuals do 
endeavor to “carry on” with varying 

SPECIAL SECTION — PSYCHOSOCIAL ASPECTS OF MEDICAL CONDITIONS: IMPACTS AND INTERVENTIONS

Dr. Louis D. Poloni

It Only Hurts When I Breathe
Louis D. Poloni, PhD

degrees of functioning in spite of chronic 
pain. However, for those who don’t, the 
consequences can become emotionally 
devastating. Doing less to help mini-
mize pain can rob patients insidiously 
of the meaning and joy that activities 
can provide. A sense of helplessness is 
often expressed by patients who report, 
“I hurt if I do it and I hurt if I don’t do it.” 
Consequently, it is essential to assess this 
patient population for depression as a 
result of their chronic pain. 

Anxiety has also been well docu-
mented as an influence in adversely 
affecting pain tolerance. In some popu-
lations it is even more prevalent than 
depression (McWilliams et al., 2004). 
Patients who are showing increasing 
levels of anxiety may fear that their pain 
must come from “something worse.” For 
others, experiencing any exacerbation 
of discomfort can lead them to fear that 
they have somehow caused more damage 
and harm to their body. 

Establishing rapport
When patients are referred to a psycholo-
gist for pain management intervention 
physicians have typically exhausted their 
options to relieve the chronic pain. Many 
patients are told to “learn to live with it” 
so when a patient follows through with 
a referral they may present with a set of 
assumptions that need to be addressed if 
rapport is to be established.

Patients frequently come to treatment 
with some measure of guardedness if not 
suspicion. The patient may believe that 
the clinician will think the pain is “all in 
my head” and they expect the psycholo-
gist to confirm their worst nightmare. 
Consequently, establishing rapport is 
essential to credibility. For the psycholo-
gist, acknowledging the patient’s frustra-
tions and belief that the pain is real goes 
a long way in developing a therapeutic 
relationship. Valuable treatment time is 
lost by the naïve clinician who wants to 
determine if the pain is real or if it is as 
severe as the patient reports. 

Biopsychosocial factors
Correlations between self report of 
pain experience and abnormalities 

demonstrated on diagnostic tests have 
historically not been very impressive. 
Often, this led to erroneous conclusions 
that a patient’s pain complaints were 
not legitimate. However, these dispari-
ties gave way to eventual formulation 
of a biopsychosocial model of pain that 
conceptually aids us in understanding the 
complex interactions between specific 
physical and psychological events (Turk 
and Flor, 1984).

As a result, research has grown in 
recent years exploring an array of vari-
ables that mediate individual differ-
ences in pain tolerance including, but 
not limited to, age, coping style, gender, 
ethnicity, mood, personality traits, and 
even sleep patterns. Moreover, Porter et 
al. (2007) reviewed studies providing pre-
liminary evidence suggesting that even 
anxious attachments in childhood may be 
associated with maladaptive appraisals of 
and/or reactions to pain that could pre-
dispose individuals to develop persistent 
pain conditions. As you can see, one size 
does not fit all.

Interventions
Efforts to control and eliminate chronic 
pain can be as elusive as trying to nail 
pudding to a wall. However, we can be 
productive in aiding our patients in learn-
ing strategies to ameliorate discomfort, 
to cope more adaptively, and to function 
better despite chronic pain. 

Instruction in diaphragmatic breath-
ing, visual imagery, mindfulness medita-
tion, self hypnosis, and a variety of other 
relaxation-based techniques can help 
alter pain perception as well as physiolog-
ical response, i.e. decrease stress arousal, 
and reduce muscular tension. 

Teaching pacing skills is often an 
essential component to a treatment 
regimen to help patients from becoming 
their own worst enemy. Specifically, these 
patients are often at risk for overextend-
ing themselves physically with activity 
when pain lessens for any reason. As a 
result, they tend to utilize the presence 
or absence of pain incorrectly as a pri-
mary or sole determinant for functioning, 

Continued on page 16
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I have been in pri-
vate practice since 
1993. My strong 
interest and spe-
cialty have always 
been the relation-
ship between 
psychology and 
physical illness. I 

have viewed this area 
as being complex and challenging.

My patients range in age from chil-
dren of the age of 2 to adults in their 
90s. My patients have been struggling 
with psychological reactions to physical 
symptoms that may have been occurring 
long before the actual diagnosis of the 
illness. The diagnosis itself can also bring 
psychological reactions. The surgery and/
or treatments and their side effects bring 
physical and psychological changes and, 
of course, result in psychological reac-
tions. When one adds the age, life experi-
ences, belief systems, and support and/
or non-support of family members and 
friends, the psychologist and the patient 
have a set of very challenging issues with 
which to deal at the sessions.

From the very beginning of my 
graduate training at the University of 
Pittsburgh, I was fortunate to have had 
strong support from my mentor, Dr. 
Milton Seligman, and from professors 
such as Dr. Richard Desmond. In my 
internships here in Pittsburgh, I benefit-
ted from having had the supervision and 
guidance of psychologists such as Dr. 
Joseph Cvitkovic and Dr. William Cagney 
– both of whom have broken new ground 
with patient populations and psycho-
therapeutic techniques.

I have always had and continue to 
have support from the medical and hos-
pital communities here in Pittsburgh. 
Most of my patients are dealing with 
various cancer diagnoses as well as with 
other physical conditions such as heart 
ailments, strokes, migraines, RND, arthri-
tis, muscular sclerosis, muscular dystro-
phy, and chromosomal abnormalities. 
The work with my patients has given me a 
strong belief in a mind/body relationship. 

The psychotherapeutic sessions are so 
important in helping a patient to cope 
with a diagnosis and physical aspects of 
the disease as well as with the side effects 
of the treatments. I have never had dif-
ficulty in obtaining information from the 
patients’ physicians, no matter their spe-
cialties, and I communicate with them as 
well. This team approach is vital! I need to 
have an accurate understanding of what 
my patients are experiencing physically, 
and the physicians need to know what 
psychological approaches work well with 
their patients. As we communicate with 
each other, we are better able to help the 
patients through the many bumps in the 
road that may occur.

The overriding statement that I can 
make about this population is that each 
case is different. No two patients are 
alike, even if the diagnoses might be the 
same. Although I rely on my training in 
various psychological therapies, I have 
certain favorite approaches. Also, I have 
had to develop my own approaches, 
especially when it has come to working 
with young children. In general, I like to 
use a cognitive/behavioral approach. I 
like to guide the patients in the reframing 
of statements from negatives to posi-
tives; for example, I like to say, “Turn the 
coin over from the negative side to the 
positive side.” “Every negative has a posi-
tive.” We work with this approach at the 
sessions – especially when patients are 
dealing with depression and/or anxiety – 
and even children are able to do drawings 
that show negative and positive feelings 
and are able to act out stories using toys, 
play figures, dolls, and stuffed animals in 
order to alter their feelings from negative 
to positive.

Granted, some negative statements 
are harder to change than others, but I 
urge patients to stay in the here-and-now 
in order to be better able to take positive 
control of their thoughts and feelings. 
Examples are replacing the negative, “I 
have stage 4 breast cancer,’’ with positives 
such as “there are dramatic treatments 
today to deal with that,” “this is a beauti-
ful day and I feel good today,” “I have 

confidence in my doctor(s),” “my mind is 
sending positive messages to my body, 
and my body will respond in sending 
positive messages to my mind. There is a 
feedback loop.”

I worked with a 9-year-old boy who 
was battling a brain tumor. His right arm 
and fingers were paralyzed as a result of 
the surgeries and seizures he experienced. 
He was undergoing physical therapy, but 
the doctors were not able to predict its 
outcome, so this boy needed to deal with 
the anger he was experiencing because 
of the paralysis; for example, he would 
express constantly that he wanted to play 
baseball and basketball with his friends, 
and his frustration would manifest itself 

in his drawings and the stories he would 
develop at the sessions. At one session, 
while he was using play figures to develop 
a story, he started to hum, and I realized 
that he had a beautiful voice. I asked 
him if he liked music, and he said that 
he loved to sing. I knew from his parents 
that the family was very involved in their 
church. So this 9-year-old and I worked 
on certain positive statements such as: “I 
can sing well.” “I love music.” “I will speak 
with my parents about asking the priest 
if I can sing in the church choir.” “Dr. 
Hilda will speak with my parents about 
my taking piano lessons.” (I told him and 
his parents about a pianist who had been 
injured in a past war, and who wrote 
piano compositions for the left hand. His 

SPECIAL SECTION — PSYCHOSOCIAL ASPECTS OF MEDICAL CONDITIONS: IMPACTS AND INTERVENTIONS

Dr. Hilda K.  
Schorr-Ribera

Continued on next page

I need to have an accurate 
understanding of what my 
patients are experiencing 
physically, and the physicians 
need to know what psychologi-
cal approaches work well with 
their patients.

The Psychological Aspects of  
Physical Illness
Hilda K. Schorr-Ribera, PhD, ABMPP
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SPECIAL SECTION — PSYCHOSOCIAL ASPECTS OF MEDICAL CONDITIONS: IMPACTS AND INTERVENTIONS

parents said that they would look into it.) 
As this 9-year-old’s anger was converted 
to positive energy, his anger lessened and 
his depression lifted.

There are so many examples to 
choose from. In general, children do not 
understand what cancer is and what cells 
are, so I have a way of drawing a simple 
cell diagram in which I show them what 
happens when new healthy cells grow in a 
normal way and what happens when cells 
change and form a tumor. I use correct 
terminology as much as possible, and I 
write the words that I use, so the children 
can see the spelling. I have children’s 
books that show pictures of cells, so the 
children have a better idea of what is hap-
pening in their bodies. Always, I stress 
that when their physicians use surgery, 
medicine (chemotherapy) and/or a spe-
cial light (radiation) to kill the bad cells, 
good, healthy, new cells grow in their 
place.

In general I like to use hypnosis with 
patients of all ages to deal with pain 
management. Children use a favorite 
stuffed animal or doll to go into a hyp-
notic trance. I ask that the parents go 
through the hypnotic exercise along with 
the child, so they can understand how to 
guide the child at home. Also, I make a 
tape that patients can use at home.

There is a long road in dealing with 
a physical illness, and the road is often 
not a smooth one. The psychotherapeu-
tic session is an important place where 
patients can vent feelings that they find 
difficulty in expressing among family 
members, parents, or children who might 
become upset or frightened by them. It is 
vital that the patient has a set of psycho-
logical or cognitive/behavioral techniques 
that move the patient forward after the 
expression of these feelings; for example: 
“See a stop sign and see a TV screen with 
static. The static is removing the feelings 
that upset you. Now come up with the 
first positive feeling or positive thought to 
move you forward.” We practice this type 
of approach at the sessions.

Patients tend to perseverate, and I 
talk about a CD that gets stuck and keeps 
playing the same song again and again. 
I give patients alternative approaches 
to deal with this; for example, I suggest 

that they can set the stove timer or their 
phone timer for a certain number of min-
utes (maybe 10, maybe 30) and during 
that time they can deal with the thoughts 
and feelings that are overwhelming them, 
but once the timer rings, they have to 
end these thoughts and feelings, and they 
must stay focused on a positive feeling 
or positive statement for the rest of the 
day. When the next day comes, they can 
repeat this procedure again, and they can 
try to reduce the time on the clock. We 
talk about how it worked when I see the 
patient at the next session.

My office is in a separate section of 
my home and, because of this, my assis-
tant, Dr. Gizzy, was able to work with me 
for 15 years. Dr. Gizzy was a cat, and he 
had a PrD (a doctorate in purring). Gizzy 
was very affectionate, and he talked a lot. 
Children and older patients often asked 
for him. In Gizzy’s last year and a half of 
his life, he was in dialysis, and a veterinary 
technician came to my office each day to 
give him a treatment. Gizzy had a port, 
and the children who were undergoing 
cancer treatments had ports; the child 
would sit on the floor with Gizzy, and 
they would talk to each other. The chil-
dren would pour out their hearts to Gizzy 
about how they felt about their treat-
ments, and Gizzy would crawl into their 
lap, put his paws around their neck, and 
give them hugs while he talked to them.

I had a 4-year-old little boy who was 
especially close to Gizzy as Gizzy was 

getting weaker and sicker. It happened 
that Gizzy died before this child’s next 
session, and I worried how he would 
react. When I told him that Gizzy had 
died, the little boy said to me with a 
smile that now he wouldn’t have to be 
afraid. This child knew that he was very 
ill, and he asked me if I could help him 
to talk with his parents because they 
wouldn’t talk with him about how sick he 
felt and about dying.

This child’s parents were very open to 
working with their son, and the sessions 
helped the three of them to express feel-
ings with each other that they weren’t 
able to express easily on their own. The 
parents and I stressed that the child’s 
physicians were working hard to help 
him get well, that the medicines them-
selves (the chemotherapy) were strong, 
and they were making him feel sick but 
they have to do that in order to make 
him well. Always, I try to take a posi-
tive approach because, over the years, 
I have had experiences where patients 
responded well to a new treatment, and 
the patient would go into remission. I 
know that cancer and other illnesses can 
be unpredictable.

This child’s parents did help him keep 
a positive attitude while being supportive 
to his negative feelings when he felt very 
sick. Sadly, he did die several weeks later, 
and I would like to believe that his par-
ents, his psychotherapy sessions, and Dr. 
Gizzy helped his death to be peaceful. 

THE BASICS OF WORKING WITH CHRONICALLY OR ACUTELY ILL CLIENTS
Continued from page 9

Probably most importantly, you will need to help your clients realize that they always 
have a choice, even if not the choices they want. Teaching your clients to be proactive 
and not just passengers in their health care is extremely important. If their doctor(s) 
are the “pilots,” then they need to be taught how to be “copilots.” Even little things, like 
keeping an up-to-date health history on their home computer or written legibly gives 
more control. Every time they visit a new doctor they do not have to complete endless 
forms. Usually a stapler and the signing of a HIPAA form are all that are required. The 
person can sit in the physician’s waiting room with a book, crossword puzzle, smart-
phone or another activity of their choice. 

The purpose of this article is help psychologists when faced with challenging patients 
with Axis III diagnoses. These are just the basics with some general guidelines, which will 
benefit both psychologists and clients. 

Dr. Terry Wolinsky McDonald is a psychologist in solo private practice in Pittsburgh, PA, and 
a Board member of GPPA. She has had special training in a number of areas, and has a special 
interest in health psychology and the mind-body connection.

THE PSYCHOLOGICAL ASPECTS OF 
PHYSICAL ILLNESS
Continued from previous page
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As a field, psychol-
ogy has borne its 
fair share of internal 
debate which has 
served as one of 
the primary forces 
driving our progress 
as a discipline and 
science. In our rela-

tively brief history, 
we have tackled a spectrum of hallmark 
questions including: are we destined by 
nature or molded by nurture, is our moti-
vation driven primarily by unconscious 
impulses or external reinforcement, is 
our development a process of continual 
or punctuated change, and perhaps the 
most enduring, what is the nature of the 
mind/body relationship? The resulting 
understanding reached in each of these 
great debates was that neither side could 
fully do justice, or explain, the complex 
phenomenology of the human organ-
ism. Thus, when trying to establish which 
camp in each discussion is ‘correct,’ the 
only correct answer was ‘both.’ This 
brings us to the current Zeitgeist that has 
morphed the classic debates from one of 
black versus white to discussion of where 
within the gray area various examples fall. 
While ambiguous, it is in realizing the 
comfort that the gray area affords that 
allows us to maintain flexibility in our 
roles as professionals.

Unfortunately, as human nature dic-
tates, psychologists are creatures who 
tend to react poorly to such ambiguity as 
demonstrated by our tendency to seek 
form in the formless (e.g., the cluster of 
spring clouds that looks remarkably like 
a bunny rabbit). This propensity toward 
needing form, at times, does a great dis-
service to us as professionals. While it 
may help at times where organization 
and coordination demand specific defini-
tion, it is our adaptability that may be our 
greatest professional attribute. Consider 
for a moment the diverse settings in 
which psychologists practice. Hospitals, 
prisons, schools, private businesses, 
government agencies, and military post-
ings are just a short list of the places we 
deliver our services and each has its own 

SPECIAL SECTION — PSYCHOSOCIAL ASPECTS OF MEDICAL CONDITIONS: IMPACTS AND INTERVENTIONS

Comfort in the Gray
Mindfulness and Role Balance at the  
Intersection of Physical and Mental Health
William S. Chase, II, PsyD

Dr. William S. Chase, II

set of demands placed upon us profes-
sionally. Thus, to define ourselves in the 
context of a single setting belies the vari-
able, or ‘gray,’ nature of our field.

Take for example the integration of 
various psychological approaches into 
the medical community such as the 
much discussed mindfulness-based 
interventions. These interventions have 
been applied in a wide array of medical 
and psychological treatment settings 
and have been used in the treatment 
of chronic pain (Kabat-Zinn, Lipworth, 
& Burney, 1985), immune functioning 
(Davidson, Kabat-Zinn, Schumacher, 
Rosenkranz, et al., 2003), psoriasis 
(Kabat-Zinn, Wheeler, Light, Skillings, et 
al., 1998), as well as chronic physical ill-
nesses such as breast or prostate cancer 
(Carlson, Speca, Patel, & Goodey, 2004). 
This list of potential medical applications 
has been consistently lengthened with 
each passing year of published litera-
ture. With such broad medical applica-
tions suggested for this psychological 
approach, the line between the psycho-
logical and medical is easily blurred. 
Where once our methods were primarily 
aimed at easing mental suffering, empiri-
cal evidence now supports tangible medi-
cal benefit arising from some of these 
same interventions. To some this repre-
sents an uncomfortable quandary but it 
can be argued that this must be instead 
viewed as an opportunity. 

This current trend toward defining 
the expanding role of psychologists in 
the treatment of physical illness allows us 
to serve not only as consultants or sup-
port professionals but rather essential 
components of broader treatment teams. 
The desire to work as equals with our col-
leagues in the medical realm is justified, 
and in many cases essential with regard 
to continuity of care, despite the fact that 
many struggle with conceptualizing the 
Venn diagram-like nature of the health 
care professions. Perhaps we need to turn 
again to the concept of mindfulness to 
guide us in this struggle. To borrow from 
a definition provided by Jon Kabat-Zinn, 
one of the forerunners of the current 
psychological/medical fusion, to ignore 

opportunities provided by the present 
moment, “…we may not only miss what is 
most valuable in our lives but also fail to 
realize the richness and the depth of our 
possibilities for growth, and transforma-
tion.” (Kabat-Zinn, 1994, p. 4).

 Conceptually, as well as practically, 
it is essential that balance be established 
between accepting the singular, unified 
nature of the mind/body and determining 
to what extent physical and mental health 
be seen as separate but equally important 
components to the overall concept of 
health and wellbeing. It is thus equally 
important to understand the separate 
but equally important role we play as 
psychologists, as opposed to medical 
doctors, in the treatment of physical 
maladies. On the surface this may appear 
to be a black-and-white issue but in prac-
tice, the plenitude of gray area becomes 
apparent. 

No psychologist wishes to be seen as 
replaceable by a pharmaceutical prod-
uct, yet every day patients across the 
country begin psychiatric treatment for 
conditions with little to no consideration 
of psychological methods (although it 
seems that the inverse of this occurs 
far less frequently). Thus, psychologists 
should readily embrace the increasing 
respect, equality, and collegiality being 
shown by many of our medical coun-
terparts. When called upon, and when 
appropriate, psychologists must be ready 
to serve in a complementary, yet variable 
role to continue to establish and promote 
our legitimacy as a field. Whether the 
presenting issue is depressive symptomo-
logy or dermatological pathology, each 
opportunity to blur the lines traditionally 
set between psychology and medicine 
should be seized upon. This is not to say 
we should forget the limitations of our 
competency but rather we should stand 
firmly behind the broad application of 
our treatment methods and the potential 
benefits (both explored and otherwise) 
we offer to the medical community.

Just as it can no longer be argued that 
the mind and body are separate entities, 

Continued on page 14



14

T
H

E 
P

E
N

N
SY

LV
A

N
IA

 P
SY

C
H

O
LO

G
IS

T 
Q

U
A

R
T

E
R

LY
 •

 D
E

C
E

M
B

E
R

  2
01

2

SPECIAL SECTION — PSYCHOSOCIAL ASPECTS OF MEDICAL CONDITIONS: IMPACTS AND INTERVENTIONS

Are Psychological Treatments for 
Medical Disorders Cost-Effective?
Samuel Knapp, EdD, ABPP, Director of Professional Affairs

Health experts are increasingly 
recognizing the ways that psy-
chological interventions can 

contribute to alleviating physical condi-
tions. A few examples include relaxation 
exercises for chronic pain, biofeedback 
for migraine headaches, or the treatment 
of urinary incontinence after a stroke. 
Several insurers, such as Medicare, rec-
ognize these procedures and code them 
under the category of health and behav-
ior codes. They differ from other psycho-
logical interventions in that they target 
the patient’s physical illness (not mental 
illness).

Psychological interventions for medi-
cal conditions can improve the quality 
of life, increase attendance at work, or 
reduce physical symptoms for many 
problems. For example, in 2009 Buse and 
Andrasik found that behavioral interven-
tions for headaches “have been found to 
be superior to various control conditions, 
and the benefits from these treatments 
are generally maintained over time” (p. 
339). In 2011 LeBlanc et al., writing a 
review for the U.S. Preventive Services 
Task Force, found that “behaviorally 
based treatments are safe and effective 
for weight loss and maintenance” (p. 
434; Rappange et al., 2009). On the other 
hand, one team of researchers cautioned 
that the decreases in health care costs 
from the success of these programs may 
be offset by costs incurred because the 
patients are living longer!

However, the escalation of health care 
costs in recent years inevitably raises the 

question as to whether the procedures 
covered under the health and behavior 
codes actually reduce overall health 
care costs. The study of cost-offset can 
be quite complex because, for example, 
researchers may measure cost-effective-
ness differently, some studies combine 
two or more behavioral interventions, or 
other methodological factors may influ-
ence the interpretation of the results. 
For example, initial studies of smoking 
cessation showed that patients who quit 
smoking had higher future health care 
costs compared to those who did not 
quit smoking. At first glance it appeared 
that smoking cessation programs were of 
no value. However, Fishman et al. (2003) 
found that, when controlling for pre-
existing conditions, “smoking cessation 
does not increase long-term health care 
costs” (p. 733).

In addition, studies have shown that 
the procedures covered under the health 
and behavior codes can reduce overall 
medical costs. As it applies to chronic 
pain, for example, Brooks et al. (2009) 
found that hospital costs were reduced 
by an average of more than $1,500 when 
patients with hip fractures received 
behavioral interventions focused on 
reducing acute pain. Also, physician vis-
its fell by one-third after patients with 
chronic pain participated in psychologi-
cally based pain management programs 
(Caudill, 2009).                                             

In addition, a series of studies by Lorig 
and colleagues found that self-man-
agement programs (which often involve 

components that would be covered by 
health and behavior codes) reduced the 
length of hospital stays, emergency room 
visits, and overall medical costs (Brick, 
n.d.). Furthermore, psychological services 
appear especially important in control-
ling the medical conditions arising out of 
excess weight. A review of many studies 
found that diabetes prevention programs 
reduced health care costs (Saha et al., 
2010). For example, “the incremental 
cost-effectiveness ratio for a three com-
ponent strategy of diet, exercise, and 
behavior modification in women was 
$12,600, relative to routine care” for the 
treatment of excess weight (Roux et al., 
2007, p. 1101). Wolf et al. (2007) found 
that lifestyle management interven-
tions among obese patients with type 2 
diabetes led to modest cost savings. In 
addition, staff education combined with 
screening for diabetes led to decreased 
health care costs (Icks et al., 2007). 

We do not have data on the cost 
impact of every procedure that would 
be covered by the health and behavior 
codes. Nonetheless, the medical cost-
offset data read in combination with data 
on treatment effectiveness show that 
psychological treatments belong in the 
mainstream of contemporary health care 
practice. 

References
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we must equally accept that the roles of 
medical doctor and psychologist cannot be 
seen in absolute terms. As medicine may 
improve psychotherapeutic outcomes in 
our patients, so too may our psychological 
methods serve to improve medical out-
comes. To deny the resultant gray area is to 
resign ourselves to being marginalized para-
professionals rather than integral members 
of the broader health community. 

COMFORT IN THE GRAY... 
Continued from page 13
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Continued on next page

Inflammatory bowel 
disease (IBD) is a 
lifelong autoimmune 
condition which 
includes Crohn’s 
disease (CD) and 
ulcerative colitis 
(UC). IBD is char-
acterized by high 

morbidity, low mortal-
ity, complicated medication and surgical 
treatment, and a chronic course of incur-
able symptoms. Consequently, many of 
those diagnosed with IBD experience 
social isolation, impaired quality of life, 
functional abdominal pain, and increased 
anxiety and depression (Karwowski, Keljo, 
& Szigethy, 2009; Szigethy, McLafferty, & 
Goyal, 2010). Interactions between dis-
ease flares, life stress, and psychopathol-
ogy make IBD an ideal model to study 
brain-gut interactions.

The psychological manifestations of 
the illness, including depression, anxi-
ety, and both sleep and pain difficulties 
(Szigethy, McLafferty, & Goyal, 2010). 
With IBD being prevalent and diag-
nosed as early as childhood (Karwowski, 
Keljo, & Szigethy, 2009), these children 
and families have complex needs. The 
developmental period of childhood and 
adolescence is pivotal in the construction 
of identity, the development of cognitive 
and social skills, and emotional and phys-
ical changes. It has been documented 
that those with chronic childhood dis-
eases, like IBD, are at risk for depression, 
anxiety, social isolation, altered self 
image, family conflict, treatment adher-
ence problems, and school absences, 
impacting one’s quality of life and the 
larger family context (Karwowski, Keljo, & 
Szigethy, 2009).

Anxiety and depression rates within 
this population range between 25% and 
40%, and both can negatively influence 
the course of IBD. In fact, depression 
symptoms occur at higher rates than 
in other chronic physical diseases, can 
influence a relapse, aggravate symp-
toms, challenge life quality, and inter-
fere with treatment adherence and 
response. Children with IBD have to 

Hollie Dean-Hill

STUDENT SECTION — PSYCHOSOCIAL ASPECTS OF MEDICAL CONDITIONS: IMPACTS AND INTERVENTIONS

adjust to an illness, cope with a diagnosis 
and a damaged sense of self, and also 
may experience feelings of pessimism, 
shame, embarrassment, fear, and guilt. 
Many may struggle with unexplained 
symptoms, unsettling responses to the 
unknown, a grief reaction to a loss of 
“healthy self,” an inability to control 
or predict symptoms, and fear related 
to treatment course and intervention. 
Anxiety and pain associated with illness 
may impact sleep, therefore even further 
dysregulating one’s immune response, 
challenging healing, and impacting func-
tioning and quality of life. In summary, 
although many compounding factors are 
contributing to decreased psychological 

and physical wellness in this population, 
these modifiable risk factors also provide 
an opportunity to develop treatment 
paradigms for psychological symptoms 
(anxiety and depression), pain, sleep, 
and coping with IBD (Mackner, Crandall, 
& Szigethy, 2006; Thompson, Delaney, 
Flores, & Szigethy, 2011).

The Medical Coping Clinic of the 
Children’s Hospital of Pittsburgh was 
developed to translate behavioral 
research findings into improved psycho-
logical care for patients with IBD and 
other gastrointestinal disorders. Utilizing 
both medical and mental health pro-
fessionals to work collaboratively with 
children and families, the clinic works to 
integrate behavioral health into medi-
cal treatment. The practice of integrat-
ing physical and psychological domains 
when one is coping with a physical illness 

has produced positive outcomes. For 
example, screening for depression has 
helped identify at-risk patients to pre-
vent syndromal depression and anxiety. 
Psychological treatment strategies have 
been shown to be useful in the treatment 
of depression in IBD. Within the clinic, 
the employment of cognitive behavioral 
therapy (CBT), hypnosis, physician-
endorsed exercise, and pharmacotherapy 
as needed have been studied and prac-
ticed. CBT has been modified to address 
physical illness, incorporating education 
about depression and IBD. Hypnosis is 
useful in coping with anxiety and abdom-
inal pain, and contributes to increased 
immune functioning. The use of physical 
illness narratives allows for the explora-
tion and targeting of themes and prob-
lems most acknowledged by those being 
treated. Most commonly, IBD-related 
themes include: feelings of the damaged 
self, a lack of control over disease, pessi-
mism, shame, and guilt of being a burden. 
These themes can be directly targeted to 
help illness perception become less pessi-
mistic. CBT has allowed for a decrease in 
depression, improved quality of life, more 
optimistic views of illness, decreased 
medical utilization, and improved 
abdominal pain and fatigue (Szigethy, 
2004b). 

Effective treatment has been focused 
on the biological, psychological, and 
social domains. In treating the under-
lying organic problem with exercise, 
medication adherence, and alternative 
methods (e.g., hypnosis), the symptoms 
of IBD are manageable. The use of 
CBT techniques, specifically cognitive 
restructuring, symptom monitoring, and 
behavioral activation, are empirically 
supported treatments. Conflict resolu-
tion and activity scheduling allow for 
psychological improvement in manag-
ing the dynamics of coping with disease, 
depression, anxiety and pain. Education 
of life quality expectancy, family dynam-
ics, and school, work, and social issues 
further allows for the learning of how to 
navigate through the course of chronic 

The practice of integrating 
physical and psychological 
domains when one is coping 
with a physical illness has 
produced positive outcomes.

The Integration of Psychological and  
Medical Care in IBD
Hollie Dean-Hill, MA, NCC, hkdean@live.carlow.edu
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illness (Mackner, Crandall, & Szigethy, 2006; Thompson, Delaney, 
Flores, & Szigethy, 2011). The empirical evidence of the use of 
CBT with IBD has shown an altering in behavior and thinking to 
change mood. CBT also utilizes cognitive reframing to interrupt 
automatic emotional responses that maintain negative think-
ing. The teaching of problem-solving allows for the adjustment 
of thoughts and behaviors surrounding the element of control. 
The use of CBT allows for significant management of anxiety 
and depression symptoms as well as psychosocial elements 
associated with the impact of disease (Szigethy et al., 2004a; 
Thompson, Delaney, Flores, & Szigethy, 2011). Recent evidence 
also suggests that techniques like CBT and hypnosis may have a 
positive impact on IBD activity and course.

In conclusion, practitioners must consider the impact of 
biological factors as well as the psychological impact of hav-
ing a chronic physical illness. With children and adolescents, 
the impact of typical developmental milestones contributes 
to further difficulty in coping with a chronic illness. Adequate 
acknowledgement and sensitivity given to the management of 
illness, and the coping with life stressors and life changes associ-
ated with illness, allows for an integrated behavioral-medical 
approach to further contribute to greater quality of life. 
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which contributes to their engaging in an all-or-none activity 
pattern. Cognitive distortions including perfectionism can also 
contribute to this needless suffering. Many patients persist in 
spite of horrific pain with the attitude “once I start something I 
want to keep going until it’s done.”

Teaching pacing skills is essentially time management for this 
patient population. Learning to take breaks, planning ahead for 
activities, alternating physical posture, and using objective mea-
sures such as time or distance instead of pain levels can gradually 
increase and improve a patient’s tolerance for activity overall. 

Counseling patients in appreciating the mind-body inter-
action can empower them to obtain a better understanding 
of variables that can adversely impact their pain tolerance. 
Understanding the role of factors such as stress, mood, cop-
ing style, and even sleep disturbance can assist them in mak-
ing sense of otherwise inexplicable changes in their pain levels. 
Relying on this knowledge can aid the patient in implementing 
targeted coping strategies which can lessen discomfort and 
improve quality of life. 

Working with individuals who have chronic pain has its chal-
lenges and its rewards. Assisting these patients in becoming 
more productive and helping them to restore meaning and a 
greater sense of personal control to their lives are all worthwhile 
endeavors. 
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American Psychological Association Practice Organization 
Practitioner Helpline: 800-374-2723  TDD/TTY: 202-336-6123 

 
Crosswalk of 2012 Psychotherapy CPT® Codes to 2013 Codes 

Effective January 1, 2013 
 

* The codes shaded in orange are the same for 2012 and 2013  
 

Current Procedural Terminology®(CPT) copyright 2011 American Medical Association. All Rights Reserved. 
The CPT manual is available for purchase from the American Medical Association online or by calling toll-free, (800) 621-8335. 

 
 
For complete information on the 2013 psychotherapy codes, visit www.apapracticecentral.org/codes.  

For additional questions, email us at praccodes@apa.org.  

2012 Code 2013 Code(s) 
Diagnostic interview procedures 

90801, Psychiatric diagnostic interview 
examination 

90791, Psychiatric diagnostic evaluation 

Psychotherapy 
90804, outpatient psychotherapy 20-30 min 
90816, inpatient psychotherapy 20-30 min 

90832, Psychotherapy, 30 minutes with patient 
and/or family member 

90806, outpatient psychotherapy 45-50 min 
90818, inpatient psychotherapy 45-50 min 

90834, Psychotherapy, 45 minutes with patient 
and/or family member 

90808, outpatient psychotherapy 75-80 min 
90821, inpatient psychotherapy 75-80 min 

90837, Psychotherapy, 60 minutes with patient 
and/or family member 

90845,*  Psychoanalysis 90845, Psychoanalysis 

90846,* Family psychotherapy without the 
patient present 

90846, Family psychotherapy without the patient 
present 

90847,* Family psychotherapy, conjoint 
psychotherapy with the patient present 

90847, Family psychotherapy, conjoint 
psychotherapy with the patient present  

90849,*  Multiple-family group psychotherapy 90849, Multiple-family group psychotherapy 

90853,*  Group psychotherapy (other than of a 
multiple-family group) 

90853, Group psychotherapy (other than of a 
multiple-family group) 

Codes for interactive services  
90802, Interactive psychiatric diagnostic 
evaluation 

90791 plus interactive add-on code (90785)  

All current interactive psychotherapy services 
(90810 – 90815, 90823 – 90829) 

90785, Add-on code to be used in conjunction 
with appropriate psychotherapy code based on 
length of the session 

90857, Interactive group psychotherapy 90853 plus interactive add-on code (90785) 
Pharmacologic management add-on code 

90862, Pharmacologic management, including 
prescription, use and review of medication with 
no more than minimal medical psychotherapy 

90863, Pharmacologic management, including 
prescription and review of medication, when 
performed with psychotherapy services; used 
only as add-on to principal psychotherapy code 
(90832, 90834, 90837) 
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Editor’s note: Ms. Krop, a student at LaSalle 
University, was awarded the 2012 Patricia 
M. Bricklin Student Ethics Award in October 
for this essay. 

Separating the 
personal from the 
professional is chal-
lenging as the world 
becomes increas-
ingly linked by social 
networking sites. 
Social networking 
sites, while provid-
ing a multitude 

of beneficial services to psychologists, 
also give rise to new ethical dilemmas. 
As psychologists increasingly use social 
media to educate the public on mental 
health issues, the need for standards 
of quality governing online resources 
becomes progressively more apparent. In 
addition, the use of advertising through 
social networks has become relatively 
commonplace for psychologists. Ethical 
issues such as engaging in client solicita-
tion online, requesting testimonials, and 
paying for exposure via someone’s blog 
are all addressed to some degree by the 
APA Ethics Code; however, more specific 
and thorough standards are needed. The 
majority of psychologists and graduate 
students do engage in social network-
ing for personal reasons, resulting in the 
emergence of ethical issues related to 
self-disclosure and multiple relationships. 
As social media is evolving faster than 
ethical guidelines, it is imperative that 
psychologists address the importance of 
ethical implications of social networking 
sites on the profession. 

Public education can be considered 
a primary ethical obligation of practicing 
psychologists. Due to its ease of access 
and low cost, the Internet provides an 
excellent means of communicating infor-
mation to the public. However, problems 
arise when websites contain information 
that is low quality, misinterpreted, or 
used as a substitution for professional 
assessment and therapy. Therefore, there 
are a number of ethical considerations 
that the practitioner must consider when 
adding supplemental resources to their 

Ethical Implications of Psychologists Using  
Social Networking Sites
Melissa L. Krop

Melissa L. Krop

web pages. Psychologists must ensure 
that psychoeducational resources are 
accurate, informative, and unbiased. 
Including a resource on one’s website 
without thoroughly examining its content 
could have negative repercussions for the 
clinician and consumers, such as facili-
tating inaccurate self-diagnosis or the 
decision to forgo a professional assess-
ment. The need for meticulous review of 
potential resources is substantiated by 
the uneven quality of mental health care 
sites. This variability in terms of quality 
and quantity of the information avail-
able on mental websites is partially due 
to the lack of standards and regulations 
governing Internet use. Another issue is 
the adulteration of content by those with 
commercial agendas. The presence of this 
bias is particularly strong in sites target-
ing depressed and anxious individuals 
(DiBlassio et al., 1999). In addition, prac-
titioners must consider their own com-
mercial agendas. Any conflicts of interest 
should be clearly stated for the consumer 
so that resources can be assessed fairly.

 Providing access to high quality infor-
mation still yields several ethical prob-
lems. For instance, if a website provides 
symptom checklists, some individuals 
may misinterpret them; others may be  
in a unique circumstance to which the 
information does not apply. According  
to the APA Ethics Code Standard 9.01,  
“...psychologists provide opinions on the 
psychological characteristics of individu-
als only after they have conducted an 
examination of the individuals adequate 
to support their statements or conclu-
sions.” Disclaimers informing that these 
are not replacements for actual evalua-
tions could assuage some of these con-
cerns, but the potential for misuse cannot 
be completely eliminated.

For practitioners looking to promote 
their services, social networking sites 
offer a plethora of advertising opportuni-
ties. Social networking sites make it easier 
to advertise to specific target populations. 
Therefore, practitioners must ensure 
that they are not engaging in uninvited 
solicitation of potential clients. An 
example that may constitute in-your-face 

solicitation would be a psychologist col-
lecting e-mails from a discussion forum 
or listserv for people who lost loved ones 
and messaging them about grief coun-
seling services offered at her practice. 
Perhaps less obvious would be the case 
of a psychologist who posts a comment 
about these services on a blog related to 
loss of loved ones. Advertising via blogs 
and discussion boards presents a num-
ber of ethical concerns which have not 
been adequately addressed by the APA 
Ethics Code and for which there is little 
precedent.

Clients discovering personal infor-
mation about their clinicians, such as 
personal blog posts, political affiliation, 
and various posts on websites, can lead to 
irreversible changes in the nature of the 
relationship and blur professional bound-
aries (Tunick, Mednick, & Conroy, 2011). 
“Small world hazards” or “everyday life 
hazards,” in which connections to a cur-
rent client are revealed, have also become 
more problematic with the growing 
use of social networking sites. Typically, 
these connections are dealt with directly 
in therapy. However, when these “small 
world hazards” occur over the Internet, 
often the clinician cannot determine 
whether any disclosure has been made, 
eliminating the opportunity for the clini-
cian to deal with the situation appropri-
ately (Taylor et al., 2010). 

Handling “friend requests” from 
clients on social networking sites, such 
as Facebook, has become a common 
dilemma among practitioners. Receiving 
a friend request from a client puts the 
practitioner in a difficult position. The 
friend request can be rejected or ignored, 
which may create issues or tension with 
the client; if it is accepted, the client 
gains access to personal information and 
the issue of dual relationships is raised 
(Taylor et al., 2010). Therefore, personal 
policies on social networking with clients 
should be discussed early in treatment 
to prevent uncomfortable situations. 
Other multiple relationship issues related 
to the “small world hazards” previously 
mentioned can result from clinicians’ 
personal use of social networking sites. In 
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a survey by Taylor et al. (2010), respon-
dents reported that they discovered 
mutual connections with their clients 
when they inadvertently saw pictures 
of clients on social networking sites 
of friends or family members. Some 
respondents reported anonymous dat-
ing sites had even matched them with 
current or former clients. 

As social media is constantly evolv-
ing, psychologists need to continue to 
educate themselves on the emerging 
technologies and their associated ethi-
cal issues. Social networking sites are 
effective tools for educating the public 
on mental health issues; however, they 
also come with a number of ethical con-
siderations that need to be addressed in 
terms of content quality and potential 
misuse of the information. Advertising 
through social networking sites presents 
an easy, wide-reaching method of pro-
moting one’s services. The APA Ethics 
Codes still applies to this form of adver-
tisement; though adapting it to social 
media can be complicated and relies, 
to a certain degree, on the judgment of 
the clinician. Using social media for per-
sonal reasons can create ethical prob-
lems such as allowing clients to access 
personal information and the formation 
of dual relationships. In an age in which 
Facebook alone has more than 900 mil-
lion monthly active users (Facebook, 
2012), the impact of social networking 
on the field of psychology should not be 
underestimated.  
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I was talking with 
students after a col-
league’s presentation 
about growing up in 
the segregated South. 
Despite having heard 
about the civil rights 
movement since 
they were young, and 
having just finished 

reading a memoir about race and racism 
(Williams, 1995), they felt that my col-
league’s presentation “made it real” in 
ways that other experiences had not. They 
had a hard time hearing and understand-
ing racism, special difficulties recognizing 
more subtle forms of racism, and resisted 
descriptions of others’ oppression or their 
own privilege. 

Oppression and privilege are difficult 
to acknowledge. Like many other white 
girls raised in upper-middle class families 
(Brown, 1998), I was taught to avoid see-
ing or talking about bad things. I can’t 
even say how I learned this (I suspect that 
this was partly related to never seeing my 
parents argue), but it came to feel wrong 
to be angry or to talk about toxic things. 
In my early years as a therapist, I learned 
that anger and other difficult emotions 
were not necessarily wrong and that 
talking about problems was better than 
avoiding them. 

Whites can attempt to reduce their 
anxiety, guilt, and confusion about racism 
using strategies like those that I used as 
a child – through avoidance. Maybe this 
is why the previously-described students 
had read or heard other descriptions of 
racism without experiencing them as real, 
and why they resisted naming oppression 
and privilege. Others approach uncom-
fortable feelings using a colorblind stance 
(Greene, 1985; e.g., “I see everyone as the 
same,” “I don’t see color; I see a person”). 
Colorblindness, however, can mask racism 
rather than curing it, by creating commu-
nication barriers that make some issues 
off limits and by failing to address basic 
issues that stand in the way of healthy and 
productive discussions. Unfortunately, 
Whites who avoid discussions on race 
may be perceived as more racist, and less 
genuine and likable than Whites who 

“Can’t We All Just Get Along?”
Jeanne M. Slattery, PhD, jslattery@clarion.edu

are more prejudiced (Shelton, Richeson, 
Salvatore, & Trawalter, 2005; Vorauer & 
Turpie, 2004). 

Eric Holder suggested, “certain subjects 
are off limits and… to explore them risks, 
at best, embarrassment, and, at worst, 
the questioning of one’s character” (in 
Mendoza-Denton, 2010, p. 88). Our presi-
dent, Dr. David Palmiter, has asked that 
we discuss these off-limit subjects. Doing 
so may cause some to suspect that PPA is 
raising discussions about positive multi-
culturalism as a way of reducing Whites’ 
discomfort with discussions of privi-
lege, oppression, and microaggressions. 
Perhaps. Talking about race is difficult and 
anxiety-provoking. 

Our discussion on positive multicul-
turalism would be problematic if we used 
it to push ongoing problems underground. 
With my clients, however, I suggest that 
dealing with anxiety-provoking issues is 
adaptive and can be a step toward reduc-
ing problems. Rather than avoiding dan-
gerous discussions, we consider how we 
might have such discussions and how we 
can make them more effective. We won-
der when such conversations are already 
occurring and what makes them effective. 
Perhaps PPA can begin to identify factors 
allowing us to develop more effective and 
productive ways of discussing race, oppres-
sion, privilege, and other difficult issues. 
Perhaps, as Palmiter (in press) suggests, we 
can be slower to label behavior as racist 
(or with other isms) and instead develop 
nondefensive, open ways of talking with 
each other.

Bottom line, like Rodney King, I want 
us to get along, but I also hope that we 
begin to acknowledge each of our weak-
nesses and strengths, that we begin to 
build bridges rather than walls. Our lives 
are interconnected. When oppression 
of any sort prevents you – or anyone like 
you – from meeting your goals, my life 
is poorer. Conversely, when we create a 
welcoming environment that is not only 
accepting but celebrating of differences,  
all of our lives are enhanced. 
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The vision of the American 
Psychological Association’s current 
Public Education Campaign focus, 

For a Healthy Mind and Body…Talk 
to a Psychologist, is to help the public 
recognize the health benefits of caring 
for both mind and body. Recent studies 
and media reports conducted by APA 
have shown that more people than ever 
realize that physical health and mental 
health are intertwined and that psycholo-
gists are at the forefront of this public 
awareness.

More and more PPA members have 
become active in our Public Education 
Campaign and have let us know about 
their outreach activities to the public. We 
thank them for helping to “make psychol-
ogy a household word” in Pennsylvania. 

Recipients of the 2012 Psychology 
in the Media Award included: PPA 
member, Mr. Michael Gillum and Ms. 
Maiken Scott. Mr. Gillum was instru-
mental in launching the investigation into 
the Jerry Sandusky child sex abuse scandal 
which has garnered national media atten-
tion. Mr. Gillum exemplified an excellent 
professional presence in the media both 
locally and nationally. He came across 
exactly how we want a psychologist to 
come across: ethical, intelligent, articu-
late and compassionate. He has been 
interviewed by Harrisburg’s Patriot-News, 
20-20, CNN and USA Today, and numer-
ous other publications. Mr. Gillum’s efforts 
in the past year with the victims and 
with the press have further educated the 
public about the insidious nature of child 
sexual abuse. Ms. Scott is the Scattergood 
Foundation Behavioral Health Reporter 
for WHYY public radio in Philadelphia, 
and the executive producer of “Voices in 
the Family” with Dr. Dan Gottlieb. She 
researches and reports on a wide range 
of psychology-related topics of inter-
est to the general public. The award was 
presented to them on June 22 during our 
Annual Convention.

During the 2012 Annual Convention, 
a series of 12 free Mind-Body Health 
Workshops for the Public were held on 
June 20 and 21 at the Hilton Harrisburg. 
The workshop presenters included: 
Gemma Boyd, Esther Brahmstadt, 
Krystle Evans, Kristin Pitman, Jane 

Thompson-Rosenzweig, and Drs. 
Scott Browning, Laura Campbell, 
Beatrice Chakraborty, Sue Ei, 
Margaret Gsell, Katherine Hammond 
Holtz, Gail Karafin, Marie McGrath, 
Nicole Quinlan, Christie Sworen-
Parise and KristiLynn Volkenant.

The members of the E-Newsletter 
Committee continue to make psychology 
a household word by publishing PPA’s free 
quarterly electronic newsletter for the 
public, “Psychological News You Can Use.” 
Pennsylvania is the only state psycho-
logical association with an e-newsletter 
for the public. Allison Otto, and Drs. 
Tim Barksdale, Gail Cabral, Sue Ei, 
Pamela Ginsberg, David J. Palmiter 
Jr., Christie Sworen-Parise and 
Pauline Wallin, contributed articles for 
the June and September 2012 issues. The 
e-newsletter creative director is Dorothy 
Ashman. The chair of the E-Newsletter 
Committee and editor of the e-newsletter 
is Dr. Christina Carson-Sacco.

Dr. Julie Allender was the key-
note speaker for the January 27, 2012, 
Temple University College of Education 
graduation. Her topic was “Regrets to 
Achievements.” Sewickly psychologist,  
Dr. Allison Bashe, was interviewed 
for an article in the April 2012 issue of 
Pittsburgh Parent Magazine, “Prepare Your 
Child to Be Safe This Summer.” 

Dr. Kelly O’Shea Carney, Executive 
Director of the Phoebe Center for 
Excellence in Dementia Care in Allentown, 
was interviewed for an article on 
Alzheimer’s disease for the September 7, 
2012, issue of www.lvb.com (Lehigh Valley 
Business online newsletter). Dr. Ray 
Christner of Hanover was interviewed 
three times by Fox 43 News in York: Habits 
Parents Teach Their Children (August), 
Sibling Rivalry (May), and Cyberbullying 
(September).

Dr. Helen Coons presented 
“Controlling Worry” to 25 people at 
the Annual Conference for Women 
Living with Advanced Breast Cancer in 
April in Philadelphia, and “For Single 
Women! Dating After Breast Cancer” 
to 75 people at the Annual Conference 
for Young Women Affected by Breast 
Cancer in February in Orlando, Florida. 
She was interviewed as an expert source 

Thanks to Our Members 
Who Help to Make Psychology a Household Word

Marti Evans, APA Public Education Campaign Coordinator for Pennsylvania

for Completelyyou.com in September 
on “Women’s Fears of Breast Cancer,” 
Today.com in September on “Weight Loss 
After Pregnancy,” NBCphiladelphia.com 
in August on “Mothers Who Murder,” 
iVillage.com in May on “15 Ways to 
Tame Arthritis Pain with Your Mind,” 
WHYY Radio in Philadelphia in April 
on “Controlling Worry in Women with 
Advanced Breast Cancer,” Women’s Health 
Magazine in February on “Anxiety and 
Depression in Women,” More Magazine in 
February on “Sexual Desire in Women in 
Their 30s, 40s and 50s,” LearnVest.com in 
January on “Gender Differences in Stress,” 
Fit Pregnancy Magazine in January on 
“Pregnancy and Post-Partum Depression,” 
and ABCNews.com in January on “Families 
and Pregnancy Loss.” 

Ms. Mary Pat Cunningham was 
interviewed for the June/July issue of 
The Valley’s Child, a newspaper serving 
Lackawanna and Luzerne counties. The 
article was entitled “Helicopter Parents, 
Stop Your Hovering.” Dr. Andrea 
Delligatti made five presentations on 
Psychologically Healthy Workplaces: 
January 5 to 28 members of the Paoli-
Malvern-Berwyn Rotary, January 11 to 15 
members of the Downingtown Business 
and Professional Women, January 11 to 30 
members of the Berywyn-Devon Business 
Association, September 25 to 32 members 
of the Business Network International in 
Malvern, and September 27 to 19 mem-
bers of the Paoli-Malvern-Berwyn Rotary. 

On March 3, 4, 10, and 11, Bloomsburg 
psychologist, Dr. Sue Ei did a radio inter-
view about “Stress, Exercise and Time 
Management (aired on B98.3, ESPN1240 
and Max Potential Podcast). On April 
10, Dr. Audrey Ervin presented “The 
Superwomen Phenomenon: Women and 
Stress” to 15 people at the Warrington 
Health and Wellness Center. 

Dr. Kathleen (Kayta) Curzie 
Gajdos writes a column, “Mind Matters” 
for the online newspaper, Chadds Ford 
Live (www.ChaddsFordLive.com), and her 
articles also appear on her website, www.
drgajdos.com. The article on October 3 
featured “Why We Cry.” Dr. John Gavazzi 
was interviewed for a story on June 17 
about “Two Dad Households” on CBS 
Channel 21 in Harrisburg.
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Dr. Sybil L. Holloway co-authored 
a Selfhelp Magazine article on September 
22 with her Bloomsburg University col-
league, Dr. Barbara Yingling Wert, 
“Ten Ways for Students with a Learning 
Disability to Achieve Success in College.”

Dr. Virginia Koutsouros, presented 
“Anger Management and the Physiology of 
Anger” to a community group of 12 male 
leaders in West Philadelphia attending 
the Brothers Helping Brothers meeting on 
September 26 and “Stress Management: 
It’s Personal” at the Spectrum Health 
Services Annual Health Fair in West 
Philadelphia on August 17. Dr. Valerie 
Lemmon presented “Seasonal Affective 
Disorder” to 40 members of the Low 
Vision Support Group at Bethany  
Village in Mechanicsburg on August 28.  
Dr. John Lobb presented “Managing 
Serious and Chronic Illness” to 17 people 
in the Diabetic Support Group at DuBois 
Regional Medical Center on March 20.

On May 27, Dr. Terry Wolinsky 
McDonald presented “Role of 
Psychology and Support Systems in 
Chronic Illness” to 40 people at the 
International Pemphigus and Pemphigoid 
Foundation in Boston. Since 2004, 
she has written quarterly articles in a 
“Psychologically Speaking” column for 
the International Planned Parenthood 
Federation newsletter.

Ms. Patricia McGettigan pre-
sented “Stress and Depression” to a 
group of 100 seniors at the Falls Township 
Senior Center in Fairless Hills on June 
20. Dr. Mary Lou Mlecko presented 
“Brain Plasticity: It’s More Than What 
You Think” to 181 members of Road 
Scholar on September 13 at Chautauqua 
Institution in Chautauqua, New York.

Centre County psychologist  
Dr. Marolyn Morford gave an inter-
view for the Penn State report on 
pedophiles: http:www.youtube.com/
watch?v=85Lx53JpkOs. She was also 
interviewed in March by the Centre 
Daily Times about the qualifications of 
psychologists: http://www.mcclatchydc.
com/2012/03/29/143482/man-who- 
evaluated-alleged-sandusky.html.

Dr. Peter O’Donnell participated in 
a health and wellness fair in September 
at the Nittany Valley Rehabilitation 
Hospital in Pleasant Gap and presented 
“Stress Management and Happiness” to 
80 people. On October 9 he spoke to the 
Traumatic Brain Injury Support Group at 
the same hospital.

To celebrate National Depression 
Screening Day on October 11, Dr. David 

Palmiter, president of PPA, and his psy-
chology students at Marywood University 
coordinated free mental health screenings 
for over 200 community members in the 
Scranton area. USA Today interviewed 
him for an article on May 28 on “Parents 
Can Build in Special Time with Kids 
This Summer.” He was also interviewed 
by Radio PA in August about “Start the 
School Year Off Right.”

Dr. Steven Pashko presented “Our 
Two Selves” at the Philadelphia Meditation 
Center in Havertown on February 10 
(31 participants) and May 4 (14 partici-
pants), “Why Meditation” on May 13 (12 
participants), and “Different Meditation 
Practices” on June 10 (17 participants). 
Drs. Patricia Post and Gregory 
Anderson discussed “The Attention Test 
Linking Assessment to Services” on CBS 
Radio in Pittsburgh on September 16. 
They addressed several aspects of their 
seven part ADHD assessment system 
including diagnosis, examining comorbidi-
ties and interventions for ADHD.

The chair of PPA’s Public Education 
Committee, Dr. Nicole Quinlan, was 
interviewed on WVIA-TV on September 
18 for a Call the Doctor live broadcast on 
“Psychological Damage from Bullying.” 
She had a radio interview with WPGM 
in February and Y106.5 in January on 
“Psychological Impact of Overweight.” 

Dr. David Rogers of Hershey 
Psychological Services has presented 
numerous workshops to the Pennsylvania 
State Police, FBI, and other law enforce-
ment agencies. He also presented 
“Dealing with Difficult People” on May 18 
to 23 staff members at the state Capitol, 
“Cherishing Our Differences” to 40 people 
for the Pathways Institute, and “Enhancing 
Resilience in Crisis: Understanding Coping 
Styles” to 30 educators at the Bible Baptist 
School in Shiremanstown.

Dr. Jacqueline Sallade has a 
blog on salon.com called “Dr. Jackie’s 
Mental Health Moment” and on witf.
org called “Self-Help Now.” Brother 
Bernard Seif presented “Science, 
Spirituality and Healing” to 80 people 
at the Jesuit Center on January 27-29 in 
Wernersville, “Embracing a New Heaven 
and a New Earth” to 20 people at the 
Weston Summer Workshops on August 
10-12 in Weston, Vermont, and “Science, 
Spirituality and Healing” on September 
28-30 at the Kirkridge Retreat and Study 
Center in Bangor.

Dr. Christie Sworen-Parise pre-
sented “Rapport Building within a Medical 
Setting” for the Physician’s Assistant 

Program at Marywood University and 
“Positive Body Image” at the Leverage 
Training Studio in Forty Fort. 

Dr. Pauline Wallin writes a column, 
“on your mind . . . with Pauline Wallin” for 
the Body & Mind magazine published by 
the Patriot-News in Harrisburg six times 
each year. Recent topics have included, 
“What to Do When Grandparents 
Become Too Helpful,” “The Mental Side 
of Athletic Performance,” “How to Escape 
the Worrying Cycle,” “How to Stay in 
Love with Your Spouse for Decades.” She 
was interviewed by CBS 21 in Harrisburg 
on personality disorders. Dr. Wallin also 
presented “Three Paths to Happiness” on 
July 11 to 32 staff members at the state 
capitol. A recipient of PPA’s Psychology 
in the Media Award in 2002 and 2005, Dr. 
Wallin continues to actively reach out to 
the media nationally and internationally to 
help make psychology a household word. 

Ms. Sarajane Williams presented 
“The Therapeutic Harp” to 18 people at the 
Somerset Folk Harp Festival on July 27 in 
Parsippany, New Jersey, and to 30 people 
at the Southeastern Harp Weekend on 
October 28 in Asheville, North Carolina. 

If you have done a presentation about 
psychology and mind-body health to a 
community or business group, please let 
us know about it so your activities can be 
recognized in our next “Thanks to Our 
Members” article for the June issue of 
the Pennsylvania Psychologist. Kindly send 
the following information about your 
presentation(s) to Marti Evans at  
mevans@ PaPsy.org:

•	 Your name
•	 Title of your presentation
•	 Name of the group
•	 Date of presentation
•	 Location of presentation (city/state)
•	 Number of people present

Also, if you have authored a book or CD, 
have been interviewed by a reporter for a 
magazine or newspaper article, or a radio 
or television program, please send us the 
details!

We are very grateful for the efforts of all 
PPA members who do an interview or 
presentation, or produce written work that 
educates the public about psychological 
issues and services psychologists offer.

Want your name in our next 
article?



Identification of Specific Learning Disabilities in 
Pennsylvania’s Public Schools
Timothy J. Runge, PhD, NCSP, Indiana University of Pennsylvania
Shirley A. Woika, PhD, NCSP, The Pennsylvania State University

Dr. Timothy J. Runge Dr. Shirley A. Woika
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School Psychology Section

Theoretical basis for SLD	
The codification of a workable defini-
tion of specific learning disability (SLD) 
did not emerge until the 1960s when it 
was federally designated as a handicap-
ping condition (Fletcher, Lyon, Fuchs, 
& Barnes, 2007). Sam Kirk (1963) first 
offered a definition of learning dis-
abilities that was adopted in original 
special educational regulations (i.e., 
Education of All Handicapped Children 
Act). Contemporary definitions of SLD 
contain language very similar to the 
original definition including a disorder 
marked by deficits in the neurological 
system (National Joint Committee on 
Learning Disabilities, 1988), “abnormal-
ities in cognitive processing” (American 
Psychiatric Association, 2000, p. 50), or 
deficits in basic psychological processes 
(Individuals with Disabilities Education 
Act [IDEA], 2004). Although these vari-
ous definitions have their limitations 
(cf Fletcher et al., 2002), most contem-
porary definitions of SLD suggest that 
poor academic performance is related 
to deficiencies in cognitive abilities that 
otherwise are intact for typical learners. 

Operational  
conceptualization
Psychologists working in the schools 
rely on the IDEA definition because 
assessments are typically completed to 
determine eligibility for school-based 
services. Psychologists in private prac-
tice tend to use definitional criteria 
from the Diagnostic and Statistical 
Manual of Mental Disorders – Fourth 
Edition, Text Revision (DSM-IV-TR; 
American Psychiatric Association, 
2000) as these criteria are linked to 
insurance reimbursement. Although 
there is some overlap in criteria, they do 
differ in significant ways. 

The IDEA definition includes 
eight specific areas of disability to 
include oral expression, listening 

comprehension, written expression, 
basic reading skill, reading fluency 
skills, reading comprehension, math-
ematics calculation, and mathemat-
ics problem solving. The DSM-IV-TR 
defines four learning disorders: Reading 
Disorder, Mathematics Disorder, 
Disorder of Written Expression, and 
Learning Disorder NOS. The DSM-
IV-TR includes Expressive Language 
Disorder and Mixed Receptive-
Expressive Language Disorders under 
Communication Disorders. Only accu-
racy and comprehension difficulties 
are noted in the DSM-IV-TR’s Reading 
Disorder, with no reference to read-
ing fluency, while reading fluency was 
added to the IDEA definition during the 
last revision process. 

The DSM-IV-TR refers to mea-
sured achievement falling “substan-
tially below that expected given the 

person’s chronological age, measured 
intelligence, and age-appropriate 
education” (American Psychiatric 
Association, 2000, p. 51). The IDEA 
refers to “whether the child does not 
achieve adequately for the child’s age 
or meet State-approved grade-level 
standards … when provided with learn-
ing experiences and scientifically based 
instruction appropriate for the child’s 
age or state-approved grade-level 
standards” (34 CFR 300.311). These 
different criteria result in a major dif-
ference in interpretation. Based on the 
DSM-IV-TR, a child with a superior Full 
Scale IQ and average achievement in a 
given academic area could be viewed 
as meeting definitional criteria as a stu-
dent with a learning disorder. Based on 
the IDEA, this would not be the case. 
The IDEA, first and foremost, defines a 
student with a learning disability as one 
who is not achieving adequately based 
on age- or grade-level standards. Thus, 
a child with an average achievement 
score could not be found to be learning 
disabled using the IDEA criteria regard-
less of his/her level of cognitive ability 
or the magnitude of the discrepancy 
between ability and achievement. This 
is a major difference in interpretation.

LEA decision-making process
Perhaps the most significant difference 
in the definitions is the limitation of 
the DSM-IV-TR to a discrepancy model 
while the IDEA allows districts to also 
use data specific to a child’s lack of 
response to scientifically based instruc-
tion as a means to identify a child as 
learning disabled. Individual schools 
must develop a process for identifying 
children with specific learning disabili-
ties, and that process is outlined in the 
district’s Special Education Plan and 
must be approved by the Pennsylvania 

Continued on page 24

Many argue that comprehen-
sive cognitive functioning data 
assessing underlying neuro-
psychological processes directly 
associated with academic skills 
can be insightful within an RtII 
eligibility model.



There are two words 
that no parent ever 
wants to hear: “It’s 
cancer.” The thought 
brings pure panic to 
the most stable peo-
ple. In the United 
States, approxi-
mately 10,400 chil-
dren are diagnosed 

with cancer yearly (NCI, 2008). SEER 
(2012) reported that approximately 17 
children out of every 100,000 between 
the ages of 0 and 19 will be diagnosed 
with cancer each year. The most com-
mon childhood cancers include leukemia 
(blood cell cancers) or cancers of the 
brain and central nervous system.

Over the past 20 years there has 
been an increase in the incidence of 
children diagnosed with all forms of 
invasive cancer; however, death rates 
have declined dramatically over the 
same period. Childhood cancer is a life-
altering event that leads to numerous 
stressors, including emotional, psycho-
logical and often financial problems for 
children and their families. Stressors 
occur during developmental transitions, 
medical management, ongoing health 
care needs, relapse, and hospitalizations. 
Psychologists serve an important role 
in working to build resilience in children 
and their families.

The good news is that about 8 out 
of 10 children treated for cancer survive 
at least five years. This represents an 
increase in survival rate of about 45% 
since the early 1960s. However, the treat-
ments that help these children survive 
can also cause health problems later on. 
These are called “late effects.” Due to the 
increase in the incidence and survival of 
pediatric cancer patients, educators need 
to be cognizant of academic, physical, 
neurological, and psychosocial effects of 
the illness and the treatments. 

Late effects are treatment effects 
caused by the injury that the cancer 
treatment may cause to the healthy cells 

School Psychology Perspective:  
Children with Cancer
Gail R. Karafin, EdD, Public Policy Committee Chair, School Psychology Board

Dr. Gail R. Karafin
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Continued on page 24

in the body from surgery, radiation, che-
motherapy, or bone marrow transplants. 
Lack of cell nourishment, chronic cell 
injury, death of healthy cells, and scar 
tissue formation may all contribute to this 
damage. The late effects can vary with 
individuals depending on the child, age of 
the child, the location of the cancer, and 
the type and dose of the therapy. These 
therapies can contribute to problems 
with the brain, eyesight, hearing, growth 
and development, thyroid, sexual repro-
duction, heart and cardiovascular system, 
respiratory function, muscle and bone 
development, teeth, and second cancers. 
For the purposes of this article, we will 
focus on late effects of the cognitive, sen-
sory and behavioral systems.

Cancer treatments targeting the brain 
can create cognitive impairments and 
usually manifest within a few years of 
treatment. This includes lower IQ scores, 
lower academic achievement, problems 
with memory and attention, poor hand-
eye coordination, slowed development, 
and behavior problems. Nonverbal skills 
like math are more likely to be affected 
than language skills like reading or spell-
ing, but this is variable. Sometimes late 
effects include seizures or headaches. 
Effects on the pituitary gland impact on 
hormonal functioning and can cause 
fatigue, listlessness, poor appetite, cold 
intolerance, constipation, and problems 
with growth and sexual maturation.

Problems with eyesight can include 
problems for visual functioning such as 
dry eye, watery eye, eye irritation, dis-
colored sclera, poor vision or change of 
vision, blurred vision, double vision, cata-
racts, light sensitivity, poor night vision, 
and drooping eyelid. Certain treatments 
can also impact on hearing. Problems 
in hearing can be ringing in the ears, 
hearing loss (often at the high frequency 
levels), auditory figure-ground prob-
lems, dizziness, and excessive earwax. 
In younger children, hearing deficits can 
cause additional problems with language 
development. The school nurse needs 

to be alerted to perform screenings on 
a child treated for cancer and refer any 
changes to the child’s physicians. 

Emotional issues also need to be 
addressed with childhood cancers. 
Emotional issues vary depending on the 
level of maturity at the time of the illness. 
The child’s age, general resilience, and the 
extent of treatment may play roles in this 
regard. During treatment, families tend 
to focus on the daily aspects of getting 
through it and beating the cancer. Once 
treatment is finished, a number of emo-
tional concerns may arise. Some of these 
may last a long time and can include: 
•	 dealing with physical changes
•	 worries about cancer returning or 

new health problems developing
•	 feelings of resentment for hav-

ing had cancer or having to go 
through treatment when others do 
not

•	 concerns about being treated dif-
ferently or discriminated against 
by classmates or teachers, or con-
versely expectations for special 
considerations

•	 changes in attentiveness
•	 changes in emotional or impulse 

control
•	 concerns about dating, marrying 

and having a family later in life

The treatments that help 
these children survive can 
also cause health problems 
later on. These are called 
“late effects.”
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IDENTIFICATION OF SPECIFIC LEARNING DISABILITIES 
IN PENNSYLVANIA’S PUBLIC SCHOOLS
Continued from page 22

SCHOOL PSYCHOLOGY PERSPECTIVE: CHILDREN WITH 
CANCER
Continued from page 23

Many childhood cancer survivors cope with the experience 
in a positive way, setting clearer priorities, and establishing 
stronger self-values, while others have a harder time recover-
ing, adjusting to life after cancer, and moving on. It is normal to 
have some anxiety or other emotional reactions after treatment 
but feeling overly worried, depressed, or angry can affect many 
aspects of a young person’s growth and get in the way of rela-
tionships, school, and/or family life. The strong support of fam-
ily, of other cancer survivors, and of mental health professionals 
is important to their recovery.

Psychologists can help to ensure that emotional support is 
provided in the education and management of care for chroni-
cally ill children. This may include acting as a liaison for the hos-
pital, school, family, and child. Mental health professionals and 
medical personnel can help parents tell the chronically ill child 
and siblings about the disease based on developmentally appro-
priate information and adequate background knowledge about 
the illness. Mental health professionals can inform teachers and 
administration of symptom presentation, behavioral effects, 
and academic performance issues, and then identify interven-
tions that may work best given the child’s health limitations. 
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Department of Education’s Bureau of Special Education. At 
present, there are only 25 individual schools in the state that are 
approved to use Response to Instruction and Intervention (RtII) 
data for eligibility decisions (PaTTAN, 2012). A typical school 
approved to use RtII data may outline a process for students in 
grades K-4 to be identified using RtII data specific to reading 
disabilities while all other disabilities are determined based on 
a discrepancy between achievement and ability (or predicted 
achievement). The criterion that students must be functioning 
well below grade level standards remains regardless of the iden-
tification method (discrepancy or RtII) used in the school.

Integration of IEE with LEA decision-making  
process
An independent educational evaluation (IEE) is the term used 
to designate a psychoeducational evaluation of a school-aged 
child that is completed by an appropriately credentialed person 
or agency other than the child’s local educational agency (LEA). 
Under IDEA regulations, an LEA is required to consider, not 
necessarily accept, the results of the IEE when making a deter-
mination of special education eligibility. LEAs can disagree with 
the results of an IEE for a variety of reasons; however, one such 
reason may be that the IEE is not consistent with the LEA’s SLD 
eligibility practices. 

Knowing what criteria LEAs are authorized by the 
Pennsylvania Department of Education to use in the iden-
tification of SLD should guide the assessment battery and 
interpretations utilized in the IEE. If the LEA continues to use 
an ability-achievement discrepancy approach, then the IEE 
would likely include administration of a standard cognitive 
and achievement battery such as the Wechsler or Woodcock-
Johnson series. These data would be easily integrated with LEA 
data when determining special education entitlement.

If an LEA, however, uses an RtII identification model for SLD, 
then the private practitioner needs to understand that tradi-
tional ability-achievement data many not be accepted by the 
LEA as evidence of an SLD. Under an RtII identification model, 
SLD is determined by reviewing progress monitoring data col-
lected over multiple weeks using measures such as Dynamic 
Indicators of Basic Early Literacy Skills (DIBELS; Good et al., 
2011) or AIMSweb (Pearson, 2012) and evidence that empiri-
cally-supported instructional practices and interventions were 
implemented with fidelity. A measure of cognitive abilities is not 
required except to rule out an intellectual disability. Therefore, 
traditional ability-achievement discrepancy data are typically 
not considered to be indicators of SLD within an RtII identifica-
tion model.

If conducting an IEE for a child in an LEA that uses RtII as its 
SLD identification model, what data can the IEE provide that will 
facilitate a collaborative relationship? Many argue that compre-
hensive cognitive functioning data assessing underlying neuro-
psychological processes directly associated with academic skills 
can be insightful within an RtII eligibility model. These data, for 
example, may include assessment of phonemic awareness skills, 
verbal memory, and executive functioning because these are 

cognitive skills that are known to directly influence the ability to 
read (Hale & Fiorello, 2004).

Those who complete IEEs are strongly advised to contact 
the child’s LEA prior to conducting the evaluation. Once prac-
titioners know which eligibility determination model the LEA 
uses, then the practitioner can tailor the evaluation to maximize 
the likelihood that IEE data are meaningfully integrated with 
the LEA’s data. Failure to acknowledge the LEA’s SLD eligibility 
model and collection of assessment data that can be integrated 
with that model will provide little benefit to the child, guardian, 
or school team. 
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NEW FELLOWS
Joanne L. Cohen-Katz, PhD
Allentown, PA

Eric S. Franzone, PsyD
Mount Bethel, PA

John R. George, PhD
Blawenburg, NJ

Brent N. Henderson, PhD
Pittsburgh, PA

Andrea Koban Payne, PhD
Wynnewood, PA

Carol B. Luce, PhD
Beaver, PA

Timothy J. Runge, PhD
Indiana, PA

Marla J. Somova, PhD
Pittsburgh, PA

Davis C. Tracy, PhD
Gardners, PA

Sharon R. Wilson, PhD
Pittsburgh, PA

Joseph H. Wright, PhD
Drexel Hill, PA

MEMBER TO FELLOW
Robin Arnold, PsyD
Elkins Park, PA

Ray W. Christner, PsyD
Hanover, PA

Frances M. Sessa, PhD
Ardmore, PA

NEW MEMBERS
Laura L. Blandy, PsyD
Plymouth Meeting, PA

Carolyn M. Carbone, PhD
Haddonfield, NJ

Anna M. Czipri, PsyD
Philadelphia, PA

Joy A. Duckett, PsyD
Westampton, NJ

Sara M. Evans, PsyD
Philadelphia, PA

Dara S. Fisher, PsyD
Media, PA

Ariele Garofalo, PsyD
Philadelphia, PA

Susan G. Goldberg, PhD
Pittsburgh, PA

Elana Goldmintz- 
   Gotfried, PsyD
Bala Cynwyd, PA

Kristen M. Hennessy, PhD
Huntingdon, PA

Alison I. Kaufman, PsyD
Wayne, PA

Kelly D. Kettlewell, PhD
Lewisburg, PA

Zachary Maichuk, PsyD
Lansdale, PA

Elizabeth McCaffrey, PsyD
Ardmore, PA

Kristin E. Mehr, PhD
Kennett Square, PA

Duangporn O’Toole, MS
Chalfont, PA

Steven J. Pasquinelli, PhD
Allison Park, PA

Karen J. Taratuski, PsyD
Flourtown, PA

Melvin L. Varghese, PhD
Philadelphia, PA

Sandra L. Walsh, PsyD
Bryn Mawr, PA

Bruce R. Weatherly, MA
Harrisburg, PA

STUDENT TO MEMBER
Joseph Altobelli, PsyD
Philadelphia, PA

Tim Barksdale, PsyD
Drexel Hill, PA

Judith H. Carney, PsyD
Warminster, PA

Jessica Evans, PsyD
Exton, PA

Michelle M. Manasseri, PsyD
Lancaster, PA

Alison E. Paules, PsyD
Elizabethtown, PA

Beth Rhoads, PsyD
Philadelphia, PA

Natalie Sheridan, PsyD
West Chester, PA

Amanda K. Smith, PsyD
Emmaus, PA

NEW STUDENTS
Richard G. Allen, EdS
Swedesboro, NJ

Benjamin R. Barnes, MA
Philadelphia, PA

Lauren C.  
   Bartholomew, MA
Bristow, VA

Joshua M. Boden, BA
Philadelphia, PA

Kathleen A. Breslin, MA
Media, PA

James A. Carney, MA
Exton, PA

Mark D. Cassano, MS
Philadelphia, PA

Kelly L. Chamberlain, MA
Newtown, PA

Philip Cheung, BS
Lancaster, PA

Ralph J. Crabbe, MA
Las Cruces, NM

John M. Della Porta, MS
Philadelphia, PA

Lisa M. DeRitis, BA
Bryn Mawr, PA

Gennaro M. DiCarlo, BA
Philadelphia, PA

Thomas A. Dixon, BS
Philadelphia, PA

Monica A. Dougherty, EdS
Drexel Hill, PA

Courtney G. Dougherty, MS
Ocean City, NJ

Michelle L. Dube, MA
Philadelphia, PA

Jesse F. Everhart, BA
York, PA

Anthony D. Fatzinger, MA
Allentown, PA

Samantha L. Fitz-Gerald, MA
Philadelphia, PA

Eric Franco, MS
Westville, NJ

Erin R. Gates, MA
Howard, PA

Rebecca M.L. Gleeson, MEd
Erie, PA

Jasmine R. Harris, BS
Philadelphia, PA

Jennifer Hellmuth, BA
Churchville, PA

Erin N. Henry, BS
Conestoga, PA

Jennifer L. Hess, MS
Moorestown, NJ

Kristin M. Hess, MS
Chester Springs, PA

Sarah M. Hittinger, MA
Wynnewood, PA

Maria E. Hoff, BS
Millersville, PA

Frank J. Hutchko, MEd
Reading, PA

Brynn Huyssen-O’Reilly, MS
Philadelphia, PA

Kristin M. Jackson, MA
Norristown, PA

Alexandra M. Johnson, MA
Philadelphia, PA

Sharon M. Jung, MA
Indiana, PA

Tatyana Kiseleva, MS
Jamison, PA

We offer a huge, herculean, whopping welcome to the fol-
lowing new members who joined the association between 
August 1 and October 31, 2012!

Welcome, New Members

Christine Klinkhoff, MA
Philadelphia, PA

Samantha L. Kozza, MS
Philadelphia, PA

Rebecca M. Kutz, BA
East Petersburg, PA

Jessica A. Lax, BS
Willow Grove, PA

Erin M. Lucey, MSEd
Philadelphia, PA

Crystal D. Mahoy, MA, MS
Reading, PA

Odelia N. McFadden, MA
Philadelphia, PA

Judith I. McGhie, MS
Norristown, PA

Alfred W. McKinley, BA
Wayne, PA

Simone Miliaresis, BA
Turnersville, NJ

Shannon E. Miller, BS
Hanover, PA

Alicia M.C. Miller, BA
Birdsboro, PA

Lisa C. Millhouse, MS
Landisville, PA

Brian Moran, MA
Philadelphia, PA

Kendrick P. Mugnier, MA
Philadelphia, PA

Ashley D. Murry, MA
Nottingham, PA

Aaron T. Myers, MS
Plymouth Meeting, PA

Jillian Neill, MA, MEd
Haverford, PA

Linda Y. Nickens, MS
Philadelphia, PA

Alexandra P. Orr, MA
West Chester, PA

Leena A. Patel, MA
Hanover, MA

Leslie N. Perez, MS
Swarthmore, PA

Katie M. Peters, MA
Pottstown, PA

Sofia Pham, BA
Philadelphia, PA

Bianca P. Pizzo- 
   Coleman, MA
Bridgeton, NJ

Cynthia A Powell, MEd
West Chester, PA

Emily J. Renneburg, MA
Philadelphia, PA

Danyelle C. Salpietro, MA
Philadelphia, PA

Simone K. Saltzman, BA
Philadelphia, PA

Nicole M. Santos, BS
Philadelphia, PA

Matthew J. Schaffer, MS
Limeport, PA

Carinna M. Scotti- 
   Degnan, MA
Pittsburgh, PA

Stephen J. Sell, MS
Catasauqua, PA

Amelia D. Serine, MA
Philadelphia, PA

Laura J. Shifflett, BS
Palmyra, PA

Bethany D. Simon, MA
Philadelphia, PA

Amanda K. Slowik, MS
Reading, PA

LaToya L. Small, MS
Philadelphia, PA

Kristine V. Spano, MEd
Wynnewood, PA

Valisha D. Terry, BA
Philadelphia, PA

Annemarie S. Tester, MS
Blue Bell, PA

Anthony G. Turner, MHS
Ardmore, PA

Samantha A. Welsh, MA
Mays Landing, NJ

Janine M. Winner, MA
Downingtown, PA

Dominika K. Zylik, BA
Philadelphia, PA 
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The articles selected for one CE credit in this issue of 
the Pennsylvania Psychologist are sponsored by the 
Pennsylvania Psychological Association. PPA is approved 

by the American Psychological Association to sponsor continu-
ing education for psychologists. PPA maintains responsibil-
ity for this program and its content. The regulations of the 
Pennsylvania State Board of Psychology permit psychologists 
to earn up to 15 credits per renewal period through home study 
continuing education. If you have more than 30 continuing edu-
cation credits for this renewal period, then you may carry over 
up to 10 credits of continuing education into the next renewal 
period.

You may complete the test at home and return the answer 
sheet to the PPA office. Passing the test requires a score of at 
least 70%. If you fail, you may complete the test again at no addi-
tional cost. We do not allow more than two attempts at the test.

Complete the response form at the end of this exam, mak-
ing certain to match your answers to the assigned question 
numbers. For each question there is only one right answer. Be 
sure to fill in your name and address, and sign your form. Allow 
3 to 6 weeks for notification of your results. If you successfully 
complete the test, we will mail a confirmation letter to you. The 
response form must be submitted to the PPA office on or before 
December 31, 2014.

Return the completed form with your CE registration fee 
(made payable to PPA) for $20 for members ($35 for non mem-
bers) and mail to:

Continuing Education Programs
Pennsylvania Psychological Association
416 Forster Street
Harrisburg, PA 17102-1748

Learning objectives: The articles in this issue will enable 
readers to (1) assess and explain current issues in professional 
psychology, and (2) describe and act on new developments in 
Pennsylvania that affect the provision of psychological services.

DeWall
1.	 House Bill 1570 would have:

a. 		 provided that only physicians, dentists, and podiatrists 
can be members of hospital medical staffs 

b. 		 provided an easier way for the Secretary of Health to 
grant exceptions for membership on hospital medical 
staffs

c. 		 added psychologists, pharmacists, and nurses to hospi-
tal medical staffs

d. 		 allowed each hospital to decide who is on their medical 
staff

Knapp et al. – Legal Column
2.	  A father wants his 15-year-old son to get therapy, but the 

mother refuses to agree to it. The 15-year-old is refusing to 
go to therapy. The parents are divorced with a court order of 
shared legal custody. In this case the psychologist:
a. 		 cannot treat the child simply because one parent has 

given consent
b. 		 could treat the child if the child changes his mind and 

agreed to treatment

c. 		 could not treat the child because the child is refusing 
treatment and the parents, who have shared legal cus-
tody, do not agree on the need for treatment

d. 		 all of the above 

3. 	 A mother wants her child (aged 13) to get psychotherapy, 
but has not had any contact with the father (who has court-
ordered shared legal custody) for several years. She can give 
the last known address of the father. According to risk man-
agement principles suggested by the authors, in this situa-
tion the psychologist:
a.  	 should not treat the child
b.  	 should document attempts to contact the father, but 

need not withhold treatment if the father remains 
missing 

c.  	 can go ahead and treat the child without attempting to 
contact the father

d.  	 none of the above

Poloni
4. 	 Current research findings indicate which of the following 

can influence chronic pain perception?
a. 		 coping style
b. 		 anxiety
c. 		 culture
d. 		 depression
e. 		 all of the above

5. 	 Teaching pacing techniques to chronic pain patients is use-
ful for:
a. 		 creating an all-or-none activity pattern
b. 		 facilitating sleep
c. 		 helping them increase functioning
d. 		 assisting them in avoiding overexertion
e. 		 c and d only

Chase
6. 	 For which of these medical conditions are mindfulness-

based interventions not discussed as contributing to physi-
cal benefit?
a. 		 chronic physical pain
b. 		 Wilson’s disease 
c. 		 psoriasis
d.		 immune function
e. 		 breast cancer

7. 	 Psychologists should strive to make a case for a role in every 
dimension of the medical field.
True
False 

Dean-Hill
8. 	 Up to what percentage of children and adolescents with 

IBD struggle with comorbid anxiety and/or depression?
a.  	 30%
b.  	 40%
c.  	 50%
d.  	 60%

CE Questions for This Issue
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9. 	 Hypnosis has been demonstrated to be useful in the  
treatment of which symptoms?
a.  	 pain
b. 		 anxiety
c. 		 both a & b
d. 		 neither a nor b

Slattery
10. 	 Whites who avoid discussions on race may be perceived as 

_______ than more prejudiced Whites.
a. 		 more likable
b. 		 more racist 
c. 		 less intelligent
d. 		 more highly genuine and authentic

Continuing Education Answer Sheet
The Pennsylvania Psychologist, December 2012

Please circle the letter corresponding to the correct answer for each question.
1.	 a	 b	 c	 d		  7.	 T	 F
2.	 a	 b	 c	 d		  8.	 a	 b	 c	 d
3.	 a	 b	 c	 d		  9.	 a	 b	 c	 d
4.	 a	 b	 c	 d	 e	 10.	 a	 b	 c	 d
5.	 a	 b	 c	 d	 e	 11.	 a	 b	 c	 d
6.	 a	 b	 c	 d	 e	 12.	 a	 b	 c	 d	 e

Satisfaction Rating
Overall, I found this issue of the Pennsylvania Psychologist

Was relevant to my interests	 5	 4	 3	 2	 1	 Not relevant
Increased knowledge of topics	 5	 4	 3	 2	 1	 Not informative
Was excellent	 5	 4	 3	 2	 1	 Poor

Comments or suggestions for future issues _ ______________________________________________________

______________________________________________________________________________________

Please print clearly.
Name__________________________________________________________________________________

Address _ _______________________________________________________________________________

City _______________________________ State _____ZIP__________ Phone (             )___________________

I verify that I personally completed the above CE test.

Signature______________________________________________ Date_______________________________

A check or money order for $20 for members of PPA ($35 for non-members of PPA) must accompany this form.  
Mail to Continuing Education Programs, PPA, 416 Forster Street, Harrisburg, PA 17102-1748.

Karafin
11. 	 In the past 20 years statistics about childhood cancer  

indicate that childhood cancer has:
a. 		 increased and the survival rate has increased 
b. 		 decreased and the survival rate has decreased
c. 		 increased and the survival rate has decreased
d. 		 decreased and the survival rate has increased

12. 	 Cancer and its treatment can cause changes in:
a. 		 the brain and cognitive system
b. 		 vision functioning
c. 		 hearing functioning
d. 		 hormonal functioning
e. 		 all of the above 



The basics (Nerds can skip this section.)
All computer-like devices have both an 
“operating system” (such as Mac’s OSX or 
Windows) which runs the screen, mouse, 
connections to the Internet, printers, and 
all kinds of neat stuff in the background and 
a set of programs called “applications” to 
accomplish tasks. These are the familiar word 
processors, Internet browsers, spreadsheets, 
etc. Each of these kinds of software comes in 

two levels – more powerful ones to run on desktop or networked 
machines and smaller versions suitable for the less powerful hard-
ware processors (“chips”) in mobile devices such as smart phones 
and tablets. For Apples, iPads, iPhones, and iPods the operating 
system is called iOS while other mobile devices use the Android 
OS or Microsoft’s “Windows.”

“Netbooks” and “laptops” are portable and intermediate. 
Laptops run the full size operating systems and applications and 
netbooks run simpler versions. Cell phones that do just telephone 
are called “feature phones” and those that browse the Internet or 
run apps are called “smart phones.” The software programs for 
mobile devices to accomplish a task are called “apps” as a mini-
mized version of “applications.” There are approximately 700,000 
apps, and around 10,000 of these address health and medical 
concerns. 

Smart phones as healthcare
Well designed apps can help diagnose, manage, and treat medi-
cal and psychological conditions. While best used as part of a 
therapeutic relationship they offer particular value for those with 
limited or no access to typical treatment modalities. It is currently 
possible to “prescribe” apps for disorders but this raises many 
questions. 
•	 Apps have not been scientifically evaluated for risk or effec-

tiveness and are currently unregulated (see endnote). How 
do they interact with medications, psychotherapy, lifestyle, 
and self-care? 

•	 Can prescribing an app create legal and ethical vulnerabil-
ity? Who is responsible if a condition worsens – the app’s 
developer? The prescriber? The malpractice insurer?

•	 Apps rarely protect the privacy and security of the data 
they collect, instead relying on the generally unsophisti-
cated user. 

•	 And lastly, how are they supported? Are they to be bought 
(and bought again?) or paid for with ads? And if so, how will 
the ads be selected?

Electronic medical records systems are rapidly being adopted 
and extended. These will have to offer a “patient portal” where 
patients with Internet access can see their appointments, records, 
use e-mail and, relevant here, collect data generated by apps on 
their smart phones. How is this to be processed to improve care 
and individual outcomes? Some patients will want copies of their 
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Dr. Ed Zuckerman

Psych Tech

records and other information about their health to keep in a 
personal health record (PHR). This is complex because the infor-
mation is in very different formats, but there are several apps for 
PHRs.

The psychology of apps
Psychologists are not presently among the providers being 
encouraged (bribed) to adopt electronic health records, but they 
have a great deal to contribute to the design and success of apps 
and the use of their data. While most think of apps as computer 
technology, that is really a minor part. We interact with them and 
that is all psychology. Let me explain. 

If 99% of the DVRs in this country continue to flash the 
time because the owner does not understand how to set up the 
machine, is that a hardware problem? No, it is an interface prob-
lem – part of what is called human factors and that is part design 
and part psychology. If a technology is confusing or cognitively 
demanding, or requires learning new meanings for terms, or 
ignores or contradicts familiar patterns, it will not be used and its 
benefits lost. These factors come under the heading “usability” 
and psychologists can and have contributed extensively to this.

The understanding of attending, maintaining focus, planning, 
and sequencing are indispensable. When the way to use an app 
is clear, familiar, and unsurprising or undemanding, it is called 
“transparent” and feels comfortable. Many software companies 
carry out extensive testing of their human-computer interface and 
user satisfaction. This is all psychology. 

Lastly using an app for health care requires persistence. Apps 
that are boring, static, obvious, uninteresting, and fail to reward 
the user will be abandoned and thus ineffective. Psychologists’ 
understanding of motivation, reinforcement menus and sched-
ules, programmed learning, and learning theory in general can 
contribute greatly. 

Endnote
The FDA intends to get involved with these “medical devices” and has  
recently published guidelines for comment. See http://www.fda.gov/ 
medicaldevices/productsandmedicalprocedures/ucm255978.htm

The listserv provides an 
online forum for immediate 
consultation with hundreds 
of your peers. Sign up for 
FREE by contacting: 

           iva@PaPsy.org.

Join PPA’s   
        Listserv!

“Take Two Apps and Call Me in the Morning:” 
Apps as Health Care
Ed Zuckerman, PhD, EdZucker@mac.com
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Classifieds 

Member News
Dr. Jeffrey Sternlieb received the annual 
Forum Impact Award from the Forum for 
Behavioral Science in Family Medicine for 
his presentation, Introducing and Integrat-
ing Reflective Practices in the Family Medicine 
Curriculum. The Forum is a national meeting 
that attracts more than 200 interdisciplinary 
professionals who teach behavioral sciences 
– mostly at family medicine residencies in 

the U.S. and overseas. Selection for the Impact Award is based 
on four criteria: Program Committee rating of original proposals, 
session ratings, nomination on the overall program evaluation, 
and evidence of impact on the teaching or practice of attendees 
as determined by a post-conference survey. 
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PART-TIME PA LICENSED PSYCHOLOGIST (PHD/PSYD 
PREFERRED) FOR BUSY YARDLEY GROUP PRACTICE; 
8-15 hours/week; afternoon/evening hours and Saturday mornings; 
supervisory experience preferred; focus on children/families; experi-
enced in individual, couples, and family counseling; email CV, and 3 
professional references to buckspsyc@yahoo.com. 

Established, successful outpatient private practice in State College 
(statecollegetherapist.com) seeks PA LICENSED PSYCHOLO-
GIST to join our group full-time. We are particularly interested 
in colleagues skilled in treating substance abuse and those expe-
rienced with child therapy and custody evaluations. Generalists 
are also encouraged to apply. Great opportunity for dynamic, early 
career psychologist, or individual seeking career relocation, to live 
and work in vibrant university community. Email cover letter and 
CV to cafpc@comcast.net.

EXPANSION OFFICE SPACE! Share quiet, professional suite near 
suburban Philadelphia area (Bala Cynwyd), furnished, conference 
room, fax/copier, etc. Flexible hours, friendly rates. 610-664-3442.

LIFE SKILLS TRAINING SUPPORT GROUP FOR YOUNG 
ADULTS —Life Skills Training Support Group for Young Adults to 
learn what parents, teachers & educators didn't teach to be able to 
be successful in a marriage, schooling, parenting & socially. Includes 
financial, healthy lifestyles, organizational, social, time management 
& much more. Meets alternating Sundays at 3 pm for an hour. Must 
pre-register. 306 Rickert Rd, Sellersville PA 18960; 215-799-2220;  
drjaallender@gmail.com

MOTIVATION CARDS by Dr. Julie Ann Allender; they are 
designed to help motivate everyone to have a better day. Each card 
is created with a photo chosen from an extensive photo library & 
includes a motivational saying. The deck of 54 cards comes with a 
purple collapsible desk holder for portability. $15 per set. Quantity 
discounts available. Cards can be viewed & ordered from www.
pettherapyparadisepark.com or office: 215-799-2220. 

Dr. Alan Tjeltveit, psychol-
ogy professor at Muhlenberg 
College in Allentown, was the 
winner of this year’s Ethics 
Educator of the Year Award, 
given at the annual Ethics 
Educators Conference in 
October. The award was pre-
sented by Dr. Linda Knauss, 
chair of the Ethics Commit-
tee. Dr. Tjeltveit is the author 

of Ethics and Values in Psychotherapy and has written extensively 
and frequently presents continuing education programs in the 
areas of religion, psychology, and ethics. 

OFFICE FOR RENT. Lovely, bright, windowed office in 
Lewisburg for rent. Located within a three-office suite with sepa-
rate waiting room. Secretarial, billing, and/or supervision support 
is optional. Phone and DSL line for internet are included. Avail-
able part- or full-time. Price is dependent on days and amount of 
support desired. Please contact Kathleen at 570-524-0881 or at 
kbergesonphd@gmail.com with any question. 

Dr. Jeffrey Sternlieb
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S Excess Weight and Weight Loss — NEW!
3 CE Credits
Ethical Practice Is Multicultural Practice* 
3 CE Credits
Introduction to Ethical Decision Making*
3 CE Credits
Staying Focused in the Age of Distraction: How Mindfulness, 
Prayer and Meditation Can Help You Pay Attention to What 
Really Matters
5 CE Credits
Competence, Advertising, Informed Consent and  
Other Professional Issues*
3 CE Credits
Ethics and Professional Growth*
3 CE Credits
Confidentiality, Record Keeping, Subpoenas,  
Mandated Reporting and Life Endangering Patients*
3 CE Credits
Foundations of Ethical Practice*
6 CE Credits
Ethics and Boundaries*
3 CE Credits
Readings in Multiculturalism
4 CE Credits
Pennsylvania’s Psychology Licensing Law, Regulations and Ethics*
6 CE Credits
*This program qualifies for three contact hours for the ethics requirement as  

mandated by the Pennsylvania State Board of Psychology. 

For all Home Study CE Courses above contact: Katie Boyer 
(717) 232-3817, secretary@PaPsy.org.

For CE programs sponsored by one of the Regional Psychological 
Associations in Pennsylvania, visit http://www.PaPsy.org/index.php/
collaboration-communication/.
Registration materials and further conference 
information will be mailed to all members.
If you have additional questions, please contact  
Marti Evans at the PPA office.

The following programs are being offered either through  
co-sponsorship or solely by PPA. 

April 4 and 5, 2013
Spring Continuing Education and 
Ethics Conference
Monroeville, PA
Marti Evans (717) 232-3817

June 19-22, 2013
Annual Convention
Harrisburg, PA
Marti Evans (717) 232-3817

Podcast
A Conversation on Positive 
Ethics with Dr. Sam Knapp and 
Dr. John Gavazzi 
Contact: ppa@PaPsy.org

October 31/November 1 
Fall Continuing Education and  
Ethics Conference
Exton, PA
Marti Evans (717) 232-3817
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