
In our daily work as psychologists we strive to reduce violence 
by encouraging parents to adopt more effective and non-
violent ways to raise children; and to reduce violence within 
families occurring either through child abuse, elder abuse, or 
violence that spouses direct against each other. Even in the 
area of animal training, psychologists are working to redirect 
dog trainers into more effective, non-violent ways to socialize 
dogs and other domestic animals (e.g., Van Fleet, 2011). 

Efforts to reduce violence one patient at a time is challeng-
ing especially because, as a whole, many people tend to over- 

rate the effectiveness of violence in achieving their goals. The fact is that most chil-
dren do not stop undesired behavior as a result of corporal punishment, torture is 
seldom effective in getting prisoners to reveal accurate information, and wars often 
fail to achieve the intended political objectives of the winner. 

Psychologists see this overvaluing of violence in their day-to-day work with 
patients and their families. Most psychologists have had the experience of working 
with a parent who adamantly defends the liberal use of corporal punishment on 
children, noting that they were raised the same way and turned out just fine.  
Psychologists are then challenged with the way to introduce more effective and 
positive parenting approaches without shaming the parents. 

Unfortunately many Americans, including our patients, believe that violence 
is an inevitable or inherent quality of the human condition. It is part of our animal 
heritage, they might argue. 

But are violence and war inevitable? Ethologist Frans DeWaal (2010) has docu-
mented that kindness and empathy are just as much a part of our animal heritage 
as violence and aggression. For every act of primate aggression, DeWaal can 
identify two, three, or more acts of kindness and cooperation. The abnormality of 
violence extends to human primates as well says Iraq war veteran and United States 
Military Academy at West Point graduate Paul K. Chappell. “Contrary to widely 
believed myths, it is not true that human beings are naturally violent. It is not true 
that war is inevitable” (2010, p. 3). 

Furthermore, evidence suggests that the world is becoming less violent over  
the centuries. 

Psychologist
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The Pennsylvania

In addition to providing psycho-
therapy, many psychologists also 
evaluate police officers or others who 

seek to the authorization to carry lethal 
weapons as part of their employment 
(such as security guards). The standards 
for police are found in Pennsylvania’s 
Act 120, while the standards for evaluat-
ing others who carry lethal weapons are 
found in Pennsylvania’s Act 235. 

Pennsylvania’s Act 120 requires that 
police who carry lethal weapons must 
undergo a psychological evaluation to 
determine if there are personality traits 
that would make their use of firearms 
contraindicated. Regulations for Act 
120 evaluations require that “the psy-
chologist must personally interview the 
applicants, which interview shall include 
a summary of the applicant’s personal, 
educational, employment, and criminal 
history, if any” (37 Pa Code 21.11 (4) (i)). 



* Coverage is individually underwritten. Policies issued by Liberty Life 
Assurance Company of Boston, a member of Liberty Mutual Group.  
Plans have limitations and exclusions. For costs and complete details,  
call The Trust or visit www.trustinsurance.com.

Take care of yourself and your  
family with Trust Income Protection  
(disability income) Insurance.
Think about how many people you care for… in 
your business, in your community, and especially 
at home. How would your family continue to get 
by if you suddenly lost your earning power due to 
a debilitating illness or injury? The Trust Income 
Protection plans are the affordable answer.

Our plans* are designed to provide you with  
income in the event of total disability, and you  
can choose the benefits and features that best 
suit your personal needs.

Learn more about protecting your earning  
power at www.trustinsurance.com or simply  
call us at 1-800-477-1200 for a no-obligation  
consultation. We’ll show you how protecting  
yourself today may save you and your family so 
much trouble and expense tomorrow.

Trust LifeStyle Plans Feature:
 ★ “Your own occupation” definition of disability

 ★ Monthly benefits up to $10,000

 ★ Choice of benefit payment periods  
(5-year or to Age 65)

 ★ Choice of benefit Waiting Period  
(28, 90, or 180-day)

 ★ Residual benefits to ease your return to work

 ★ Guaranteed Insurability Option

 ★ Benefit Booster, which prevents inflation from  
eroding the value of your benefit

 ★ Additional dollars to replace retirement plan  
contributions with Lifestyle 65-Plus plan

If I become  
disabled and  
can’t work,  
who will pay  
the bills?

trustinsurance.com
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Record-Copying Charges Changed for 2016
Rachael L. Baturin, MPH, JD; Director of Legal & Regulatory Affairs

Under Pennsylva-
nia’s Act 26, known 
as 42 Pa.C.S.§6152 
and 6155 (relat-
ing to subpoena 
of records and 
rights of patients), 
the Secretary of 
Health is directed 
to adjust annu-

ally the amounts that may be charged 
by a health care facility or health care 
provider upon receipt of a request or 
subpoena for production of medical 
charges or records. Because the law 
specifically references “health care pro-
viders,” as opposed to just physicians, 
PPA believes that the law applies to psy-
chologists. The amounts for 2016 vary 
only slightly from last year’s amounts.

Effective January 1, 2016, the fol-
lowing payments may be charged in 
response to a subpoena:

Not to Exceed

Search and Retrieval of Records $21.69

Amount charged per page for pages 1–20 $1.46

Amount charged per page for pages 21–60 $1.08

Amount charged per page for pages 61–end $0.36

Amount charged per page for microfilm copies $2.16

In addition to the amounts listed, 
charges may also be assessed for the 
actual cost of postage, shipping, and 
delivery of the requested records. 

 In addition, a flat fee that can be 
charged by a psychologist for a claim 
or appeal under the Social Security Act 
or any federal or state financial needs-
based benefit program is $27.48 plus 
charges for the actual cost of postage, 
shipping, and delivery of the requested 
records. The flat fee that can be charged 
for a request made by a district attorney 
is $21.69 plus charges for the actual cost 
of postage, shipping, and delivery of the 

requested records. 
Requests from independent or 

executive branch agencies of the gov-
ernment are exempt from the record-
copying fee requirements. This law does 
not apply to copying required by insur-
ance companies to monitor services 
under an insurance contract. The rate 
is increased annually according to the 
Consumer Price Index. 

The law does not alter the require-
ment that psychologists must have a 
signed release from the patient or a 
court order before releasing the infor-
mation to a third party. 

Rachael Baturin
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Has the Affordable Care 
Act (ACA) been effective? 
Does it expand health 
insurance to the unin-

sured? Does it control costs? Does 
it preserve or enhance the quality of 
health care? Such analyses are dif-
ficult because the impact of the ACA 
needs to consider that it occurred in 
the context of other governmental 
changes (including mandates for 
electronic health records, Medicare 
reform, mental health parity), and 
other societal changes (such as a 
population that is getting older and 
carrying more weight). This brief 
review can only give a broad overview 
of the impact of the ACA because it, 
and health care economics in general, 
are so complicated and involve many 
interacting factors. 

I strive for objectivity in this analy-
sis, despite the political polarity in the 
United States. For example, one case 
worker told me that her uninsured 
patients would curse at her when she 
suggested that they could qualify for 
health insurance under Obamacare. 
Yet the same patients would be very 
interested if she suggested that they 
could qualify for health insurance 
under the Affordable Care Act. 

Expanded Coverage
The goal of universal or near universal 
health care ended with the Supreme 
Court decision that allowed states the 
option of expanding Medicaid to low 
income uninsured adults (adults who 
make 138% of the poverty level). None-
theless, between 14 and 16 million more 
Americans are covered with health 
insurance in 2015, compared to 2013 
before the mandate went into effect 
(Sommers, 2015). Of course it is one 
thing to provide insurance to the public; 
it is another thing to provide insurance 
that allows meaningful access. The 
deductibles for the silver and bronze 
plans remain high (an average of $3,000 
a year for silver plans and $5,200 a 
year for bronze plans; Sommers 2015). 

Also, some plans do not have extensive 
panels, thus limiting patient access and 
choice of providers. 

Affordability
The rate of health care inflation 
decreased substantially following the 
passage of the Affordable Care Act in 
2009. However, much of that decline 
occurred because Americans were 
simply spending less money (including 
less money on health care) during the 
Great Recession. About 25% of Ameri-
cans reported delaying health care 
procedures for financial reasons in 2009 
(compared to 23% in 2013; Claxton, 
2015). Nonetheless, the Affordable Care 
Act did give incentives for insurers to set 
up medical homes or accountable care 
organizations (ACOs) with the goal of 
reducing costs (and improving quality) 
for the minority of very sick patients 
who consume a large amount of health 
care expenses. Medicare also found 
significant savings with its ACOs to the 
point where the per person in-patient 
cost of Medicare actually declined in 
terms of inflation adjusted costs from 
1999 to 2013 (Krumholz et al., 2015). 

Evaluating the Affordable Care Act: 
Access, Affordability, and Quality

Samuel Knapp, EdD, ABPP; Director of Professional Affairs

Pennsylvania Psychological Foundation

Enhancing the Future of Psychology 

Make your  
contribution
today!

Continued on page 5

Despite a proliferation of 
assessment and quality 
enhancement instruments, it 
is still very hard to measure 
quality in health care.
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The health insurance market-
place plans saw an average of a 10% 
increase in premiums from 2014 to 
2015, although changes in premiums 
varied from an 11% decrease to a 30% 
increase. However, this increase needs 
to be seen in context. From 2013 to 
2014, the plans actually saw a very slight 
decrease in their premiums; meaning 
that the two year change in premiums 
has been around a 5% increase. In 
addition, if tax credits for the plans are 
factored in, the average American would 
have a lower financial burden for the 
health insurance under these plans in 
2015 as they did in 2013 (Cox, 2015).

Improvements in Health
Despite a proliferation of assessment 
and quality enhancement instruments, 
it is still very hard to measure quality in 
health care. One metric might be the 
longevity of the population, but this 
is not a perfect measure because it is 
influenced by improved programs to 
reduce hunger (such as the food stamp 
program), public education, and other 
factors in addition to the quality of the 
health care system. The long range 
trend for mortality rates continue to 
decline but any impact from the qual-
ity of health care services probably has 
more to do with Medicare which is the 
primary insurer for persons most at risk 
to die. In any event, the United States 
still lags far behind the mortality rate 
in all of the other highly industrialized 
countries of the world. On the positive 
side, one of the expansions under the 
Affordable Care Act was to mandate a 
number of preventive services. None-
theless the benefits of this expansion 
will be seen many years down the road. 
The ACA also mandates mental health 
parity, although its provisions have not 
yet been enforced with vigor. 

Summary
Access to health care has increased, 
although 34 million Americans are still 
without health insurance. When aver-
aged across all health plans, health 
care costs are stable, but there is wide 

variation among plans and part of the 
stability may be due to factors other 
than the ACA. Health outcomes, at 
least as measured by longevity, are 
improving, but this may be more due 
to changes in Medicare than in the 
changes that the ACA made in the com-
mercial market. Any impact of man-
dated preventive services and expanded 
mental health parity on costs and 
health outcomes will take many years to 
measure. 

The ACA has had a sufficient num-
ber of successes to allow its proponents 
to claim it has been a success. None-
theless, there is sufficient ambiguity in 
the outcomes to allow its critics to claim 
it has been a failure. Time and future 
analyses will determine the extent to 
which the ACA will fulfill its promise. 
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During the last year I have had 
a job conducting continu-
ing education programs for a 

nationwide CE provider. They will fly 
me into one city and then I will drive 
to two adjacent cities to the same con-
tinuing education program. Most of 
the workshop participants are licensed 
counselors or social workers, although 
I do get some psychologists and other 
professionals in attendance as well. 

Usually before the program begins 
I try to take a few minutes to introduce 
myself to some of the workshop par-
ticipants and ask them some questions 
about their practices and what, if any-
thing, they would like to learn in the 
program. Every once in a while I will 
get a workshop participant who really 
wants to learn something about  
ethics. However, the large majority 
simply state that they are attending 
to fulfill their continuing education 
obligations required by their licensing 
board and have no particular interest 
in ethics. Fortunately, almost all of the 
workshop participants have a positive 
attitude and often say something along 
the lines of, “since I have to be here, 
I am going to try to get something of 
value from the day.” 

Nonetheless, I had one workshop 
participant who was not so positive. 

When I asked him what he wanted 
to get out of the program, he stated 
that he was only here because his 
licensing board was making him take 
an ethics course. When I responded 
that I hoped he would find something 
of value in the program today. He 
responded indignantly, “well sir, I have 
been counseling patients for 25 years 
now and I don’t think there is much 
more that I need to learn about ethics. 
. . I have pretty much seen it all.”

In a sense, he is correct. If ethics is 
defined as only the minimal require-
ments of an ethics code or a licensing 
board, then he very well may have 
nothing more to learn. Although I did 
not know the workshop participant 
outside of this brief encounter, I had 
no reason to think that he was particu-
larly problematic as far as violating the 
ethics code is concerned. Nonethe-
less if ethics is defined more broadly, 
as a striving for our highest potential, 
then he was clearly wrong. We call this 
approach, positive ethics, and most 
of the workshops from the PPA Ethics 
Committee take a positive approach. 

The goal of positive ethics is to 
help psychologists and other profes-
sionals do their absolute best; not just 
avoid being disciplined by a licensing 
board. We want participants to make 

the best ethical choices; not merely one 
that satisfies the minimal legal require-
ments. We want participants to think 
about ethical issues that are not covered 
by their profession’s ethics code and we 
want them to show concern for their 
well-being of their fellow health care 
professionals, even if such caring is not 
required by an ethics code. 

Unlike the workshop participant 
who believes he had seen it all, I always 
try to learn something from all of my 
continuing education programs. I can 
go through a program and identify 
where many of the ideas came from:  
Dr. Z gave me this idea; a workshop par-
ticipant in San Antonio used this phrase; 
the conversations we had in Erie caused 
me to rethink this vignette, etc. Near 
the beginning of the program I include 
a gratitude slide in which I acknowledge 
my debts to some fellow scholars. 

Most workshop participants respond 
well to the positive approach. The pro-
gram often receives positive comments, 
such as, “I never thought ethics could 
be interesting,” or, “This is the first time 
that ethics was presented in a way that 
was actually helpful to me,” etc. This is 
not entirely surprising, because being 
relaxed and curious is so much more 
fun than being negative. 

“Well Sir…”
Samuel Knapp, EdD, ABPP; Director of Professional Affairs
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PSYCHOLOGISTS AND VIOLENCE
Continued from page 1

British scholar Matthew Ridley (2010) has looked at 
numerous data sets across history (including murder rates in 
Medieval England) where the murder rate was 30 times what it 
is in England today. This is contrary to the perceptions of many 
Americans who, for example, view the bloody 20th century 
(with the first and second World Wars) as far worse than the 
19th century which included the Napoleonic wars (1800–1815) 
and then a long period of relative peace in Europe. However, 
that perspective fails to account for the massive killings as a 
result of European expansion into Africa and Asia. It also fails 
to consider the Taiping Rebellion in China (1850–1870) which 
resulted in the death of perhaps up to 100 million Chinese, 
mostly civilians who died as a result of famine, but many died 
in wholesale massacres of Chinese cities. The impact was so 
great that the Chinese population did not recover its level of 
1850 (400 million persons) until 1910. 

What can psychologists do to further address violence as 
its causes?

First we need continued sensitivity to violence and intimi-
dation in our everyday work with patients as we seek to iden-
tify violence when it occurs and intervene effectively both 
with victims and perpetrators of violence. We need to address 
violence when it occurs and foster the development of behav-
iors and attitudes that inhibit violence and promote positive 
relationships. 

Second, we can strive to be non-violent in our everyday 
lives; not only in abstaining from violence, but also in actively 
searching for ways to maximize sensitivity and caring for 
others. The greatest moral challenge, according to psycholo-
gist/philosopher Joshua Greene (2013), is for moral agents to 
extend the moral realm and obligations to persons who differ 
from us. 

Third, we need to support further research into the causes 
of violence, its impact, and ways to prevent it.	

Finally, we need to study history; not just the self-congrat-
ulatory histories of the dominant group, but the real history 
of the lives of actual people. The history of the American Civil 
Rights Movement tends to get distorted. It overfocuses on the 
life of Dr. Martin Luther King, Jr. (and minimizes the contribu-
tions of others) and portrays Dr. King as some kind of moral 
super hero who was somehow immune from the anger, fear, 
and hatred that all of us feel sometimes. I think this does a dis-
service to Dr. King and others. His work and life tends to get 
distorted and sanitized. Dr. King was the most visible member 
of a large movement that involved thousands of activists and 
many other less active supporters. 

So it is important to go back to his original works and the 
works of his colleagues to get a good feel for the times and the 
experiences, though there are top notch biographies, such  
as the work of Taylor Branch, which do justice to the struggle. 

Hatred and violence are far too prevalent. But are they 
inevitable? Consider these events: In 2009, Mr. Elwin  
Wilson made an appointment with Congressman John Lewis, 
recounted how he had beaten him forty-eight years earlier 
when Lewis was a Freedom Rider, and said, “I am sorry for 
what I did that day. Will you forgive me?” When Mr. Wilson 
died several years later, he was able to count John Lewis as  
one of his friends. 

In 1956, Hazel Bryan, a 16-year-old white student at Little 
Rock Central High School in Little Rock, Arkansas, shouted 
obscenities at Elizabeth Eckford, a black student, as she 
tried to enroll in the all-white high school. Years later Bryan 
enrolled in cultural sensitivity classes, volunteered to mentor 
young disadvantaged Black girls, and apologized, publicly and 
privately, to Ms. Eckford (Margolick, 2011). 

Betty Williams, a Protestant, and Mairéad Corrigan, a 
Roman Catholic, worked together to secure peace in Northern 
Ireland. 

While attending the funeral of one of his patients, psychol-
ogist Ray Naar (2007), a holocaust survivor, accepted the hug 
of her mourning father, a former soldier in the German army. 
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Hatred and violence are far too 
prevalent. But are they inevitable?

Classifieds
PHILADELPHIA Center City, Fitler Square. — Four beautiful 
designer-decorated offices, three waiting rooms. fireplaces, 
decks, garden, a/c, cathedral ceiling, skylight, kitchen, wifi, fax, 
buzzer for each office. Over bridge from U/Penn. Psychiatrists 
and learning disabilities specialist on premises. Parking option. 
Flexible arrangements: Full time, day, hour. Reasonable rent. 
215-546-2379, marlabisaacs@gmail.com
 
KING OF PRUSSIA AREA — PT therapist wanting to fill some 
empty hours, to join established company serving EAPs and 
MCs. (We may also be interested in renting space in that area 
1 day per week.) Send résumé to KIM at 215-545-7870 or call 
215-545-7895, ext. 2. www.psychologyservices.com

mailto:marlabisaacs%40gmail.com?subject=
http://www.psychologyservices.com
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In addition, the applicant must be given 
an MMPI. If the psychologist is unable 
to certify the psychological qualifica-
tions of the applicant on the basis of the 
data gathered from the interview and 
the MMPI, then the psychologist may 
use his judgment and administer other 
tests or techniques “deemed necessary 
to form his professional opinion.” (37 
Pa Code 21.11 (4) (iii)). Act 235 forms 
can be obtained from the Pennsylvania 
State Police website. Act 120 evalu-
ations are typically post conditional, 
meaning that an offer of employment 
has been made conditional upon a 
successful screening of the applicant 
and completed Act 120 forms are 
sent directly to the referring police 
department. 

Pennsylvania’s Act 235 requires that 
security guards, night guards, private 
detectives, and other private individu-
als who need to carry lethal weapons as 
part of their employment, must similarly 
undergo a psychological evaluation. 
The standards for Act 235 are identical 
to those of Act 120 and also require an 
interview by a psychologist, an MMPI, 
and the option of additional tests if 
necessary. Act 235 forms are returned 
to the Pennsylvania State Police Lethal 
Weapons Training Program. 

I found the Pre-Employment Psy-
chological Evaluation Guidelines from 
the International Association of Chiefs 
of Police (2014) to be helpful espe-
cially for persons who are just starting 
to do these kinds of evaluations. The 
guidelines do not go into details of test 
administration or interpretation, but 
rather focus on broader issues such as 
the necessity for informed consent, top-
ics to cover in the initial interview, need 
to avoid using specific ICD-10 diagnoses 
(unless clearly relevant to the decision). 

 A number of years ago, the field of 
police screening was unstandardized 
with little empirical data to guide deci-
sions. Over the years, however, a body 
of data and experience has emerged to 
help guide these evaluation decisions 

(see for example, Kitaeff, 2011; Weiss, 
2010). Although Pennsylvania does 
require psychologists to use the MMPI, 
the process does allow for some indi-
vidual discretion on how to conduct 
these evaluations. For example, some 
psychologists use the MMPI-2, while 
others prefer to use the MMPI-RF. Most 
psychologists use a semi-structured 
interview format to ensure that they 
cover the required areas (education, 
criminal history, substance abuse, etc.), 
but some add screening instruments 
into that interview process. 

Many of the evaluations are routine 
and no significant psychopathology or 
problems are noted. If warning signs 
emerge in the interview or through the 
MMPI, psychologists have the option 
of giving additional tests or conduct-
ing an additional interview. Some of 
the factors that could preclude a favor-
able evaluation include the presence 
of a serious or pervasive mental ill-
ness, problems in handling conflict or 
anger, inability to function well under 
stress, or impulse problems. An invalid 
MMPI profile would probably neces-
sitate a second round of interviews. 
Interestingly enough, one study found 
that a high K scale was unrelated to 
subsequent police officer performance 
(Laguna et al., 2015), but an elevated L 
scale was (Weiss et al., 2013). Also, Bar-
tol (1991) found than elevated L scale, 
in combination with other scales was 
related to poor performance as a police 

officer. Of course a high L score, in and 
of itself, should not disqualify a candi-
date, as it is ideal to base all decisions on 
convergent data.

Because a negative report means 
that applicants will not be able to fol-
low their chosen careers, psychologists 
should be certain that they can justify 
the negative evaluations that they are 
giving. Simply having an elevated score 
on one or more of the MMPI scales or 
an ICD diagnosis is not sufficient to 
reject an applicant. The psychologist 
needs to show that any pathology is 
directly related to the applicants’ func-
tioning in their professional role.

Recent concerns have been 
expressed that the psychological testing 
unfairly discriminates against minority 
applicants. Avril (2015) reported that in 
Philadelphia 81% of White applicants 
passed the psychological examination, 
compared to 75% of Hispanics, 73% 
of Black, and 58% of Asian applicants. 
These differences reinforce the impor-
tance of interpreting tests and interview 
data with sensitivity toward cultural 
factors. 
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Simply having an 
elevated score on  
one or more of the 
MMPI scales or an 
ICD diagnosis is not 
sufficient to reject  
an applicant.
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Psychologist
As a psychologist working in corrections, you will work with 
a variety of offenders as part of a multidisciplinary team that 
includes psychiatry, nursing, and primary care providers.  
Psychologists in this setting provide behavioral healthcare  
services including clinical assessment, behavioral evaluation, 
crisis intervention, treatment planning, clinical supervision,  
consultation, and psychotherapy for offenders with mental  
illness and co-occurring disorders.

We are looking for a psychologist with experience providing 
clinical services in an inpatient setting or similar environment. 
This position allows for the psychologist to work directly with 
the forensic population.

We currently have openings for a psychologist to work in the 
medical department at the Lancaster County Prison and other 
locations in and around Central Pennsylvania. PrimeCare 
Medical offers excellent compensation, a generous benefit 
package, and the resources to grow professionally.
 
Send your résumé to Pmalcolm@PrimeCareMedical.com or  
fax it to 717-364-1237. If you are interested in finding out 
more information you can call and ask to speak to one of our 
recruiters at 717-545-5787.

 

PrimeCare Medical, Inc.  
is a privately owned, nationally  
accredited, correctional healthcare 
company based in Harrisburg, 
Pennsylvania. PrimeCare provides 
medical services to juvenile correc-
tional facilities, jails, and prisons 
throughout the Northeastern  
United States. 

As professionals, we customize a 
medical program based on your  
facility’s specific medical needs 
without jeopardizing the specific  
security requirements of your de-
tention center. Since its foundation 
in 1986, PrimeCare has provided 
excellent quality care in the cor-
rectional medical field and has a 
renewal rate that is among the  
best in the industry. Currently, 
PrimeCare has a team of over 
800 qualified staff members who 
are providing medical services to 
approximately 18,000 inmates. 
Providing cost-efficient care in  
conjunction with cutting-edge  
technology, PrimeCare Medical’s 
goal is to provide its clients with 
outstanding medical service.
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For CE programs sponsored by one of the Regional 
Psychological Associations in Pennsylvania, visit 
www.papsy.org.

Registration materials and further 
conference information are available 
at www.papsy.org.

2016 PPA Continuing Education

Calendar
Webinar: Common Billing Pitfalls for Psychologists 
and How to Respond to Payer Overpayment Requests
March 3, 2016
12:00 – 1:30 pm

PPA Advocacy Day
Monday, April 4, 2016
Pennsylvania State Capitol Building, Harrisburg

Spring Continuing Education and Ethics Conference
April 8, 2016
DoubleTree by Hilton, Monroeville

PPA on the Road: Scranton/Wilkes-Barre
May 13, 2016
John Heinz Institute, 150 Mundy Street, Wilkes-Barre

PPA ECP Day
May 21, 2016
Location TBD

PPA2016 – PPA’s Annual Convention
June 15-18, 2016
Hilton Harrisburg, Harrisburg

Pennsylvania Child Abuse Recognition  
and Reporting: 2015 (Act 31 Approved)
2 CE Credits

Medicare's 2015 Physician Quality  
Reporting System (PQRS)
1 CE Credit

Excess Weight and Weight Loss
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

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 3 contact hours for the  
ethics requirement as mandated by the Pennsylvania 
State Board of Psychology. 

For all Home Study CE Courses above contact:  
Judy Smith, (717) 510-6343, judy@papsy.org.

PPA is looking to continue its long-standing tradition of offering high-quality CE programs to 
psychologists. In 2016 we are looking to expand these options – we hope you’ll join us for one of 
these programs!

Webinars and Home Studies
Available year-round!

Podcasts
Podcasts for CE credit by Dr. John Gavazzi 
are available on www.papsy.org.

Home Study CE Courses

mailto:judy%40papsy.org?subject=
http://www.papsy.org

