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Letter from the Editor

Future Frontiers of Psychology

As a professional association, the Ohio Psychological Association has so much to
celebrate in terms of our contributions to the profession of psychology and advocacy
for the mental health population in Ohio. This annual publication reflects the depth and
breadth of not only the populations we serve, but also the capacity in which we serve. All
of the articles are from psychologists all over the state who practice in clinical, research
and educational settings.
Our theme this year is “Future Frontiers of Psychology.” As evidenced by the diversity
of topics in this issue we are fortunate in our profession to a plethora opportunity for
expanding how and where we practice the science of psychology. I hope, as you read
through this issue of the Ohio Psychologist, you will consider a new frontier YOU are
interested in further exploring.

Ky Heinlen, PhD, PCC-S

2016 Editorial Board

Paule Ashe, PhD
Marc Dielman, PhD
Charles Dolph, PhD
Andrea Karkowski, PhD
Mary Lewis, PhD
Kathryn MacCluskie, EdD
Kenneth Manges, PhD
Elizabeth Swenson, PhD, JD
Ed Wojniak, PhD

Inherent in all the work we do are the ethical implications and considerations. We are
fortunate to have two OPA members share their expertise in practicing ethically in
different settings. Dr. Kenneth Drude reviews the standards, guidelines and laws and
issues in using telecommunications with clients in his article, “Legal, Ethical and
Recommended Practices for Ohio Psychologists when Using Email and Texting. Dr. Drude’s
article centers on one of the fastest growing areas in the practice of psychology, the
use of technology, for both clinicians as well as clients. Dr. Elizabeth Swenson, provides
an ethical perspective in completing an assessment in her article, “Clinical Assessment:
Guidance from the Ethics Code.”
Dr. Amel Sweis-Haddad’s article “Using Metaphors to Address Maladaptive Behaviors,”
provides a therapeutic too, to utilize when working with parents and caregivers in
addressing children’s behavioral issues.
You will note that half of the articles in this publication address opportunities for
personal improvement. Does the future practice of psychology necessitate embracing
multiple models of treatment? Dr. Kirby Reutter asserts the contemporary psychologist
must consider a more integrated, evidenced-based, brief approach in his article,
“Integrated and Brief: A Meta-Framework for the Modern Psychologist.” Dr. Deanna
Barthlow-Potkanowicz’s article, “Challenges to self-care in the Workplace: Chronic physical
illness in practicing psychologists,” examines the importance of physical self-care. And
as has become our tradition we have an article on mindfulness. Dr. Kathie MacCluskie
(along with myself) present a model of meditation to not only incorporate in clinical
practice but also integrate into a personal practice in their article, ”Mindsight: Clinical and
Personal Self-Care.”
Don’t forget you can earn credit for reading the Ohio Psychologist. Simply complete the
quiz for continuing education at the back of the journal and send it to the OPA office.
We are very fortunate that as an organization, we are able to continue to support a peerreviewed publication. Each of these articles has been reviewed by at least three peers. I
would like to extend my sincere appreciation to them for the hours they volunteered to
review the manuscripts submitted for publication. They include; Paule Ashe, PhD; Marc
Dielman, PhD; Charles Dolph, PhD; Andrea Karkowski, PhD; Mary Lewis, PhD; Kathryn
MacCluskie, EdD; Kenneth Manges, PhD; Elizabeth Swenson, PhD, JD; and, Ed Wojniak,
PhD. I would also like to extend my sincere appreciation to Karen Hardin who has done
a wonderful job of managing the editing of this publication. Finally as we look toward
our next issue please be thinking about how you would like to contribute to our next
edition. The theme for next year is “The strength to lead, connect, and heal.” If you have
an interest in publishing or serving as a reviewer please let me know.
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Legal, Ethical and Recommended Practices
for Ohio Psychologists when Using Email and Texting
Kenneth P. Drude, PhD

Abstract
Ohio psychologists and their clients are increasingly using email and texting to communicate with each other
for administrative and clinical purposes. This is occurring at times, however, without an apparent awareness by
psychologists that there are professional standards, guidelines and laws that apply when using telecommunications
with clients. Differences in the professional and personal uses of email and texting are not always obvious. This paper
reviews the standards, guidelines and laws and issues in using email and texting with clients. A set of recommendations
are provided that will assist in complying with them. A telepsychology informed consent form developed by the Ohio
Psychological Association is also provided.

INTRODUCTION
The Ohio psychology licensing law, Ohio Revised Code (ORC)
Chapter 4732, defines telepsychology to include the use of all forms
of telecommunications including email and texting. The law at OCR
4732.10 contains the following definition:
(J) "Telepsychology" means the practice of psychology or school
psychology by distance communication technology, including
telephone, electronic mail, internet-based communications, and
video conferencing.1
Computers and smartphones have increasingly made it easier for
psychologists and clients to communicate with each other. In 2015,
nearly two-thirds of Americans owned a smartphone, and they are
being increasingly used in everyday communications. (Pew Research
Center, 2015). Electronic communications are so commonplace that it
is not surprising that some clients expect that their psychologists will
communicate with them by email or texting. This evolving reality may
make it easier for psychologists and their clients to communicate. Yet
with conveniences come responsibilities and liabilities.
Some of the advantages are:
• Access – ease of communicating about appointments and
rescheduling, avoiding phone tag or waiting until a scheduled
appointment to exchange information

1 http://codes.ohio.gov/oac/4732-17-01
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• Complements in-person services – allows for between sessions
support, and follow-up, and reminders to clients and more
frequent short contacts by client between appointments
• Quick and easy use for making and changing appointments, and
“tracking” or monitoring “homework” in some therapy models.
Some of the disadvantages are:
• Potential for misdirection by client or psychologist (sent to
wrong email address)
• Poor assurance of confidentiality if sent non-secured (i.e.
unencrypted); HIPPA violation potential
• Ability of client to produce a “transcript” of word-for-word
exchanges with the psychologist resulting in a lack of control of
what happens to information on the client’s end. Potential for
client to send copies of messages to others
• Potential misinterpretation and distortion of messages by client
and psychologist; distortion or misunderstanding of a delayed
reply or non-response by the psychologist
• Potential for boundary violations and confusion given the ease
of informality in use of email and texting (e.g. distinction of
personal versus professional may get blurred)
• Potential access to messages received by client by others who
may have access to their device and or messages.
• Lack of reimbursement by insurance for time spent messaging
A major issue is that there are substantial differences between
using email and texting in a professional context with clients versus
in a personal or informal context with family and friends. These
differences, however, may not be readily obvious to either clients or
psychologists and warrant careful attention by professionals when
using telecommunications with clients (Bradley and Henricks, 2011).
Although concerns by health care practitioners about potential
ethical and legal issues and lack of reimbursement for technologybased services have hindered the use of electronic communications
with clients, many clinicians are adopting them, but with little
awareness of best practices or legal and ethical expectations.
Past surveys looking at how psychologists use email and other
telecommunications with clients have often found poor compliance
with fundamental ethical principles such as obtaining informed
consent from clients and ensuring that there are adequate security
and privacy protections (Welfel and Bunce, 2003, Maheu and Gordon,
2000, Elhai and Hall, 2015). Other issues include the lack of practice
policies about using electronic communications and the use of
personal and unsecured email versus professional and secured email
accounts. Drude and Lichstein (2005) identified a number of common
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issues found in the literature about the use of email by health care
practitioners that remain pertinent today to email and texting with
clients. These issues will be further discussed in this article.
Health care professionals, including psychologists, have been using
email for many years. Guidelines for the use of email by physicians
were developed by the American Medical Informatics Association
in 1998 (Kane and Sands, 1998) and later adopted by the American
Medical Association (AMA, 2000). Suggested email guidelines for
psychiatrists based upon the AMA guidelines have been proposed
(Silk and Yager, 2003). Sude (2013) described potential benefits
and ethical concerns about texting with patients. Silk and Yager
(2003), in their proposed email guidelines, focused on three major
issues: confidentiality; communication tone of the professional;
and, professional boundaries. The Ontario Psychological Association
(OPA, 2015) and the Australian Psychological Society (APS, 2011) have
guidelines for psychologists that apply to the use of email and texting
with clients.
Essentially the same professional standards and guidelines that
apply to in-person services and communications with clients apply
when using telecommunications. The Ohio Psychological Association
developed and adopted telepsychology guidelines in 2008 that
provide some general guidance in using telecommunications with
clients. The American Psychological Association (APA) has two
relevant documents—the Code of Ethics (APA, 2010) and Guidelines
for the Practice of Telepsychology (APA, 2013). These provide
some general guidance to exercise caution to ensure security and
confidentiality, but are not specific to using email and texting with
clients or prospective clients. Although the Ohio Board of Psychology
has a detailed set of rules2 governing the practice of telepsychology,
the individual psychologist’s professional judgment about how to
interpret and apply the existing standards and guidelines when using
telecommunications is paramount.
ETHICAL STANDARDS AND GUIDELINES
It is important to distinguish between ethical standards which
are mandatory professional practices and guidelines which are
recommended but not mandatory professional practices. Standards
use language like “shall” and “will” whereas guidelines use language
like “may” and “consider.” Guidelines are useful since they are
helpful in interpreting how to apply standards.
A strong foundational knowledge of the ethical and legal
requirements regulating communications and correspondence
with clients is critical, whether it be in-person or electronically such
as using email and texting with clients. Keep in mind that federal
and state laws and ethical standards for in-person practice and
communications generally apply to electronic communications
as well.
Ohio Psychological Association (OPA) Telepsychology Guidelines:
The OPA Telepsychology Guidelines (OPA, 2010) provide basic
guidance for the practice of telepsychology and the use of
telecommunications with clients. These recommended guidelines
provided the framework for the enforceable telepsychology rules
adopted by the Ohio Board of Psychology in 2011 which will be
reviewed later in some detail in referencing legal requirements.
American Psychological Association (APA):
The American Psychological Association Ethical Principles of
2 http://codes.ohio.gov/oac/4732-17

Psychologists and Code of Conduct (APA, 2010) and Guidelines for the
Practice of Telepsychology (APA, 2013) are key documents providing
direction and guidance for using email and texting with clients.
Code of Ethics:
The requirement to obtain informed consent from clients is
described in the 2010 APA Code Standard 3.10 Informed Consent,
and is relevant to the agreement of clients to use email or texting
with the psychologist.
“(a) When psychologists conduct research or provide assessment,
therapy, counseling, or consulting services in person or via
electronic transmission or other forms of communication, they
obtain the informed consent of the individual or individuals…”
“(d) Psychologists appropriately document written or oral
consent, permission, and assent.”
Privacy and Confidentiality, APA Code Standard 4.01, describes
ethical obligations for psychologists to protect the confidentiality
of client information.
“Psychologists have a primary obligation and take reasonable
precautions to protect confidential information obtained through
or stored in any medium, recognizing that the extent and limits
of confidentiality may be regulated by law or established by
institutional rules or professional or scientific relationship.”
This ethical standard explicitly makes reference to “any medium,”
which includes electronic communications. Just as important
is that psychologists are required by the ethics code to obtain
informed consent from the client before providing services. Most
relevant to the use of email and texting with clients is Standard
4.02. (c) that states:
“Psychologists who offer services, products, or information via
electronic transmission inform clients/patients of the risks to
privacy and limits of confidentiality.”
Telepsychology Guidelines:
The APA Guidelines for the Practice of Telepsychology (APA,
2013) include seven guidelines that give recommendations for all
forms of telecommunications used in the practice of psychology,
including email and texting. The following are some key points in
the guidelines relevant to the use of email and texting with clients.
Guideline 2, Standards of Care in the Delivery of Telepsychology
Services includes this statement:
“…before psychologists engage in providing telepsychology
services, they are urged to conduct an initial assessment to
determine the appropriateness of the telepsychology service
to be provided for the client/patient. Such an assessment may
include the examination of the potential risks and benefits
of providing telepsychology services for the client’s/patient’s
particular needs, the multicultural and ethical issues that may
arise, and a review of the most appropriate medium (video
teleconference, text, email, etc.) or best options available for the
service delivery.”
The intent of this guideline is for psychologists to conduct
an assessment and decide what forms of communication
are believed to be appropriate for each client. (In Ohio, the
Board of Psychology Telepsychology Rules consider the use of
The Ohio Psychologist 2016 | 5
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telecommunications with clients, other than for administrative
purposes such as scheduling appointments or establishing
benefits, to be the practice of telepsychology.)
Guideline 3, Informed Consent, includes the statements
that psychologists:
“…seek to obtain and document informed consent when
providing professional service.”
“…attempt to develop and share the policies and procedures
that will explain to their clients/patients how they will
interact with them using the specific telecommunication
technologies involved.”
“Psychologists are thus encouraged to consider appropriate
policies and procedures to address the potential threats to
the security of client/patient data and information when using
specific telecommunication technologies and to appropriately
inform their clients/patients about them.”
“…psychologists may consider developing agreements with
their clients/patients to assume some role in protecting the data
and information they receive from them (e.g., by
not forwarding emails from the psychologist to others).”
Guideline 4, Confidentiality of Data and Information includes
this statement:
“Psychologists both understand and inform their clients/patients
of the limits to confidentiality and the risks of possible access to
or disclosure of confidential data and information that may occur
during service delivery, including the risks of others gaining access
to electronic communications (e.g., telephone, email) between
the psychologist and client/patient.”
Guideline 5, Security and Transmission of Data and Information
“When documenting the security measures to protect client/
patient data and information from unintended access or
disclosure, psychologists are encouraged to clearly address
what types of telecommunication technologies are used (e.g.,
email, telephone, video teleconferencing, text), how they are
used, and whether the telepsychology services used are the
primary method of contact or augment in-person contact. When
keeping records of email, online messaging, and other work using
telecommunication technologies, psychologists are cognizant
that preserving the actual communication may be preferable
to summarization in some cases depending on the type of
technology used.”
LEGAL REQUIREMENTS
Health Insurance Portability and Accountability Act of 1996
and rules (HIPPA):
Be mindful that the federal HIPAA law and rules legally apply to the
use of electronic communications with clients. HIPAA has specific
requirements for health care providers and their business associates
to protect the privacy and security of health data. Use of unsecured
3
4
5
6
7

or unencrypted communications with clients that contain what
HIPAA defines as “protected health information”3 (PHI) poses
serious legal and ethical risks that psychologists must be aware of.
Keep in mind that HIPAA defines PHI as any “individually identifiable
health information held or transmitted by a covered entity or its
business associate, in any form or medium, whether electronic, on
paper, or oral.”4
Although encryption is generally expected when communicating
with clients, HIPAA in fact does allow unsecured communications
with clients. This however should be with their explicit consent and
consideration of any potential risks that may be involved.
The Department of Human and Health Services, Office of Civil Rights
(OCR) which monitors HIPAA compliance has indicated that:
“the HIPAA Privacy Rule allows covered health care providers to
communicate electronically, such as through email, with their
patients, provided they apply reasonable safeguards when doing
so. See 45 C.F.R. § 164.530(c). For example, certain precautions
may need to be taken when using email to avoid unintentional
disclosures, such as checking the email address for accuracy before
sending, or sending an email alert to the patient for address
confirmation prior to sending the message.”5
The OCR further indicates that:
“other safeguards should be applied to reasonably protect privacy,
such as limiting the amount or type of information disclosed
through the unencrypted email. In addition, covered entities will
want to ensure that any transmission of electronic protected
health information is in compliance with the HIPAA Security Rule
requirements at 45 C.F.R. Part 164, Subpart C.”
“Patients may initiate communications with a provider using
email. If this situation occurs, the health care provider can assume
(unless the patient has explicitly stated otherwise) that email
communications are acceptable to the individual. If the provider
feels the patient may not be aware of the possible risks of using
unencrypted email, or has concerns about potential liability, the
provider can alert the patient of those risks, and let the patient
decide whether to continue email communications.”
Ohio Board of Psychology
The Ohio psychology licensing law gives the Ohio Board of
Psychology the authority to regulate the practice of psychology,
including telepsychology, in Ohio. Rules to regulate telepsychology
in Ohio, which are largely based upon the OPA Telepsychology
Guidelines, were adopted in 2011. The adoption of the rules make
them legally mandatory expectations rather than the recommended
ethical guidelines when practicing telepsychology in Ohio. 6
The Ohio Board of Psychology Rules of Professional Conduct include
a telepsychology rule OAC 4732-17-01 (I)(6)(g)7 that requires:
“Licensees, whenever feasible, use secure communications with
clients, such as encrypted text messages via email or secure
websites and obtain and document consent for the use of nonsecure communications.”

https://www.hipaa.com/hipaa-protected-health-information-what-does-phi-include/
http://www.hhs.gov/hipaa/for-professionals/privacy/special-topics/de-identification/index.html
http://www.hhs.gov/ocr/privacy/hipaa/faq/health_information_technology/570.html
http://codes.ohio.gov/orc/4732.33v1
http://codes.ohio.gov/oac/4732-17-01
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This rule emphasizes the importance of using secure communications
but also allows for the use of non-secured communications with
the consent of the client who is informed about the potential
confidentiality issues present. Regardless of whether a client agrees
to using non-secured communications, the psychologist has the
critical responsibility of using their professional judgment about its
appropriateness. This might mean that although a client may wish
to communicate by texting or email for example, it may not be an
acceptable mode of communication based on the judgment of the
psychologist, who is under no obligation to use it.
The Ohio Board of Psychology Telepsychology Rule includes
requirements that psychologists:
• Be competent with technologies being used OAC 47-17-01(I)(5)
• Assess the appropriateness for using specific
telecommunications and services with a client OAC 47-17-01(I)(6)(a)
• Make reasonable efforts to verify the identity of the client when
communicating OAC 4732-17-01 (I)(6)(c)
• Obtain written consent from the client informing the client of::
OAC 47-17-01 (I)(6)(h)
◊ Any limitations of the technology being used
◊ Potential risks to confidentiality
◊ Risks of disruption of communications and
alternative communications
◊ When and how the psychologist will respond to messages
◊ What alternatives to use in emergencies
◊ Who else may have access to messages – time to discuss
for both psychologist and client ends where messages are
sent and received
◊ Ensuring messages are directed only to the psychologist
◊ Storage of electronic communications by psychologists of
messages with the client
OPA has developed a Telepsychology Informed Consent Form
that incorporates these components and provides a useful way
to document client informed consent for telepsychology services,
including the use of email and texting. It is available on the OPA
website and viewable in Appendix A.
Other Ohio Board of Psychology telepsychology rules include the
requirement for psychologists to ensure that access to stored

electronic communications are not accessible to unauthorized
persons when disposing of electronic equipment or data OAC
7732-17-01(I)(7)
• The telepsychology rule does NOT apply in two circumstances
OAC 7732-17-01(I)(8):
◊ when electronic communications are limited to
administrative purposes such as scheduling appointments,
billing or establishing benefits or eligibility for services or
◊ “for the purpose of ensuring client welfare in accord with
reasonable professional judgment.”
SOME SUGGESTED BEST PRACTICES
The following are some suggested ways to comply with the various
applicable ethical and legal expectations for the use of email and
texting with clients:
1.
2.

3.
4.
5.
6.

Have a written policy and procedures for using email and texting
that is communicated to clients at the beginning of every
professional relationship.
Have a written informed consent form signed by clients before
using telecommunications that incorporates key policy and
procedure elements regarding the types of telecommunications
used by the psychologist.
Consider using encrypted email such as Hushmail or Zixmail
rather than web-based email such as Yahoo or Gmail.
Do not use email or texting for emergencies
Establish turnaround times for when clients can expect a
response to messages. When are messages checked/read by the
psychologist? When will a response be sent to the client?
Inform clients about privacy and confidentiality issues and the
use of secure communications. Obtain written client consent
for the use of telecommunications and if you and your client
agree to use non-secured communications. Caution about
the use of work email systems because employers may have
access to messages. Caution about who else besides the client
has access to their email account or device used to send and
receive messages. Use passwords for accessing electronic
messages or devices.
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7.
8.
9.
10.
11.
12.
13.

14.

Maintain copies in the client’s record of clinical email and text
messages communicated by both the psychologist and client.
Inform clients that copies of telecommunications will be kept in
their record.
Identify what types of information or subject matter are
appropriate and not appropriate to include in messages.
Assess your own ability to use email and texting with clients.
Assess your client’s ability to use email or texting.
Get written informed consent from clients about any fees that
may be charged when using email or texting.
Maintain a “professional tone” in communications by
avoiding too informal or personal sounding language. Keep
in mind that written communications with clients just as
verbal communications need to be professional. Avoid use of
emoticons and slang that might be perceived as personal rather
than professional.
Be aware that relevant state psychology licensing laws and
rules apply when using telecommunications both in the state
where you are located and where your client is located. The
Ohio psychology licensing law only regulates the practice of
psychology in Ohio. Other states or jurisdictions have their own
psychology licensing laws that may require compliance when
providing services to clients located in those jurisdictions.

CONCLUSION
In conclusion, email and texting can be valuable forms of
communications with clients. Standards, guidelines and laws
relevant to using email and texting with clients exist and ought to
be considered before their use. A number of recommendations are
described that would assist in complying with them.
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APPENDIX A: TELEPSYCHOLOGY INFORMED CONSENT FORM

Ohio Psychological Association
TELEPSYCHOLOGY INFORMED CONSENT
As a client receiving psychological services through telepsychology methods, I understand:
1.

This service is provided by technology (including but not limited to video, phone, text, and email) and may not involve direct,
face to face, communication. There are benefits and limitations to this service. I will need access to, and familiarity with, the
appropriate technology to participate in the service provided. Exchange of information will not be direct and any paperwork
exchanged will likely be exchanged through electronic means or through postal delivery.

2.

If a need for direct, face to face services arises, it is my responsibility to contact providers in my area such as
____________________, _________________, or __________________ or to contact this office for a face to face appointment. I
understand that an opening may not be immediately available.

3.

I may decline any telepsychology services at any time without jeopardizing my access to future care, services, and benefits.

4.

These services rely on technology, which allows for greater convenience in service delivery. There are risks in transmitting
information over the internet that include, but are not limited to, breaches of confidentiality, theft of personal information, and
disruption of service due to technical difficulties. My psychologist and I will regularly reassess the appropriateness of continuing to
deliver services to me through the use of technology.

5.

In emergencies, in the event of disruption of service, or for routine or administrative reasons, it may be necessary to communicate
by other means:
a. In emergency situations
b. Should service be disrupted
c. For other communication

6.

My psychologist may utilize alternative means of communication in the following circumstances:

7.

My psychologist will respond to communications and routine messages within ___________________________________________

8.

It is my responsibility to maintain privacy on the client end of communication. Insurance companies, those authorized by the client,
and those permitted by law may also have access to records or communications.

9.

I will take the following precautions to ensure that my communications are directed only to my psychologist or other individuals:

10. My communications exchanged with my psychologist will be stored in the following manner:
11.

The laws and professional standards that apply to in-person psychological services also apply to telepsychology services. This
document does not replace other agreements, contracts, or documentation of informed consent.

_______________________________________________________
Client Printed Name					

________________________________________________ ___________
Signature of Client or Legal Guardian 			
Date

_______________________________________________________
Printed Name of Psychologist				

________________________________________________ ___________
Signature of Psychologist 				
Date

Liability Disclaimer: The Ohio Psychological Association (OPA) have attempted to provide guidance with this form in line with current laws and
guidelines, but the form may need to be tailored to each situation and individual, laws change, and we cannot guarantee freedom from legal
liability. It is up to each psychologist to confirm that they are following legal requirements.
This work is licensed under the Creative Commons Attribution 3.0 Unported License. To view a copy of this license,
visit http://creativecommons.org/licenses/by/4.0/
Questions? Contact the Ohio Psychological Association at 614.224.0034.

Psychological Testing: Guidance from the Ethics Code
Elizabeth V. Swenson, PhD, JD
John Carroll University

Abstract
Psychological testing is frequently part of a comprehensive clinical psychology practice. Psychological testing has its own
particular ethical issues. The Principles of Psychologists and Code of Conduct (APA, 2010) are cited to show important
ethical issues. Releasing test data, test construction and informed consent are discussed. Vignettes illustrate each
relevant standard, covering ethical mistakes that might easily be made in one’s practice.
INTRODUCTION
Among the tasks that psychologists value in their work is
psychological testing. To give our best service to our clients, we
need to practice psychological testing ethically. The American
Psychological Association’s (APA) Ethical Principles of Psychologists
and Code of Conduct (Ethics Code)(APA, 2010) give us guidance
though some of the common ethical pitfalls.
The Ethics Code is divided in to five general principles and 151
standards. The general principles are aspirational, aiding in decisions
for which we strive. These principles, such as beneficence and
integrity, set up a moral foundation for our work and our daily
lives as well. The standards, divided in to sections, are enforceable
or mandatory. These are enforced by the legal system, ethics
committees and licensing boards. Some of these sections correspond
to aspects of our work as psychologists, such as teaching or research,
while others deal with ethical issues that transcend a particular kind
of work, such as those found in the section on human relations.
In this article we are looking most closely at Section 9, standards
specifically on assessment.
Throughout this article, I will quote sparingly from the ethics code.
However, it is easy to locate the complete ethics code to fill in the
gaps at www.apa.org/ethics/code/index.aspx. The code should be
readily available to consult when thorny ethical dilemmas arise. In
addition, it bears repeating that one of the advantages to being
an Ohio Psychological Association member is that the OPA Ethics
Committee provides free consults to members.
RELEASE OF TEST DATA

might misuse the information to the detriment of the child. Releasing
the test scores and interpretive report to another psychologist is not
a problem to him. In this case, the Ethics Code provides standards
to be considered carefully. At the most fundamental level, it should
be understood that according to Standard 9.04a, Release of Test
Data, only a report with the child’s responses and accompanying
observations and interpretive comments can be released without
compromising the security of the tests that were given. (See also
Ethics Code Standard 9.11, Maintaining Test Security.) But more
importantly here, it is not the psychologist’s decision to whom to
release the report. Even though the psychologist believes that the
report may be harmful to the child, and that the counselor may not
fully understand it, the parent has the right to determine to whom
the report will be released. Standard 9.04 permits the psychologist to
withhold the data to prevent substantial harm, but possible harm in
this case does not rise to the level anticipated in the standard.
Importantly, the Health Insurance Portability and Accountability Act
of 1996 (HIPPA) gives a right of access of medical records to patients.
Psychological test data is considered to be a medical record; the
child’s parent is considered to be the patient. The release of the test
data and report to the child’s father clearly means that he can pass it
along to whomever he pleases. The autonomy of the patient trumps
the judgment of the psychologist in this case.
In retrospect, it is quite possible that these problems could have been
avoided had there been a contract or letter of agreement with the
father prior to the assessment. This document would make it clear
to whom the data can be released, and that some material may be
harmful to the child if released to a non-competent person.
TEST CONSTRUCTION

Consider the following vignette:
John Michelson, PsyD was asked by a father to do an assessment
of his ten-year old son who was exhibiting behavior problems
at home but not at school. Upon completion of the battery, the
psychologist is asked by the custodial parent to release the test
data to a possible treating psychologist and also to the child’s
school counselor. Dr. Michelson has no problem with releasing the
results to another psychologist, even though this person is not yet
the child’s therapist. However he objects to releasing them to the
school counselor reasoning that this person may not understand the
test results and apparently does not have a need to know them. The
child has shown no problem behavior at school, and Dr. Michelson
fears that releasing the test scores to the counselor could raise the
child’s profile as a problem child.

A vignette:
Megan Fester PhD works in the counseling center of a major public
university. It is not uncommon for international exchange students
to come to the center with complaints that suggest depression,
home-sickness, and anxiety about academic procedures, aggravated
by language difficulties. Being extremely pressed for time, it just
made a lot of sense to Dr. Fester to create an instrument that would
confirm a diagnosis of this constellation of complaints quickly,
which she has labeled “Ivanov syndrome,” after one of her favorite
clients. She selects a few items from the Beck Depression Inventory
along with what she considers to be key items from the MMPI
psychasthenia scale. She routinely asks new international students
to take this inventory before their first session.

The psychologist has to balance two conflicting interests in this
scenario. The father has asked for a report to be released to the
school counselor; the psychologist objects based on his view that the
counselor might not comprehend them, and because the counselor

Direction in resolving the ethical dilemma in this vignette is found
primarily in Ethics Code Standard 9.05, Test Construction. Individuals
who construct psychological tests must “use current scientific
or professional knowledge for test design, standardization [and]

10 | www.ohpsych.org

validation,…” Even though Dr. Fester is using this test only for her
own clients, it is still required that she construct a test that is valid
and reliable. Taking test items from a valid and reliable test and using
them individually out of their proper context does not fulfill this
requirement. No methods for substantiating reliability and validity
have been employed. In addition, Ethics Code Standard 2.01a advises
that psychologists practice only within the “boundaries of their
competence.” Arguably, the construction of a test in this manner
indicates that Dr. Fester does not understand the basics of test
construction. Finally, Ethics Code Standard 2.04 required us to base
our work on “established scientific and professional knowledge of
the discipline.” Dr. Fester does not demonstrate such knowledge in
this scenario.
Another important consideration in this case is the Federal Copyright
Law (1978). This law protects the test publishers from the use of their
proprietary test items in a different document.
It must be very tempting at times to take such a shortcut.
Unfortunately it is scientifically invalid, ethically flawed and illegal.

person who scored in the alarming manner, or what this meant, one
might consider that Standard 3.04, Avoiding Harm, is also involved.
Students did not understand that they were in essence waiving their
confidentiality as to their mental health.
CONCLUSION
This article has discussed several of the most important and relevant
Ethics Code Standards that guide psychological testing. These include
release of test data, test construction, and informed consent.
NOTES
Some vignettes in this article are adapted from those used in a
webinar presented by the author for the Buros Institute at the
University of Nebraska on April 1, 2015. They are used with permission
even though the copyright is held by the author.
The author thanks an anonymous reviewer for suggestions.

INFORMED CONSENT TO ASSESSMENT
This vignette illustrates a situation involving informed consent:
Susan Nilson, PhD teaches an undergraduate class in psychological
testing. Half way through the semester, she felt that she was losing
the students’ interest in the course material. To enliven the class
and also to peak student interest, she decided to have each student
personally take and score the particular assessment measure to
be studied that week. She stressed that these self-administered
tests could not be valid indicators of the traits in question. All this
led up to the unit on the MMPI-2. Because the time to take this
test exceeded the allotted class time, students were allowed to
administer the test to themselves the night before the next class. In
as grave a tone as possible, Dr. Nilson told the class that they should
take the test in one private sitting, be in a quiet room, and not share
the questions with anyone. It became apparent in the next class
that some of the statements on the test were discussed and joked
about in the dorms. After collecting the test protocols, Dr. Nilson
scored the tests and planned to return the results to each student in
a sealed envelope. At the next class, she abruptly said that she could
not return the results as one student had scored in a manner that
was truly alarming.
A variety of Ethics Code standards apply to this situation. Using
Standard 9.10, Dr. Nilson had a duty to explain the assessment results
to the students. This had been the established practice for the past
several weeks and the students expected this feedback in addition
to learning about the MMPI-2 itself. Standard 9.06 requires that she
consider situational factors during the test-taking that may have
significantly affected the students’ scores and thus limited the validity
of the their interpretation. Although Dr. Nilson might have argued
that her procedure was acceptable according to Standard 9.07, since
this was a class of undergraduates, the students would not qualify
as trainees. And clearly Standard 9.11, Maintaining Test Security, was
also breeched.
The more important ethical issue, in my view, is that the students
had no idea what they were disclosing to their professor. Standard
9.03 mandates that psychologists obtain informed consent for
assessment. This is an especially important consideration, as the
information the professor could have gained on her students, had the
testing been valid, would be very sensitive, and because the students,
due to their relationship with the professor, may have not been able
to consent voluntarily. It is arguable that the students may not have
been able to give informed consent under the circumstances. As the
students never learned individually whether or not they were the
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Using Metaphors to Address the Maladaptive Behaviors of Children
Amel Sweis-Haddad, PsyD

Abstract
The use of easily understood metaphors from a wide range of disciplines can help improve a parent’s understanding of
behavioral approaches and also improve a child’s motivation for behavioral change. Behavioral psychologists can use
metaphors as a powerful therapeutic tool to help parents address the inappropriate and often dysfunctional behaviors
of children with poor sequencing skills. For example, parents can be encouraged to develop “Game Plans” by first
identifying problems and solutions, and then mapping out undesirable and desirable “Pathways.” Parents can learn
how to “referee, coach, and cheerlead” by utilizing concise and positive operational statements. These statements can
be conceptualized as “equations” that follow easily understood sequences or associations. The ability to sequence is a
critical skill since taking wrong “pathways” or using poor “syntax” may result in children making decisions in “error.”
A map with step by step instructions can be helpful.

Behavioral psychologists can utilize
a consultative and metaphorical
approach when working with parents
to address the inappropriate and often
dysfunctional behaviors of children.
There are two basic goals for helping
families: the first goal is to develop a
“Game Plan” to identify problems and
solutions, and the second goal is to
positively communicate and formulate
“Pathways” for children; so that, they
can demonstrate successful behaviors.
Metaphors have been used in therapy
over the years to help children (Burns,
2012). This paper illustrates how metaphors borrowed from a
number of different disciplines can teach parents important cognitive
behavioral principles and sequencing skills; so that, they, in turn, can
teach their kids.
Metaphors can be useful for teaching sequencing skills, but before
implementing a behavioral approach that utilizes them, it is critical to
determine whether any of the following problems exist as a different
treatment modality may be necessary. For example, a physiological
deficit may require speech, physical or occupational therapy while
a cognitive deficit may require specific educational remediation.
Inadequate teaching may mean the child needs to be presented with
the opportunity to learn from a good instructor and role model.
Before therapists can use metaphors, definitions of problems
and solutions are necessary. Parents need to be given a blank
sheet of paper folded in half (lengthwise) and asked to make a
comprehensive list of specific “Problem Behaviors” using short action
phrases on the left side of the paper. Parents need to systematically
identify diametrically opposed specific “Solution Behaviors” on
the right side of the paper with a 1:1 correspondence, making sure
solution phrases are positively phrased. It should be noted that
when definitions of appropriate and inappropriate behaviors are
clearly labeled, everyone speaks the same language and is literally
on the “same page.” It also helps create a “level playing field”
where children learn everyone has to abide by the same definitions
of appropriate and inappropriate behavior. Even in the sports
arena, there are definitions and valuations of what are fair or unfair,
appropriate or inappropriate “plays.” These linguistic definitions are
important for sensible, meaningful communication and interaction.
They are also vitally important since simply teaching a child what not
to do does not mean…we have taught the child what to do. (See

table on page 14 for examples of problem/
solution behaviors).
Once “Solution Behaviors” are identified,
therapists essentially have the counseling
goals or “Game Plan” and can help
parents learn how to “referee, coach,
and cheerlead.” They learn that referees
do not just “blow the whistle” or “call
a child out,” but also articulate correct
“plays,” because there is a “play book” (or
“Game Plan”) stating what is acceptable
behavior and what is not. Parents “coach”
their children through intentional rolemodeling and teach specific appropriate behaviors. Parents also
learn how to “cheerlead” by positively reinforcing a child’s exhibition
of appropriate “plays.” Good coaching and cheerleading lead to
less refereeing over time. Skinner (1965) spent a lifetime teaching
therapists the “Technology of Teaching.” We must do the same
with parents.
Behavioral psychologists are reminded that positively phrased
operational statements, or rules, can be conceptualized as
“equations” or “pathways.” Indeed, there is no shortage of
metaphors or word phrases illustrating the “ingredients” for
predetermined sequences and orderly pathways (ie: recipes,
blueprints, chemical or mathematical formulas, play books, chain
reactions, routes, algorithms, procedures, computer codes,
grammatical syntax and the numerous successions of growth
through developmental stages, grade levels, and developmental
skill sets). These sequences are predetermined and intentionally
included. They contain steps that are not purposeless…but are
meaningful…in a process that is itself meaningful.
Parents learn to recognize verbal statements as “Pathways,” where
two or more steps may be necessary to reach a particular end. An
example of this concept is: step one - eat dinner, and step two - eat
dessert, in that order. It is understood that dinner precedes ice
cream. There are many such examples: finish homework / watch
TV; clean room / go to a friend’s house; finish chores / have friends
over. The challenge is to help parents teach children how to reach
particular goals and exhibit “a good work ethic.” An “economic
transaction” emerges, and, yes, another metaphor arises!
Since behaviors tend to be goal oriented, behavioral change requires
children to learn how “behavioral equations” operate. Parents learn
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TABLE: EXAMPLES OF PROBLEMS AND SOLUTION BEHAVIORS
PROBLEM BEHAVIORS

SOLUTION BEHAVIORS (THE GAME PLAN)

Fighting with siblings and peers

Getting along with siblings and peers

Screaming, yelling		
Hitting, punching, kicking
Not sharing, not taking turns
Not agreeing to play together
Not using kind words
Messy

Speaking in a quiet (indoor) voice
Keeps hands and feet to self
Sharing, taking turns
Agreeing to play together
Using kind words
Clean and Neat
Puts things away in bedroom
Puts toys away
Makes bed

Will not put things away in bedroom
Toys left on floor			
Bed not made
Poor Social Skills

Good Social Skills
Does not look at person when spoken to
Does not reply when spoken to		
Does not say hello or good bye		
Does not use other person’s name		
Does not say please or thank you		
Does not tell the truth			
Needs requests repeated frequently

Poor Table Manners

Looks at person when spoken to
Replies immediately when spoken to
Says hello or good bye
Uses other person’s name
Says please or thank you
Tells the truth
Does what is told immediately
Good Table Manners

Does not stay seated			
Fidgets excessively			
Does not eat with utensils			
Does not eat quickly
Poor Academic Performance
Not writing down assignments		
Not bringing home necessary books and papers
Not doing homework independently		
Not returning completed work to school
Gives up easily on challenging tasks
how to teach basic sequences where work leads to reward…or
that reward follows work. A visual representation of this concept is
illustrated by the “Road Less Traveled Map” (See diagram on page
15), a map inspired by the poetry of Robert Frost. It illustrates how
a particular choice or pathway can make all the difference in the life
of a child. Contrary to popular belief, all roads do NOT lead to Rome.
Some are circuitous, some are inefficient, and others are just plain
dead ends.
By identifying what a child desires, parents inadvertently identify a
potential punishment since the absence of that reward (or incentive)
may feel like punishment to the child. Punishment, however, is never
the goal; it is essentially the consequence of error in judgment. When
specific variables are missing from an equation, the equation cannot
be completed and error or disappointment results. In many cases, a
misunderstanding of definitions and valuations of what is appropriate
and inappropriate contributes to faulty decision making by the child.
Goal oriented behavior is calculated and well thought out. Metaphors
illustrating sequencing simply illustrate that behavioral change
requires intentional movement towards a specific goal.
When children learn they have choices, they learn failure to obtain
a reward is the result of their own choice, not a choice made by
their parent. The map referenced above can be used with parents
to illustrate “pathways” (or choices) for children; so that, children
understand that their parents wish to see them succeed and be
happy. Parents learn “scripts” such as: “Yes, you can (have the
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Stays seated
Sits without moving or fidgeting
Eats with utensils
Eats quickly
Good Academic Performance
Writes down homework assignments
Brings home necessary books and papers
Does homework independently
Returns completed work to school
Perseveres with challenging tasks
reward) AFTER you (do the work).” Phrasing is critical; the reward is
mentioned first to grab attention and motivate the child. If the child
makes a poor choice, or travels down a pathway that does not take
him/her where he/she desires to go, parents are encouraged to use
specifically formulated phrases such as: “You know, honey, I told you
that you could (have your ice cream) AFTER you (eat your dinner). You
chose not to (eat your dinner), so you chose not to (have ice cream).”
Many diagnoses appear to be related to sequencing problems. For
example, Kofman, Larson and Mostofsky (2008) found an impairment
in strategic planning in children with ADHD. As a result, these children
do not focus on the “essential variables” or necessary steps to
complete equations. These children are distracted by “extraneous
variables” that lead them astray on pathways that ultimately take
them to undesirable destinations. Children suffering from anxiety and
depression benefit from a cognitive behavioral approach (Sburalati,
Lyneham, Schniering, 2014) as they learn to identify pathways
between thoughts and feelings. Children with Autism (Smith,
2012) also respond well to behavioral techniques that teach simple
sequencing skills because pathway mapping helps them navigate in a
confusing verbal world filled with “extraneous data.”
When children are waylaid by “inoperable equations” or undesirable
pathways, therapists must help parents communicate simply; so that,
extraneous variables interfering with the child’s ability to make good
choices are removed. Indeed, sequencing problems underlie many
problematic emotions and behaviors. Children need to be taught to

Using Metaphors to Address Maladaptive Behaviors of Children
focus on end results, goals…destinations.
They must learn to identify both desirable
and undesirable pathways, and must learn
the necessary steps to get from point A to
point B, from Step 1 to Step 2.

DIAGRAM: HELPING YOUR CHILD TRAVEL “THE ROAD LESS TRAVELED”

Children must learn to manage their
anxiety and improve their frustration
tolerance in order for something good
to happen. They need to learn they can
obtain what they desire AFTER they work
for their reward, not before. It is any easyto-use concept that even a child can learn.
One eight year old boy, finally grasping
the concept that not working and yet
expecting a reward was an inoperable
sequence, excitedly exclaimed, “It is like
being a robber!” Interestingly, the child
developed his own unique metaphor.
Many parents enter counseling offices
asking for assistance with children who
may be anxious, depressed, oppositional,
or just simply feel inadequate. They want
to learn how to motivate their children to
make good choices, to do the things their
children do not naturally enjoy doing nor
have an inclination to do. Therapists need
to be creative when teaching cognitive
behavioral approaches by collaborating
with parents, using metaphors to teach
sequencing skills in a positive and engaging
manner. Destination determines route!
When children know where they are going
and want to go there, they are more
likely to take the shortest, straightest,
pathway to that destination. Elementary
math teaches that the shortest distance
between two points is…a straight line.
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Integrated and Brief:
A Meta-Framework for the Modern Psychologist
Dr. Kirby K. Reutter, PhD, LMHC, ICAADC, CADAC-IV, MAC

Abstract
In contrast to the early years of psychoanalysis, today’s psychologist must service a diverse spectrum of populations,
needs, and disorders within the context of insurance, managed care, and rigorous standards for professional
accountability. These exigencies have required modern psychologists to rethink how they conduct therapy in two
significant ways. First, psychologists no longer have the luxury of committing themselves to a single model or treating
only a select clientele that seems to be a “good fit” for their approach. Second, psychologists must also exercise far
greater efficiency in their delivery of professional services. Thus, if contemporary clinicians wish to be competent with
clients and competitive with colleagues, they should consider becoming fluent in multiple models while providing
successful, evidence-based therapy in fewer sessions. The objective of this article is to address both concerns
in a single framework.

INTRODUCTION
Clearly the field of psychotherapy has changed dramatically since
the days of Sigmund Freud (Hergenhahn, 2013). In contrast to the
early years of psychoanalysis, the psychologist of today must service
a diverse spectrum of populations, needs, and disorders within the
context of insurance, managed care, and rigorous standards for
professional accountability. These exigencies have required modern
psychologists to rethink how they conduct therapy in two significant
ways. First, psychologists no longer have the luxury of committing
themselves to a single model or treating only a select clientele that
seems to be a “good fit” for their approach. In fact, the research
is clear that certain models are more efficacious than others for
particular populations, particular needs, and particular disorders
(Corey, 2012). Second, as if the first demand were not enough,
psychologists must also exercise far greater efficiency in their delivery
of professional services. Thus, if contemporary clinicians wish to be
competent with clients and competitive with colleagues, they “had
better” (courtesy of Albert Ellis) be fluent in multiple models while
providing successful, evidence-based therapy in fewer sessions.
The objective of this task is to address both concerns in a single
framework. First, I would like to propose a diagram that subsumes
the traditional schools of psychotherapy under one meta-model.
Second, I would like to explicate the principles of Brief Therapy
as they relate to this diagram. In short, the ultimate purpose of
this paper is to demonstrate that all models are clinically useful;
that it is possible to conceptualize the same clinical issues from
multiple perspectives; and that each approach is amenable to brief
applications, as the need arises.
AN INTEGRATIVE FRAMEWORK
Before proposing the meta-framework, I would first like to present
my overall findings upon which the framework was constructed.
After thoroughly reviewing literature regarding the major traditions
of psychotherapy, I have arrived upon the following conclusions:
1. All models of psychotherapy, at their root, deal with various
aspects of the mind, various aspects of behavior, and/or various
aspects of relationships.
2. There are five crucial factors which both comprise and influence
the mind: biology, cognition, affect, volition, and the “missing
link” (known for thousands of years as the human spirit).
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3.

4.

5.
6.

7.
8.

9.

Biology refers to physical brain structures and their neurological
functioning; cognition refers to thoughts and beliefs; affect
refers to moods, feelings, and emotional states; volition refers
to the ability to make conscious choices and decisions; and spirit
refers to the immaterial aspects of existence. (According to this
conceptualization, the brain represents the material dimension
of the mind while the spirit represents the immaterial dimension;
in addition, the triad of cognition, affect, and volition are
understood to have both material and immaterial components).
There are five major categories of relationships: intrapersonal,
interpersonal, social, environmental, and transcendental.
Intrapersonal refers to relationships with the self (e.g., id, ego,
and superego); interpersonal refers to relationships with specific
individuals (e.g., spouse, boss, neighbor, etc.); social refers
to relationships with groups of people (e.g., family systems,
organizations, communities, etc.); environmental refers to
relationships with a specific setting, context, or milieu (e.g.,
school, workplace, neighborhood, etc.); and transcendental
refers to relationships with the divine (however divinity is
understood by the client).
All of these various manifestations of the mind and relationships
transact systemically to influence behavior. Thus, there are
a multitude of layered and multifaceted factors—both seen
and unseen—which ultimately underlie behavior. Therefore,
behavior can rarely (if ever) be taken at “face value.”
Behavior itself also plays a causal role within the system by
reciprocally influencing all components previously delineated.
None of these components exists in isolation except as
abstract constructs. Rather, each “component” co-exists
interdependently and inextricably within the context of and as a
function of all other components.
All models have some fundamental nomenclature for
“abnormal” (such as neurotic, dysfunctional, incongruent,
irrational, distorted, maladaptive, etc.)
In all models, various forms of relationships seem to be the
primary indicators of psychological health (as exemplified by
terms such as congruence, synchrony, attunement, attachment,
goodness-of-fit, etc.)
Distinct models can be used alternatively or simultaneously since
various schools of psychotherapy represent different aspects or
emphases of the same overall system. Thus, the same problem,
as well as various solutions, can be viewed dialectically from
multiple perspectives at the same time.

10. Psychologists can
strategically intervene
anywhere in the system to
effect change, including
those areas that are
already functioning well.

DIAGRAM

These themes are pictorially
represented in the diagram.
Let’s take one simple example
to illustrate how this diagram
can be utilized for clinical
purposes. Suppose a client
enters therapy complaining
of the “common cold” of
psychology—depression.
Before knowing anything
else about the client, the
psychologist already has a
myriad of starting points from
which to conceptualize the
presenting problem. After
identifying an appropriate
starting point, the psychologist
then proceeds to select an
appropriate model to effect
change within the system. The
chart to the right represents
one possible decision-making
trajectory (among a seemingly
limitless range of options).
Thus, each component of
the diagram represents
MULTIPLE MODELS, MULTIPLE INTERVENTIONS
different possible starting
points for treatment. First, the
psychologist identifies the most
Starting
Possible
Possible
Possible Focus /
likely etiological factor(s). For
Point
Model
Conceptualization
Intervention
example, the psychologist may
Prescription of SSRI
Biology
Psychopharmacology
Seasonal serotonin deficiency
identify a biological component
Thinking errors
Automatic thoughts
Cognition
Cognitive Therapy
(e.g., seasonal fluctuations);
Defense mechanisms
Psychoanalysis
Repressed anger
Affect
Lack of personal responsibility
Goal-setting
Volition
Reality Therapy
a cognitive component
Existential Therapy
Loss of meaning or purpose
Reframing
Spirit
(e.g., thinking errors); an
Values clarification
Intrapersonal
Person-Centered Therapy
Incongruence with self
emotional component (e.g.,
Attunement
Interpersonal
Object
Relations
Therapy
Insecure
attachments
grief or mourning); a volitional
Family Systems Therapy
Diversion from other family problems
Family roles
Social
component (e.g., learned
Dialectic Behavioral Therapy Invalidating conditions
Self-soothing skills
Environmental
helplessness); a spiritual
Transcendental
Various religious traditions
Unhealthy / inconsistent theology
God construct
component (e.g., guilt over
Avoidance of conditioned stimuli
Prolonged exposure
Behavior
Behavior Therapy
wrongdoings); an intrapersonal
component (e.g., negative
may blame his depression on behaviors (e.g., “I always mess up, I
self-talk); an interpersonal component (e.g., marital conflict); a
don’t do anything right”), whereas the psychologist may determine a
social component (e.g., symptom-bearing within the family system);
deeper intrapersonal issue related to self-image—and yet prescribe a
an environmental component (e.g., an oppressive workplace); a
cognitive intervention related to automatic thoughts.
transcendental component (e.g., dysfunctional God construct); or a
behavioral component (e.g., avoidance / withdrawal).
Once the psychologist determines the most strategic area(s) of
intervention, the next step is to identify an appropriate model (and
Next, the psychologist identifies the most strategic area of
the corresponding techniques) to effect change within the system.
intervention. Since this diagram is conceptualized as a system, any
For example, if the psychologist determines that biology is the
intervention will theoretically affect the rest of the system; therefore,
most strategic area to target, she may recommend a psychotropic
the point of intervention does not necessarily need to correspond
medication (i.e., psychopharmacology). If the psychologist identifies
directly to the presenting problem, or even the identified etiology.
cognition as the most strategic area to address, she may suggest
For example, a spouse may complain of increased marital conflict
an examination of core beliefs (i.e., Cognitive Therapy). If the
in January (i.e., an interpersonal issue) while the psychologist may
psychologist decides that affect is the most strategic area of focus,
deduce a seasonal component (i.e., biology)—yet recommend an
she may prescribe emotional regulation (i.e., Dialectical Behavior
environmental intervention (e.g., take a trip to Florida!) Or a client
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Therapy)…and so on and so forth. Alternatively, the psychologist
may chose not to directly address the problem(s) at all—and instead
focus exclusively on the client’s strengths (i.e., aspects of the client’s
system which are already functioning well).
Finally, the psychologist must evaluate the efficacy of her
intervention. If the prescribed treatment does not result in clinically
significant outcomes, the psychologist should re-assess the original
conceptualization, identify alternative areas of intervention, or select
different models / techniques to treat the issues.
MAKING IT BRIEF: THE APPLICATION OF BRIEF THERAPY
A number of practitioners have noted a plethora of techniques,
strategies, and interventions which—irrespective of theoretical
orientation—can render therapy considerably briefer than traditional
approaches alone. While it is not possible here to delve into specific
applications, I have summarized the literature into the following six
themes. (To honor the values of Brief Therapy, I would like to keep
this section, well, brief!) As you read through the six guidelines listed
below, please note how these principles are applicable to any model
of psychotherapy (De Jong & Berg, 2008).
• Identify goals that are concrete, observable, definable,
quantifiable, measurable, manageable, realistic, achievable,
behavioral, client-derived, client-focused, and solutionoriented—and frequently utilize scaling questions to assess /
evaluate progress towards goal achievement.
• State goals in terms of the presence of a positive phenomenon
(as opposed to the absence of a negative phenomenon).
• Skillfully convert the therapeutic culture from a problem
orientation to a solution focus as quickly as possible; identify
past and present successes as well as any exceptions to the
identified problems; coach the client to think, feel, act, chose,
and relate as if the problem were already solved.
• Learn, understand, and work within the client’s own
idiosyncratic, phenomenological, subjective, or personal
framework, especially in terms of negotiating the problem,
identifying solutions, and framing interventions.
• Foster the internal and external strengths, skills, capacities,
competencies, assets, and resources which the client already
has, can have, or has but does not recognize.
• Instead of trying to discern the specific etiologies of a disorder,
identify the patterns or routines associated with the symptoms
(however indirectly or tangentially), and then disrupt those
dynamics such that the symptoms are less likely to manifest.
CONCLUSION
In summary, there are two fundamental demands which are
influencing the direction of contemporary psychotherapy: first,
psychologists must service a growing diversity of populations, issues,
and disorders; second, psychologists must deliver effective therapy
under greater time constraints. Thus, it is no surprise that the field
of psychotherapy is increasingly characterized by the ideals of
integration and brevity.
The objective of this paper was to propose a meta-framework
of therapeutic models for precisely that purpose. First, I have
presented a diagram in which various symptoms / disorders can be
conceptualized from the perspective of multiple models, allowing the
psychologist greater flexibility to deal with greater diversity of needs.
Second, I have shown how the major themes of Brief Therapy are
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applicable to this framework, allowing psychologists to implement
their model of choice as expeditiously as possible.
* For a more comprehensive explication of the how this model relates
to the traditional models of psychotherapy, please contact the
author directly at kirbyreutter@gmail.com.
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Challenges to Self-Care in the Workplace:
Chronic Physical Illness in Practicing Psychologists
Deanna Barthlow-Potkanowicz, PhD
Bluffton University

Abstract
Psychologists frequently discuss the importance of self-care with therapy clients. Practicing self-care in their own
professional lives, though, can be an elusive prospect for psychologists especially for those coping with chronic physical
illness. Research on psychologists’ well-being in relation to their work has mostly focused on compassion fatigue,
burn-out, and impaired judgment. There is little research on managing workplace stress and dynamics for professionals
who have chronic “invisible” physical illnesses, such as fibromyalgia, arthritis, inflammatory bowel diseases and
chronic fatigue syndrome. This paper seeks to expand the dialogue around the topic of self-care among practicing
psychologists with chronic physical illness. Challenges to achieving work-life balance are identified, and reasons why
some professionals hesitate to pursue workplace accommodations are offered. Recommendations for expanding this
conversation are made, including the need for empirical investigation and strategies to help psychologists move towards
a healthier work-life balance
INTRODUCTION
Psychologists know that self-care is essential, but daily job
expectations often compete with self-care efforts. How do you
care for yourself when your job is to set aside your needs and care
for other people? Examining the literature, one finds a wealth of
information around topics such as burn-out, compassion fatigue, or
impairment (Grosch & Olsen, 1995; Sherman & Thelen, 1998; Smith
& Moss, 2009; Schoener, 2013). Comparatively speaking, there is
little information on the specific topic of managing a chronic physical
illness as a psychologist. For example, addressing impairment
specifically, studies have often focused on substance abuse
and sexual misconduct (Sherman, 1996). Others have examined
personal distress, resilience, and self-care patterns (Mahoney,
1997; Charlemagne-Odle, Harmon, & Maltby, 2014), or have tried
to increase awareness about the need for self-care to prevent
impairment (Barnett, Baker, Elman, & Schoener, 2007; Barnett &
Cooper, 2009; Good, Khairallah, & Mintz, 2009).
While there is some literature focused on physical illness, it typically
describes terminal illnesses and the impact on the psychologist’s
practice. For example, Johnson and Barnett (2011) discussed issues
involved in maintaining professional competence when facing
life threatening illness. But, the discussion was focused mostly on
the ultimate closure of one’s practice. More commonly, existing
research discusses managing conditions in one’s clients (Williams
& Koocher, 1998; Moss-Morris, 2011). Comparatively, we rarely talk
about the experiences of psychologists living and working with a
chronic, but survivable, physical illness and how to integrate self-care
into the workplace.
The time has come for the field of psychology to expand its
discussion of psychologists’ well-being to better include the concept
of managing chronic physical illnesses, including, but not limited to,
conditions such as diabetes, chronic fatigue, arthritis, fibromyalgia
and inflammatory bowel diseases. Therefore, the purpose of
this review is three-fold. First, the available literature regarding
psychologists with chronic physical illness is outlined. Second,
challenges to achieving work-life balance are identified. Lastly,
recommendations are offered, both for research efforts and for
supporting the concept of work-life balance.
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LITERATURE REGARDING PSYCHOLOGISTS
WHO HAVE CHRONIC PHYSICAL ILLNESS
The majority of the literature relative to psychologists coping
with a physical illness tends to be anecdotal accounts of personal
experiences with either chronic or terminal illness. For example,
Sollod (2002) wrote about his identity as a psychologist dealing
with end-state renal disease, while Laungani (2003) discussed his
experience with polymyositis. Both authors offered practical advice
for finding meaning and caring for those who are ill. Schoolman
(1988), Morrison (1997), and DeMarce (2007) all described personal
experiences with cancer, the impact it had on their therapy
practices, and the importance of self-care. Others have discussed
workplace challenges encountered as a result of their condition. For
example, Cox (1985) described an increasing sense of isolation in
her workplace as she gradually lost her hearing due to otosclerosis,
as well as the need to better integrate psychologists with hearing
impairments into the workplace. Additionally, Maggio (2007)
discussed her experience with managing lupus, while Paparella
(2004) described the experience of having Parkinson’s Disease and
leading a therapy group of patients with the same condition. Lastly,
Stratton, Kellaway, and Rottini (2007) presented personal accounts
of graduate students who managed clinical training while going
through personal stressors, including one student who developed an
autoimmune disease.
The other common theme within the literature relates to the impact
of a therapist’s illness on both therapist and client. For example,
Dewald (1994) addressed issues associated with therapist illness
and countertransference. Rosner (1986) discussed the experiences
of four psychoanalysts with life-threatening illness and the
experiences of each in deciding how much information should be
disclosed to clients, the timing of that disclosure, and who should
tell them. Similarly, Abend (1982) described his decision process
around disclosing information about his illness to clients. Others
have recommended training on this issue for therapists, flexibility
in decisions about disclosure, and establishing plans to provide for
clients in the event of therapist illness or death (Counselman and
Alonso, 1993). Finally, Philip (1993) discussed the need to self-disclose
in order to seek peer consultation about proceeding with one’s
practice in the face of terminal illness.

CHALLENGES TO ACHIEVING WORK-LIFE BALANCE
There are numerous challenges to achieving work-life balance as a
practicing psychologist with chronic illness. First, in terms of group
affiliation, Loveys (1990) and Kralik (2002) both noted that people
with chronic illness sometimes view themselves as neither sick nor
well, but rather, at risk of progressive illness. This conceptualization
can lead to a feeling of social isolation, as one does not fit well into
any particular group.
Second, having a chronic illness means having a greater need for
a healthy lifestyle, including effective stress management habits,
a routine schedule, adequate sleep and healthy eating habits.
Unfortunately, meeting the demands of a job in mental health care
does not always allow for adequate self-care. For example, if the
job requires on-call duty, sleep is regularly disrupted. Case-load size,
client emergencies, and a hectic schedule can make it difficult to meet
one’s own needs, including finding time for medical appointments,
exercise, or even eating lunch during the workday.
Another challenge is the dilemma of how much to reveal to coworkers and employers about one’s health, particularly if there are
frequent medical appointments, sudden changes in health status
that require adaptation, or additional tasks beyond the original job
description. Driedger (2003) pointed out that many employers don’t
know how to accommodate chronic illnesses, or what the symptoms
of various illnesses even are. Unfortunately, the employee might not
know what accommodations are needed to manage both job and
health effectively either, but they are responsible for identifying the
need, being their own advocate, and helping to brainstorm a solution
(Driedger, 2003). On a related note, some psychologists might even
feel that they are not entitled to accommodations because they do
not have an officially recognized disability.
Adding to the challenge of how much information to reveal
is the fear of stigma, employment-related discrimination, or
marginalization, as well as issues of personal pride and privacy.
For example, some people may fear that they will be viewed as
unreliable or incapable if their illness is known. They may also fear
that by disclosing to one person, they lose control of their personal
information and may have their illness revealed to others without
their permission. Driedger (2003) pointed out that some co-workers
wonder why a person, who doesn’t appear to look ill, is receiving
accommodations. Lastly, Oldfield (2013) identified value judgments
encountered by patients from their physicians that can also ring true
in the workplace, including disbelief that a person has an illness,
accusations of symptom exaggeration, blaming the person for
lacking motivation to get better, and expressing frustration with the
person for having an illness.
RECOMMENDATIONS
Given that the majority of the published literature in this area tends
to be anecdotal in nature, the following recommendations are
offered. Quantitative studies on the prevalence and management of
chronic illness in psychologists are needed. In addition to assessing
prevalence, it would be helpful to know how many psychologists, of
those not self-employed, have informed employers of their illness,
as well as reasons for and against disclosure. Research should also
examine rates of workplace discrimination related to this issue.
Finally, investigations into barriers to work-life balance are needed,
including real and perceived barriers to requesting accommodations.
Beyond empirical investigation, methods for creating healthier and
more supportive workplaces that welcome those with chronic illness
are needed. A good stepping-off point in terms of creating a healthy

Adding to the challenge of how much
information to reveal is the fear of stigma,
employment-related discrimination, or
marginalization, as well as issues of
personal pride and privacy.
work environment would include treating co-workers and employees
who have a chronic physical illness with the same respect that we
give clients. For example, listening, validating, and empathizing with
someone who has a chronic illness is an effective way of expressing
respect and understanding (Oldfield, 2013.)
Employers can also raise awareness and provide education around
chronic physical illness to help reduce judgments and assumptions.
Kralik (2002) noted the need to educate oneself on ways to help
someone with chronic illness and on the stages of transition
that people go through. Kralik emphasized listening sensitively,
acknowledging the issues and realities at hand, and building
relationships to reduce miscommunication and to understand
difference. As we tell our clients, cultivating a strong social support
system benefits one’s physical and mental health.
At the professional level, the field of psychology, and its training
programs, should focus on better recognition of the inherent
stress of being a mental health care provider, as well as better
communication of the need for work-life balance. Furthermore, the
profession needs to better frame the purpose of work-life balance as
being for the happiness and overall well-being of the psychologist,
in addition to its focus on the need to remain competent to conduct
clinical services.
On an individual level, a person with a chronic physical illness would
be helped by learning more about the relationship between stress
and health and by improving stress management skills. Coping with
a medical illness can be similar in some ways to coping with general
stress, and framing it that way can make it easier for a person to
identify effective self-care strategies. Self-monitoring and tracking
of symptoms, stress, and the effect of interventions is helpful.
Finally, building a sense of self-efficacy in managing one’s condition
is important given that people with chronic illnesses tend to have
more negative health outcomes if they initially hold more negative
attitudes about the disease (Moss-Morris, 2011).
This discussion represents only the beginning of a necessary
conversation within the field of psychology. As is noted here,
it is change at various levels that will lead to a more inclusive
environment for the psychologist with a chronic illness.
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Mindsight: Clinical and Personal Self-Care Practice
Kathryn C. MacCluskie, EdD and Kathleen (Ky) T. Heinlen, PhD, LPCC-S

Abstract
There is growing evidence regarding effectiveness of using mindfulness meditation techniques with a variety of
clients and presenting problems (Goodman, Kashdan, Mallard, & Schumann, 2014; Dixon, Chapman, Turner, 2015).
For the purposes of both self-care and also learning how to effectively teach mindfulness, clinicians may choose to
integrate a meditation practice of their own (Gwozdz, 2010; DiBenedetto & Swadling, 2014). Mindsight (Siegel, 2010)
provides a framework for assisting clients in learning how to observe their own mind and clinicians in developing a
practice of self-care.

Recent years have seen attention in the professional literature to
burn-out, compassion fatigue, and secondary trauma; the APA Code
of Ethics explicitly identifies the ethical necessity of self-monitoring
for personal problems and intervening if they observe another
psychologist if impairment is evident. The stress associated with
burn-out makes a regimen of regular self-care essential for burn-out
prevention. Some studies have confirmed the value of mindfulness
as a technique for powerfully effective self-care among psychologists
(DiBenedetto & Swadling, 2014; Gwozdz, 2010; Kane, 2010; Shapiro,
2014; Wise, Hersh, & Gibson, 2014). Other studies have focused on
mindfulness for therapy trainees as components in helping them
establish a healthy foundation of self-care for career longevity and
burn-out prevention (Dorian & Killebrew, 2014; Shapiro, Brown, &
Biegel, 2007).
This paper is predicated on the recognition of the potential
importance of a self-care regimen for anyone and especially those
providing therapy on a regular basis. Self-care can take many forms;
it may involve setting boundaries around having time for oneself,
assertively saying “no” when asked to do additional tasks that cut
into one's free time, exercise, nutrition, spiritual involvement, and
techniques for stress management such as meditation.
Mindsight is one form of meditation. Siegel (2010) defines Mindsight
as "focused attention that allows us to see the integral workings of
our own minds...{and} moves us beyond the reactive emotional loops
we all have a tendency to get trapped in" (Siegel, p.xi). This fresh and
integrative approach to mindfulness is based on three principles:

1.
2.
3.

We are in control of developing our own stable sense of
well-being.
As we develop the skill of maintaining stable well-being, we
establish new neural pathways in our brains.
We enhance our ability to maintain connection in external
relationships when our internal landscapes are integrated,
accomplished through Mindsight.

Simply put, Mindsight is seeing the mind. By paying attention to
thoughts and working to notice how thoughts come into and leave
the mind, individuals gain more awareness and capacity to regulate
thoughts. Thus, we will present readers with a technique for
developing and strengthening internal awareness and will conclude
with information about application, including other books, apps for
smartphones, and retreat opportunities.
MINDSIGHT: A FORM OF MEDITATION
Siegel (2010) describes Mindsight as “the capacity to sense
energy and information flow in the triangle (mind, brain, and
relationships); so that, we can monitor and modify how we
regulate, shape, and share this flow with one another and within
ourselves” (p. 171). Mindsight arises from a continual process of
simultaneously perceiving stimuli from various sources. Stimuli can be
conceptualized as being organized in the brain via several channels
and modes of integration (Siegel, 2010a, 2010b, 2012). Mindsight
meditation focuses on 9 aspects of integration, all of which emanate
from the discipline of interpersonal neurobiology. These integrative
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aspects include: interpersonal, temporal, memory, state, vertical,
horizontal, narrative, consciousness and transpirational. Clinically,
if individuals develop a better understanding of their own minds,
how their minds work and how to relate to others, they will have
the capacity to become more integrated and better able to have
empathy and to others. Additionally, Mindsight integrates the
practice of mindfulness with neurobiology and our connections with
others. In this manner, Mindsight provides a means of connecting
thoughts, feelings, the brain and our social relationships.
While mindfulness and Mindsight are both meditation practices
geared for therapeutic intervention, they share some similarities and
differences. Kabat-Zinn (2003) defines mindfulness as "...actually
feeling the present moment to see it in its fullness, to hold it in
awareness and thereby come to know and understand it better." (p.
xiv). While many integrate mindfulness into a spiritual practice, in the
last decade, we have seen clinical research that expands mindfulness
beyond spiritual practice, demonstrating the effectiveness of
meditation in an effort to improve emotional regulation and distress
tolerance among a broad range of clients and presenting concerns
(Dixon-Gordon, Chapman, & Turner 2015; Forman, Butryn, Hoffman,
& Herbert, 2009; Bishop, 2015). Like most meditation, Mindsight
maintains the importance of paying attention and being present to
each moment as well as being nonjudgmental.
THE WHEEL OF AWARENESS
In contrast to standard meditation, Mindsight uses the “wheel of
awareness” to identify each of the components of this practice. The
Wheel of Awareness is organized by sources of neurological input
and focuses on the flow of energy, information, and the integration
of that information. There are two rims; the outer rim represents
our awareness of what happens in the outside world, while the inner
rim represents our inner experience. The wheel is divided into four
sections that are the focus of the meditation. The spokes connect
to the hub or our inner experience, and in meditation, our efforts
enable us to move back and forth between this outer awareness
and our own inner experience. As a side note, in clinical practice,
we do this frequently as we view and hear the stories of our clients
and balance their experience with what we see as clinicians. By
developing our own practice of Mindsight, we hone our own skills of
understanding how the mind works and gain leverage in helping our
clients do the same.
The four quadrants of the wheel are 1) awareness of the five senses,
2) body scan and introspection, 3) awareness of mental activity, and
4) relationship/connection to others. Again like most meditation,
the breathe is used as a centering process that brings the focus back
to all that is within. Individuals who are unfamiliar with meditation
techniques might not be aware that one of the most crucial
components of meditation is to let go of one's thought process,
whereby we become detached observers of our own thinking. One
useful way to accomplish this detachment and meta-observation is by
focusing on the breath. This centering on the breath helps to instill an
inner calm and quiet the mind.
Sensory awareness: The first part of the wheel is an attention to
the five senses. Being present to what we hear, see, taste, smell
and feel in the outer world are common means of getting centered
and attuned in this moment. This also illuminates the connection
between the external world (the rim) and our internal world (the
hub). Before moving on to the next area of the wheel the breathe is
used to get centered.
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Body scan: A body scan is the next area of the wheel and is different
from either progressive muscle relaxation or other body scans in that
the only objective is to simply notice what is happening in each part
of our body from head to toe. If there is tension or pain we notice
that and move on. Notice how the process in this form of meditation
is to move from outer awareness to inner experience. Mindsight is
distinct from other meditation because it includes specific attention
to the senses as well as the more traditional body scan. While each of
these can be done as a separate mindfulness practice, in Mindsight
each meditation incorporates this attention and integration of
physical information.
Mental activity: The next area in the wheel of awareness is to focus
on thoughts and feelings. Common mindfulness practices encourage
the meditator to observe the thought and let it move on and come
back to the breath. Siegel encourages individuals to invite thoughts
and feelings with the objective of understanding how our mind
brings these thoughts in and holds on to them. He includes in this
a focus on our hopes, dreams, memories and longings, and again
suggests that by understanding how these come into our awareness,
individuals will not only develop an understanding of their own mind
but develop some capacity for regulation as well.
Connectedness to others: The last area of focus in the wheel of
awareness is relational. This is similar to lovingkindness meditation
(Salzberg, 2002) where one of the objectives is to develop a sense of
connection with not only those who are close to us but to those in
our communities and the world at large. Again notice, the integration
of our awareness of the external and our own internal processes.
IMPLICATIONS FOR PRACTICE AND
FURTHER INFORMATION ON MINDSIGHT
With most meditation practices, whether it is the more common form
of mindfulness or Mindsight, psychologists might find it quite helpful
to be well-versed in the technique themselves before teaching it
to their clients. By having some skill in mindfulness or Mindsight,
a clinician would be in a good position to troubleshoot, or model,
effective use of either technique. Unlike any other intervention we
prescribe and/or use with clients, using meditation is something we

Mindsight: Clinical and Personal Self-Care Practice
can benefit from and by practicing meditation ourselves, we become
better able to guide our clients in this endeavor.

Salzberg, S. (2002). Lovingkindness: The revolutionary art of
happiness. Boston: Shambhala.

Readers are referred to Dan Seigel's Mindsight homepage at
http://www.drdansiegel.com/about/Mindsight for a much more
comprehensive presentation of the above-discussed concepts.
Additionally, there are numerous training programs and continuing
education opportunities for clinicians seeking to enhance their own
skill set. We hope that readers find this technique for self-care and
teaching self-care to others as compelling as we do.

Shapiro, A. B. (2014). Burnout, vicarious traumatization and mindfulness in
clinicians. Dissertation Abstracts International: 74 (12-B).
Shapiro, S. L., Brown, K. W., & Biegel, G. M. (2007). Teaching selfcare to caregivers: Effects of mindfulness-based stress
reduction on the mental health of therapists in training.
Training and Education in Professional Psychology, 1(2), 105-115.
doi:10.1037/1931-3918.1.2.105.
Siegel, D. J. (2010a). Mindsight: The new science of personal
transformation. New York: Random House.
Siegel, D. J. (2010b). The mindful therapist: A clinician’s guide to
mindsight and neural integration. New York: W. W. Norton & Company.

References
Bishop, T. M. (2015). Development and delivery of a brief
intervention to reduce suicidal ideation among Veterans in a
primary care setting. Dissertation Abstracts International, 76(5-B).
Di Benedetto, M. & Swadling, M. (2014). Burnout in Australian
psychologists: Correlations with work setting, mindfulness, and
self-care behaviors. Psychology, Health & Medicine, 19(6), 705-715.
Dixon-Gordon, K. L., Chapman, A. L., & Turner, B. J. (2015). A
preliminary pilot study comparing dialectical behavior therapy
emotion regulation skills with interpersonal effectiveness
skills and a control group treatment. Journal of Experimental
Psychopathology, 6(4), 369-388.
Dorian, M., & Killebrew, J. E. (2014). A study of mindfulness and
self-care: A path to self-compassion for female therapists in
training. Women & Therapy, 37(1-2), 155-163. doi:10.1080/02703149
.2014.850345

Siegel, D. J. (2012). Pocket guide to interpersonal neurobiology.
New York: W. W. Norton & Company.

About the Author
Kathryn MacCluskie is a Professor of
Counselor Education where she has trained
clinical mental health and school counselors
since 1994. Her areas of expertise are
assessment and skill acquisition among
mental health trainees. She also has a small
practice in Elyria, Ohio.

Forman, E.M., Butryn, M. L., Hoffman, K. L., & Herbert, J. D. (2009).
An open trial of an acceptance-based behavioral intervention for
weight loss. Cognitive and Behavioral Research, Training, and
Practice, 16(2), 223-235.
Goodman, F.R., Kashdan, T.B., Mallard, T.T., & Schumann, M. (2014).
A brief mindfulness and yoga intervention with an entire NCAA
Division I athletic team: An initial investigation. Psychology of
Consciousness: Theory, Research, and Practice, 1(4), 339-356.
Gwozdz, L. A. (2010). A proposal to incorporate mindfulness
practices into clinical psychology training. Dissertation Abstracts
International, 71 (6-B), pp. 3934.
Kabat-Zinn, J. (1994). Wherever you go
there you are. New York: Hyperion.

Billing Software & Services for Mental Health

Kane, A. (2010). A grounded theory study
of mindfulness and self-compassion
as they relate to clinical efficacy and
clinician self-care. Dissertation Abstracts
International, 70 (9-B), pp. 5826.

Established 2004

Linehan, M. M. (1993). Cognitive-behavioral
treatment of borderline personality
disorder. New York: Guilford Press.

Claim Follow up

Linehan, M., Comtois, K., Murray, A., Brown,
M., Gallop, R., Heard, H., Korslund, K.,
Tutak, D., Reynolds, S., & Lindenholm, N.
(2006). Two-year randomized controlled
trial and follow-up of dialectical behavior
therapy versus therapy by experts
for suicidal behaviors and borderline
personality disorder. Archives of General
Psychiatry, 63(7), 757-766.

Practice Administration
Insurance Billing
Patient Billing
Patient Balance Follow up
Credentialing
Choose the services you want/need

Contact Ken Filbert, 330.416.6153  kennlbert@subscriptionbilling.com

Ohio Psychological Association
BOARD OF DIRECTORS
Executive Committee
President - Thomas P. Swales PhD, ABPP
Past President - Bob Stinson PsyD,JD,
LICDC-CS, ABPP
President-Elect - Mary Miller Lewis PhD
Finance Officer - Eric L. Sullivan PhD
APA Council Representative –
David Hayes PhD, ABPP
Governance Model Development Task
Force – Katherine J. Hahn PhD

Standing Committee Directors &
Regional Representatives
Mark A. Babula PsyD
Gary E. Carrington PhD
Colin H. Christensen PhD
Jonathan Cleveland PhD
Ashley Debeljak
Marc B. Dielman PhD
Jerome Gabis PhD
Catherine A. Gaw PsyD
Dawn Graham PhD
Sarah A. Greenwell PsyD
Margaret Richards Mosher PhD
Patrick Palmieri PhD
Rose Mary Shaw PsyD
Elizabeth V. Swenson PhD, JD
Amy S. Untied PsyD
Milo Wilson PhD

Functional Committee Directors/
Ad Hoc/Task Forces/Liaisons/
Affiliates
Marjorie A. Bagwell-Kukor PhD
Jim R. Broyles PhD
James J. Brush PhD
Catherine M. Golden PhD
Robin Graff-Reed PhD
Kathleen T. Heinlen PhD
Nicolette Howells PhD
Cathy L. McDaniels Wilson PhD
Erich R. Merkle PhD, NCSP
Angela N.R. Miller PhD
Bradley K. Potts PhD
Lynn S. Rapin PhD
David Schwartz PhD
Gary Sipps PhD
Mary Ann Teitelbaum PhD
Kristine Woods PsyD BCB

PRESIDENT’S CLUB MEMBERS
2015-16
Kevin D. Arnold, PhD ABPP
David Hayes PhD
Carroll E. Lahniers PhD
Richard C. Rynearson PhD
Sandra L. Shullman PhD
Paule A. Steichen Asch PhD
Thomas P. Swales PhD ABPP
Jane Z. Woodrow PhD

SUSTAINING MEMBERS 2015-16
Jim R. Broyles PhD
James J. Brush PhD
Robert F. Dallara Jr PhD
Kenneth A. DeLuca PhD
Marc B. Dielman PhD
Erhard O. Eimer PhD
Barbara L. Fordyce PhD

26 | www.ohpsych.org

Sustaining Members Continued...

General Fund Supporters Continued...

General Fund Supporters Continued...

Sandra W. Foster, PhD
Catherine A. Gaw PsyD
Charles E. Gerlach PhD
Kurt M. Malkoff PhD
Mary Anne Orcutt PhD
Crystal L. Oswalt PhD
Michael J. Russo PhD JD
Gerald J. Strauss PhD
Jeffrey R. Wilbert PhD
Willie S. Williams PhD

Antoinette S. Cordell PhD
Jennifer C. Corlett PhD
Stephanie A. Danner PhD
Melissa R. Davies PsyD
Daniel L. Davis PhD ABPP
David C. Deal PhD
Michelle R. DePolo PsyD
Justin A. Dewberry PsyD
James A. Diehl PhD
Marc B. Dielman PhD
Janet E. Dix PhD
Susan H. Dorski PhD
Elizabeth K. Dreben PhD
Michael G. Drown PhD
Kenneth P. Drude PhD
Nancy J. Duff-Boehm PhD
Griffith R. Dye PhD
Kent A. Eichenauer PsyD
Stephen W. Emerick PhD
Philip B. Epstein PhD
Michele T. Evans PhD
Sandra S. Foster PhD
Howard R. Fradkin PhD
Gail H. Friedman EdD
William S. Froilan PhD
Jerome A. Gabis PsyD
Nancy Gay PhD
Irene B. Giessl EdD
Mary Goebel-Komala PhD
Ruth E. Goldberg PhD
William R. Gorga PhD
Robin L. Graff-Reed PhD
Kathleen A. Grant PsyD
Carolyn Iams Green
Joseph A. Grochowski PsyD MDiv
Pamela A. Gulley EdD
Katharine J. Hahn Oh PhD
Stephen A. Hall PsyD
Angela L. Harris PsyD
Christiana C. Hartenstein PsyD
David Hayes PhD
James L. Helmuth PhD
Diane R. Herbert PsyD
Catherine L. Herzog PhD
Ann M. Hetzel PhD
Andrew L. Hinkle PhD
William C. House PhD
Sherrie L. Ireland PhD
Joyce E. Jadwin PsyD
Shelly Jebens PsyD
Kurt W. Jensen PsyD
Mary E. Kaplar PhD
Ronan M. Kisch PhD
Hy P. Kisin PhD
Yolanda W. Klein PhD
Rudite Mara Kleinman PhD
Jill R. Klingler PhD
Walter P. Knake Jr. PhD
Ronald J. Kovacs PsyD
Elizabeth M. Kryszak PhD
Phyllis R. Kuehnl-Walters PhD
Vesna Kutlesic PhD
Lorena L. Kvalheim PsyD
Ming T. Lai PhD
Jennifer D. Lamanna PhD
Norman S. Lanier PhD
Michael B. Leach PhD
Jonathan P. Lehman PsyD
Kathryn A. LeVesconte PsyD
Mary Miller Lewis PhD
David M. Lowenstein PhD
Dennis A. Marikis PhD
Gregg A. Martin PhD
Carolyn McCabe PhD

Donna P. McClure PhD
Beth T. McCreary PhD
Wanda L. McEntyre PhD ABPP
William P. McFarren EdD
Sharon L. McNamee PhD
Dianna M. Miller PsyD
Marc E. Miller PhD
Jacqueline H. Morrison PhD
Margaret Richards Mosher PhD
Joel D. Mowrey PhD
Mary Ann Mulcahey PhD
R. Maureen Murphy PhD
Mary Anne Orcutt PhD
Indira S. Palekar PhD
Carol L. Patrick PhD
Stana L. Paulauskas PhD
John A. Paulus PhD
Joseph P. Pecorelli PhD
Kelly A. Predieri PhD
James R. Raia PhD
Alice Randolph EdD MSCP
Michael O. Ranney MPA
Angela E. Ray PhD
Joan F. Reckseit PhD
Teresa A. Reinhard-West PsyD
Linda D. Rhyne PhD
Sylvia B. Rimm PhD
Carrie H. Robinson PhD
Ronald R. Ross PhD
Gail J. Rymer PhD
Richard C. Rynearson PhD
Richard A. Schiller PhD
Mark R. Schroder PsyD
Janet R. Schultz PhD
Jeremiah A. Schumm PhD
Terry R. Schwartz PsyD
Richard E. Sexton PhD
Joseph W. Shannon III PhD
Herbert Shapiro PhD
James A. Shaw PsyD
Jeff D. Sherrill PhD
David Y. Shuller PhD
Sandra L. Shullman PhD
Joan Simon PhD
Barbara Sinclair PhD
Gary J. Sipps PhD
Natasha Slesnick PhD
Paule A. Steichen Asch PhD
Bob Stinson PsyD JD LICDC-CS ABPP
Gerald J. Strauss PhD
Karl W. Stukenberg PhD
Eric L. Sullivan PhD
Thomas P. Swales PhD ABPP
Amel Sweis-Haddad PsyD
Elizabeth V. Swenson PhD JD
Kimberly S. Tate PsyD
Karen M. Taylor PhD
Mary Ann Teitelbaum PhD
John L. Tilley, Jr. PsyD
Dwight D. Tolliver PhD
Amy Saling Untied PsyD
Steven B. Van Auken PhD
Leon D. Vandecreek PhD
Robert J. Walker EdD
Karen B. Wasserman PsyD
Martha A. Webb PhD
Alfred B. Weiner PhD
Donald R. Welti PhD
Susan L. Weltner-Brunton PhD
Jennifer J. Whatley PhD
Patrick White PhD
Eve P. Fisher Whitmore PhD
Theodore W. Williams PhD
Joan A. Wilson PhD

LEGISLATIVE DAY
SCHOLARSHIPS
Central Ohio Psychological Assn
Mark A. Babula PsyD
Marc A. Dielman PhD
Michele T. Evans PhD
Catherine A. Gaw PsyD
Katharine J. Hahn PhD
Angela L. Harris PsyD
David L. Hayes PhD
Joyce E. Jadwin PsyD
Marjorie Kukor PhD
Jennifer D. Lamanna PhD
Wanda L. McEntyre PhD, ABPP
Brad Potts PhD
Richard C. Rynearson PhD
Bob Stinson PsyD, JD, LICDC-CS, ABPP
Gerald J. Strauss PhD
Thomas P. Swales PhD, ABPP
John L. Tilley Jr. PsyD
Milo Wilson PhD

GENERAL FUND SUPPORTERS
Karen A. Ackerman-Spain PhD
Azaria Akashi PhD MCC
Amy L. Anderson PhD
Damon F. Asbury PhD
William B. Askren PhD
Sean Harlan Austin PhD
Mark A. Babula PsyD
Christopher M. Bailey PhD
Kathleen F. Baird PhD
Vijay B. Balraj PhD
Brian L. Barkett PsyD
Aaron Becker PsyD
Barbara Bolling Beimesch PsyD JD
Eugene A. Benedetto MA
Cynthia A. Bennett PhD
Marie G. Bielefeld PhD
Maureen S. Black PhD
Alan R. Boerger PhD
Theodore G. Borkan PhD
Marianne G. Bowden PhD
Karen A. Broer PhD
Mark C. Brown PhD
Jim R. Broyles PhD
Elaine J. Bruckner PhD
James J. Brush PhD
Jane R. Buder Shapiro PhD
Andrea S. Burland PhD
Bobbie L. Celeste PhD
Marjorie Kukor, PhD
Christine Charyton PhD
Jeffrey L. Chernin PsyD
Colin H. Christensen PhD
Kelly M. Christian PhD
Alyce M. Cisine PhD
Sheryl L. Cohen PhD
Virginia B. Collings PhD
David K. Connell PhD
Pamela K. A. Corbin PhD
Chad D. Corbley PhD

Thank You for Your Service and Financial Support
General Fund Supporters Continued...

PAC Supporters Continued...

PAC Supporters Continued...

PAC Supporters Continued...

Milo Wilson PhD
Sally Wilson PhD
LaPearl Logan Winfrey PhD
Michael S. Witter PsyD
Edward J. Wojniak Jr. PhD
Ansel L. Woldt EdD
Gary L. Wolfgang PhD
Priscilla A. Wood PsyD
Rita C. Wood PsyD
Jane Z. Woodrow PhD
Susan M. Zarnowiecki PhD

Colin H. Christensen PhD
Alyce M. Cisine PhD
Elvin B. Coblentz PhD
Sheryl L. Cohen PhD
Virginia B. Collings PhD
Judith A. Condit PsyD
David K. Connell PhD
Pamela K. A. Corbin PhD
Chad D. Corbley PhD
Antoinette S. Cordell PhD
Jennifer C. Corlett PhD
John D. Corrigan PhD
Andrea S. Current-Bomer PsyD
Melissa R. Davies PsyD
Daniel L. Davis PhD ABPP
David C. Deal PhD
Michelle R. DePolo PsyD
James A. Diehl PhD
Janet E. Dix PhD
Susan H. Dorski PhD
Michael G. Drown PhD
Kenneth P. Drude PhD
Nancy J. Duff-Boehm PhD
Kent A. Eichenauer PsyD
Stephen W. Emerick PhD
Philip B. Epstein PhD
Adriana Faur PhD
Stephen Fink PsyD
Sandra S. Foster PhD
Howard R. Fradkin PhD
Bonnie L. Fraser PhD
Gail H. Friedman EdD
William S. Froilan PhD
Catherine A. Gaw PsyD
Nancy Gay PhD
Richard A. George PhD
Irene B. Giessl EdD
Mary Goebel-Komala PhD
Ruth E. Goldberg PhD
Barry H. Gordon PhD
William R. Gorga PhD
Robin L. Graff-Reed PhD
Joseph A. Grochowski PsyD MDiv
Alfred E. Grzegorek PhD
Pamela A. Gulley EdD
Lynn L. Haley PsyD
Stephen A. Hall PsyD
Nannette J. Hart PhD
Thomas W. Heitkemper PhD
Jane M. Hellwig PhD
Diane R. Herbert PsyD
Catherine L. Herzog PhD
Fawn D. Hewitt PsyD
Andrew L. Hinkle PhD
William C. House PhD
Amy M. Huddleston PhD
Sherrie L. Ireland PhD
Marjorie M. Isaacs PsyD
C. Wesley Jackson Jr. PhD
Monica Jackson PhD
Kurt W. Jensen PsyD
Thomas C. Kalin PhD
James E. Kaplar PhD
Mary E. Kaplar PhD
Jeremy D. Kaufman PsyD
Leslie H. Kern PhD
Ronan M. Kisch PhD
Hy P. Kisin PhD
Yolanda W. Klein PhD
Rudite Mara Kleinman PhD
Nancy A. Klooz PhD
Walter P. Knake Jr. PhD
David V. Kotarsky PhD
Ronald J. Kovacs PsyD

Elizabeth M. Kryszak PhD
Phyllis R. Kuehnl-Walters PhD
Vesna Kutlesic PhD
Lorena L. Kvalheim PsyD
Ming T. Lai PhD
Jennifer D. Lamanna PhD
Norman S. Lanier PhD
R. Jason Lawrence MA
Michael B. Leach PhD
Amy L. Lee PhD
Jonathan P. Lehman PsyD
Kathryn A. LeVesconte PsyD
Cheryl B. Levine PsyD
David M. Lowenstein PhD
Dennis A. Marikis PhD
Gregg A. Martin PhD
Carolyn McCabe PhD
Donna P. McClure PhD
Beth T. McCreary PhD
William P. McFarren EdD
Sharon L. McNamee PhD
Rena Mei-Tal PsyD
Dianna M. Miller PsyD
Marc E. Miller PhD
Michael J. Morris PhD
Jacqueline H. Morrison PhD
Joel D. Mowrey PhD
Christopher J. Mruk PhD
Mary Ann Mulcahey PhD
James A. Mulick PhD
R. Maureen Murphy PhD
Leslie A. Netland PsyD
Mary Anne Orcutt PhD
Cindy L. Orlasky PhD
Christine N. Orr PhD
Anne W. Passino PhD
Carol L. Patrick PhD
Stana L. Paulauskas PhD
John A. Paulus PhD
Stephen W. Pearce PsyD
Joseph P. Pecorelli PhD
Diane C. Peters PsyD
Reginal C. Rahn MS
James R. Raia PhD
Alice Randolph EdD MSCP
Teresa A. Reinhard-West PsyD
Linda D. Rhyne PhD
Sylvia B. Rimm PhD
Carrie H. Robinson PhD
Helen Davis Rodebaugh PhD
Thomas M. Rogat PsyD MBA
Shelley A. Rooney PhD
Ronald R. Ross PhD
Thomas P. Ruf PhD
Gail J. Rymer PhD
Daniel A. Schaefer PhD
Caroline A. Schaerfl PhD MEd
Richard A. Schiller PhD
Marc G. Schramm PsyD
Janet R. Schultz PhD
Jeremiah A. Schumm PhD
David P. Schwartz PhD
Terry R. Schwartz PsyD
Donald S. Scott PhD
Jennifer L. Scott PsyD ABPP
Richard E. Sexton PhD
Joseph W. Shannon III PhD
Herbert Shapiro PhD
James A. Shaw PsyD
Jeff D. Sherrill PhD
David Y. Shuller PhD
Sandra L. Shullman PhD
Joan Simon PhD
Barbara Sinclair PhD

Gary J. Sipps PhD
Debra K. Sowald PsyD
Mary D. Squire PhD
Tira J. Stebbins PhD
Paule A. Steichen Asch PhD
Gerald J. Strauss PhD
Jennifer R.N. Strom PhD
Karl W. Stukenberg PhD
Amy Burleson Sullivan PsyD
Patricia L. Sullivan PhD
Amel Sweis-Haddad PsyD
Elizabeth V. Swenson PhD JD
Kimberly S. Tate PsyD
Karen M. Taylor PhD
Mary Ann Teitelbaum PhD
Andrea L. Thomas PhD
Dwight D. Tolliver PhD
Steven B. Van Auken PhD
Leon D. Vandecreek PhD
Cynthia P. VanKeuren PsyD
Robert J. Walker EdD
H. Owen Ward Jr. PhD
Karen B. Wasserman PsyD
Martha A. Webb PhD
Alfred B. Weiner PhD
Donald R. Welti PhD
Susan L. Weltner-Brunton PhD
Eve P. Fisher Whitmore PhD
Katharine B. Williams PhD
Theodore W. Williams PhD
Joan A. Wilson PhD
Milo Wilson PhD
Sally Wilson PhD
Michael S. Witter PsyD
Edward J. Wojniak Jr. PhD
Ansel L. Woldt EdD
Gary L. Wolfgang PhD
Priscilla A. Wood PsyD
Jane Z. Woodrow PhD
Timothy F. Wynkoop PhD
Susan M. Zarnowiecki PhD

POLITICAL ACTION COMMITTEE
(PAC) DONORS (9/1/15 - 8/31/16)
PAC Leader ($300-$599)
Bobbie L. Celeste PhD
David Hayes PhD
Angela N.R. Miller PhD
Michael O. Ranney MPA

PAC Advocate ($120 - $299)
Marc B. Dielman PhD
Virginia Fowkes Clark PhD
Jerome A. Gabis PsyD
Katharine J. Hahn Oh PhD
Joyce E. Jadwin PsyD
Dennis W. Kogut PhD
Mary Miller Lewis PhD
Lynn C. Rustad PhD
Bob Stinson PsyD JD LICDC-CS ABPP
Thomas P. Swales PhD ABPP
Patrick White PhD
LaPearl Logan Winfrey PhD

PAC OH 100 ($100 - $119)
Marianne G. Bowden PhD
Erhard O. Eimer PhD
Wanda L. McEntyre PhD ABPP
Margaret Richards Mosher PhD
Michael T. Stern PsyD

PAC Supporter ($25 - $99)
Karen A. Ackerman-Spain PhD
Azaria Akashi PhD MCC
Damon F. Asbury PhD
William B. Askren PhD
Sean Harlan Austin PhD
Mark A. Babula PsyD
Vijay B. Balraj PhD
Brian L. Barkett PsyD
Aaron Becker PsyD
Paul F. Becker PhD
Barbara Bolling Beimesch PsyD JD
Sarah Belfield
Eugene A. Benedetto MA
Cynthia A. Bennett PhD
Eric H. Berko PhD
Marie G. Bielefeld PhD
Maureen S. Black PhD
Alan R. Boerger PhD
Theodore G. Borkan PhD
Mary K. Bowman PhD
Constance N. Brody PhD
Mark C. Brown PhD
Elaine J. Bruckner PhD
James J. Brush PhD
Jane R. Buder Shapiro PhD
Andrea S. Burland PhD
Laura Casey Burns PhD
Pamela A. Carrington PhD MEd
Christine Charyton PhD

OHIO PSYCHOLOGICAL
ASSOCIATION

395 East Broad Street, Suite 310
Columbus, OH 43215
(614) 224-0034 | (800) 783-1983
Michael O. Ranney, MPA,
Executive Director
Karen Hardin, BA, Managing Editor
Kathleen T. Heinlen, PhD, Editor

STAFF
Michael O. Ranney, MPA,
Executive Director
Bobbie L. Celeste, PhD,
Director of Professional Affairs
Carolyn Green, BA,
Director of Membership
Karen Hardin, BA, Director of
Communications & Education
David Savioa, Director of Finance
and Operations
Beth Wherley, BA, Director of
Mandatory Continuing Education

Articles in The Ohio Psychologist
represent the opinions of the writers
and do not necessarily represent the
opinion of governance, members
or the staff of OPA. Acceptance
of advertising does not imply
endorsement by OPA.

The 2016 OP Quiz for Continuing Education
The articles selected in this issue are sponsored by the Ohio Psychological Association. OPA is approved by the American
Psychological Association to provide CE for this home study. Complete this form in its entirety. A total of 80 percent of
responses must be correct to receive 1.5 CE credit. Submit this form and payment (OPA members - $20; Non-members - $25)
to OPA | OP Home Study |395 East Broad Street, Suite 310 | Columbus, Ohio 43215 or via email to postmaster@ohpsych.org.
Pending successful completion of this quiz, you will receive a certificate of completion within 14 business days of receipt.

Name: __________________________________________________________________________ License Number: ___________________
Address: __________________________________________________________________________________________________________
City: _________________________________ State: __________

Zip: _____________ Email: _________________________________

PAYMENT INFORMATION: Members $20 Non-Members $25		

qVISA / MC

qCheck made payable to OPA

		

Credit Card Number: ________________________________________________ 3-Digit Code: ________ Expiration Date: ___________		
			
Signature: ________________________________________________________________________________________________________
By signing this form, I am stating that I have taken this test myself, without the help from any outside sources.

Article: Legal, Ethical and Recommended Practices for Using Email and
Texting (pg.4)
1. When psychologists use email or texting with clients they should be
familiar with:
a. Ohio Board of Psychology laws and rules
c. APA code of ethics
b. APA Telepsychology guidelines
d. All of the above
2.

Ethical standards and guidelines are both mandatory requirements
with which psychologists must comply.
qTrue		
qFalse

3.

HIPAA prohibits the use of unencrypted email with clients.
qTrue		
qFalse

Article: Psychological Testing (pg.10)
1. The following is true of the Ethical principles of psychologists and
code of conduct
a. The standards are mandatory.
c. The principles are mandatory.
b. The standards are aspirational.
d. None of the above are true.
2.

3.

Standard 3.04, Avoiding Harm, states:
a. Psychologists should take steps to ensure their own safety, such as
by installing a panic button.
b. Psychologists should minimize the potential for inflicting or
facilitating harm on their clients, research participants, students,
and others.
c. Psychologists should teach clients to avoid harming other people
in their lives.
d. All of the above are correct.
Standard 9.03, Informed Consent in Assessments, states that:
a. Informed consent must be obtained for assessments, evaluations,
and diagnostic services.
b. Informed consent is required in all situations where testing of any
kind occurs.
c. Informed consent must typically be notarized.
d. Both a and b are correct.

Article: Using Metaphors with Children (pg. 13)
1. How can metaphors be useful when working with parents of children
with maladaptive behaviors?
a. Parents understand metaphors more easily than psychological
jargon as they are taken from real life “day-to-day” experiences.
b. Parents can use them to teach sequencing and pathway concepts.
c. Parents can more readily understand and communicate the
necessity of “order.”
d. Parents learn to parent intentionally.
e. All of the above

2.

Why is understanding the concept of “sequencing” critical to the
therapeutic process?
a. Parents learn the importance of sequencing and how to
communicate positively with their children.
b. Sequencing is a concept necessary for teaching goal oriented behaviors.
c. Sequencing teaches a child to work toward a given end and learn
frustration tolerance.
d. Sequencing skills help improve attentional skills as the child must
focus on end results to obtain rewards.
e. All of the above.

Article: Integrated and Brief: Meta Framework (pg. 16)
1. According to Dr. Reutter’s meta-framework, a psychologist’s
intervention must directly correspond to the presenting problem, the
clinical diagnosis, and/or the most likely etiology.
		qTrue		
qFalse
2.

According to Dr. Reutter’s meta-framework, a psychologist should
remain committed to her theoretical orientation, irrespective of
the client’s needs and/or the clinical outcomes of the prescribed
treatment. qTrue		
qFalse

Article: Chronic Illness in Practicing Psychologists (pg. 20)
1. The published research literature on physical illnesses experienced by
practicing psychologists has typically focused on:
a. the experience of psychologists with chronic, survivable physical illness.
b. the experience of psychologists with terminal illnesses and the
impact on their practice.
c. the need to integrate self-care into the workplace.
d. how to keep a psychology practice open while managing illness.
2.

Moss-Morris (2011) noted that people with chronic health conditions
tend to have more negative outcomes if they:
a. have moderate to high levels of self-efficacy.
b. initially hold more negative attitudes about the condition.
c. closely track and document their symptoms.
d. discuss their condition with others.

Article: Mindsight (pg. 23)
1. Mindfulness has been empirically demonstrated as a viable treatment
strategy for which populations:
a. athletes
b. people with eating disorders
c. people with Borderline Personality Disorders
d. all of the above
e. none of above
2.

Psychologists are in a high risk group for burn out and need to have a
sound self-care plan. qTrue		
qFalse
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