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We’ve got you covered.
Trust Sponsored Professional Liability Insurance* 
for psychologists is spot on — with essential 
coverages that protect you whenever and 
wherever you provide psychology services, 
plus a host of features you may not find in other 
malpractice policies. 

We focus on Psychologists.
At The Trust, you’re not just another insurance 
policy among so many professional classes. Our 
malpractice coverage and supporting programs 
are designed by psychologists and insurance 
experts to focus on the profession of psychology 
— especially as it explores and adapts to new and 
dynamic service delivery models.
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Focusing on the Good

Cynthia de las Fuentes, Ph.D.
Independent Practice
Austin, Texas

1 Texas Psychological Association

A Note from the Editor

Submit an article
The Texas Psychologist is soliciting submissions for it’s upcoming 2017 issues.  We seek 

content on broad range of topics of general interest to those in education and training, 
research and practice, and social justice and human welfare.  Collaborations with students 

are encouraged.  1000-2000 word count; APA Style.  Send to CynthiaDLF@gmail.com. 

Winter Issue Deadline: Friday, January 6, 2017

In keeping with President Simonsen’s 
theme of “The Good Psychologists Do,” this 
issue focuses on the good we can do as an 
association, in our clinical practices, in our 
communities, and for ourselves. 

First, Dr. Simonsen shares with us 
the process and outcome the Board of 
Trustees undertook to create a Public 
Communication Policy for responding to 
social justice and non-practice issues. As 
he explained, not only does the new policy 
give the leadership of TPA the ability to take 
positions on issues relevant to TPA and its 
membership, it also allows them to respond 
to issues that affect our communities. I am 
very proud of our leadership and their vision 
for our role in the lives of our communities.

As further example of the good we do, two 
of the contributors to this issue discuss their 
very different “avocational” involvement. Dr. 
Lee Wallace introduces us to The Miracle 
League, a special baseball program for 

children with serious mental and physical 
disabilities, while Dr. Lisa Berg Garmezy 
shares with us her perspective working with 
the Disaster Resource Network. I’m sure 
you will enjoy reading about the ways these 
colleagues do good. Please reach out to them 
if you are inclined to join them.  

In a scholarly article on ways to advise loved 
ones of people struggling with addiction, 
Dr. Green provides an overview of popular 
community-based approaches and suggests 
that the evidence-based CRAFT model is 
something we can consider using in our 
practices. The substance abuse trends in 
Texas are horrifying, and it is likely that all 
practitioners in the state are either treating 
someone with an abuse problem or working 
with their loved ones. This article teaches 
practitioners another way we can do good. 

Lest we forget that doing good requires 
we practice some self-care (professionally 
speaking), rounding out this issue are two 
articles that those of us in clinical practice 

would do well to read very thoroughly. 
Dr. Stagner warns us to be prepared for 
the “several species of audits prowling 
our profession” (this issue). He provides a 
valuable overview of the different types of 
audits and offers guidance for preventive 
risk-management.  Dr. Jennings also offers 
guidance on preventive risk-management 
through his article on the legal and historical 
perspective on duty to warn in Texas. He 
reminds us that although Texas has no duty 
to warn third parties who may be threatened 
by your client, we do have a duty to exercise 
reasonable efforts to protect all involved 
(including ourselves). 

To wrap up the issue, Texas Psychological 
Foundation President Dr. Jo Vendl shares 
with us the good that the Foundation is up to 
promoting the future of psychology in Texas 
including how you can get involved.

To communicate with the author: 
cynthiadlf@gmail.com
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Fall is upon us, which means the annual 
TPA Convention is right around the corner. 
It is an exciting and busy time for TPA given 
that we have our convention happening 
November 10-12; a legislative day in Austin 
on November 9; the release of the Sunset 
Commissions’ staff report on November 1; 
and Sunset Commission hearings in early 
December. Add to that ongoing work on our 
legislative agenda for 2017, and I would say 
once again, it’s an exciting time for TPA. 

As you may remember, my presidential 
theme has been “The Good Psychologists 
Do.” As you can tell from our TPA calendar 
of events, we have the opportunity to show 
the community, the Texas Legislature, and 
each other the good we do as psychologists. 
The leadership at TPA has worked diligently 
this year to promote psychology as an 
important and vital profession in this state. 
We, as psychologists, are exercising our right 
to define our profession and expand our 
influence in Texas.

With rights, come responsibilities. We 
must take up the mantle of responsibility 
to support legislative and policy change 
that best serves our profession and the 
community. It is time to recognize that TPA 
is a professional organization that can serve 
a variety of purposes, not just caretaker 
of classic guild issues. While those issues 
remain utterly important and germane to our 
association’s role, we have an opportunity 
to be so much more than just a professional 
guild. 

We have struggled as an organization in 
recent years as to whether or not TPA should 
be more than an organization focused solely 
on the interests of psychologists as they 
practice in various capacities in this state. 
The conversations will no doubt continue. 
As we become more politically savvy and 
successful, the Legislature, policy groups, and 
the community at large are looking to us for 
education, wisdom, and support regarding 
more and more issues. We have grown up 
and this requires that we grow out. 

This process of growing up and out comes 
with growing pains. In 2014, under the 
leadership of Dr. Marcy Laviage, the TPA 
Board voted to sign an amicus brief in 
support of marriage equality. This amicus 
brief was also signed by the following 
organizations: the American Psychological 
Association, American Psychiatric 
Association, American Association for 
Marriage and Family Therapy, National 
Association of Social Workers, and National 
Association of Social Workers Texas 
Chapter. After the almost unanimous Board 
of Trustees (BOT) vote, growing pains 
emerged as divisions within our organization 
became apparent. One member of the 
BOT at that time resigned as a result of the 
action. Some members of the membership 
demanded to understand why TPA would 
take such a stand. There were many months 
of challenge, discussion, and reflection on 
that choice to take a stand on what some 
members perceived as a controversial social 
justice issue. There were predictions that 
we had ruined our political standing with 
the legislature in this conservative state. 

There were accusations of prejudice and 
homophobia. The differences among us 
quickly rose to the surface. But, as in many 
things, the catastrophic predictions didn’t 
come true. We neither lost our political 
strength and prowess nor did we crumble 
under the discussion of how we should 
define ourselves as an organization. In 2015, 
we had a successful year politically under 
the leadership of Dr. James Bray. We moved 
our legislative agenda forward and engaged 
strongly with both our friends and foes in the 
political arena. Our membership is strong, 
and we have continued to do the work of 
supporting all psychologists in the state of 
Texas.

Was it much ado about nothing? Absolutely 
not. Our definition of who we are is vitally 
important. Discussions about our role with 
regard to social policy and how we express 
our diverse voice continued throughout 
the rest of 2014, 2015, and also into 2016. 
There was a call from membership at our 
annual meeting in November 2014 for 
more transparency from the BOT regarding 
meeting agendas and minutes. These things 
have been accomplished. There was also a 
call from membership for a policy on TPA’s 
role in social justice issues. The discourse 
over these last two and a half years has 
been illuminating. After those long months 
of deliberation, an answer of whether or 
not TPA could take a position on topics 
outside guild issues came in May 2016. 
It was then that the BOT, after long and 
thoughtful discussion, voted to have a task 
force develop how TPA 
would communicate with 

Growing Up and Growing Out!

Gregory Simonsen, Ph.D.
Independent Practice
Dallas, Texas

From the President



the public about social justice and other 
culturally important issues. Over those 
next several months, a task force of BOT 
members developed a thoughtful set of 
processes designed to guide any discussion 
and communication to the public regarding 
issues that fall outside the typical realm of 
guild issues. 

Following the BOT meeting on August 13, 
2016, the BOT discussed and passed the 
Public Communication Policy (see below) 
on September 6, 2016. There are several 
things that are important to keep in mind 
about our new policy. First, the process 
within this policy give the leadership of 
TPA the ability to take a position on issues 
it sees as necessary and relevant to TPA, the 
membership of TPA, or the community at 
large, even if the issue is outside traditional 
guild concerns. Second, the policy also 
gives the leadership of TPA the ability to 
refuse to take a position on any issue if the 
Board of Trustees believes it would be overly 
harmful to the goals of the organization. 
Third, the policy gives the leadership of TPA 
a broad range of options when considering 
communicating to the public about issues 
outside the normal guild topics. Most 
importantly, it provides future generations of 
TPA leadership guidelines for thoughtful 
and balanced exploration of how and when 
to engage with the public on socially relevant 
issues. 

Your elected TPA leaders are committed to 
furthering the profession of psychology and 
the ability of you as psychologists to practice 
your art and science. In the coming years, 
TPA will continually improve on how best to 
utilize the incredible advantage we have in 
being wise and knowledgeable professionals 
for the legislature and the community. The 
ability to thoughtfully engage in discourse 
with the public, regardless of topic, further 
strengthens us as an organization, as a 
political player in the legislature, and as wise 
counsel to the public. 

Both legislators and the public at large need 
our expertise and our willingness to speak 
about how professional, political, and social 
issues impact the broader community. It 
is part of the good we do. Legislators are 
simply women and men working in the 
realm of politics, serving their constituents, 
and creating opportunities for the citizens 
of this state. Educating them and involving 
ourselves on all levels of discourse helps 
them reach their goals. They need us 
as we need them, regardless of political 
affiliation. Our knowledge coupled with 
their policy-making responsibility helps us 
attain our goals for uplifting the profession 
of psychology, improving the mental 
health of our patients, and bettering Texas 
communities. As the legislature convenes in 
the coming months, we have an opportunity 
to engage this process in a bigger and 

broader way. You will be vital in the process 
of sharing your knowledge and expertise to 
build a better profession and a better state 
by involving yourself in TPA’s legislative 
agenda. TPA will help you stay connected 
and offer ways for your voice to be heard in 
the coming months. 

Have our growing pains subsided? Perhaps 
for now, but I assure they will return as 
our profession is called to more and more 
involvement in the public discourse. 
Growing pains aside, it feels awfully good 
to be maturing as an organization. I am 
proud to be a member of an organization 
that works to secure a psychologist’s place 
in the public discourse for bettering the 
mental health of all Texans. I am proud to 
be a member of an organization that has 
the courage to educate legislators about the 
impact of societal problems the community 
faces and where change is necessary. I am 
proud to be a member of an organization 
that grows up and out. I am proud to be a 
member of TPA. 

To communicate with the author: 
drsimonsen@spirisgroup.com

3 Texas Psychological Association

The Texas Psychological Association 
(TPA), the primary professional association 
for psychologists in Texas, advocates for 
psychology as a science, a profession, and 
a means of promoting human welfare, 
guided by high standards of professional 
ethics. Within its efforts to protect, promote 
and defend the professional practice of 
psychology in Texas, TPA may from time 
to time be asked to respond to a variety of 
social and public interest issues that affect the 
well-being and mental health of Texans. Our 
response may be to (a) take a public position, 
(b) present empirically based information 
or education relevant to the issue, or (c) not 
respond. 

The Board of Trustees recognizes that TPA 
members hold diverse opinions about 
various social issues, and that some issues 
are potentially controversial and divisive. 
The Board of Trustees also recognizes that 
psychology may have valuable input to 
further the public discourse on such issues 
and to potentially enhance the well-being 
of Texans. The decision whether to take a 
public position on a potentially controversial 
public interest or social issue will be made by 
the TPA Board of Trustees on a case-by-case 
basis. The resultant public position should be 
informed by careful analysis of the American 
Psychological Association Ethics Code and 
empirical, psychological knowledge. 

The following process will guide the TPA 
Board of Trustees in determining a prudent 
and professionally responsible means of 
addressing potentially controversial public 
interest or social issues.

When an issue is presented to the TPA 
Board, the Board will decide which of the 
following categories applies. The time limit 
for this decision will be determined on a 
case-by-case basis.

Category I. If the issue clearly involves 
human rights, is substantially supported 
by empirical psychological research, and is 
relatively non-controversial, the TPA Board 
will respond to the issue by either taking a 
public position and/or presenting empirically 

TPA’s Public Communication Policy
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based information/education relevant to 
the issue. The manner of response will be 
decided by TPA Board vote after a period 
for discussion/deliberation, with a simple 
majority deciding.  

Category II. If the issue may involve human 
rights and may evoke more controversy (e.g., 
reproductive rights) and is still important to 
the practice of psychology in Texas, the TPA 
Board will vote whether or not to respond, 
with a simple majority deciding. The time 
frame for this vote will be determined on 
a case-by-case basis. If the decision is to 
respond, the Board will deliberate and vote 
by the same method as to whether to make 
a public statement or to simply provide 
empirically based information/education 
relevant to the issue. If the decision is to 
not respond, then the Board will make no 
response at all. If the issue is considered a 
Category II issue, then the board will decide, 
in a timely manner, which of the three 
responses under Category II to make.   

Category III. If the Board decides an issue is 
clearly unrelated to psychology, there will be 
no public response from the Board and no 
education or information will be provided.

Exemption. In response to an event that 
is potentially highly distressing to the 
public (e.g., natural disaster, war, terrorism, 
violence, national crisis, etc.), the Board 
may provide a position-neutral statement 
of concern and consolation with relevant 
information and resources to help the public. 

Written responses will be prepared as 
quickly as possible, recognizing that the 
time required for a thorough and thoughtful 
response will vary depending on the 
complexity of each case and resources 
available. 

The TPA Board of Trustees is encouraged 
to consider the following questions when 
determining whether or not to respond to an 
issue:

1. Does the need for a public position 
address definitional issues of established 
ethics or professional standards or 
guidelines? If so, the question is most 
appropriately addressed by APA, with 
possible endorsement by TPA.

2. Is there a substantial empirical 
knowledge base to support a position on 
the issue?

3. Does our current empirical knowledge 
base support a clear and meaningful 
contribution to the public discourse?

4. Does a public position promote the 
profession of psychology balanced with 
benefit to the public?

5. Does a public position conflict with 
positions of APA or with the APA 
ethical principles or code of conduct? 

6. Does formulating a response require a 
disproportionate use of our time and 
resources?

7. Does providing psychological 
knowledge inform the public discourse 
without TPA taking a particular position 
on the issue, i.e., serve an educational 

function rather than an authoritative 
attempt to resolve the issue? 

8. Could taking a public position in this 
matter have a detrimental effect on our 
work with the legislature?

9. Could taking a public position in 
this matter have a detrimental effect 
on psychologists’, or a sub-set of 
psychologists’, ability to practice 
psychology in Texas?

10. Would a response demonstrably support 
the science and practice of psychology 
and/or those served by the profession? 

11. Would a response primarily support 
a political agenda that is tangential 
to the profession of psychology and 
psychological scientific research?

12. Would not responding have an 
inordinately detrimental effect on the 
public?

13. Does this issue effect Texas 
psychologists?

The TPA Board of Trustees will exercise 
final authority regarding recommendations 
and subsequent action or non-action 
regarding an issue. If the Board decides to 
respond to an issue in any way, the Board 
will communicate this decision to the 
membership and to the Local Area Societies.  

Exemption: The Legislative Committee is 
exempted from this policy but will consider 
these same questions when making decisions 
about legislative bills.

The Good Psychologists DoThe Good Psychologists DoThe Good Psychologists Do

Texas Psychological Association 
2016 Annual Convention

November 10-12

The Westin at the Domain 
Austin, TX

Earn all 20 hours 
of TSBEP required 
PD at one event!

Still time to register! 
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The Good Psychologists Do
David White, CAE

This issue is dedicated to you, the 
psychologist, and all the good you do 
for your clients.  It is you, who by your 
education and training, impact the lives of 
numerous individuals every day.  Whether 
you are an applied psychologist, a research 
psychologist, a counseling psychologist, or a 
clinical psychologist, thank you for making 
this world a better place. No matter what 
setting you work in, your work is influential 
and has a lasting impacting on the 
lives of those you serve.  

I have been asked, “What classifies 
a psychologist as good and what 
should I look for?” Through my 
many years of working among 
you, I believe the characteristics of 
a good psychologist include great 
communication and listening 
skills, a connection, the ability to 
deal with struggles and emotions, 
and having a compassionate and 
patient temperament in order to 
help clients.  In short, these are the 
traits I encourage people to seek in 
a professional when they ask my 
opinion about what to look for.   

In addition to these very important 
skills, another way to identify a good 
psychologist is to look at how the 
individual adheres to the principles 
that govern the profession.  While 
psychologists do not take a 
Hippocratic Oath like physicians 
do, such oaths describe the pledge 

one takes and agrees 
to practice under; they 
describe the overarching 

manner, a code of conduct, of how one offers 
services; they tell the patient the ethical 
standing of the professional.  Essentially, an 
oath proclaims the good psychologists are 
committed to doing for their patients.  After 
confirming with the American Psychological 
Association’s Ethics Department that there 
is no official oath for psychologists, the 
following Oath of Affirmation is as close as 
we have to subscribing to a Hippocratic Oath 
for psychologists. 

Narrowing it down even further, there are a 
few psychologists who stand out for reasons 
beyond their skills and ethical principles: 
the individuals who serve on the Texas 
Psychological Association’s Board of Trustees 
and Committees. These psychologists have 
dedicated their time and energy to do great 
things for the profession.  I am fortunate 
to get to know these Board and Committee 
Members on a different level. While much 
of our interactions have a business focus, the 

time serving and working together 
has cultivated friendships and 
shaped, not only your profession, 
but the person I am today. In 1992, 
the TPA Board met in Austin, and 
as I sat around that Board table the 
day before your annual convention, 
I was offered the best job anyone 
could ever have. TPA’s President at 
the time, the late Dr. Roy Scrivener, 
shared that this was an emerging 
profession and I was coming in at 
a very special time for TPA.  He 
indicated that I, along with the 
TPA Board, had an opportunity to 
shape the future of the profession.  
It is ironic that 24 years later, 
Dr. Scrivener still is shaping the 
profession by the legacy he left with 
the Texas Psychological Foundation. 
In the very same manner, the 
current TPA Board will have an 
opportunity to make changes in the 
next 10 months that will forever 
shape the profession.  

Over the course of my tenure 
at TPA, I can honestly say the 
highlight of my career has been 

From the Executive Director

Oath of Affirmation
I hereby affirm that I shall discharge the 

responsibilities of my profession in a manner 
consistent with respect for the dignity and 

worth of the individual and that I shall strive for 
the preservation and protection of fundamental 

human rights; 

That I shall seek to increase knowledge of 
human behavior, to increase self-understanding 
and understanding of other, and that I shall use 

such knowledge for the promotion of human 
welfare; 

That I shall diligently protect the welfare of 
those who seek my services, and that I shall 

use my skills only in the furtherance of human 
welfare and the integrity of the individual; 

And that I shall well and truly recognize the 
traditions and ethics of the profession of 

psychology, and that I shall subscribe to these 
traditions and ethics freely and upon my honor. 
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1992 – Dr. Roy Scrivner
1993 – Dr. Thomas H. Cook
1994 – Dr. Lynn Paul Rehm
1995 – Dr. Michael Duffy
1996 – Dr. Kimberly K. McClanahan
1997 - Dr. Robert H. McPherson
1998 - Dr. Robbie N. Sharp
1999 - Dr. Jerry R. Grammer
2000 - Dr. Richard M. McGraw

2001 - Dr. Sam J. Buser
2002 - Dr. Walter E. Cubberly
2003 - Dr. Deanna F. Yates
2004 – Dr. C. Alan Hopewell
2005 – Dr. Paul Burney
2006 – Dr. Melba J. T. Vasquez
2007 – Dr. M. David Rudd
2008 – Dr. Ron L. Cohorn
2009 – Dr. Ollie J. Seay

2010 – Dr. Brian H. Stagner
2011 – Dr. Rob F. Mehl
2012 – Dr. Lane Ogden
2013 – Dr. Ray H. Brown
2014 – Dr. Marcy Laviage
2015 – Dr. James H. Bray
2016 – Dr. Gregory O. Simonsen

Past Presidents (1992-2016)

MIRACLE LEAGUE 
Every Child Deserves a Chance to Play Baseball

Lee T. Wallace, Ph.D.    Tracey Brown
Independent Practice    The Miracle League at Town and Country
Austin, Texas

The Good Psychologists Do

Take a moment to remember a time in 
your childhood when you played some type 
of youth sport, even gym class. Both positive 
and negative memories may come forth; 
the thrill of victory and the agony of defeat.  
Much learning and growth occurs through 
play, yet not all children have opportunities 
to engage in play, much less athletics and 
sports. This is especially true of children 
with Intellectual Disabilities and Autism 
Spectrum Disorders.

The purpose of this article is to increase 
the awareness of Texas psychologists 
about a program called Miracle League. 
Miracle League is a baseball program for 
children with serious mental and physical 
disabilities. The range of disabilities includes 
cerebral palsy, blindness, severe speech/
language disorders, and as mentioned above, 
intellectual disabilities and autism spectrum 
disorders. Children in wheelchairs or who 
use walkers can participate. 

It is generally considered valuable for 
practicing psychologists to be aware of 
community resources for their patients. 
Miracle League is such a resource. The next 
time you work with the parent of a child with 
a serious mental disability, think Miracle 
League.

So, how does it work? The first Miracle 
League program began in 2000.  There are 
now 275 programs across the 
USA and Canada. Each is 

the close friendships I have made with my 
presidents. For a 12- month period, they are 
completely immersed in all aspects of TPA.  

Each of them contributed a lasting change 
to your association and I have a very special 
place in my heart for all of them.  So, for the 

good they have done for all of us, please help 
me recognize the true champions of TPA for 
all they have done for psychology:  
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individually and locally managed. They all 
follow the same basic format. They all have 
a specially designed field with a rubberized 
surface. This makes it accessible for 
wheelchairs and walkers, but also safer for all 
the children. Generally:

• Every player bats once an inning
• All players are safe on the bases
• Every player scores a run before the 

inning is over (last player up hits a home 
run)

• Middle and High school children and 
adult volunteers serve as “buddies” to 
assist the players

• Each team and every player wins every 
game

A remarkable part of the program is the 
“buddy” component. In the Austin, Texas 
Miracle League at Town and Country, the 
vast majority of buddies are middle and high 
school students. They receive some training 
before they start working with the players, 
and (this is often the initial attraction) they 
earn volunteer credit hours to use on their 
college applications. They have to provide 
one reference letter, and they are supervised 
by adults on the field.  There is at least one 
buddy assigned to each player and there may 
be two assigned depending on the need of 
the child. The buddies help the players bat 
and run the bases, play catch with the players 
when they are in the field, and socialize with 
the players when they are in the dugout 
and on the field. With 14 teams and at least 
10 players (max of 15) per team, there are 
over 250 buddies associated with our local 
Miracle League program. Adult volunteers 
have to submit to a criminal background 
check.

Talk about win-win-win. Additionally, the 
players benefit from getting exercise and 
increased socialization. The risks of obesity 
and social isolation are particularly high 
with this population of children. Each child 

participates at his/her own level. 

Some run the bases; some walk the bases. 
Some hit off a tee; some hit well enough to 
hit the ball over the fence. Some progress 
from hitting off a tee to coach-pitch hitting. 
There may not be a great deal of exercise, yet 
for many of the children it will be the most 
exercise they get over a weekend. Special 
Olympics meets many of the same needs, 
but the two programs do not detract from 
one another. Children with intellectual 
disabilities or autism can do both.

Another benefit of this programs is the 
support it provides for the parents. The 
parents of the players get to take a break 
from child care and get a chance to watch 
their children be successful in a youth sports 
activity. Grandparents come from out to 
town to watch their grandchildren play 
baseball. Family and friend come to cheer 
on both the players and the buddies. The 
buddies get their volunteer hours, not to 
mention the opportunity to have a positive 
impact on the life of another person. This 
is what many buddies come to value most. 
Some buddies pair up with a specific player 
and stay with that player over several 
seasons. 

Now, it is not all peaches and cream. Some 
parents do not find that the program is 
challenging enough for their child. This is 
not hardball baseball. Some children are so 
medically fragile that 45-60 minutes outside 
on a hot or cold day is too much. Also, 
Miracle League is not for all children. It is 
not a therapy program. The coaches and 
buddies are not healthcare professionals. 
Miracle League is not appropriate for 
physically or sexually aggressive children, 
or children who will not stay within the 
ballpark (the field itself is entirely fenced 
in).

A final consideration is each Miracle League 
program (whether Houston, Dallas, Austin, 
or San Antonio) is only as strong as its 

leadership. Miracle League programs have 
begun, but closed due to the time and energy 
demanded of its leaders. These are programs 
with a lot of moving parts, but when it all 
comes together it is some kind of beautiful — 
a Miracle, if you will.

For more information you can go to 
MiracleLeague.com or miracle.tandcsports.org. 

To communicate with the primary author: 
lkwclan@gmail.com
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Disaster Resource Network: A Perspective from the 
Field

Lisa Berg Garmezy, Ph.D.

The Good Psychologists Do

The Red Cross called it a “slow motion 
disaster.”  In early June, heavy flooding 
across Texas created a state of emergency in 
thirty-one counties.  Houston reeled after 
the April 2016 Tax Day floods killed at least 
eight people—and then new storms hit.  At 
Fort Hood, nine soldiers lost their lives when 
a swollen creek carried away their vehicle on 
June 2.  Other regions also saw tragedy.  

Texas members of APA’s Disaster Resource 
Network (DRN) were active on three fronts.  
With colleagues from across the country, 
volunteers provided emotional support at 
shelters set up across the state for those 
affected by the floods.  Second, responding 
continued to what might be called personal 
disasters, such as the house fires that are 
the most common reason for Red Cross 
volunteers to be activated.  Last, as always, 
we stayed heavily involved in disaster 
planning so that future responses won’t be 
too little, too late.
  
Looking Ahead: The Pandemic
Current preparedness efforts focus on 
potential epidemics, pandemics, and 
bioterrorism. The threat of Ebola that caused 
so much panic in 2014 has now largely 
been replaced by concern about Zika and 
Chikungunya.  As part of the state’s Disaster 
Behavioral Health Consortium, TPA/
DRN committee members led workshops 
for health care providers and planners on 
psychological and ethical issues related to 
these threats.  Well-received conferences on 
the theme “High Consequence Infectious 
Disease” (“HCID”) were offered in eight 
Texas cities November 2015-May 2016.  

A pandemic, or global epidemic, arises when 
a new disease or subtype of disease spreads 

rapidly because we humans lack immunity 
to it.  As an example, the Spanish influenza 
of 1918 killed 675,000 Americans and 
fifty million people globally, most of them 
healthy young people.  Our workshops were 
designed to assist health and mental health 
providers with understanding, anticipating, 
and preparing to respond to such a crisis in 
ways that will promote resiliency.  

We pointed out that in a multidisciplinary 
response, team members from different 
professions bring different ethical 
perspectives to the table.  Psychologists 
typically champion the individual, whereas 
other health professionals, such as public 
health workers, might focus more on the 
needs of the community.  Who makes the 
rules, and for whose benefit, became a 
salient issue when Kaci Hickox, the Texas-
born nurse who fought Ebola with Doctors 
Without Borders, defied a quarantine order 
in Maine (www.dallasnews.com/ebola/
headlines/20141025-uta-grad-isolated-
at-new-jersey-hospital-as-part-of-ebola-
quarantine.ece).  She adamantly refused to 
sacrifice individual freedom to a politician’s 
perception of what served the public good.  

Juggling personal and professional 
responsibilities is also likely to be 
problematic.  Public health nurses and 
physicians may remain on the job in spite of 
exposure to contagious disease—they may 
feel that in a sense, they knowingly take on 
that risk.  Psychologists might feel differently, 
particularly if we endanger our loved ones.  
As always in disaster response, our readiness 
and willingness to face threats has to be 
assessed ahead of time because equivocating 
at the last minute doesn’t cut it.  

The HCID conferences showed what mental 
health brings to the table. As DRN Co-Chair 
Dr.  Rebecca Hamlin said, “Our function 
is vital in the planning stages and critical 
to community resilience” (R. J. Hamlin, 
personal communication, June 2, 2016). 
Psychologists will have to rethink how care 
is delivered and embrace technological 
solutions to the problem of social distancing 
that is critical to combating the spread of 
disease in its initial stages.  

One scenario might involve terrorists 
deliberately spreading a disease such as 
smallpox.  The public would be told to avoid 
large gatherings at all costs.  Should a vaccine 
then become available a short time later, 
the worried and frustrated public would be 
asked to forget the earlier instructions, and 
gather at permanent or temporary clinics for 
the shot.  Unfortunately, a study found only 
forty percent of Americans would show up 
at designated distribution sites under these 
circumstances (Lasker, 2004).  

Before we are faced with contagion, outreach 
strategies must be developed to address 
populations who refuse to cooperate 
with public health directives.  We need to 
differentiate between people who won’t 
comply and people who simply can’t comply, 
such as people who are homebound, 
homeless, and/or mentally ill.  Our health 
care planning must be inclusive.  As 
psychologists, we have to challenge ourselves 
to optimally manage and mitigate fear in 
the community.  Public health messages 
must generate enough concern to motivate 
recipients to cooperate, without fueling 
excessive anxiety or hopelessness.  Our 
mission is to find that sweet spot.  



Psychologists are likely to be in demand 
as consultants and educators as well as 
treatment providers.  Dr. Hamlin pointed 
out that “a pandemic will have a huge impact 
economically on all our lives.” Businesses 
may have to rely on telecommuting or 
reduced workforces.  Drive-through 
windows may facilitate no-contact exchanges 
of goods.  Without the business community’s 
support for social distancing, it cannot 
succeed.  

Our Work on the Ground
If you follow the activity of the DRN, you 
may have noticed the new name mentioned 
above.  Until January 1, we were the Disaster 
Response Network.  Now, the “Disaster 
Resource Network” title reflects that the 
2500 American and Canadian psychologists 
involved volunteer through a number of 
other organizations active in disasters.  The 
DRN provides responders, not a response 
team.  The term “Resource” emphasizes 
that, as Dr. Hamlin reminded us, our role 
is to educate, organize, and so on, as well as 
provide direct services.  

While not all DRN members are Red 
Cross volunteers, the American Red Cross 
(“ARC”) has been APA’s primary partner 
in providing services for the last twenty-
five years.  Responses are often provided 
while wearing a distinctive red vest.  You’ll 
need to take ARC’s Psychological First Aid 
and Disaster Mental Health courses to join 
response efforts.  Visit www.redcross.org to 
learn more.

Active participation with the ARC offers 
the opportunity for national involvement.  
Around the country, DRN members 
provided emotional support at law 
enforcement roll calls after a drunk driver 
struck two Des Moines-area police officers.  
Some worked with Michigan residents who 
may have consumed contaminated water and 
others stood ready to help at the last Boston 
Marathon.  The Florida DRN offered disaster 
mental health interventions in the wake 
of the Orlando shooting tragedy.  And of 
course, volunteers from California, Colorado, 
Maine, and South Carolina supported us 
while we waited for floodwaters to recede.  

As trainers in disaster response, Dr. Hamlin 
and I communicate to our classes the 
urgency of thinking ahead, having personal 
affairs in order and keeping a “go kit” ready.  
Some students feel, erroneously, that it’s a 

“hurry up and wait” situation.  
That is, they don’t expect to 

use their new skills until the next time 
Anderson Cooper rolls into town to cover a 
catastrophe.   
 
The truth is that the recent flooding is the 
ninth major disaster in Texas during the 
past twelve months.  Tornados and fires have 
also ravaged the state.  What’s more, the Red 
Cross Texas Gulf Coast Region responds to 
the personal disaster of a house fire literally 
on a daily basis.  Many of these families have 
lost everything, including their pets.  Victims 
typically are second-guessing their choices of 
where and how they lived.  In the immediate 
aftermath of a fire, Red Cross Disaster 
Mental Health volunteers—many of them 
supplied by APA’s DRN—provide mental 
health referrals, education and support to 
help survivors move from self-blame to self-
care.  

Explore the Apps
Whether or not you wish to be part of the 
DRN, please look through the resources 
of the Disaster Information Management 
Research Center (“DIMRC;” see www.
disaster.nlm.nih.gov/dimrc/disasterapps).  
Click the link to “Disaster Apps” to update 
your electronics with a wealth of tools that 
you and your clients can use. Texans might 
be particularly drawn to the OSHA Heat 
Safety Tool, which calculates risk and tracks 
signs of heat-related illness.  You’ll also find 
Help Kids Cope, from the National Child 
Traumatic Stress Network, PTSD Coach, 
a wonderful resource from the Veteran’s 
Administration, PFA Mobile for providers of 
Psychological First Aid, Provider Resilience 
with stress-busting and satisfaction-building 
tools, and many more tools.  DIMRC can 
also update you on the spread and impact 
of the Zika virus and other concerns.  It is a 
welcome support service that shares our goal 
of fostering community resilience.  

Join Us
Get involved, and you’ll find no lack of 
opportunity to provide services.  If you 
volunteer with the ARC you’ll work 
alongside other independently licensed 
mental health professionals including 
counselors and psychiatric nurses.  You 
may meet staff from other ARC partners, 
such as folks from Islamic Relief, the mobile 
kitchens of Southern Baptist Disaster Relief, 
or Operation Hope, serving survivors with 
financial counseling.  

Whether or not you wish to be part of the 
DRN, please explore the resources of the 
Disaster Information Management Research 

Center, which you’ll find at disaster.nlm.
nih.gov/dimrc/disasterapps. Click the link 
to “Disaster Apps” to update your devices 
with a wealth of innovative material for 
you and your clients. Texans might take 
particular interest in the OSHA Heat Safety 
Tool, which calculates risk and tracks signs 
of heat-related illness. You’ll also find 
Help Kids Cope, from the National Child 
Traumatic Stress Network, PTSD Coach, a 
wonderful resource from the VA, PFA Mobile 
for providers of Psychological First Aid, 
Provider Resilience with tools for stress-
busting, building satisfaction, and enhancing 
wellness. DIMRC can also update you on 
the spread of Zika and other illnesses. It is a 
welcome support service that shares our goal 
of fostering community resilience. 

The DRN wants your help.  Please contact 
Texas co-chairs Rebecca Hamlin or Judith 
Andrews for more information on becoming 
a DRN responder, or attend the DRN section 
meeting that will take place at the November 
TPA conference in Austin.  We’d love to meet 
you.  The work is meaningful and the need 
is great.  
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Due to rising rates of opioid abuse and 
overdose in particular, addiction and 
substance abuse have been spotlighted in 
the media in recent months. Hopefully 
this attention will translate into better 
understanding of addiction issues, reduced 
stigma related to addiction, and increased 
funding for evidence-based services for 
individuals struggling with addiction. 
However, there is an equally important 
issue that gets less media attention – the 
difficulties faced by loved ones of those 
who are engaging in substance abusing 
behaviors. The negative interpersonal 
consequences for people with substance 
use disorders (SUD) are well documented 
in the literature, and continue substance 
use despite the negative impact of use on 
interpersonal and social functioning is one 
of the criteria for diagnosing substance use 
disorders (American Psychiatric Association, 
2013). Most of us have substantial anecdotal 
evidence of the relationship turmoil that 
often accompanies addiction. However, 
there is a massive gap in the literature and 
the media about how to advise families and 
friends on ways to help their loved ones who 
are struggling with addiction. 

I am a Clinical Psychologist by training, 
and worked in the VA Boston Healthcare 
System before transitioning to an academic 
position in 2012. In the VA, I held positions 
in residential and outpatient SUD treatment 
programs as well as a fellowship in the 
Center for Returning Veterans. In all of 

these positions, I advised loved ones about 
how to minimize the impact of their family 
member’s SUD while still providing social 
support for recovery efforts. Currently, I 
teach at the undergraduate level in addition 
to maintaining a part-time independent 
practice. One of the courses I teach, Chemical 
Dependency Issues, brings several students 
and colleagues per semester to my office door 
seeking guidance because they are concerned 
about a loved one’s substance use patterns. 
Most have tried various strategies for coping 
with the loved one’s SUD, including “tough 
love” strategies, punishment, confrontation, 
ultimatums, begging, bribing, and avoidance. 
Some have tried Al-Anon meetings as a 
means of findings support for themselves. 
Most have tried or are considering a Johnson 
Intervention because it is the primary 
method that is publicized in the media. 
Unless they have taken my courses, very few 
have heard of the evidence-based effective 
alternatives to Johnson Interventions and 12-
step based support models. 

One of the first things I often advise these 
individuals that Johnson Interventions 
(JI) are not very effective, and often lead 
to additional relationship strain. This 
typically surprises the loved ones, because 
these “interventions” are touted as highly 
effective in popular culture media. They 
are great fodder for dramatic movies and 
television shows, and there is something very 
enticing about the immediate gratification 
of “convincing” someone to accept 

treatment after one surprise confrontational 
conversation that allows you to vent all of 
your own thoughts and feelings. However, 
these media representations are skewed. 
The research literature shows that families 
do not actually complete a planned JI about 
70% of the time (Miller, Meyers, & Tonigan, 
1999; Barber & Gilbertson, 1996), but that 
completed JIs can be effective at getting 
someone into a treatment program about 
75% of the time (Miller, Meyers, & Tonigan, 
1999). However, there is also evidence that 
of those who enter treatment due to a JI are 
more likely to relapse than those who did not 
receive a JI (Loneck, Garrett, & Banks, 1996). 
Anecdotally, individuals who have received 
a JI often report that their relationships with 
loved ones who participated in the JI were 
damaged further by the confrontational 
intervention, that they became distrustful 
of their loved ones after the JI, and that they 
perceived less social support from their 
family and friends who participated in the JI. 
As Johan Hari eloquently states in his TED 
Talk: 

“If you’ve ever seen the show 
‘Intervention,’ it’s a pretty simple 
premise. Get an addict, all the people 
in their life, gather them together, 
confront them with what they’re doing, 
and they say, if you don’t shape up, 
we’re going to cut you off. So what they 
do is they take the connection to the 
addict, and they threaten it, they make 
it contingent on the addict 

Advising Families and Friends on How to Help a 
Loved One Struggling with Addiction

Kelly E. Green, Ph.D.
St. Edward’s University

Clinician’s Corner

Abstract
This article fills a gap in the literature by addressing ways to advise loved ones of people struggling with addiction. It provides background 
information on the popular Johnson Interventions and Al-Anon approaches, and discusses some of the problems with those strategies. It then 
provides information on Community Reinforcement and Family Training (CRAFT), which is an evidence-based effective alternative to approaches 
that encourage confrontation and/or detachment. The basic tenets of CRAFT are discussed, and resource links are provided. A general outline of 
consultation sessions with families and friends of people struggling with addiction is discussed.  
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behaving the way they want … I began 
to see why that approach doesn’t work, 
and I began to think that’s almost like 
the importing of the logic of the Drug 
War into our private lives.” (Hari, 2015)

Typically I refer people to this 15-minute 
talk, as he provides some of the scientific 
background that has led to misconceptions 
and stigma about addiction as well as helpful 
compassionate perspectives on addiction for 
loved ones (with the bonus feature of linking 
it back to the problems with the War on 
Drugs).  

Once I discuss the misconceptions about 
these Johnson Interventions, I discuss 
alternate ways to express concern to loved 
ones without making threats or ultimatums. 
I encourage loved ones to use “I statements”, 
try to remain non-judgmental, focus on 
expressing their own anxiety, fear, sadness, 
etc., invite the person to discuss their 
substance use (if they want to), and offer to 
help the person engage with recovery efforts 
(if they want to). I discuss the difference 
between enabling and providing social 
support. I discuss the differences between 
threatening, controlling, detaching, and 
setting boundaries. I discuss some of the 
pros and cons of support groups like Al-
Anon. Certainly, these programs are very 
helpful for many loved ones, particularly 
those who are ready to walk away from 
relationships, no longer feel they can try to 
help the loved one, and/or need reassurance 
that their disengagement from the loved 
one is appropriate. Additionally, they are 
widely available and have meetings tailored 
to different age groups and types of loved 
ones (e.g. Alateen for teenagers, meeting 
for parents, meetings for adult children of 
alcoholics). When advising loved ones, I 
make sure they understand that the Al-Anon 
approach is not designed to guide loved 
ones on ways to help people struggling with 
addiction. Instead, Al-Anon offers guidance 
on ways to avoid enabling behaviors and 
disengage from the chaotic situations that 
often accompany addiction. Al-Anon is less 
compatible with efforts to help someone with 
their addiction or efforts to maintain and/
or improve a relationship with someone with 
SUD. But there are some very helpful aspects 
of Al-Anon, and I typically recommend that 
loved ones consider those groups to gain 
social support. However, many people do 
not want to “DETACH with LOVE” (Don’t 
Even Think About Changing Him/Her – Let 

Others Voluntarily Evolve), and 
this is a driving force behind Al-

Anon principles (Al-Anon Family Groups, 
1984). For loved ones who do not want to 
practice detachment, they often don’t know 
of other options.  

This is where I focus my advising with loved 
ones – on the evidence-based and effective 
alternatives to Johnson Interventions 
(confrontation) and Al-Anon approaches 
(detachment). I present them with some of 
the cognitive-behavioral, social learning, 
and neurobehavioral principles that are 
involved with addiction (e.g. reinforcement, 
modeling, cognitive distortions, altered 
motivational and decision-making neural 
pathways), and I validate their experiences 
of sadness, frustration, anger, fear, and 
sometimes desperation. I then discuss with 
them the Community Reinforcement and 
Family Training approach (CRAFT; Smith 
& Meyers, 2004; Meyers & Wolfe, 2004) and 
steer them towards additional resources. 
Research has shown that CRAFT is 2 – 3 
times more effective than JIs or Al-Anon 
models – nearly 70% of those assigned 
to CRAFT are able to engage their loved 
one in SUD treatment within six months 
compared to only 30% of those assigned to a 
JI condition (e.g. Miller, Meyers, & Tonigan, 
1999). CRAFT has been shown to work for 
multiple ethnicities, and it can be effective 
for a variety of loved ones (i.e., spouses/
partners, parents, siblings, children). In 
addition to facilitating treatment engagement 
for the substance abuser, CRAFT leads to 
higher quality of life for the loved ones (i.e., 
reduction in physical and mental health 
symptoms). For a review of the literature 
supporting CRAFT, see Meyers, Roozen, 
& Smith (2011). Despite its effectiveness, 
surprisingly few individuals, including 
mental health providers, are aware of 
CRAFT as an option for loved ones of people 
struggling with addiction. 

CRAFT is an evidence-based intervention 
that helps loved ones facilitate treatment 
engagement and sobriety in individuals 
struggling with addiction (Meyers & Wolfe, 
2004; Smith & Meyers, 2004). It is non-
confrontational, and focuses on ways to 
engage in healthy and supportive ways 
rather than detach from the person with 
SUD. Many loved ones find CRAFT is a 
better fit for their goals to repair and rebuild 
relationships with the person struggling with 
addiction while encouraging recovery and 
sobriety.  It was developed as an alternative 
to confrontational JIs as a way to promote 
treatment engagement in people struggling 
with SUD, and there are high quality 

self-help resources that can be used by 
individuals on their own or in conjunction 
with guidance from a therapist. CRAFT 
uses motivational and cognitive-behavioral 
principles, focuses on changing interactional 
patterns, and addresses coping skills, safety 
planning, reinforcement patterns, and the 
power of positive social support. It does not 
pressure individuals into SUD treatment 
like the JI. It does not encourage loved ones 
to detach from the person like Al-Anon. 
It teaches loved ones how to alter their 
own behavior in ways that both improve 
their own quality of life and increase the 
likelihood that the person with SUD will 
acknowledge their problem and engage in 
recovery activities. It helps loved ones apply 
operant conditioning principles to reward 
sober/recovery behavior while avoiding 
rewarding or enabling substance using or 
addictive behaviors. CRAFT also helps loved 
ones develop a functional analysis of the 
substance using behaviors so that they can 
have a better understanding of the role that 
alcohol/drugs have in the person’s life as well 
as potential triggers for use. Additionally, 
CRAFT focuses on improving the overall 
quality of life for the loved ones. Often, loved 
ones get so entrenched in attempts to prevent 
or change the substance use behaviors that 
they neglect their own self-care and interests. 
CRAFT encourages loved ones to reconnect 
with their own interests, without detaching/
disengaging completely from the person 
struggling with addiction. 

There is a CRAFT therapist manual (Smith 
& Meyers, 2004) and self-help book (Meyers 
& Wolfe, 2004) that provide thoughtful 
guidance on the CRAFT approach. The 
strongest recommendation that I make to 
loved ones seeking my guidance is to get 
the CRAFT self-help book, Get Your Loved 
One Sober: Alternatives to Nagging, Pleading, 
and Threatening (Meyers & Wolfe, 2004). 
Additionally, I refer loved ones (and mental 
health providers new to CRAFT) to several 
websites that provide excellent descriptions 
of CRAFT and ways to employ CRAFT 
principles. These resources can be helpful for 
those who don’t want to seek professional 
services as well as those who are actively 
engaged in psychotherapy. The Center for 
Motivation and Change in New York City 
has an excellent blog that addresses many 
of the common issues faced by individuals 
in recovery, and their families (http://
motivationandchange.com/cmcs-blog-
for-individuals-and-families/) as well as 
a thoughtful overview of CRAFT (http://
motivationandchange.com/outpatient-

treatment/for-families/craft-overview/). 
Sober Families out of Portland and Seattle 
has a great blog, podcasts, and a 10-part 
email course that provides useful tips on 
supporting a loved one in their recovery 
efforts (http://www.soberfamilies.com/). 
Finally, there is a very informative clip from 
the HBO series Addiction that discusses 
CRAFT (http://www.hbo.com/addiction/
treatment/371_alternative_to_intervention.
html).

In addition to discussing the CRAFT 
approach, I also spend some time simply 
providing social support about the difficulties 
faced by people who love someone struggling 
with addiction. I give the loved ones room 
to vent. I validate their thoughts and 
their feelings. I try to connect them with 
appropriate referrals if they want to take that 
step. I strive to give them the message, “Yeah 
it sucks sometimes… It’s really hard… But 
sometimes it does get better – many people 
do enter recovery and maintain sobriety…
Your emotional reactions are completely 
understandable in this situation… It is 
understandable if you want to detach from 
this person (and there are resources and 
support groups for that)… But it’s also  
 

understandable if you don’t want to detach 
from this person (and there are resources for 
that as well). 
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This article reprises and augments 
information that was published here earlier 
this year. We now have new audit worries 
(in the form of HIPAA compliance audits), 
increasing the potential scrutiny of our 
clinical documentation. First, let’s review 
the several species of audits prowling our 
profession. 

Medical Necessity Audits
Does the provider have evidence to support 
the case formulation that is being claimed? 
What was tried, with what results? Is it 
time to move to a different evidence-based 
treatment plan?  It is legitimate to ask these 
questions to reduce waste. If these audits 
are deployed effectively (and not punitively) 
we should see better, more efficient overall 
outcomes. In the foreseeable future there 
is likely to be a major push to increase 
diagnostic precision as a first step to improve 
health outcomes.  Likewise, it is reasonable to 
expect that chart notes and treatment plans 
will be logically coherent with the ICD and 
CPT codes. 

Risk Adjustment Audits
These are imposed on the insurance 
companies, and it is a good thing for all of 
us. Sometime in the next five to ten years, 
healthcare will be reimbursed for population 
outcomes rather than fee-for-service.  Large 
entities (HMOs, PPOs, etc.) will contract 
to provide coverage for a large population. 
Some insurance companies have the good 
fortune to serve healthy people while other 
companies may attract subscribers who are 
older or sicker. They aren’t shouldering the 
same risk, so how to level the playing field?

CMS asks insurers to describe how sick 
or healthy their subscribers are, according 
to detailed metrics.  To verify these 

representations, auditors pull 
random names from the list of 

insureds and track ALL of the healthcare 
records for those individuals.  Thus Juan 
Doe has received seventeen lab tests, two 
surgeries, several oncologist visits, two 
rounds of chemo, several pharmaceuticals, 
and eight months of CBT.  Juan’s HMO 
certainly seems to treat high-risk persons.  
On the other hand, Gladys Chan sees her 
ob-gyn once per year and has a single 
prescription for birth control medication – a 
low-risk person.  

In these examples, the risk adjustment audit 
is using providers’ records to monitor the 
insurance companies.  Initially the odds 
of being involved in these audits will be 
extremely low, the response required is 
minimal, and providers bear virtually no 
burden of vulnerability to sanctions.

Procedural Compliance Audits  
Here dragons live. These audits have been 
mostly associated with Medicare and 
Medicaid, but new threats have emerged.  
In these situations the provider is asked 
to open patient charts for review.  Charts 
are judged for completeness. Was the 
mandated screening for mood disorders 
completed according to CMS standards? Is 
there documentation that the primary care 
physician has been contacted?  Is there a 
(recent, signed) treatment plan in the chart? 
Is it being followed? What about those start 
and stop times?  Egad. 

Failure of a compliance audit has led to 
recoupments – “clawbacks” in which the 
practitioner is forced to forfeit payments 
already received because the chart is out 
of compliance, irrespective of the clinical 
outcome. There have been instances in which 
psychologists had to return tens of thousands 
of dollars or face criminal charges.   

HIPAA Compliance Audits
OK, so what’s new? OMG, it’s HIPAA 
again! In addition to verifying compliance 
with Medicare regulations, we are all now 
subject to audits to verify our compliance 
with HIPAA rulesi.  Again, it is statistically 
unlikely that you will be selected for an audit 
any time soon, but providers who are not 
complying with HIPAA rules are subject 
to fines.  Here’s a list of what you need to 
document in order to pass muster with a 
HIPAA audit:

1. Confirm that your practice has recently 
completed a comprehensive assessment 
of potential security risks and 
vulnerabilities to the organization (the 
Risk Assessment).

2. Confirm that all action items identified 
in the Risk Assessment have been 
completed or are on a reasonable 
timeline to completion.

3. Use the results of the Risk Assessment 
to implement a robust risk management 
program.

4. Ensure that the organization has 
a complete inventory of business 
associates for purposes of the Phase 2 
Audit data requests, and that business 
associate agreements (i) have been 
updated to comply with the most 
recent requirements and (ii) have been 
executed.

5. Confirm that all required HIPAA 
privacy and security policies are in place 
and up to date.

6. Confirm that the entity’s Notice of 
Privacy Practices is up to date and that 
procedures are in place for providing the 
Notice to plan participants and other 
individuals.

7. Document training of work force 
members.

8. Conduct and document an updated 
security risk analysis; if deficiencies 
exist, correct them and document.
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9. If the organization has not implemented 
certain of the Security Standards’ 
addressable implementation standards 
for any of its information systems, 
confirm that the organization has 
documented (i) the reason for its 
conclusion that the standard was not 
reasonable and appropriate, and (ii) all 
alternative security measures that were 
implemented.

10. Ensure that the organization has 
implemented a breach notification 
policy that accurately reflects the 
content and deadline requirements for 
breach notification under the Breach 
Notification Standards, and that breach 
notification procedures are in place with 
business associates.

11. Ensure that the organization has 
reasonable and appropriate safeguards 
in place for PHI that exists in any form, 
including paper and verbal PHI.

12. Confirm that the organization maintains 
an inventory of information system 

assets, including mobile devices (even in 
a bring-your-own device environment).

13. Confirm that all systems and software 
that transmit electronic PHI employ 
encryption technology, or that the 
organization has documented the risk 
analysis supporting the decision not to 
employ encryption.

14. Confirm that the organization has 
adopted a facility security plan for 
each physical location that stores or 
otherwise has access to PHI, in addition 
to a security policy that requires a 
physical security plan.

15. Review the organization’s HIPAA 
security policies to identify any actions 
that have not been completed as 
required (e.g., physical security plans, 
disaster recovery plan, emergency access 
procedures).

What should be in an audit response? The 
simple answer is that it depends on what’s 
being requestedii. Some audits will request 

the full chart, but it is likely that the audit 
will be somewhat circumscribed.  In general, 
a summary of the chart will not be acceptable 
as a substitute for primary documents: 
the auditor wants to see records that are 
contemporaneous records, for obvious 
reasons. 

Fortune favors the prepared.  In light of the 
shifting audit landscape, opinions vary about 
the record keeping that will prepare us for 
the eventuality of an audit.  Step one is to 
locate all the relevant records that document 
compliance with the various mandates from 
the acronymic deities---HIPAA, HITECH, 
TSBEP, CMS, etc, ad nauseum.  Many 
practices maintain a practice policy manual 
that may house some of this information.  An 
additional file or binder can contain training 
logs, agreements with business associates, 
and so forth. Update both regularly.

Step two is to develop and adhere to a 
defined protocol for clinical records. Because 
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psychologists practice in so many different 
contexts, it is not feasible to develop a one-
size-fits-all template for doing this. Here 
are several viewpoints, each with pros and 
cons:

1. Keep very lean charts, including 
only information that is likely to 
be specified in the audit requests to 
which you may be subjected.  This 
would expedite response to the risk 
adjustment audits. However, lean 
records offer scant documentation for 
medical necessity audits and very little 
protection in the event the provider 
comes under legal or regulatory 
scrutiny.

2. Keep very rich audits. “If it’s not 
written down it didn’t happen,” is 
going to offer a great deal of rich 
documentation, provides good 
protections against legal problems, 
but is extremely time consuming. In 
the event of a risk adjustment audit or 
certain other circumscribed requests 
it will require a lot of effort to extract 
only what is requested and protect the 
remainder of the record.

3. Keep dual records.  In theory there 
is nothing to prohibit keeping a 
separate section in the chart with 
only the information that might be 
requested in partial audits.  Some 
have suggested that HIPPA’s provision 
for psychotherapy notes might serve 
this function; keep the “audit trail” 
in the HIPPA notes and use the 
psychotherapy notes for the details 
of the clinical record.  However, this, 
or other dual-record systems offer no 
protection whatsoever from subpoena. 
Thus the dual-record strategy 
represents greater burden with little 
incremental advantage for most 
providers.

4. Prepare for medical necessity audits 
with care, but don’t worry about the 
HIPAA compliance or risk adjustment 
audits for now. These latter will 
require that the record be searched for 
contemporaneous documentation of 
health status that will take some time.  
However, if each audit is going to pull 
only a few hundred individuals whose 
records are audited, the odds are very 
good that most of us won’t face even 
a single such audit in the next couple 
of years. 

Bottom line: be ready for audits. Audits 
are important for the overall 
system to function. Develop 

well-defined documentation and charting 
protocols that meet the requirements of 
HIPPA, HITECH, and the rules of the 
TSBEP, as well as being responsive to the 
concerns of the entities with whom you 
contract.  If you are audited, remember 
that you are dealing with confidential 
information; make sure that the 
information requested is within the bounds 
of appropriate inquiry as established in 
the contracts you have signed.  If you’re 
unsure it is a good idea to consult before 
you comply. 

To communicate with the author: 
stagneraap@gmail.com
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 iHere is an article describing how HHS 
will conduct these audits: “Phase 2 HIPAA 
Audits are Underway: Department of 
Health and Human Services Offices for 
Civil Rights” (http://www.natlawreview.
com/article/phase-2-hipaa-audits-are-
underway-department-health-and-human-
services-office-civil).

iiNot every request is legitimate, however.  
In other jurisdictions in the Midwest, 
psychologists have reported audit practices 
that seem excessive, if not persecutory.  
APA’s Practice Directorate (APAPO) has 
successfully challenged third party payors 
to scale back the most punitive audit 
practices.

Audits Redux 
Resources

CE Courses
• “HIPAA for Psychologists 

Compliance Product and 
CE Course” (http://www.
apapracticecentral.org/ce/
courses/1370022.aspx)

• “HIPAA Security Rule Online 
Compliance Workbook” (http://
www.apapracticecentral.org/ce/
courses/1370027.aspx)

Other Resources
• HHS offers free “Training 

Materials: Helping Entities 
Implement Privacy and Security 
Protections” (http://www.hhs.gov/
hipaa/for-professionals/training/
index.html) including a detailed 
“Guide to Privacy and Security of 
Electronic Health Information” 
(https://www.healthit.gov/sites/
default/files/pdf/privacy/privacy-
and-security-guide.pdf) 

• The Office of Health IT offers a 
free “Security Risk Assessment 
Tool” (https://www.healthit.gov/
providers-professionals/security-
risk-assessment) 

• The APA Practice Organization 
has information on “HIPAA 
Compliance” (http://www.
apapracticecentral.org/business/
hipaa/index.aspx) 

• HHS’s webpage on “HIPAA for 
Professionals” (http://www.hhs.
gov/hipaa/for-professionals/index.
html)

• Refresher on  HIPAA (security 
rule, breach notification,  privacy 
rule, etc) can be found at:  
http://www.hhs.gov/hipaa/for-
professionals
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Revisiting the Duty to Warn Issue

Floyd L. Jennings, J.D., Ph.D.
Chief, Mental Health Division
Harris County Public Defender’s Office

In the modern world of mass shootings 
and terroristic acts, there are few issues for 
mental health practitioners more vexing 
than the struggle to parse out professional 
duties when a patient/client poses, or 
even threatens, harm to himself/herself or 
others.  In the following, we will review 
this issue from a Texas perspective and 
unpack the matter from a legal and historical 
perspective.

Historical Review
Understanding the issue of a Duty to Warn 
is not possible without appreciation of the 
history and development of this concept in 
American and Texas caselaw.

The pre-eminent case in this area is Tarasoff, 
a California Supreme Court case wherein the 
court found a duty to warn an identifiable 
third party of a patient’s threats (Tarasoff v. 
Regents of Univ. of Cal., 551 P.2d 334, 345-47, 
Cal. 1976).  In that case the court balanced 
the social utility of the therapist-patient 
privilege against the need to protect the life 
of an identifiable victim.

A young man named Poddar was born in 
Bengal, India and came to the University of 
California campus at Berkeley as a graduate 
student in September 1967 where he resided 
at the International House.  In the fall of 
1968 he attended folk dancing classes at 
the International House, and it was there 
he met Tatiana (Tanya) Tarasoff.  They saw 
each other weekly throughout the fall, and 
on New Year’s Eve she kissed Mr. Poddar.  
He interpreted the act to be recognition of 
the existence of a serious relationship.  This 
view was not shared by Tanya who, upon 
learning of his feelings, told him that she 
was involved with other men and otherwise 

indicated that she was not interested in 
entering into an intimate relationship with 
him.  The case report suggests that as a 
result of this rebuff, Poddar underwent a 
severe emotional crisis.  The etiology is less 
relevant than the consequences.  He became 
depressed and neglected his appearance, 
his studies and his health.  He remained 
by himself, speaking disjointedly and often 
weeping.  This condition persisted, with 
steady deterioration, throughout the spring 
and into the summer of 1969.  Poddar did 
have occasional meetings with Tanya during 
this period and tape-recorded several of their 
conversations in an attempt to ascertain why 
she did not love him.

During the summer of 1969 Tanya went to 
South America (Brazil).  After her departure, 
Poddar, according to the court’s opinion, 
began to improve and at the suggestion of 
a friend sought psychological assistance.  
On August 20, 1969, he disclosed to his 
psychologist, Lawrence Moore, Ph.D., 
that he was going to kill an unnamed girl, 
readily identifiable as Tanya, when she 
returned home from spending the summer 
in Brazil.  Moore, with the concurrence 
of UC psychiatrist Dr. Gold, who had 
initially examined Poddar, and Dr. Yandell, 
assistant to the director of the Department 
of Psychiatry, decided that Poddar should 
be committed for observation in a mental 
hospital.  Moore orally notified Officers 
Atkinson and Teel of the campus police 
that he would request commitment.  He 
then sent a letter to Police Chief William 
Beall requesting the assistance of the 
police department in securing Poddar’s 
confinement.  Officers Atkinson, Browning, 
and Halleran took Poddar into custody, but 
satisfied that Poddar was rational, released 
him on his promise to stay away from Tanya.  

Dr. Powelson, director of the department 
of psychiatry at Cowell Memorial Hospital, 
then asked the police to return Moore’s 
letter, directed that all copies of the letter and 
notes that Moore had taken as therapist be 
destroyed, and “ordered no action to place 
Prosenjit Poddar in 72-hour treatment and 
evaluation facility.”  

In October, after Tanya had returned, Poddar 
stopped seeing his psychologist. On October 
27, 1969, Poddar went to Tanya’s home to 
speak with her.  She was not at home, and her 
mother told him to leave.  Poddar returned 
later, armed with a pellet gun and a kitchen 
knife, and found Tanya alone.  She refused to 
speak with him, and when he persisted, she 
screamed.  At this point Poddar shot her with 
the pellet gun.  She ran from the house, was 
pursued, caught and repeatedly and fatally 
stabbed by Poddar.  He then returned to 
Tanya’s home and called the police.  Tanya’s 
parents later sued the university on claims 
of failure to commit, failure to warn, and 
abandonment of a dangerous patient.

Because the University had essentially 
unlimited resources the case went to the 
California Supreme Court on not one, but 
two occasions.  In Tarasoff I, 529 P2d 553 
(Ca 1974) the court held: “We conclude 
that plaintiffs’ complaints state, or can be 
amended to state, a cause of action against 
defendants for negligent failure to warn.” The 
case was returned to the trial court to allow 
a cause of action for failure to warn.  That is, 
the University argued there was no basis for 
a suit due to a failure to warn and the court 
held to the contrary.

Then, in Tarasoff II, 551 P2d 334 (CA 
1976), the court held the providers to have 
liability for failure to warn 
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and stated: “failure to warn Tatiana or 
others likely to apprise her of the danger 
constituted a breach of the therapists’ duty to 
exercise reasonable care to protect Tatiana.”  
Complaints against the police officers were 
dismissed.

The court in Tarasoff held that a 
psychotherapist has a duty to warn third 
parties of foreseeable harm resulting from the 
dangerous conduct of a patient when there is a 
special relationship between the physician and 
the dangerous person or the physician and the 
victim.

It is a slightly different question for the 
court whether there is an affirmative duty 
to protect the patient or an identified other 
by intervening so as to warn – or to initiate 
hospitalization – than whether there is a 
duty to seek civil commitment. There is a 
relatively well known case precisely on that 
point: In Currie v. United States, 644 F. Supp. 
1074 (M.D.N.C. 1986) a person shot and 
killed one person, as well as injured others at 
the Research Triangle Park in 1982.  In fact, 
though the Tarasoff doctrine has been oft 
analyzed, it was perhaps never better than in 
Currie. 

In analyzing the Tarasoff rule the Currie 
court stated: “The Tarasoff case was 
significant in three important respects: 

1. It found that a psychotherapist and 
patient had a “special relationship” that 
could impose on the psychotherapist an 
affirmative duty to exercise reasonable 
care, 

2. It found that policy considerations 
justified imposing a duty to warn as a 
component of reasonable care when a 
psychotherapist knew, or should have 
known, that a patient was dangerous, 
and 

3. It found that therapists owed this duty at 
least to readily identifiable third persons 
whom the patient had threatened.”

Currie, however, made several important 
distinctions in duty-to-warn or duty-to-
protect cases. The court distinguished 
between a “forseeability rule” and a “readily 
identifiable rule” and applied each rule to a 
different circumstance. That is, the court held 
that while a therapist had a duty to warn a 
readily identifiable victim, a duty to protect 
might extend to circumstances wherein the 
patient expressed intent to harm others but 
no victim was “readily identifiable.”  In such 

a situation, then the therapist 

would have a “duty to commit,” i.e. a duty to 
institute involuntary or court-ordered mental 
health services.1 But the Currie court also 
offered a measure of protection to mental 
health providers by adding a “reasonable 
judgment” rule, that is, a duty to warn or 
commit would be tempered by exercise of 
reasonable professional judgment.2 

Duty to Warn in Texas
The Tarasoff rule does not necessarily apply 
in all circumstances or in all jurisdictions – 
and does not apply in Texas. The differences 
turn on statutes or rules, addressing: 
(a) whether there is a duty to warn, (b) 
independently whether there is a duty to 
protect, and (c) if there is a duty to warn does 
it apply to all foreseeable victims, or only 
readily identifiable victims?

The caselaw has developed as follows: There 
is no question but that a provider has a duty 
to protect his or her patient from harm 
when that professional knows, or should 
know, the patient is dangerous to himself or 
herself.  For discussion see Praesel v. Johnson, 
967 S.W.2d 391 (Tex. 1998) where the court 
held that physicians had no duty to third 
parties to report an epileptic’s condition to 
state authorities that issue drivers’ licenses, 
though the patient suffered a seizure while 
driving and killed another driver.  The issue 
is whether a practitioner has a duty to protect 
not only the patient but also other persons 
from acts performed by a patient or client, 
emerging as a duty to warn.  Texas firmly 
says “no.”  Such a duty must be established 
by statute.  As will be seen, the Tarasoff 
rule does not apply in Texas because of the 
specific language of the statutes.

The Tex. Health & Safety Code 
§611 establishes the principle that 
communications between a patient and a 
mental health professional are confidential – 
where a “patient” is a person who “consults 
or is interviewed by a professional for 
diagnosis, evaluation, or treatment of any 
mental or emotional condition or disorder, 
including alcoholism or drug addiction.”   
Then, in Tex. Health & Safety Code 
§611.004, are listed some eleven exceptions 
to confidentiality, other than in judicial or 
administrative proceedings. Sec. 611.004(2) 
states that a professional may disclose 
information: to medical or law enforcement 
personnel if the professional determines that 
there is a probability of imminent physical 
injury by the patient to the patient or others 
or there is a probability of immediate mental 
or emotional injury to the patient.

In Thapar v. Zezulka, 994 S.W.2d 635 
(Tex. 1999) the Supreme Court of Texas 
considered a case involving a Houston 
psychiatrist who treated Freddie Ray Lilly for 
several years. The patient had six psychiatric 
hospitalizations, during the last of which he 
expressed his intent to kill his stepfather. The 
records also stated “he states he will not do 
it but that is how he feels.”  One month after 
release, he shot and killed Henry Zezulka.  
The court held that Dr. Thapar had no duty 
to a third party (Zezulka) because he was not 
part of the treatment relationship and that 
the Chapter 611.004(2) is very firm in stating 
she “may” notify medical or law enforcement 
personnel if the professional determines that 
there is a probability of imminent physical 
injury by the patient to the patient or others 
or there is a probability of immediate mental 
or emotional injury to the patient (Tex. 
Health & Safety Code 611.004, 2014).  In 
that statute, any reference to a third party is 
omitted.  Ergo, the physician had not duty to 
the victim.

The Thapar decision had several precursors. 
For example, in Bird v. W.C.W. 868 SW.2d 
767 (Tex. 1994) the court held that the 
psychological associate had no duty to a 
third party who was not part of the special 
relationship between provider and patient.3  
As noted, earlier, in Praesel, the court had 
held that the physician had no duty to 
persons injured because a patient of the 
physician suffered a seizure while being 
treated by the physician – due to the lack of 
an existing professional relationship with the 
victim. Further, in Van Horn v. Chambers, 
970 S.W.2d 542 (Tex. 1998) some employees 
were injured and two killed in attempting 
to subdue a violent patient at Houston’s 
Hermann Hospital (Johnnie Long), and 
sued the physician for negligence in his 
treatment of the patient, arguing that the 
physician’s negligent treatment proximately 
caused the injuries. Apart from the causation 
argument, the court held that there was no 
duty to employees as they were not part of 
the treatment relationship. Similarly – and 
the same year – in Williams v. Sun Valley, 
723 S.W.2d 783 (Tex. App. – El Paso 1988), 
the court refused to assign negligence to a 
provider after a patient eloped from the Sun 
Valley psychiatric facility, and ran down a 
caliche slope only to jump down onto I-10, in 
front of a moving vehicle, killing the driver.  
The court concluded there was no general 
duty to warn the public.
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Tarasoff Limiting Statutes
But in many states the mental health 
professional-client privilege has Tarasoff 
limiting provisions, which would grant 
immunity if the professional discloses when 
the patient or client has communicated to 
the qualified mental health professional 
an actual threat of bodily harm against a 
clearly identified victim, and the professional 
determines that the patient has apparent 
capabilities to commit such an act. Texas has 
no such statute because no duty to warn a 
third party exists.

The bottom line, however, even in Texas, is 
that in circumstances of a clearly identified 
victim, involving threat of actual bodily 
harm, the professional arguably has a legal 
duty to protect the patient through 

• Informing the clearly identified victim 
of the threat

• Having the patient admitted voluntarily 
to a hospital

• Seeking involuntary hospitalization
• Pursuing a course of action consistent 

with current professional standards that 
will discharge the duty

Note that in the case of substance abuse 
information and/or treatment, a court order 
may be required, under 42 CFR.

Be aware that warning a victim may 
well constitute violation of the patient’s 
confidence.  This is a clear example of 
possible conflict between legal and ethical 
duties.  However, some have said, “Well, 
would you rather face a board action for 
violation of a patient’s confidentiality, 
though you saved a life; or would you prefer 
scrutiny for protecting such confidentiality 
though it resulted in the death of another?” 

How to Protect
There are means of protection: The best 
protection for oneself and one’s patients/
client is to make a good clinical assessment.  
Patients will often reveal their plans or 
intentions if asked, but if not asked, the 
provider has no means of knowing.  An 
adequate threat assessment means inquiring 
of the patient, and with the patient’s consent 
seeking collateral information, as to the 
nature of the threat and whether the patient 
has a ready means of carrying it out.  A 
patient in Texas was charged a few years 
ago for making threats toward a children’s 
hospital, but his threat was to “use a weapon 
of mass destruction to create thousands of 
casualties.”  On inquiry, he intended to use a 
thermonuclear device – about which he had 

no knowledge to, and to which he had no 
access.  It was not a realistic threat.  On the 
other hand, a person who owns weapons and 
states that he/she will use his shotgun to take 
the life of another family member, neighbor, 
etc., and who has access to a weapon as well 
as ammunition, has both the intent and 
means to act on the threat.  Protection of 
a patient/client begins with a good clinical 
assessment.

In addition to intent and means, an 
assessment of the patient/client’s level 
of impulsivity or impulse controls is 
critical.  Factors that may affect impulsivity 
include the presence/absence of psychosis, 
substance abuse, a character disorder, or 
severe stressors. Important for the provider 
is a willingness to seek hospitalization, 
even involuntary hospitalization, if the 
patient/client is unwilling to seek treatment 
voluntarily.

A word needs to be said viz. waivers of 
confidentiality: While different rules apply 
to public entities in the circumstance where 
the proposed patient/client has no other 
alternative for service, in the case of private 
practitioners whose patients/clients are 
voluntary, a waiver of confidentiality may be 
inserted into an informed consent document 
to the effect that should the person make any 
threat of harm to self or others, the provider 
may take such action as seems appropriate to 
protect the person and any others, including, 
but not limited to seeking involuntary 
hospitalization and/or warning any identified 
victims, or advising law enforcement.  
Patients may, in fact, waive confidentiality 
through this method.

Summary
Though Texas has no duty to warn third 
parties in the circumstance of a threat by a 
patient to others, there is a duty to exercise 
reasonable efforts to protect the person, 
your patient/client, through an assessment 
of the threat, initiation of civil commitment 
proceedings, if appropriate, as well as 
reliance upon waivers of confidentiality as 
part of an informed consent agreement, 
executed prior to the initiation of treatment. 

To communicate with the author: 
fjenn40@gmail.com
____________________________________

1 “Unlike a duty to warn case, in which the 
therapist needs to know the identity of the 
victim in order to adequately act, the therapist 
in a duty to commit case need only know that 

the patient is dangerous generally in order to 
adequately commit him. As a practical matter, 
the victim’s identity is irrelevant to whether 
the doctor can adequately act – by committing 
the patient, the therapist is able to protect 
all possible victims. Citizens outside of the 
“readily identifiable” sphere but still within 
the “foreseeable zone of danger” are potential 
victims a therapist should consider if s/he 
has a duty to them and a means of adequately 
protecting them. See Stone, 90 Harv. L.  Rev. 
358, 375-76 (1976).”  Currie v. United States, 644 
F. Supp. 1074, 1079 (M.D.N.C. 1986).

2Under such a “psychotherapist judgment 
rule,” the court would not allow liability to 
be imposed on therapists for simple errors in 
judgment.  Instead, the court would examine 
the “good  [**32] faith, independence and 
thoroughness” of a psychotherapist’s decision 
not to commit a patient (Joy, 692 F.2d at 888). 
Factors in reviewing such good faith include 
the competence and training of the reviewing 
psychotherapists, whether the relevant 
documents and evidence were adequately, 
promptly and independently reviewed, whether 
the advice or opinion of another therapist 
was obtained, whether the evaluation was 
made in light of the proper legal standards for 
commitment, and whether other evidence of 
good faith exists.  Id. at 1083.

3A doctor-patient, psychotherapist-client 
relationship has in law been referred to as a 
“special relationship” with special duties and 
responsibilities.  The very basis of liability 
in law is traced to that “special relationship” 
(Canterbury v. Spence, 464 F.2d 772 (D.C. Cir. 
1972), cert. den’d, 409 U.S. 1064 (1972), Roy v. 
Hartogs 81 Misc 2d 350 (NY Sup. Crt. 1975), 
Tarasoff v. Regents of Univ. of Cal., 551 P.2d 334, 
345-47, (Cal.1976),  Bird v. W.C.W., 868 S.W.2d 
767 (Tex. 1994)).  The provider has the duties, 
the patient/client does not. In Bird, the then 
psychological associate recorded a mother’s 
complaint that her child had been sexually 
abused by the father, and then not only called 
CPS, but also completed an affidavit which 
was used in a proceeding to terminate the 
father’s parental rights. When the complaint 
was established as fraudulent, the provider and 
her supervisor were sued.  The court held that 
because sexual abuse of a child is so pernicious, 
there is social utility in encouraging providers 
to report suspicions, even when erroneous, 
rather than discourage them.  Significant, 
however, was that no professional relationship 
existed between the father and provider that 
would create both duties and liability for the 
provider.  Moreover, privilege existed for 
statements made in the course of judicial 
proceedings. 
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Texas Psychological 
Foundation: The Good in 
Promoting Students

Jo Vendl, Psy.D.
President, Texas Psychological Foundation

Psychologists in Texas are doing so much good every day across our state and 
in our communities. This year TPA is highlighting the good psychologists do, 
because, as a profession, we are doing some seriously great things that need to 
be celebrated. Alongside TPA, our Foundation is excited to tell the membership 
about the good we are doing through supporting students in psychology 
programs across the state. 

This year we are offering four research grants and awards to psychology 
students who are conducting research in order to do good work of psychology 
as a practice. Additionally, we are giving poster awards to the top three students 
presenting their research at the annual convention’s poster competition. Our 
board members are hard at work planning the annual Silent Auction and 
Jeopardy: Battle of the Minds events to fundraise for these grants and awards. 

We are dedicated to promoting the future of psychology in Texas, and we 
believe supporting students is good (and imperative) for the future of our field. 
Your support and involvement will allow the Foundation to continue to do 
good for the future of psychology in our state. Join us! 

Silent Auction
Benefiting the Texas 

Psychological Foundation

Thurs., Nov. 10, 7-8:30 p.m.

Join us for the Second Annual Silent 
Auction with proceeds going toward future 
scholarships and grants to students in 
psychology programs in Texas.

Bid on exciting items including:
• Specialty baskets from wineries, 

distilleries, and breweries around Texas
• College and professional sporting 

events tickets
• Sight-seeing tours in Galveston and 

Austin
• Custom art and jewelry from local 

artists
• Family portrait photography package 

We are also looking for items to add to 
our auction, please contact Jo Vendl at 
jyvendl@gmail.com with any donation 
items. This is a great advertising 
opportunity for businesses, artists, and 
donations are tax deductible. 

Friends Needed!
Donate and become a Friend of the Foundation

There are other ways to support TPF and help fund our scholarships 
and awards that go to deserving students. Opportunities for donations 
and involvement include:
1. Amazon Smile - designate Texas Psychological Foundation as your 

charity on smile.amazon.com, and a percentage of all purchases 
are donated to our foundation. 

2. Become a Friend of TPF - your $100 donation secures your 
friendship with TPF and is designated with a Friend of TPF ribbon 
at convention in Austin!

3. Provide a charitable donation directly to our fund, which will 
increase our ability to give scholarships and awards in 2017 and 
into the future. Donate online at www.texaspsyc.org/donations/ 

Contact Jo Vendl at jyvendl@gmail.com if you have any questions.

Jeopardy:  
Battle of the Minds

Thurs., Nov. 10, 7-8:30 p.m.

Cheer on your favorite team of competitors 
as they prove their psychological trivia 
knowledge in our Third Annual Jeopardy 
battle. 

Show off your psychological skills and 
compete for a $500 donation to be given 
toward student-oriented funding for the 
organization, association, division or 
university of your choosing. 

Are you a member of a Local Area Society 
or TPA Division? Grab a few colleagues 
and register a team at www.texaspsyc.org/
event/2016Jeopardy
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