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FROM THE EDITOR

Brian H. Stagner, PhD

Call for TPA Candidate Endorsement
to the Texas State Board of
Examiners of Psychologists

T

PA is seeking to endorse qualiﬁed
candidates to serve as members of
the Texas State Board of Examiners of Psychologists. Two psychologist positions will become open in the fall for 2007.
To be eligible for endorsement by TPA, a
nominee must have at least 5 years of postlicensure experience and have no pending
complaint with or prior formal sanction by
the TSBEP. Given the working needs of the
board, potential board nominees are particularly sought in the following areas:

One public member position will be open
in the fall. This person should have demonstrated interest in children, families, and
mental health issues and have a abiding commitment to public service.

• School Psychology We are seeking
to identify and endorse psychologists
with demonstrated expertise in school
psychology who also hold the LSSP
credential.

In addition, members will occasionally arrive one day before the scheduled meeting to
sit on informal settlement conferences which
preside over the investigation of board complaints.

• Forensic, Health, Neuropsychology, and/
or Psychopharmacology. We seek psychologists with expertise in one or more of
these areas for the other vacancy.

Psychologist members of the TSBEP may
occasionally travel to Austin at other times
(e.g. for the oral exam, to testify at the Senate
Budget Committee hearings, etc.).

In addition to content of expertise, it is
may be desirable that one of these positions
be ﬁlled by a psychologist with continuing
academic appointment and/or training experience in a APA accredited training program
or internship.

4

Job description
Appointment to the TSBEP is for a six
year term. All board members travel to Austin
4-5 times per year for meetings. Traditionally
these meetings last from Thursday morning
to Friday at noon.

The workload for board members varies
between two and ﬁve hours per week. There
is strong likelihood that at least one of the
two psychologists appointed to TSBEP will
eventually be appointed to serve as chair of
the Board during their six year term.

Appointment to the TSBEP will ultimately be made by the Governor subject to
approval by the Senate. Generally, nominees
need the active support and sponsorship of
their Senator. It is likely that nominees from
under-represented groups and from diverse
regions of the state will be looked on very
favorably in Austin.
TPA would like to make recommendations (to the Governor’s appointments secretary) of psychologists who are well informed
about the critical issues facing psychology as
a profession, including access to care, scope
of practice, and under-served populations.
Self nominations are encouraged. Nominations should include a vita and a statement of
interest and should be sent to Brian Stagner,
chair TPA TSBEP search committee, 408
Tarrow, College Station, TX.
Brian H. Stagner
Clinical Associate Professor
Psychology Department Texas
A&M University
College Station, TX, 77840
Phone: 979 268-1111
PLEASE NOTE NEW EMAIL ADDRESS:
bstagner@psych.tamu.edu
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FROM THE PRESIDENT

M. David Rudd, PhD, ABPP

Taking Ownership of TPA

A

s we move into the heart of a legislative session in Austin, the importance of taking ownership of TPA
cannot be overemphasized. This is true
across a number of fronts. Last year the
TPA Board voted unanimously to reorganize the position of our Executive Director,
freeing up additional time for David White
to lobby on our behalf. That has proven to
be a very shrewd move. Over the course of
the last two months, David and our Legislative Committee (Melba Vasquez, Ron
Cohorn, Bob McPherson, Ollie Seay, Rob
Mehl, Paul Burney, Mary Alice Conroy and
myself ) have developed what we believe to
be a comprehensive and effective agenda,
one that holds considerable promise for
success. Our initiatives cut across a number
of areas, including solidifying the doctoral
standard, dealing with the issue of extenders, exempting psychologists from the sex
offender treatment act, hospital privileges,
along with offering support and testimony
for mental health parity and recovery of previous cuts in state mental health budgets.
We are also actively monitoring, reviewing
and responding to all proposed legislation
that would have an impact on psychology
in Texas. Although this is a demanding task,
the committee has performed admirably.
Since mid-January David has been at
the Capitol almost daily, meeting with legislators and staff to advance our cause. Bob
McPherson, our Director of Professional
Affairs has made repeated trips to Austin,
often on very short notice. Similarly, the
Legislative Committee has been meeting
weekly, with members reviewing bills, idenSPRING 2007

tifying appropriate strategies, and actively
lobbying via phone and in person to build
support for many bills that further TPA’s
agenda.
We are educating the legislative and executive branch that our overarching concern is
to improve access to care, continuity of care,
and quality of care for all Texan families with
mental health needs. A number of committee members have made trips to the Capitol.
What has become clear in this effort is the
importance of establishing and maintaining
a presence in the halls of the Capitol and doing it ourselves. Over the last few months
I have been impressed to see our members
take ownership of this association, expressing a genuine investment in the success or
failure of our legislative efforts. No one can
represent psychology better than psychologists. Our issues are complex and the politics
complicated, but the simple reality is that
we are fully capable of translating them into
manageable and understandable legislation,
and then lobbying effectively to coax the
subsequent bills through the process. What
has become clear is that legislators want to
hear from us, their constituents. And not
necessarily surprising, they have listened to
what we have to say. If you’ve not made a
trip to Austin, please join us for the TPA
Legislative Day.
Aside from the sunset bill, TPA has yet
to be successful in passing legislation. I believe that trend is about to change. Regardless of the outcome of the current session,
TPA has experienced a rather dramatic
paradigm shift. Our members have taken
ownership of the legislative process, with

the net result being a much more aggressive
and energetic effort. Put simply, we expect
success and understand what we need to
do in order to be successful. If we are not,
we’ll take full responsibility and explore
and identify what needs to change in future
sessions. But one thing is clear, we will not
only direct the legislative process for the
association, we’ll actively and energetically
participate.
Taking ownership of TPA extends well
beyond the legislative session. TPA literally
needs to take the giant step of purchasing
a building. I realize this has been hotly debated for decades now, with the net result
being little earned equity for the association. Just as with our personal ﬁnances, it
is simply impossible for the association to
establish itself ﬁnancially and build sizable
equity without owning property. We need
to take the lead from APA on this one.
When APA purchased a building it triggered passionate debate and some enduring conﬂict. It is clear now, though, that
it was undeniably the smartest ﬁnancial
decision in the associations’ history. For
that matter, we could follow the lead of a
number of national associations, as well
as other state associations. Accordingly,
I’ll be presenting a plan after the legislative session for the Board to consider on
how to make purchasing property a reality
for TPA. Owning our property will build
equity and ensure the long-term vitality
of our association. You’ll hear more about
this after the session closes. Let me close by
encouraging you to get involved and take
ownership of your association!
5
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Be Heard. Get Involved. Join TPA!
M. David Rudd, PhD, ABPP
President

W

hat do Darwin and JFK have
to do with psychology? Well,
as I write to encourage you to
join TPA, I think they offer two messages
that are memorable and provide perspective for Texas psychologists. One spoke
about the complexities of survival and the
other the importance of a service orientation in life.
Professional psychologists represent
the smallest mental health service provider constituency in the state of Texas.
We are far outnumbered by clinical social
workers, licensed professional counselors, and marriage and family therapists.
In order for psychology to survive, and
thrive, we need your continued support
as a member. There are approximately
3900 licensed psychologists in Texas,
and of these 3900, one third are current
members of TPA. Despite that simple
fact, each and every one looks to TPA on
a regular basis to represent the profession
of psychology in Austin and Washington,
something we continue to do with effectiveness. But let me assure you it’s getting
much tougher. Each legislative session we
are beset with bills that attempt to limit the scope of practice and restrict the
growth and freedom of academic training
programs around the state. It costs money
to provide these protective services to our
profession, and the amount available is
provided by the number of psychologists
who maintain membership in TPA.
Despite a relatively small membership
and limited financial resources, TPA was
successful in passing Sunset legislation
last year, avoiding consolidation and retaining an autonomous licensing board,
something critical for the future of our
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profession. Without TPA, your license
would be handled by the Texas Department of Health and Human Services, right
alongside the LPC’s, LMFT’s and social
workers. Without TPA you would be reporting to a consolidated licensing board
with one (that’s right) ONE psychologist on it, with the majority of the board
members represented in proportional
fashion to the total number of licensees in
the state. The net outcome would be that
your professional life would be regulated
by non-doctoral level providers.
Without TPA, you would be required
to get a second license in order to treat
and evaluate sexual offenders. Again, this
license would be regulated by non-doctoral level providers. With our current efforts in Austin and discussions with state
leaders, we working on your behalf to get
psychologists exempted from the current
sex offender treatment law.
TPA is the ONLY organization representing YOU in the Texas Legislature in
Austin, monitoring each and every bill
that impacts psychology in Texas and that
includes on both the practice and educational fronts. We also have a number of
bills in development that will enhance
what you can do in practice and solidify
the importance of doctoral training in
universities around the state.
I’d ask you to consider adopting a service orientation, when joining TPA. What
can I do for psychology in Texas? As a first
step, apply for membership TODAY! Help
to financially support services on behalf
of your continuing ability to earn a living
as a psychologist. As a second, get actively
involved in a committee, the conference,
the board or activities at the local level.

If you contact me directly and want to
get involved, I can find a place for you to
express your unique talents on behalf of
psychology in Texas.
We’re a small group in a big state.
We need you as a member today! If
you have questions or need assistance
please don’t hesitate to contact me
(david.rudd@ttu.edu).

WELCOME
NEW MEMBERS
January 1, 2007 to
February 25, 2007
MEMBER
Mary Bade, PhD
Jillian Ballantyne, PhD
Chasee Chappell Hudgins, PsyD
Charity Hammond, PhD
Teresa Lyle-Lahroud, PhD
Deborah Michel, PhD
Michael McLane, PsyD
Cerece Rosenthal, PsyD

ASSOCIATE
Regina Cusack, PhD
(Counseling)

STUDENT
Tamara Cameron, MA
Karen Cestarte
Nicol Froese, MA
David Kahn, MA
Connie Martinez, BA
Charmaine Norris-Jones, BA
Davana Petree, MA
Mark VanHudson, BA
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MEMBER NEWS
AUSTIN – Gov. Rick Perry has announced the appointment of Gabriel
Holguin, PhD, of San Antonio to the
Texas Department of Criminal Justice
Advisory Committee on Offenders with
Medical or Mental Impairments for a
term to expire Feb. 1, 2011. The committee provides a formal structure for
criminal justice, health and human service, and other affected organizations to
communicate and coordinate on policy,
legislative, and programmatic issues affecting offenders with special needs.
This appointment is subject to senate
confirmation.
Senator Shapleigh Files “Jennifer’s
Law” on One-Year Anniversary of Passing of Jennifer Ann Crecente
Filed Bill to Honor Teenage Victims
of Dating Violence
AUSTIN
Senator Shapleigh filed
“Jennifer’s Law,” a bill to honor teenage
victims of violent crimes. The bill, S.B.
697, would allow certain school districts
to issue a high school diploma to a senior student who has been the victim of
criminal homicide in that year. Jennifer’s
Law is named after Jennifer Ann Crecente, a Bowie High School senior who
was murdered by a former boyfriend in
Austin on February 15, 2006. She was
an active camp counselor and hospital
volunteer. Jennifer died a few months
shy from graduation.
With Jennifer’s Law, Jennifer will receive her high school diploma. Jennifer’s
grandmother, Dr. Elizabeth L. Richeson,
said, “February 15th is the first anniversary of our Jennifer’s death. I have to
see this as a gift for her.” “One year ago
today, Jennifer’s life ended in tragic violence. With this bill, we remember her,
honor her and re-dedicate ourselves to
breaking the cycle of violence that hurts
so many women and families all across
Texas,” added Senator Shapleigh.
SPRING 2007

In Jennifer’s memory, family and friends
created Jennifer Ann’s Group, a non-proﬁt
organization that works to educate teens and
their friends and families about the prevalence of teen dating violence, as well as how
to identify abusive relationships. Since its
inception Jennifer Ann’s Group has piloted
an Educational Card program with creditcard quality plastic cards that identify warning signs of an abusive relationship. For
more information on Jennifer Ann’s Group
visit www.jenniferann.org.
Jerry Grammer, PhD receives “Heroes
in the Fight Award” from Mental Health
Advocates
Austin, TX (January 2007)—Mental
Health America of Texas (formerly Mental
Health Association in Texas), NAMI Texas
and other advocates honored Jerry Grammer, PhD of Austin with the Individual
Allied Healthcare Professional Award at
the recent “Heroes in the Fight” awards
luncheon.
Dr. Grammer is one of six individuals
and organizations from around the state recognized at the “Heroes in the Fight” awards
presentation. The program celebrates dignity, courage, hope, and recovery in the
ongoing treatment of persons with serious
and persistent mental illness (SPMI) by
recognizing “heroes” who provide care and
support for patients with SPMI and their
families.
April 2006, Lynn P. Rehm, PhD was
elected to Phi Beta Delta, the honor society for international scholars. Additionally, in the Fall 2006, he was elected a Fellow
of the Association of State and Provincial
Psychology Boards and was inducted in to
the National Academy of Practice by the
Psychology Academy.
Madeleine Gottlieb Boskovitz, PhD will
be opening a private practice in Wharton,
Texas in March 2007.

Paul J. Rowan, PHD, MPH, has recently accepted a position as Assistant Professor
at the University of Texas-Houston School
of Public Health. Dr.
Rowan’s appointment, which began
January, 2007, is in the Division of Management, Policy, and Community Health,
where he will continue his research efforts
to examine the inﬂuence of psychosocial
factors upon the use of health services.
Dr. Rowan also was a 2006 awardee of
the Early Career Psychologists Credentialing Scholarship from the National Register
of Health Service Providers in Psychology.
This competitive scholarship was awarded
based upon the beneﬁt that the National
Register will provide for his career development.
Dr. Carl Pickhardt’s latest book, THE
CONNECTED FATHER -- Understanding your unique role and responsibilities during your child’s adolescence will
published by Palgrave Macmillan in May
2007.
At the 50th Anniversary Gala of The
Southwestern Group Psychotherapy Society (regional ofﬁciate of AGPA) in
Houston held October 21, 2006, the
following Psychologists were made Life
Fellows:
Richard B. Austin, Jr. PhD
Joann T. Bradshaw, PhD
John H. Gladfelter, PhD
Floyd L. Jennings, PhD
Joseph C. Kobos, PhD
Thomas W. Lowry, PhD
The following TPA members who are Past
Presidents of SWGPS received special
recognition:
Richard B. Austin, Jr. PhD
John H. Gladfelter, PhD
Floyd L. Jennings, PhD
Irwin Gadol, PhD
Thomas W. Lowry, PhD
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Notification of Purpose in Custody Evaluation:
Informing the Parties and Their Counsel
Mary Connell, EdD
Fort Worth, Texas

T

his article reviews procedures for
insuring that child custody litigants are fully informed about the
process and possible outcome of the custody evaluation. Like all forensic examinations, custody evaluations differ substantially from other psychological services.
The forensic examinee may be unwilling to
acknowledge shortcomings or emotional
difﬁculties. The examinee does not enjoy
the conﬁdentiality of communication, the
posture of being trusted as an accurate reporter, or the presumption that the examiner intends to develop helpful recommendations for intervention, such as may occur
in a treatment-driven clinical examination
(Greenberg & Shuman, 1997). It cannot
be assumed that child custody examinees
or their counsel recognize the implications
of these distinctions.
Misunderstanding can occur in many areas. Custody litigants may misperceive the
neutral role of the examiner, erroneously believing that the expert will be inﬂuenced by
the source of payment, who ﬁrst requested
the custody evaluation, or who proposed a
particular examiner for the assessment. A litigant may imagine that the examination was
ordered to explore concerns about the other
parent (the court included both parents
only in the interest of fairness). Astonishingly, parents may believe that they cannot
lose parental privileges, but that the other
parent’s rights might be curtailed. Some
counsel may strongly support their client’s
position and fail to convey clearly the possibility of an adverse outcome. Parents may
expect that they can speak off the record.
The litigants may mistakenly anticipate that
the fee can be paid after the assessment is
completed or by insurance reimbursement.
8

Child custody evaluations
pose a signiﬁcant risk
to the examiner.
Custody evaluations are a mineﬁeld of
board complaints (Kirkland & Kirkland,
2001; Montgomery, Cupit, & Wimberly,
1999) and lawsuits (Montgomery et al.,
1999). The custody litigant undergoes what
may feel like a moral judgment. If one’s worth
is not deemed sufﬁcient in contrast to that
of the person from whom one is painfully
parting, the consequences can be excruciating. Another element that drives malpractice
complaints is that contested custody can take
the form of a protracted war rather than a
single battle. The complaint serves to discredit an expert who might otherwise be seen
as an ongoing impediment. Custody litigants
may be more attuned to the role of licensing
boards than are criminal defendants.
Complaints also arise when litigants
haven’t appreciated the probability of exposure of deeply held conﬁdences at a time
when coping resources are depleted. The custody litigant must agree to forfeit conﬁdentiality or privacy regarding matters disclosed
to the examiner. In addition, the opposing
parent is apt to report every dark secret that
is known about the litigant’s past as well as
the skeletons in the closets of the family of
origin.
Finally, custody litigants are, on average, more prone to high levels of interpersonal conﬂict than other forensic examinees
(Montgomery et al., 1999). There may be
a greater than average tendency among this
population to ﬁle board complaints against
service providers.
For all of these reasons, the custody evaluator should be particularly concerned that
the parties understand exactly what is about

to occur, the unique aspects of this psychological service, the range of potential consequences, and the role of the examiner in the
matter.

Agreement to Proceed:
the NOP
Greenberg (2005) distinguished four levels of understanding between the forensic service provider and the recipient: notiﬁcation of
purpose, assent, consent, and informed consent. The most minimal level, notiﬁcation,
may be sufﬁcient in the face of court order
for examination. Heilbrun (2001) suggested
that whether the forensic clinician provides
notiﬁcation of purpose or obtains informed
consent is determined by the role of the examiner and by what spurred the assessment.
The litigant undergoing a court-ordered an
evaluation, he reasoned, is not participating
voluntarily and therefore is not in a position
to decline to consent. The court-ordered examinee does have a right, however, to be notiﬁed of the nature and purpose of the evaluation, who authorized it, how conﬁdentiality
is limited, and the potential consequences of
the examination (Heilbrun, Marczyk, & DeMatteo, 2002).
Arguably, custody evaluations initiated
pursuant to court order or agreement among
the parties require notiﬁcation of purpose
rather than informed consent. Greenberg
(2005) suggested that notiﬁcation implies
no agreement at all, but rather an announcement of the examiner’s intent. Such notiﬁcation may be legally sufﬁcient, Greenberg
reasoned, but may not fulﬁll the ethical obligation of the forensic examiner to attain informed consent. Greenberg argued that the
highest level of consent, informed or knowing consent, should be sought whenever the
SPRING 2007
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party is capable of providing it. In any event,
it is an established principle in forensic mental health evaluation that this exchange take
place before examination (Heilbrun, 2001).
Because parties in child custody evaluations are generally court ordered to participate, notiﬁcation of purpose rather than informed consent appers to be more applicable.
Information that would allow the parties to
make informed consent should nevertheless
be provided. The document that serves as
notiﬁcation of purpose, variously called the
policy statement or statement of understanding, will be referred to as the Notiﬁcation of
Purpose document (NOP).
Custody disputes involve many people:
the parties, their attorneys, the children, and
the nonparty adults such as alternate caregivers. Consent for disclosure should be sought
even from third parties who may be asked
for input, such as teachers, pediatricians, and
mental health treatment providers, along
with grandparents and other signiﬁcant relatives (Heilbrun, Warren, & Picarello, 2002).
Each of these individuals requires information about what is to occur. The notiﬁcation
of purpose provided to the parents furnishes
a broad structure for notices to third parties. The content of this NOP is shaped by a
number of sources, including statutes, regulations, and advice or guidelines from professional organizations.

Standards and Regulations
About Informed Consent in
Custody Evaluation
The custody evaluator’s work is guided by statutory and administrative codes,
ethical standards, and practice guidelines
(American Psychological Association, 1994,
2002; Association of Family and Conciliation Courts, n.d.; Committee on Ethical Guidelines for Forensic Psychologists,
1991). These sources uniformly agree that
adult participants in a child custody evaluation should be provided certain information
at the outset. This includes, at a minimum,
the source of referral, the purpose and nature of the service, the absence of conﬁdenSPRING 2007

tiality in the process, and the fee structure.
(See sidebar for other items that may be required by some guidelines.)
Some guidelines explicitly recommend
notifying children in developmentally appropriate language (American Psychological Association, 1994, 2002) while other
sources are silent on this issue (Committee
on Ethical Guidelines for Forensic Psychologists, 1991).
State board rules articulate requirements
for informed consent and notiﬁcation of the
nature and purpose of services. TSBEP requires that informed consent be in writing,
that changes in the nature of the services be
explained as they arise, that informed consent extend to include an offer to explain
the results and conclusions in language understandable to the recipients, and that the
litigant be provided with information regarding accessing records of the assessment
(Informed Consent/Describing Psychological Services, 2005).
When sources of authority are inconsistent, the order of authority is generally accepted to be as follows: the rules (TSBEP)
and laws governing practice; the APA Code;
relevant guidelines (American Psychological Association, 1994, 2002; Association
of Family and Conciliation Courts, n.d.;
Committee on Ethical Guidelines for Forensic Psychologists, 1991); and, ﬁnally,
seminal writings (Grisso, 2003; Heilbrun,
2001; Heilbrun et al., 2002).

Conﬁrming Understanding
of the NOP
It is important in the ﬁrst meeting with
the adult parties to review the elements
of the NOP. This ensures that the written
NOP was inspected and promotes discussion and clariﬁcation. This process should
be documented, along with a reﬂection of
the examinee’s questions or comments that
memorialize that person’s understanding of
the nature of the evaluation.
One can assess the litigant’s understanding of the NOP by posing questions that
require the examinee to paraphrase or ap-

ply the concept to the examinee’s speciﬁc
context or to hypothetical contexts (see
Heilbrun, 2001). It is important to check
for understanding that not only the court
but also the other parent will become aware
of what is disclosed, and that this can be
controlled only if the examinee withholds
sensitive information. Similarly, children
may be requested to explain what they
can do if the examiner asks a question that
is too hard to answer, especially because
both mom and dad will hear about what
is discussed. This increases the likelihood
that the child will have an ongoing appreciation of the option to say “I’d rather not
talk about that” when necessary. Children
tend to acquiesce to adults in conversation
(Kuehnle, 2002) and may need repeated assurance that it is acceptable not to express
a preference about time apportionment or
to decline to reveal something troubling
about the way one parent talks about the
other, for example.

Notiﬁcation or Consent
for Third Party Sources
Heilbrun et al. (2002) addressed the
problem of obtaining authorization to review documents and consult with collateral
or third party sources of information. It is
helpful to seek consent both from the litigant
about whom information is sought and from
the third parties to quote them. Third parties
are generally instructed that their input will
be attributed to them, in a report available to
all parties, and they should provide information only with that understanding (Heilbrun
et al., 2002).

Involving Counsel in the
Notiﬁcation Process
It makes sense to provide NOP information to the litigants and their counsel ahead
of time and in writing, rather than in the ﬁrst
few minutes of the initial meeting (Martindale & Gould, 2004). This acknowledges the
anxiety attendant to this assessment by providing information about what to expect. It
also provides opportunity for the litigants to
9
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consider the implications of the notice when
not “under the gun.” Further, it affords opportunities for the litigant to consult with
counsel. Finally, this sharing of the information with counsel may prompt the attorney
to provide necessary legal informed consent
regarding the examination (Foote & Shuman, 2006).

Elements That May Be
Included in an NOP
Adult parties legal rights with
respect to the forensic assessment
Purpose of the services
Identiﬁcation of the requesting entity
Nature of the anticipated services
(procedures)
Methods to be utilized (nature of
instruments or techniques)
Whether services are court ordered
Conﬁdentiality: who will
receive results, and how
Evaluator’s credentials
Responsibilities of evaluator and
parties Possible disposition of
data (probable or intended uses)
Fee policies and arrangements
Child informed of purpose,
nature of assessment as appropriate
Child informed of limits of
conﬁdentiality
Disclosure of prior relationships
between evaluator and parties
Information regarding potential
examiner biases
Consent to NOP will authorize
disclosure in litigation
Waivers of conﬁdentiality
Consent for recording
Written documentation that client
has understood the NOP
This article is an abbreviated version of
an article by the same title published in
Professional Psychology: Research and
Practice, (2006) Vol. 37 pp 446-451.
It is reprinted in this abbreviated form
with the publisher’s permission.
10

Structuring the Notiﬁcation of
Purpose Document
An NOP document should begin with
an introduction to clarify who is the client,
to alert the examinee to the lack of conﬁdentiality, and to address particular ramiﬁcations of this unique psychological service.
The examiner’s obligation to report abuse
or neglect of children or elders is disclosed.
The possibility of audio- or videotaping of
interviews should be speciﬁcally addressed.
While the fee agreement may be separately
documented, the general parameters of the
examiner’s fee policy may also be included
in the NOP, reﬂecting the examiner’s style
of discussing and managing fees, as well as
the actual fees for services.
Next, the NOP should describe the protocol for the examination, including the
order, sources, and methods for data collection. The examiner must decide whether
to identify speciﬁc instruments to be used
(Shuman & Foote, 1999). The examiner
may elect to identify categories of areas to
be assessed, such as general emotional or behavioral issues, school or work history, and
parenting strengths rather than name speciﬁc instruments.
The NOP may identify the kinds of
documents that are typically reviewed. Advantages to enumerating these speciﬁcally
include allowing the litigant to gain an appreciation for the scope of the examination, affording opportunities to object to
proposed evaluation procedures, and setting in motion the task of data collection.
Disadvantages include signaling that these
documents must be made available; foreclosing the request for other documents or
alarming the litigant by asking for further
information; and losing the rich data source
of allowing the litigant, as a starting point,
to choose the documents that the examiner
should review.
It is helpful to describe the method or
rules by which materials are acquired. The
examiner’s preference or jurisdictional rules
regarding ex parte contact between counsel
and examiner may dictate how documents

may be made available. Further, if litigants
are permitted to submit material for review, they should be cautioned in advance
that the material must have been obtained
consistent with the law. Parents often ask
examiners to review emails, voice messages
or taped conversations, or video recordings
of transitions of the child from one parent
to the other, for example. These pieces of
evidence should be reviewed only after it
clearly will not represent a violation of a
participant’s rights. Finally, it may be useful
to set a cutoff date beyond which the examiner will not continue to receive or review
documents, dictated by the expected date of
completion of the examination.
As with documents, the NOP should describe the nature and extent of data to be acquired from collateral contacts. The litigant
is informed of his responsibility for ensuring that third parties are willing to participate (Heilbrun et al., 2002).
The examiner’s position on the appropriateness of addressing the ultimate issue
before the court may be disclosed as part
of the notiﬁcation process. Expectations of
the litigant and counsel may be at variance
with the examiner’s practice and the court
requesting the examination may also anticipate that the examiner will make a ﬁnding
or assert an opinion that the examiner cannot provide. Family Court Review devoted
an issue to this topic in April 2005 (see, e.g.,
Grisso, 2005; Tippins & Wittman, 2005).
The range of potential outcomes may be
explicitly identiﬁed in the NOP, or the examiner may provide an opportunity for the
litigants to describe their understanding
of the range of possible outcomes. Discussion of this issue with each adult participant
and child old enough to grasp the relevance
should be part of the notiﬁcation process.
State explicitly that the outcome may not be
what the participant wants it to be (document!). This critically important discussion
reduces the possibility of the participant being surprised or angered by the outcome, an
important consideration in compelled examinations (Greenberg, 2005).
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Repeat as Necessary
Bush, Connell, and Denny (2006) suggested that an individual’s understanding
of procedures may vary over time. As the
examination proceeds, it may become apparent that a party doesn’t understand the
nature of the service being provided or has
forgotten some important policy of the examiner.
For example, a parent may attempt to
communicate something as conﬁdential,
or off the record, and thus need to be reminded that no conﬁdential communication with the examiner can occur. Another
example is reﬂected in a litigant’s comment
that “the interview sessions have been helpful”, inducting the examiner into a therapeutic role.
Litigants whose comments reﬂect such
misunderstandings should receive immediate clariﬁcation. In addition to repeating
the information provided during the notiﬁcation process to correct misunderstanding, the most salient aspects should be reviewed at the beginning of each evaluation
session, particularly, but not only, with
children (Bush et al., 2006). Renewed discussions about the notiﬁcation of purpose
should be documented, clearly identifying
the point during the assessment when this
was necessary.

Summary
The NOP reﬂects the examiner’s practice,
describing how each aspect of the examination will occur and addressing the potential
range of outcomes. The process of notiﬁcation must inform the adult parties, the
children to the extent that they are able to
comprehend and appreciate the relevance of
the information, third party sources of information, and the attorneys who counsel their
client participants. By setting the framework
for the examination ahead of time and allowing opportunities for involvement of counsel
in the litigant’s decision to proceed, the NOP
increases the sense of autonomy of the participant examinees and reduces the potential
harm for all parties.
SPRING 2007
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Seeking Asylum in Texas: Survivors of Torture
Tim F. Branaman, PhD, ABPP
Dallas, Texas

D

ue to news media reports, most
persons living in the United States
have become familiar with the torture as it applies to the inﬂiction of physical
or psychological stress and pain on an individual in an effort to facilitate disclosure of
information, or for the purpose of punishment or intimidation. Some may even be
aware that there is an international agreement deﬁning torture and banning its
use. Following World War
II, the United Nations included a ban against the use
of torture as part of its Declaration of Human Rights.
The ban against torture has
been included in a number
of international treaties that
have been implemented since
that time. The United States
government was one of 153
countries that ratiﬁed the
International Covenant on
Civil and Political Rights and
136 that ratiﬁed the Convention against Torture or Other Cruel, Inhuman or Degrading
Treatment or Punishment.1
The Convention Against Torture deﬁned
“torture” to mean “any act by which severe
pain or suffering, whether physical or mental, is intentionally inﬂicted on a person for
such purposes as obtaining from him or a
third person information or a confession,
punishing him for an act he or a third person has committed or is suspected of having
committed, or intimidating or coercing him
or a third person, or for any reason based on
discrimination of any kind, when such pain
or suffering is inﬂicted by or at the instiga-

tion of or with the consent or acquiescence of
a public ofﬁcial or other person acting in an
ofﬁcial capacity.” 2 Such torture ranges from
being forced to remain in a conﬁned position
for extended periods of time to suffocation,
being subjected to electrical shock, burning,
cutting, and sexual assault. Most recently,
American citizens have been confronted with

1 U.S. ratiﬁcation of these agreements occurred in 1992 and 1994, respectively.

2 Convention Against Torture, Part 1, Article
1, Section 1
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media reports asserting the use of torture by
the U.S. government and military personnel,
some of which has been acknowledged, e.g.,
Abu Ghraib prison. However, what most
Americans are not aware of is the number of
survivors of torture inﬂicted or sanctioned by
the government in their country of origin.
These survivors of torture are persons
who have arrived in the United States as
either refugees from a conﬂict resulting in
inhumane conditions, or seekers of asylum
in order to escape the immanent threat of
death at the hands of individuals representing governmental forces in their country of
origin. It should be understood that the act

of torture is intended and designed to dismantle an individual’s sense of personhood,
their sense of self. Torture is designed to kill
the spirit, if not the body of the individual
subjected to it. It results not only in physical
scars, but emotional scars as well.
A number of conditions exist by which
an individual from another country may
seek political asylum in the
United States, e.g., fear of
persecution or harm by the
government or others that
the government in their
country of origin is unwilling or unable to control.
While proving these conditions, among others (e.g.,
that the individual is not a
dangerous person), can provide the basis for asylum to
be granted, the granting of
asylum is not presumptive
because of those factors being present. However, proof
of having been subjected to
torture is a presumptive basis for granting
asylum, i.e., an individual who can establish
that they have been tortured in their country
of origin is entitled to be granted protection
by a country through legal asylum
The United States is the home to many
individuals who have ﬂed their homes and
countries of birth due to persecution and torture. According to a 2002 report, approximately than ﬁve hundred thousand asylum
seekers are estimated to reside in the United
States.3 One estimate places the frequency
of torture among refugees in general, i.e., in3 2002 report of the Integrated Regional Information Networks, U.N. Ofﬁce for Coordination of Humanitarian Affairs. Retrieved January
24, 2007 from http://www.irinnews.org/webspecials/idp/pdfs/unhcr_2002.pdf
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dividuals not seeking asylum, to be 25%.4
As of 2000, an estimated 400,000 torture
survivors resided in the United States.5
Texas becomes the place of refuge to many
of those individuals. Few Texans realize that
more than thirty thousand torture survivors
are believed to reside in the North Texas area
alone. More reside throughout Texas. Texans have reached out to those individuals
to provide psychological and legal services
in the process of coping with the trauma of
torture and the difﬁcult process of seeking
political asylum.
Most notable to those concerned with
mental health and general well-being of their
fellow humans is the work of the Center for
Survivors of Torture (CST) whose home ofﬁce is located in Dallas, Texas. CST is an
accredited program of the International Rehabilitation Council for Torture Treatment
and a founding member and one of thirty
full members of the National Consortium of
Torture Treatment Programs. It is the only
program of its type within a six to seven
hundred mile radius. The number of asylum
seekers and torture survivors aided by CST
has grown from 32 persons in 2000 to a case
load of 252 persons during 2006. On threat
of death, those persons have ﬂed their native
countries. While the origin of the majority
of asylum seekers changes over the years due
to conditions in the various countries, most
presently coming from African countries,
they arrive from countries located throughout the world, e.g., Southeast Asia, Europe,
Central and South America, and Africa. The
individuals seeking asylum due to torture
most commonly have experienced beatings,
being burned, being suspended by arms and
legs, electrical shock, mock executions, being beaten on the soles of their feet, sexual
assault, threats to family members, physical
4 Survivors of Torture International. Retrieved November 19, 2003 from http://www.
notorture.org/about.html.
5 OVC (Ofﬁce for Victims of Crime) Report.
2000. A Large, Growing, and Invisible Population of Crime Victims. Retrieved November 19,
2003 from http://www.ojp_usdoj.gov/ovc/publications/infores/motivatedtorture/welcome.html.
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isolation, sensory deprivation, unsanitary
conﬁnement, deprivation of food and water,
and whatever other devices of torture that
may be conceived by the mind of man. Approximately sixty percent of these individuals
are females and forty percent are males.
The Center for Survivors of Torture originated in 1997 and grew out of a training
program offered in Dallas by the Marjorie

Kovler Center located in Chicago. It was established as a free standing non-proﬁt agency
in 2000. Since that time CST established its
Central Texas Outreach Ofﬁce in Austin in
2005 and now offers training and support
services throughout Texas. Several Dallas
area psychologists, including Dr. Manuel
Balbona, now Executive Director of the program, were involved in those early years of
development and continue to be involved in
various ways with the work of CST. Other
psychologists, psychiatrists, and medical professionals in Dallas and Austin have come to
be involved by offering to provide pro bono
evaluations of asylum seekers for the purpose
of providing information to Immigration
Court judges. Such reports, and in some
cases testimony, of the psychologist or psychiatrist about the mental condition of the
individual seeking asylum may be the only
evidence other than the afﬁdavit and testimony of the asylum seeker themselves.
The role of the mental health professional
and physician is critical in establishing the
asylum seeker’s current mental and physical
status and the extent to which it may have

Some Brief Client Vignettes:
When asked how he survived the torture, Daniel, an African man who was left
quadriplegic with cigarette burns on much of his body, said, “You just ask yourself
how they came to think to do such funny, horrible things to another person.”
A Middle Eastern male who had been abducted in a public place in front of his
family and undergone severe torture around the clock for four days said ﬂatly, “I can’t
cry. How could I cry long enough and loud enough about the humanity that was
taken from me? It would have been better to have died and not make my family suffer with me.”
An Eastern European female abducted for political activism and beaten, raped by
several men, threatened with her death and the death of family and friends, was left
naked and wet in a public place. After a few weeks she was able to recognize her dissociative ﬂashbacks and said, “I need to be one person again. Forget me. I don’t know
who I am anymore. But my family needs me. … And … I … want … to be one.”
A beautiful, wealthy, politically active female client who had been beaten and raped
multiple times in front of her children cried, “I used to be somebody. After the torture
I was nothing, no body. The Center for Survivors of Torture has helped me feel like
somebody again.”
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been impacted by their experience of persecution and torture is often critical to the case
presented by their legal counsel. Through
such evaluations CST is able to assist Immigration lawyers in obtaining asylum for
individuals ﬂeeing persecution and torture in
their country of origin. In addition to directly providing case management, treatment
intervention, forensic services, and a support
network to those individuals seeking asylum,
it also provides training to other agencies in
working with survivors and asylum seekers.
While the small staff of CST is supported
by several grants as well as donations, much
of the work of the Center for Survivors of
Torture is accomplished because it is able to
rely on a network of volunteers and agencies providing a range of services. During
the past year, more than 100 volunteers have
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assisted in the delivery of services by CST.
Such services have included teaching “Texas
English” as a second language, assisting asylees in obtaining a driver’s license or a work
permit, or just spending time visiting with
clients who consider staff and volunteers at
the Center as near to family as they have in
the United States. Volunteers include the
psychologists, psychiatrists, and medical professionals, as well as students who are willing
to provide pro bono services, as well as agencies such as Catholic Charities and Human
Rights Initiative that provide legal services to
asylum seekers. Professional volunteers have
included thirteen psychologists (four clinical
psychologists and nine forensic specialists),
two psychiatrists, ﬁfteen lawyers, and six
medical doctors. CST has also established
itself as an internship site for social work and
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psychology training programs.
Because of the willingness of individuals
to become involved, the Center for Survivors
of Torture is able to provide humanitarian
service at a personal level. Such work allows psychologists and other mental health
professionals to give of their skills in a way
that can be particularly meaningful for the
professional, and potentially life-saving for
the asylum seeker. Psychologists who have
an interest in learning how they can become
involved with this kind of humanitarian
work in their community should contact the
Center for Survivors of Torture to learn more
about how they can help. More about CST,
its staff, and its work in Texas, as well as contact information, can be found at its web site
www.cstnet.org.
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Texas Inspired…Even Bigger and Better!
Marla C. Craig, PhD & Ollie J. Seay, PhD

W

e both looked at each other
and said, “Texas can do this…
even bigger and better!” Last
year at the 2006 State Leadership Conference in Washington DC, Nancy GordonMoore, PhD presented “Heads Up Kentucky” supported through the Kentucky
Psychological Association Foundation
(KPF). Inspired by KPF and the popular
public art projects seen in many cities such
as Chicago “Cows on Parade” or Texas’ own
“Austin Guitar Town,” the Texas Psychological Foundation (TPF) will be launching the “Texas State of Mind” project in
May 2008.
“Texas State of Mind” is a public education project that will promote healthy living through education about psychology
and health. Large classical heads sitting
on pedestals will be creatively decorated
and embellished by professional artists.
Each pedestal base will provide specific
and helpful consumer information on
psychological health such as stress, exercise and psychological benefits, obesity
and weight loss, handling work conflicts,
successful aging, warning signs of teenage depression and suicide, role of sleep
SPRING 2007

for health, effective discipline for parents,
substance abuse, and more. These heads
will be publicly displayed at strategic locations across Texas during the summer of
2008 in cities such as (but not limited to)
Austin, San Marcos, Dallas, Fort Worth,
San Antonio, Houston, as well as surrounding areas, and then auctioned to the
public following their journey. A portion
of the auction proceeds will go directly to
support a variety of charitable organizations in Texas.
One of the project goals is to tap into
the general public’s fascination with largescale public art while engaging them in a
journey of discovery about psychological components of healthy living. Bringing art into the community enriches the
lives of its citizens in numerous ways. The
project’s focus on ﬁne art invites the public
to interact with fun and accessible art as
part of their daily lives. This project also
will provide direct support to local artists.
Through public art, educational displays,
media coverage, and additional resources
on the “Texas State of Mind” website, the
project has the potential to bring pertinent
information about the mind-body connec-

tion to millions of people throughout the
state of Texas.
Proceeds to TPF will be used to continue and expand its mission to stimulate interest and knowledge of psychology to the
public. Proceeds also will be used to recognize excellence and achievement in graduate training by granting awards, scholarships, and fellowships; as well as encourage
the design and development of programs
and techniques for providing psychological
services to schools, institutions, industries,
and the community-at-large.
Like we said “Texas can do this,” and
we have the ability to make an even bigger and better impact on educating our
community about psychology and healthy
living than other states/cities, but we need
your help. There are many opportunities
to be involved including, but not limited
to, participation on committees for sponsorship, event planning, volunteer coordination, artist detail, and logistics. If you
would like more information, feel free to
contact us by email at texasstateofmind@
austin.rr.com or by calling 512-264-5703.
We’re ﬁred up about this project, and we
hope you will be too!
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Psychology as a Health Profession:
What in the Name of Justice Must Be Done?
David Weigle, PhD, MPH
University of Texas Medical Branch
Austin, Texas

This column has been developed in order to communicate psychological research and knowledge that informs us about issues relevant to
marginalized groups in society. Doing so allows for us to convey key information to the
membership as a means of promoting human welfare, an important part of TPA’s mission. Because this, as well as other of the topics may
be controversial in nature, it is important to note the following disclaimer:
The information in the following article is provided by the author, with consensus of the Social Justice Task Force, to facilitate analysis
and discussion of the issues presented. It is not intended to represent ofﬁcial policy of the Texas
Psychological Association or the opinions of its membership. The Texas Psychological Association has not taken a position for or against
the proposed constitutional amendment on marriage. It is recognized that there are many differences among our perspectives, and comments
are invited.

2001 APA President Norine G. Johnson, PhD stated, “We need to erase the line
between health and mental health” (Daw,
2002). She and several other recent APA
presidents have sought to empower psychologists to make positive
changes in health care research and delivery systems.
Such empowerment creates
an abundance of opportunities for psychologists, but
along with the opportunities
come responsibilities to fulﬁll
our professional and ethical
obligations to those whom
we serve.
Among the most daunting
problems facing the health
care system is the continuing
disparity in quality of care
provided to patients. The Institute of Medicine uses the term ‘disparities’ to indicate
differences in health and health care where
‘health’ refers to the status of an individual’s
condition and ‘health care’ refers to the process of treating an illness or injury (National
Research Council, 2004). While not all disparities are necessarily inequitable, evidence
16

is abundant that health status and the provision of health care services is frequently both
disparate and inequitable. These disparities
are often tracked along four key dimensions:
race, ethnicity, socioeconomic position, and

acculturation.1 So, we know, for example,
that the infant mortality rate for black babies is consistently two-and-one-half times
that of white babies; life expectancies for
1 IOM recognizes that there are other dimensions that may serve as determinants of individual
and population health. These may include gender, sexual orientation, insurance status, geography, and a host of others.

black men and women are nearly a decade
less than those of their white counterparts;
diabetes rates are more than 30% higher for
Hispanics and Native Americans than for
whites; and, black and Hispanic Americans
receive a lower quality of
care than their white counterparts—even when other
factors such as insurance
status and income level are
accounted for (LavizzoMourey, Richardson, Ross,
and Rowe, 2005).
Evidence of disparities in the arenas of mental
health and the provision
of mental health services is
widely available. The Surgeon General of the United
States found that minorities
have less access to, and availability of, mental
health services; minorities are less likely to receive needed mental health services; minorities in treatment often receive a poorer quality of mental health care; and minorities are
underrepresented in mental health research
(U.S. Department of Health and Human
Services, 2001). Other researchers have deSPRING 2007
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veloped similar conclusions (e.g., McGuire,
Alegria, Cook, Wells, and Zaslavsky, 2006;
Sturm, Ringel, and Andreyeva, 2003). Although a variety of barriers impact the level
of health and health care disparities in any
society, the cumulative weight and interplay
of all barriers to care, not any single one
alone, are likely responsible for mental health
disparities (U.S. Department of Health and
Human Services, 2001).
Closer to home, in its 2006 Biennial Report to the Texas Legislature, the Health Disparities Task Force reported that “the future
of Texas is jeopardized by the health disparities that characterize the state’s population”
(p.1). Despite the serious nature of this assertion, the Task Force reports that our state’s
efforts to solve this problem are hampered by
a lack of effective infrastructure, lack of uniformity in data collection and analysis, and
ineffective use of health resources to address
communities in need.
The prestigious Task Force for Access to
Health Care in Texas, sponsored by the ten
academic health centers in our state, published their recommendations in the aptly
titled, Code Red: The Critical Condition
of Health in Texas (2006). Among their
ﬁndings:
• Universal access to health care is an essential and necessary component in a successful society;
• At least 55% of individuals living in Texas
are uninsured or underinsured for behavioral health care, thereby forcing their dependence on a signiﬁcantly underfunded
public system;
• Current behavioral health care eligibility
requirements leave many individuals living in Texas without access to appropriate
care;
• Only when public mental health is more
accessible, committed, and effective will
patients receive beneﬁcial treatments.
Based on these and other ﬁndings the Task
Force issued a number of important recommendations including the following:
SPRING 2007

• Texas should adopt a principle that all individuals living in Texas should have access to adequate levels of health care;
• Behavioral health care (both mental health
and substance abuse) services should be
accessible to all Texans with mental illness
and additional funding should be appropriated.
It is readily evident that disparities in
health and health care create signiﬁcant
problems both nationally and within Texas.
On its face, I expect we would all agree that it
is a violation of the principles of fairness and
justice that one might receive a lesser quality
of health care simply because one belongs to
a particular cultural group or lives “on the
wrong side of the tracks.” Psychologists can
be justly proud of our emphasis on multicultural concerns and our emergence as leaders
among health care providers and researchers
in asserting the need for equitable treatment
among all who come to us for clinical or research purposes. However, disparities continue to exist within our communities—and
within our practices. Indeed, the problem
and the factors from which it arises can seem
overwhelming. But, in answer to the question posed by the title of this article, it is
required of us—as a matter of justice—to
continue to address the issue forcefully. We
must continue on our path of multicultural
understanding and tolerance. But, we must
not confuse the necessary with the sufﬁcient.
We have learned that in the developed world,
it is not the richest countries that have the
best health, but the most egalitarian (Wilkinson, 1996; Daniels, Kennedy, and Kawachi,
2000). Thus, in addressing the problem of
disparities, our focus must take us beyond
the arena with which we’ve become increasingly comfortable—the cultural competence
of the individual practitioner. Justice requires
us to advocate for universal access to health
care and for public policies that narrow the
ever-expanding income gap. After all, justice
is good for our health!
As noted in Dr. Rudd’s presidential col-

umn (and elsewhere), TPA is working hard
at the legislature to improve access to care,
continuity of care, and quality of care experienced by all Texans who are in need of psychological services--Ed.
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State-of-the-Art Treatment for Smoking in Cancer Patients
Michelle Cororve Fingeret, PhD, Ellen R. Gritz, PhD, & Paul M. Cinciripini, PhD
The University of Texas M. D. Anderson Cancer Center, Department of Behavioral Science

obacco use is ﬁrmly established as
an etiological risk factor or contributory agent in a growing list
of cancers including nasopharynx, nasal
cavity and paranasal sinuses, lip, oral cavity, pharynx, larynx, esophagus, pancreas,
lung, uterine cervix, kidney, bladder, stomach, and acute myeloid leukemia (American
Cancer Society, 2007).

T

In this article, we highlight literature documenting the critical relevance of smoking
cessation for cancer patients and describe a
newly developed empirically-validated cessation treatment program currently offered
to cancer patients and their families at the
University of Texas M. D. Anderson Cancer
Center.
Across different studies, rates of current

Although many individuals stop smoking
following a diagnosis of cancer, a considerable proportion either continues to smoke
or relapses following initial quit attempts.
A growing body of literature indicates that
continued smoking after a diagnosis of cancer has substantial adverse effects on cancer
treatment outcomes. Although oncology
health professionals have called for greater
advocacy for tobacco control, increased
efforts are also needed to ensure that the
importance of smoking cessation for individuals diagnosed with, being treated for,
and surviving cancer are not overlooked.

smoking at diagnosis among patients with
smoking-related tumors have ranged from
40-60% (Gritz et al., 2006). Cancer diagnosis is increasingly recognized as offering
a “teachable moment” in which to promote
smoking cessation. Numerous studies have
documented an increased interest in and
motivation for smoking cessation shortly following cancer diagnosis (Gritz et al., 1993;
Gritz, Nisenbaum, Elashoff, & Holmes,
1991; Ostroff et al., 1995). This motivation
and interest is seen even among those who
continue to smoke. One study found that
among head and neck cancer patients who
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underwent surgical treatment and continued
to smoke postoperatively, 92% reported an
interest in quitting, 84% made at least one
quit attempt, and 69% made multiple quit
attempts (Ostroff et al., 1995). Opportunities to intervene with smoking behaviors can
be found throughout the cancer treatment
and into the period of cancer survivorship.
McBride and Ostroff (2003) discussed a continuum of potential teachable moments for
promoting smoking cessation in the oncology setting including screening and diagnostic testing, discussions of treatment options,
and visits for treatment and follow-up care.
The attendance of family members in these
contexts is also highlighted as contributing
to the teachable moment.
Mounting research documents the adverse
health consequences of continued tobacco use
on cancer treatment outcomes (Gritz, Dresler, & Sarna, 2005; Gritz et al., 2006; McBride & Ostroff, 2003). Smoking increases
the risks of complications and can potentially
diminish the effectiveness of all major cancer
treatment modalities. Surgical treatment can
be compromised by a wide range of pulmonary, cardiovascular, infectious, and woundrelated complications. Continued smoking
during radiation therapy is associated with
reduced treatment efﬁcacy, increased toxicity, and exacerbation of side effects including oral mucositis, xerostomia, loss of taste,
soft tissue and bone necrosis, and poor voice
quality. Although the effects of continued
smoking on chemotherapy outcomes have
been explored the least, smoking has the potential to contribute to immune suppression,
increased incidence of infection, fatigue, and
treatment-related weight loss.
Beyond the adverse outcomes related to
therapeutic effectiveness, continued smoking is also associated with an increased risk
SPRING 2007
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of second primary tumors, decreased survival, and poor quality of life outcomes (Gritz
et al., 2006). Relevant to quality of life outcomes is the increased risk for comorbid
diseases associated with tobacco use. Such
comorbidites are especially relevant for individuals diagnosed with early-stage disease
who are likely to become long-term survivors.
As cancer survivors recover from treatment, particular attention must be given to
promoting sustained abstinence and relapse
prevention among individuals who elect
to quit smoking. Although relapses in the
general population usually occur within the
ﬁrst week after cessation, relapses in cancer
patients are often delayed because of surgical and other posttreatment healing. In one

and choice of pharmacological treatment
will be particularly inﬂuenced by disease
and treatment-related factors (e.g., physical limitations, oral complications). Clinicians must also be sensitive to the stressors
experienced by their patients and associated
psychological issues involving guilt, depression, and anxiety, all of which may impede
smoking cessation efforts.
Empirically-tested cessation interventions with cancer patients have been conducted in various setting, ranged in intensity, and shown mixed results. Although more
research is clearly needed in this specialized
patient population to effectively tailor cessation interventions, encouraging results have
been demonstrated with brief physician-delivered advice and nurse-delivered hospital

The University of Texas M. D. Anderson Cancer Center has recently launched
a Tobacco Treatment Program designed
to evaluate and treat all M. D. Anderson
patients who self-report as current tobacco
users or recent quitters, at no cost. A generous allocation of funds from the State of
Texas Tobacco Settlement has been made
available to support he program and ensure
that patients and their family members can
access state-of-the-art empirically validated
tobacco services. This program provides a
therapeutic intervention based on the U.S.
Department of Health and Human Services, Public Health Service’s Treating Tobacco Use and Dependence: Clinical Practice
Guideline (Fiore et al., 2000), tailored to
meet the needs of M. D. Anderson’s pa-

Cancer diagnosis is increasingly recognized as
offering a “teachable moment” in which
to promote smoking cessation.
study with head and neck cancer patients,
the majority of relapses did not occur until
1-6 months after surgery (Gritz, Schacherer, Koehly, Nielsen, & Abemayor, 1999).
Similarly, a recent study with early-stage
non-small-cell lung cancer patients highlights the need for more intensive cessation
interventions during the ﬁrst 2 months after
surgery to improve long-term sustained abstinence (Walker et al., 2006).
Delivering smoking cessation interventions within an oncology setting presents
unique challenges and opportunities for the
clinician. Higher cessation rates are associated with increased awareness of the connection between a patient’s diagnosis and his or
her smoking status. Therefore, education
about the link between cancer and smoking
as well as the beneﬁts of quitting regardless
of cancer type is a fundamental component
of cessation treatment. Behavioral strategies
SPRING 2007

cessation programs. Generally, higher quit
rates are found in studies with a high percentage of patients with smoking-related
tumors. In one study, a continuous abstinence rate of 70% at 1-year follow-up was
found for head and neck patients receiving
an intervention delivered by surgeons and
maxillofaicial prosthodontists beginning at
diagnosis and continuing throughout caner
treatment (Gritz et al., 1993). Quit rates in
nurse-delivered cessation studies including
patients with varying cancer diagnoses have
ranged from 14-75% (Griebel, Wewers, &
Baker, 1998; Stanislaw & Wewers, 1994;
Wewers, Bowen, Stanislaw, & Desimone,
1994; Wewers, Jenkins, & Mignery, 1997).
The need for early intervention (i.e., within 3 months of diagnosis) appears to be
of critical importance and is a common
ﬁnding across studies (Garces et al., 2004;
Sanderson Cox et al., 2002).

tients.
Physicians and providers throughout the
institution are able to make direct referrals
using an electronic Consult On-Line system. Additionally, a Tobacco Registry is
being developed to electronically identify
all tobacco users at registration for the purpose of providing proactive treatment and
seamlessly integrating the tobacco cessation
treatment within the patient’s overall cancer
treatment plan, in cooperation with the patient’s attending physician. Pilot programs
for the proactive identiﬁcation of smokers
have been successfully carried out in several
treatment centers within the institution,
with future plans for an institution-wide
roll out of this system.
The program is staffed by a multidisciplinary treatment team comprised of psychologists, a psychiatrist, social workers,
and an advanced practice nurse. Treatment
19
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includes in-person behavioral counseling,
telephone follow-up counseling, and tobacco cessation pharmacological intervention,
including various nicotine replacement
therapies, bupropion, the recently FDA-approved varenicline, and other medications.
The general treatment model consists of 26 counseling sessions (30-45 minutes each)
with particular consideration given to level
of nicotine dependence, impending cancer
treatment, presence of comorbid disorders
(e.g., depression, alcohol/substance abuse),
and spousal involvement. Telephone follow-ups are provided as needed, and longterm follow-up is available for 3-6 months.
More extensive counseling and ancillary
therapy are provided when needed.
As discussed above, treatment interventions are based on clinical practice guidelines and empirically based-cognitive behavioral strategies. Following a thorough
assessment of tobacco history, nicotine dependence, motivation to quit, relevant psychosocial issues, comorbid psychiatric disorders, signiﬁcant other’s tobacco use, and
other relevant factors, structured guidelines
are used to determine the level of intensity
of the intervention. What follows is a list of
potential intervention strategies which are
delivered as indicated:
• providing and monitoring the use of
nicotine replacement therapies
• providing education regarding the
health effects of tobacco use and its addictive and relapsing nature
• identifying environmental and psychological cues for tobacco use
• generating alternative behaviors for tobacco use
• assisting in optimization of social support for cessation efforts
• relapse prevention
• motivational interventions as needed
throughout treatment
• relaxation techniques such as guided imagery and progressive muscle relaxation
• crisis intervention
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During the ﬁrst year of operations (January 17, 2006 – December 31, 2006) the Tobacco Treatment Program provided service
to 435 new patients and had 3,180 scheduled appointments. Results from a satisfaction survey distributed to M. D. Anderson
providers indicated high levels of satisfaction with the Tobacco Treatment Program
and beneﬁts derived for their patients.
Although the Tobacco Treatment Program is primarily a clinical service, the data
from these patients will provide hypothesis-generating material for future research,
and descriptive data on a population and
treatment program that has yet to be fully
appreciated in the cancer care literature.
The scope and magnitude of this program
is believed to be truly unique and unlike
any other offered in cancer centers in this
country.
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What is a Psychologist?
Rob Mehl, PhD, President
Association for the Advancement of Psychology in Texas

H

ow many of us have had to explain who we are and what we do
to our friends and acquaintances?
How often has a patient asked for medication during an initial session? Who has
heard a patient’s previous Licensed Professional Counselor referred to as a ‘psychologist’ when taking a history? If this is part of
your everyday experience, you might imagine the obstacles we must overcome when
explaining issues of importance to the state
legislature.
Consider the legislature as somewhat representative of the general public. A few are
aware of psychology as a profession, most are
not. As we present issues of mental health
funding, health care delivery, maintaining high standards of care, protecting the
profession, insurance issues and more, the
complexity of the issues often gets lost as
legislators struggle to understand the players and the playing ﬁeld. Legislators often
do not know that psychologists are trained
at the doctoral level and that has always been
the standard. Legislators often do not know

that many psychologists are already trained
to treat sex offenders or victims of family violence and in addition are prohibited
from practicing beyond our expertise; that
new training requirements or licenses are not
needed and are burdensome. Legislators do
not know that psychologists are fully trained
to treat in hospitals, render opinions on competence to stand trial, evaluate the need for
hospital admission, and evaluate the need for
commitment. Legislators do not understand
the impact of inadequate funding for mental
health on the overall health care delivery system in the public sector. Legislators do not
understand that we have never and will never
ask for legislative authority to perform services for which we are not fully trained and
competent to perform.
How do we accomplish the education of
the legislature? We must do this by presenting our message to them. How do we encourage them to listen? We must get their
attention and hold their attention. How
can we do that? We give them money to get
their attention and we hold their attention

by forming a relationship with them. We all
know that change most often happens and
most powerfully happens in the context of a
relationship. We need to use this knowledge
in the political context and not be derailed
by the hoped for strength of purity of logic
and motive.
Perhaps the most important characteristic
of a relationship with our legislators is mutual
support. We certainly want them to be supportive of us, our profession and our legislative goals. We must also support them. That
means money. They can’t survive without it,
and it comes from their constituents—us.
When you joint AAPT, it costs $100.00 for
a year. Many give more. You become a voting member and the monthly cost to you
is $8.33. We can bill that monthly to your
credit card or by bank draft (along with your
TPA dues if you wish). Please call TPA and
join today (512-280-4099). If you already
have a relationship with your legislators,
please let us know. More about legislative
relationships in the next issue. Thanks for
your consideration.
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Being insured by Rockport Insurance Associates doesn’t provide you with just
another policy; it provides you with a partner to help you navigate through
difficult liability and risk management issues. Committed to bringing you the
best in professional liability coverage, Rockport offers a superior combination of
service, price, and programs - all designed to meet the unique needs of mental
health practitioners.
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• No deductible
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Other Mental Health Providers

Let Rockport Insurance Associates provide you
with the protection you need against the risks
associated with liability claims. Put the strength
of Rockport to work for you today.

Call 1-800-423-5344 or visit our website at www.rockportinsurance.com.
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