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Introduction

Karen K. Chan, University of Washington

The U.S. Census Bureau (Bergman, 2004) pre-
dicts that ethnic minorities will rise from 32% of
the population to 51% in 2050. More specifi-

cally, this would almost triple the size of Hispanic and
Asian American groups, and decrease the proportion of
White non-Hispanics to half the population. With the
rise in ethnic minorities comes an increased demand for
services and programs to serve and treat these individu-
als effectively. While mental illness has been declared
disabling to all individuals, the Surgeon General (U.S.
Department of Health and Human Services, 2001) re-
ported that most ethnic minorities have less access and
availability to services, are less likely to receive needed
services, and often receive poorer quality of mental
health care. Taken together, the Surgeon General con-
cluded that many ethnic minorities may experience
more disability burden from a mental illness compared
to their White counterparts. In fact, the barriers to
seeking treatment are also greater among minorities
when factors such as culture, class, and language are
considered (Sue & Sue, 2003). While disparities in
mental health care have been noted, it is important to
keep in mind that these findings are not universal.
Many ethnic minority cultures are collectivist and seek
support from their community and family members.
Alternative help-seeking behaviors like these are less
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detectable in large-scale mental health care
surveys.

As the demand for ethnic-specific ser-
vice delivery rises, more graduate and con-
tinuing education programs have been
emphasizing cultural competency and di-
versity training. Cultural competency has
been defined as the “belief that people
should not only appreciate and recognize
other cultural groups, but also be able to ef-
fectively work with them” (Sue, 1998). This
process involves a greater self-awareness of
one’s own ethnic identity (his or her own as-
sumptions about human behavior, biases,
etc.), knowledge of other cultures’ world-
views or backgrounds, and the develop-
ment of appropriate and sensitive
intervention strategies (Sue & Sue, 2003).
Developing and honing skills to work with
ethnic minorities has been described as an
ongoing process that strengthens over time
and experience. 

The research in cultural competency
first began examining ethnic match.
Researchers matched therapists and clients
by ethnic background, language, and level
of acculturation, and found that ethnic
match led to lower dropout rates and more
attended sessions among Asian Americans,
Hispanics, and Whites (Sue, Fujino, Hu,
Takeuchi, & Zane, 1991). Further, Whites
and African Americans were found to at-
tend more sessions when an ethnic match
was present. Similarly, gender match has
been found to lead to fewer dropouts in

Asian Americans and Whites (Maramba &
Hall, 2002). These findings suggested
something intrinsic to the matching process
that improved client retention. Since ethnic
and gender matching is not always allow-
able or feasible, researchers began examin-
ing whether the intrinsic matching process
was related to a cognitive match where
therapists and clients shared congruent
views. Researchers found that when thera-
pists and clients were congruent about
mental health etiology and treatment ap-
proaches, stronger therapeutic alliances
were fostered (Sue, 1999; Sue & Zane,
1989). Research has also found that when
therapists were rated high on multicultural
counseling competence by ethnic minority
college student clients, this variable alone
mattered most when compared to general
competence ratings (Constantine, 2002).
This suggests that multicultural counseling
is most effective when therapists are trained
to be culturally competent. 

With the shift toward therapists gaining
cultural competency, the American
Psychological Association (APA) and
National Institutes of Health (NIH) have
published guidelines for working with mi-
norities in clinical and research settings
(APA, 1993, 2003; NIH, 1994). These in-
clude an increased awareness and knowl-
edge of self and others, culturally specific
research and practice issues, our clients’
worldviews, and culturally specific tech-
niques. 

The Top-10 Lists
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This clinical panel was presented at last
year’s AABT conference in New Orleans.
The following articles were written by clini-
cal experts, summarizing the literature
available on the prevalence of comorbid ad-
dictive behaviors within their own ethnic
group and providing a “top-10 list” of rec-
ommendations for working clinically with
each population. Dr. Arthur Blume of
University of Texas at El Paso makes recom-
mendations for American Indian and
Alaska Native populations. Dr. Blume has
conducted research examining factors asso-
ciated with changing alcohol use among
participants with comorbid disorders and
has substantial clinical experience with
urban and reservation American Indians
and Alaska Natives of all ages. Dr. Lily
McNair of Spelman College presents special
considerations for working with African
Americans. Her research experience focuses
on how alcohol use and expectancies influ-
ence the decision-making process involved
in risky behaviors, with a special emphasis
on the influence of gender, race, and ethnic-
ity. Dr. Felipe González Castro of Arizona
State University offers insights from his
work with Hispanic/Latino populations.
His work examining the factors motivating
drug abuse, treatment, and relapse is note-
worthy, as well as his contribution to
Hispanic health issues. Dr. Gordon Hall
from the University of Oregon considers
important issues in working with Asian
Americans. His research interests are de-
voted to the cultural context of psy-
chopathology, particularly in the area of
sexual aggression. Finally, Dr. Alan Marlatt,
director of the Addictive Behaviors
Research Center and professor at the
University of Washington, adds a thought-
ful discussion about the integration of co-
morbid addictions treatment with ethnic
minorities. This special series should pro-
vide readers with practical tools for working
with persons with dual diagnoses in ethnic
minority populations. While this com-
pendium of articles focuses on the treat-
ment for ethnic minorities, it should be
remembered that diversity is represented in
many facets, including class, gender, and
sexual orientation, and that therapists
should continue to develop a greater com-
petency to work with all types of individu-
als.
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Top 10
Recommendations for
Treating Comorbid
Addictive Behaviors for
American Indians and
Alaska Natives 

Arthur Blume, University of Texas, El
Paso

1. One size will not fit all. 
2. Traditional medicine practices may be

preferred. 
3. Respectful noncompliance. 
4. Language. 
5. Fatalism.
6. Sickness: a symptom of something else. 
7. The cultural meaning of the behavior. 
8. Spirit world and dreams. 
9. Soul wounds.
10. Walking in beauty and peace.

The exact statistics for comorbidity
among indigenous groups in the United
States is difficult to determine. The largest
studies on comorbidity, the Epidemiological
Catchment Study (e.g., Regier et al., 1990)
and the National Comorbidity Study (e.g.,
Kessler et al., 1994) had very sparse repre-
sentation of indigenous Americans, and in-
deed American Indians and Alaska Natives
were collapsed into an “other” ethnicity cat-
egory in those studies. Because of the lack of
data, little is known about true comorbidity
rates for indigenous Americans. However,
evidence exists that various disorders co-
occur with substance abuse at alarming
rates in some but not all communities.
These disorders include depression and sui-
cidality (Dinges & Duong-Tran, 1992; May
et al., 2002; Rhoades, 2003); problems
with attention and concentration, including
concerns about fetal alcohol syndrome and
fetal alcohol effects (May, 1993); and trau-
matic stress, including concerns that it may
have a cumulative effect and be transmitted
intergenerationally (e.g., Gray & Nye,
2001).  

Treating comorbidity in American
Indian and Alaska Native communities de-
pends upon sensitivity to community cul-
ture and tradition, respect for social
structures and values, and an understand-
ing and respect for the history of the com-

The Top-10 Lists
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munity being served.  It is with these basic
principles that the top-10 list is developed.
The first item, one size will not fit all, is so ob-
vious as to be taken trivially. However, pro-
fessionals forget that population groups,
like Native Americans, are not homoge-
neous, and tend to be treated similarly.
There are over 500 distinct indigenous
communities in America, with a vast array
of cultures, languages, and traditions. Large
between-group cultural and language dif-
ferences make it unlikely that one “native”
treatment for comorbidity can be devel-
oped.  

With “one size will not fit all” in mind,
the next few items can be important cul-
tural considerations to remember when
treating comorbidity, but do not assume
that all American Indian and Alaska Native
clients will share these views. The second
item involves understanding that tradi-
tional medicine practices may be preferred
by your indigenous client. A savvy profes-
sional will ask the client if such services are
being utilized in addition to CBT. 

The third item is to understand that
American Indians and Alaska Natives may
not comply with therapeutic recommenda-
tions, but the professional may never know
it. Native clients may respectfully disagree
with those recommendations in a way that
feigns compliance. Many indigenous people
have learned how to express dissent in si-
lence because of a long cultural history of
betrayals and abuses. Language issues (#4)
also are of concern. Some American Indians
and Alaska Natives speak English as a sec-
ond language, or may have low education
levels, which can cause miscommunication
in therapy. In addition, research suggests
that ethnic minority clients may talk about
symptoms differently than Whites (e.g.,
Hardie, Janson, Gold, Carrieri-Kohlman, &
Boushey, 2000), so an indigenous client’s
description of problems in session has the
potential to be misinterpreted. Further-
more, some indigenous people (but not all!)
may have fatalistic worldviews (#5) that in
fact may be oppositional to some of the
basic tenets of CBT. The difference in
worldview may increase communication
difficulties and could prove challenging
when attempting to orient and gain com-
mitment of clients to engage in therapeutic
recommendations. In addition, the sickness
(comorbidity) may be experienced by the
client as a symptom (#6) of a more systemic
or universal problem caused by possession
by spirits or ghosts, spiritual imbalance, or
even the result of a broken taboo or mis-
deed. A savvy therapist will try to deter-
mine (and respect) the larger context of

meaning that clients have for comorbid dis-
orders. Similarly, professionals will be aided
by understanding any cultural meaning at-
tached to the behavior (#7). For example,
in some communities, abusive drinking has
assumed the function of expressing defiance
toward the majority society, and this defi-
ance may be reinforced by the community
as a patriotic act. Another example may be
that psychotic symptoms are interpreted as a
sign of strong spiritual connections and may
be revered by communities as well. 

Spirituality, as may be evident in the pre-
vious items on the list, is very important to
most indigenous people. The spirit world is
real and present, and dreams are to be taken
seriously as vehicles for healing and lessons
about life (#8). Many feel that spirituality
will be the source of healing for the soul
wound that the communities have experi-
enced (#9). This phrase is used to describe
the tremendous intergeneration injury
caused by the conquest. Many indigenous
people feel that destructive behavior and
mental health problems (like comorbidity)
began with the conquest and have multi-
plied with each subsequent episode of be-
trayal or abuse. Professionals working with
American Indians and Alaska Natives with
comorbid substance abuse and other disor-
ders should be aware of the unspeakable
wound. Finally, walking in beauty and
peace (#10) is the way that many indige-
nous people describe finding balance in life.
The idea is to be in harmony with all things,
to seek balance in your behavior while find-
ing your rightful place in the web of cre-
ation. Effective therapy to treat comor-
bidity among indigenous clients will need
to include ways to walk in beauty and
peace.

References

Dinges, N. G., & Duong-Tran, Q. (1992).
Stressful life events and co-occurring depres-
sion, substance abuse and suicidality among
American Indian and Alaska Native adoles-
cents. Culture, Medicine, & Psychiatry, 16, 487-
502.

Gray, N., & Nye, P. S. (2001). American Indian
and Alaska Native substance abuse:
Comorbidity and cultural issues. American
Indian and Alaska Native Mental Health
Research, 10, 67-84.

Hardie, G. E., Janson, S., Gold, W. M., Carrieri-
Kohlman, V., & Boushey, H. A. (2000). Ethnic
differences: Word descriptors used by African-
Americans and white patients during induced
bronchoconstriction. Chest, 117, 935-943.

Kessler, R. C., McGonagle, K. A., Zhao, S.,
Nelson, C. B., Hughes, M., Eshleman, S.,
Wittchen, H. U., & Kendler, K. S. (1994).

Lifetime and 12-month prevalence of DSM-
III-R psychiatric disorders in the United
States. Results from the National
Comorbidity Survey. Archives of General
Psychiatry, 51, 8-19.

May, P. A. (1991). Fetal alcohol effects among
North American Indians: Evidence and impli-
cations for society. Alcohol Health & Research
World, 15, 239-248.

May, P. A., Van Winkle, N. W., Williams, M. B.,
McFeeley, P. J., DeBruyn, L. M., & Serna, P.
(2002). Alcohol and suicide death among
American Indians of New Mexico: 1980-
1988. Suicide & Life-Threatening Behavior, 32,
240-255.

Rhoades, E. R. (2003). The health status of
American Indian and Alaska Native males.
American Journal of Public Health, 93, 774-778.

. . . . . . . . .

Top 10
Recommendations for
Treating Comorbid
Addictive Behaviors in
African Americans

Lily D. McNair, Spelman College

1. Actively integrate the client’s experi-
ences of race, ethnicity, and culture into
therapy.

2. Directly address racism and discrimi-
nation in the client’s life.

3. Conceptualize racism and discrimina-
tion as “triggers” for addictive behav-
iors  as well as relapse.

4. Evaluate the role of racism as a media-
tor between the client’s comorbid
disorder and substance use.

5. Address culturally relevant factors 
related to initiation of substance use.

6. Assess the cultural context of substance
use.

7. Assess the cultural context of the 
comorbid disorder.

8. Examine the client’s engagement in
therapy in order to enhance completion
of therapy.

9. Consider the role of gender and race 
interactions, e.g., women with PTSD
related to sexual trauma who also 
engage in addictive behaviors.

10. Address potential HIV risk, particu-
larly in women who use cocaine and
alcohol.

Race, ethnicity, and gender influence
rates and patterns of substance use, as well

The Top-10 Lists
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as psychological disorders. For example,
women experience higher rates of depres-
sion, dysthymia, phobia, panic, and anxiety
disorders than men, while men have higher
rates of substance use disorders and antiso-
cial personality disorder (American
Psychiatric Association, 1994). Racial and
ethnic differences in alcohol use and depen-
dence have also been noted. For example,
Caucasian men between the ages of 18 and
29 years have higher rates of alcohol use and
dependence than African Americans (18%
vs. 8%), while African American men have
higher rates of alcohol use later in life than
do Caucasian men aged 45 to 69 years
(15% vs. 8%; Robins & Regier, 1991).

Among African Americans with drug
dependence, high rates of comorbid disor-
ders exist. Although the overall comorbid-
ity among African Americans is lower than
for Caucasians, these rates are still high,
particularly among men. For example, 73%
of African American men with any drug de-
pendence diagnosis also have one of the fol-
lowing comorbid conditions: antisocial
personality, phobia, major depressive disor-
der, dysthymia, and generalized anxiety.
Among African American women with a
drug dependence disorder, 61% also have a
comorbid condition, such as phobia, antiso-
cial disorder, major depressive disorder, dys-
thymia, and generalized anxiety (Compton
et al., 2000). 

The high rates of comorbid conditions
among African Americans with addiction
problems underscore the importance of as-
sessing for these common comorbid disor-
ders. As Compton and colleagues (2000)
state, “. . . comorbidity is the rule rather
than the exception among treatment-seek-
ing substance abusers.” For African
American clients, it is necessary for the ther-
apist to explore how race, ethnicity, and cul-
ture influence the initiation of substance use
as well as the etiology of comorbid condi-
tions. A significant first step in this direc-
tion is developing a positive therapeutic
relationship in which issues related to race,
ethnicity, and culture are openly discussed.
This sets the foundation for an accurate as-
sessment of the cultural context of both the
addictive behavior(s) and comorbid condi-
tion(s). By conceptualizing the client’s ex-
periences of racism and discrimination as
“triggers” for high-risk situations (Williams
& Gorski, 1997), the therapist can more
comprehensively address relevant stressors
that impact African Americans’ vulnerability
to relapse. In an investigation of African
American clients’ experiences of relapse,
Williams and Gorski found that 45% cited
issues related to race as significant in their

relapse, and 48% indicated that they experi-
ence more triggers because they are African
American. Thus, it is particularly important
for therapists to address African American
clients’ experiences of racism and discrimi-
nation to enhance relapse prevention. It is
possible that such direct discussions of
racism and discrimination will increase the
likelihood that African American clients
will become more engaged in, and com-
plete, therapy.

For African American women, comorbid
conditions related to depression and trauma
history, combined with alcohol and cocaine
use, predict HIV risk (Zule, Flannery, &
Lam, 2002). In general, sexual risk increases
as alcohol and cocaine use increases (Rasch
et al., 2000), thus increasing the possibility
of high-risk behaviors related to the trans-
mission of HIV. Therefore, therapists should
be aware of this association and assess for
exposure to risky behaviors related to HIV
transmission. While the relationship be-
tween substance use and sexual risk also ex-
ists for men, it is much more prominent in
women given the “web of risk” (depression,
trauma history, and substance use) that in-
creases HIV risk for African American
women (Johnson, Cunningham-Williams,
& Cottler, 2003).

In summary, cognitive behavioral thera-
pists working with African Americans who
have comorbid addictive behaviors need to
actively integrate issues related to race, eth-
nicity, and culture as they relate to the
client’s history of substance use and their
comorbid psychological disorder. These
considerations are salient and relevant dur-
ing all phases of therapy, and can be espe-
cially useful during relapse prevention,
when triggers related to racism and dis-
crimination frequently pose unique, high-
stress situations for African Americans. By
addressing these issues consistently and ef-
fectively with African American clients,
therapists can increase the likelihood that
clients will continue in therapy and experi-
ence positive outcomes.
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Top 10
Recommendations for
Treating Comorbid
Addictive Behaviors in
Asian Americans

Gordon C. Nagayama Hall, University
of Oregon

1. One size doesn’t fit all.
2. Only penguins look alike.
3. Some Asian Americans believe in a 

genetic etiology of problems.
4. Some Asian Americans believe in a 

psychosocial etiology of problems.
5. There are limited data on comorbidity

among Asian Americans.
6. Treatment is a form of acculturation.
7. Acculturation in treatment can be 

coercive. 
8. Matching treatments with client etio-

logical beliefs may be effective.
9. Clients having genetic etiological be-

liefs may benefit from a medical 
solution.

10. Clients having psychosocial etiologi-
cal beliefs may benefit from a psy-
chosocial solution.

Asian Americans proportionally are one
of the fastest growing ethnic groups in the
United States. Yet, the rates of comorbid
addictive behaviors in this group are un-
known. Whereas addictive disorders are co-
morbid with mood and anxiety disorders at
rates of 18% to 20% in the U.S. (Grant et
al., 2004), similar rates of comorbidity in
Japan have been lower, ranging from 11%
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to 12% (Kawakami, Shimizu, Haratani,
Iwata, & Kitamura, 2004). Nevertheless,
epidemiological data from Asia are not nec-
essarily applicable to Asian Americans.  

Although empirically supported treat-
ments for addictive behaviors have been de-
veloped for European Americans, there is
limited evidence of their effectiveness
among Asian Americans. It cannot simply
be assumed that treatments that work for
one group work for others without actual
evaluation. Moreover, Asian Americans are
an extremely diverse group, although some
group members may appear phenotypically
similar. 

Part of this diversity involves beliefs
about the etiology of psychological disor-
ders. Many Asian Americans believe that
psychological disorders have a genetic basis.
Somatization is common among Asian
Americans and may be an expression of dis-
tress (Lin & Cheung, 1999). For those who
believe in a genetic etiology and somatize, a
medical solution, such as drugs, may be
most relevant for psychological disorders.
In the case of comorbid substance abuse dis-
orders, Naltrexone might be useful in that
it regulates mood states associated with
problem drinking (Kranzler et al., 2004).

Other Asian Americans believe that the
basis of psychological disorders involves a
failure to fit into the social environment.
The most relevant solution to such psy-
chosocially based problems may be guid-
ance from experts, analogous to the process
of psychotherapy (Lin & Cheung, 1999).
There is evidence that Asian Americans
view cognitive therapy as a credible form of
treatment. Cognitive therapy has been
demonstrated to be efficacious in treating
addictive, mood, and anxiety disorders. 

Psychological treatment has Western
origins and is an acculturative process. Such
acculturation in psychotherapy can become
coercive when the therapist and client do
not share the same goals (Hall & Malony,
1983). Rather than attempting to change a
client’s etiological beliefs to conform to a
particular treatment approach, it may be
more effective to offer the client multiple
treatment approaches and attempt to
match clients with efficacious treatments
that address their etiological concerns.
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Top 10
Recommendations for
Treating Comorbid
Addictive Behaviors 
in Hispanics

Felipe González Castro, Arizona State
University

1. Examine early-life migration, accultur
ative change, and other developmental
experiences.

2. Assess the duration, severity, and type 
of psychiatric and substance abuse 
disorders.

3. Consider within-group heterogeneity
as related to levels of acculturation.

4. Examine cultural orientations, personal
identities, and ethnic pride.

5. Consider traditionalism in cultural life
views.

6. Examine cultural and other forms of 
personal identity. 

7. Assess feelings of discrimination and 
victimization.

8. Consider motivations for recovery and
risks of relapse. 

9. Examine family connectedness and 
social support or its absence.

10. Assess spirituality and a quest for 
giving back to the family and the
community.

For many Hispanics, migration is an im-
portant element of early life history, and for
those who are immigrants, the process of
immigration influences many life experi-
ences. The process of migration to a new en-
vironment prompts acculturative change,
which for some is stressful but for others is
stress reducing. A variety of developmental
experiences in more than one culture
prompts the development of a bicultural
identity, but may also induce stress, cultural
conflict, and substance abuse. The duration,
severity, and type of psychiatric disorder
and of substance abuse constitute impor-
tant features of a client’s illness. Beyond
ethnicity, significant differences exist be-
tween Hispanics who have mild forms of
mental disorder comorbid with a minor use
of drugs or alcohol, in comparison to other
Hispanics who exhibit severe psychiatric
disorder comorbid with severe substance
abuse. Making this distinction is important
for sound treatment. 

Level of acculturation is one of the fore-
most dimensions that describes the within-
group variability among Hispanics (Cuellar,
Arnold, & Gonzalez, 1995). Understanding
distinctions between low acculturated, bi-
cultural, and high acculturated Hispanics is
a useful heuristic for understanding vari-
ability by level of acculturation observed
among Hispanics (Castro, Cota, & Vega,
1999). Moreover, it has been observed that
comorbidity may increase with accultura-
tion (Vega, Sribney, & Achara-Abrahams,
2003).  Many Hispanics who espouse a bi-
cultural orientation express an equal sense
of attachment to their native Latino culture
(e.g., Mexican nationality), as well as to the
mainstream White American culture.
Others vary in their preferences and identifi-
cation toward each of these two cultures;
some are highly assimilated and identify
primarily with White American culture,
while others are more separatist and iden-
tify almost exclusively with their Latino cul-
ture (Castro & Garfinkle, 2003). These
differences in cultural identification should
be considered in understanding Hispanic
clients within their total cultural context.

Hispanic clients also differ in their level
of traditionalism, that is, their adherence to
old-world lifeways that include strong gen-
der role identities such as endorsement of
machismo (domineering male attitudes) and
marianismo (a nurturing motherly persona).
Consistent with these gender role identifi-

The Top-10 Lists





122 the Behavior Therapist

cations, alcohol and psychiatric disorder
may be the most prevalent form of comor-
bidity for Hispanic men (7.5% lifetime
prevalence), whereas Hispanic women may
exhibit depression and substance use as a
more prevalent form of comorbidity (Vega
et al., 2003). Issues of personal cultural
identity and identification with one’s cul-
ture or nationality, or efforts to avoid such
identification, constitute important psycho-
logical aspects of personality and identity
among many Hispanics (Phinney, 2003). As
clients recover from drug abuse and develop
new personal identities, it is important to
revisit their own identity and discover
whether ethnic or cultural pride may serve
as factors that aid in the avoidance of the use
of alcohol and other drugs.

While overt racism and discrimination
against Hispanics has diminished since the
1940s and 1950s, some Hispanics still com-
plain of racial discrimination, racial profil-
ing, and of treatment as people who are
uneducated and inferior. These concerns ap-
pear more prevalent among darker-skinned
Hispanics and among those having indige-
nous features. This self-consciousness about
discrimination and victimization may influ-
ence how these Hispanics cope with stres-
sors, including their use of drugs and
alcohol as ways of coping with distress. In
relation to the experience of victimization,
youth with a history of violence may be
more likely to engage in violence after re-
lease from drug treatment if they encounter
victimization (Zilberman, Tavares, Blume,
& el-Guebaly, 2003). 

Currently, little is known about the em-
pirically identified determinants of relapse
as they may be similar or different for
Hispanics, relative to members of the main-
stream population. Nonetheless, close fam-
ily relations may serve as sources of
protection against relapse or, conversely, as
sources of risk for relapse. Generally, thera-
pists should consider the role that families
and close interpersonal relations may play
among Hispanics in promoting motivation
for their recovery and for avoiding relapse.
While familism—strong family bonds—is
considered a core feature of Hispanic cul-
tures, many heavy drug users alienate family
and often find themselves disconnected
from family and significant others. This lack
of psychosocial support may be particularly
distressing for Hispanic drug users, and
strategies for reintegration into the family
system by becoming a more responsible
provider or caretaker should be considered
in helping recovering Hispanic drug users
to develop a family support system to avoid
relapse and recidivism.

Finally, religious faith, especially
Catholicism, has been an important ele-
ment of the Hispanic cultures. Additionally,
a sense of community and a value of service
to the community are important cultural
values. The therapist should consider ways
in which personal growth toward greater
spirituality and a “giving back to the com-
munity” may serve as therapeutic ap-
proaches that can help recovering Hispanic
drug addicts to avoid relapse and to foster
resistance against a recurrence of psychiatric
disorder. More research is needed to under-
stand how these important sources of cul-
tural strength may help Hispanic clients
recover from psychiatric disorders coupled
with substance abuse.  
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Treating Outside the
Box: Discussion

G. Alan Marlatt, University of
Washington

In reviewing the top-10 lists for treating
comorbid addictive behaviors across diverse
ethnic populations (Native American,
African American, Asian American, and
American Hispanics), four major common
themes emerge. Although these themes
have unique relevance for each population,
there are also some important commonali-
ties.

The first major theme reflects a common
preference across diverse groups to develop
a “welcome message” for new clients that
embraces cultural and traditional values of
that particular culture. By presenting
clients with a worldview of a treatment phi-
losophy that matches their own cultural
identity, the door is open to acceptance of
and commitment to a treatment plan that is
based on a partnership of values shared be-
tween therapists and their clientele.
Depending on the cultural match between
client and therapist, the focus is on cultural
bicompetence and sensitivity to accultura-
tion issues, including migration or recent
immigration to a mainstream culture.

A second theme is that in addition to
major differences between diverse ethnic
groups, there are also important differences
within each culture that need to be consid-
ered, including degree of assimilation into
both minority and mainstream cultures,
gender differences, and differences in belief
about the etiology of certain disorders (e.g.,
biological, psychological, or cultural) and
how they should be treated. Clients with di-
verse backgrounds within the same culture
should be offered a choice of multiple treat-
ment approaches that match their own in-
dividual beliefs. This point is captured by
slogans such as ONE SIZE DOES NOT FIT ALL

and ONLY PENGUINS LOOK ALIKE. 
The third major theme that emerges is

that partnership and cooperation are the
hallmarks of an integrated approach to our
training, prevention, and treatment pro-
grams in cultures of diversity. Integration
can occur in terms of forming a partnership
between clients with a particular ethnic
identity with therapists who share their val-
ues, whether or not they are both from the
same minority population. For clients with
co-occurring problems with addictive be-
havior and mental health disorders (e.g., al-
cohol dependence and depression), an
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integrative approach is recommended so
that the client is not faced with barriers
based on cultural beliefs about which disor-
der should be treated first. For clients of di-
verse backgrounds, there should be “no
wrong door” to integrated access to treat-
ment.  

A fourth and final theme described by
most authors is the need to directly address
the possibility that clients of diverse cul-
tures have experienced racism and discrimi-
nation by others from mainstream or other
ethnic minority populations. Therapists
who are able to put such “taboo” topics on
the table for open discussion with their
clients are more likely to facilitate accep-
tance, open discussion, and a capacity to
share the impact of these difficult experi-
ences. The potential impact of racist dis-

crimination on both the initiation of prob-
lem alcohol or other drug use and as a risk
factor for treatment relapse needs to be
taken into consideration by both therapists
and clients. A history of trauma based on
racism and discrimination may promote a
need for “self-medication” that is linked to
the “web of risk” (trauma, depression, and
substance use) that increases risk for HIV
infection and continued drug use. 

In conclusion, one recommendation that
emerges from this review is that when treat-
ment first begins, both the therapist and
client should take note of their own individ-
ual “top-10 lists” so that common values
and differences can be identified and dis-
cussed right from the beginning of the ther-
apeutic relationship. "

Finding Their Niche:
The Role of Master’s
Programs in
Scientist/Practitioner
Model Graduate
Training

Steven W. Evans and Bebhinn
Timmins, James Madison University

We appreciate the opportunity to address
issues pertaining to master’s-level training
in the science and practice of applied (clini-
cal, counseling, school) psychology for stu-
dents interested in obtaining a doctoral
degree in these disciplines. Earning a termi-
nal master’s degree is a popular choice for
many students who eventually complete
doctoral training, yet the value of these pro-
grams is rarely recognized and they remain
unsupported by many of the funding mech-
anisms that support doctoral training pro-
grams. For example, many of the awards
granted by professional organizations to
graduate students and most student re-

search funding opportunities are intended
for individuals in doctoral programs.
Furthermore, many graduate program di-
rectories for students interested in doctoral
training do not include descriptions of these
programs. This is an unfortunate omission
since students applying to doctoral pro-
grams frequently also apply to master’s pro-
grams that could facilitate their eventual
acceptance into a doctoral program. While
the master’s degree is not the terminal de-
gree for those interested in careers as scien-
tist/practitioners, it is an important step-
ping stone for many and an unrecognized
opportunity for many others. This is espe-
cially true for those whose long-term goals
include achieving a Ph.D. in clinical psy-
chology since the admission process for
these programs is so competitive. 

There are three main categories of stu-
dents for whom this option is ideal. The first
includes students whose undergraduate de-
gree is not in psychology. These students
may have excellent GRE scores and solid
grades but lack the depth of training in psy-
chology necessary to be competitive appli-
cants for a doctoral program. Many times
these students gain postbaccalaureate expe-
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rience in a setting that convinces them to
change their career path. A terminal mas-
ter’s program may serve as an ideal bridge
for these students to enter a competitive
doctoral program.

These programs are also ideal for psy-
chology students with borderline creden-
tials. Competitive doctoral programs have
the opportunity to be selective: excellent
grades, high GRE scores, and other notable
accomplishments are important credentials
to gain admission. An advisor’s letter indi-
cating that low GRE scores are not repre-
sentative of the student’s ability is
frequently insufficient to overcome this
blemish. Isolated compromises in an other-
wise stellar record may be due to many fac-
tors, including immaturity as an
underclassman, test anxiety, poor prepara-
tion, or insufficient advising as an under-
graduate student. These problems may be
overcome through success in a reputable
master’s program and may allow students
in this category to accomplish their goal of
admission into a competitive doctoral pro-
gram.

Finally, students uncertain of their even-
tual career path may establish clarity and
focus while completing a master’s program.
A program with multiple research teams
led by faculty focused on a variety of areas of
study provides students with an opportu-
nity to experience topics in psychology that
they may have never known existed. While
shifting between research teams may slow
one’s progress in a master’s program, it also
may provide the uncertain student with the
opportunity to gain valuable experience
and resonate with a career-shaping field of
study.

In addition, it should be noted that
many students whose credentials are com-
petitive experience pressure to apply to rep-
utable doctoral programs immediately
following their undergraduate training. In
spite of solid credentials, many undergradu-
ate students do not have sufficient experi-
ence to determine the path they wish to
pursue as a graduate student. As a result,
some students enter doctoral programs
without a full understanding of what they
entail. This can lead to frustration if the stu-
dent realizes 2 months after beginning a
doctoral program that they have no interest
in the research specialty of their chosen advi-
sor. A master’s program can give students
the opportunity to narrow their research in-
terests so that they are more likely to find a
doctoral program with which they are suit-
ably matched. Thus, for many students,
master’s programs should be viewed as a

chosen opportunity rather than a second al-
ternative to a Ph.D. program.

While completing a master’s program
with the goal of pursuing a scientist/practi-
tioner-oriented doctorate program, stu-
dents should consider a variety of activities.
First, it is critically important to establish a
strong academic record. Faculty who take
students into doctoral programs want to be
confident that problems with course work
will not derail students. As a result, signs of
problems with courses in master’s programs
are likely to be viewed quite negatively
when applying to a doctoral program.
Given a solid academic record, students in
master’s programs have the opportunity to
distinguish themselves from most other ap-
plicants to competitive doctoral programs.
Although students usually only attend
these programs for 2 years, if they partici-
pate on an active research team they have
the opportunity to experience the intellec-
tually challenging dialogue of faculty, staff,
and students critiquing projects, brain-
storming theories, and debating points of
view. In addition, they may contribute to
book reviews, grant proposals, and articles
for professional newsletters. Of course,
manuscripts for peer-reviewed journals are
an excellent credential and students should
pursue opportunities to contribute to these
whenever possible. Presenting scientific
posters, coleading training workshops, and
participating in symposia at professional
conferences are also valuable learning expe-
riences. These experiences not only provide
valuable training in areas that are the cur-
rency of the scientific field, but also help
students distinguish themselves from other
applicants to doctoral programs.

Finally, students should take advantage
of the opportunity to develop a professional
network. Faculty can facilitate introduc-
tions to other scientist/practitioners in their
field, and attendance at national confer-
ences affords opportunities to meet other
researchers. While making these personal
connections can be intimidating to many
students, the relationships can be quite
valuable. Professional colleagues may offer
suggestions on projects or manuscripts,
provide leads to other training and research
opportunities, and share ideas that may de-
velop into theses and dissertations. In addi-
tion, students may meet faculty with whom
they may apply to work with in a doctoral
program. For others, these relationships
may help them find employment as a part
of a research team after completing their
master’s degree.

To summarize, rich training opportuni-
ties exist in master’s programs for students

interested in applying to scientist/practi-
tioner-oriented doctoral programs. They
represent an important niche in the training
opportunities for professionals in the field of
psychology. The seven programs appearing
below responded to a call for master’s pro-
gram descriptions, but are limited here to
those programs with an applied or basic sci-
ence orientation. Other programs were
nominated by members of the editorial
board of tBT. Most of these programs place
a substantial number of their graduates in
doctoral programs. Directors of programs
not appearing below are encouraged to de-
scribe their training in future issues of tBT.
Please join us in sharing information about
these opportunities with students seeking
advanced training in behavior therapy. 

MIDDLE TENNESSEE
STATE UNIVERSITY

Graduate Training in 
Clinical Psychology 

Kimberly J. Ujcich Ward

• Program Mission and Overview

The Psychology Department at Middle
Tennessee State University (MTSU) offers
graduate study leading to the master of arts
with an emphasis in clinical psychology.
Operating from a broadly based scientific
professional approach, the goals of the clini-
cal program are to train students compre-
hensively in the core of clinical psychology,
and for students to develop a specializa-
tion/competency area consistent with their
professional goals. Specific program re-
quirements include 46 semester hours: 22
hours of required core clinical courses (e.g.,
psychopathology, theories of personality,
cognitive assessment), 3 hours of off-cam-
pus practica, 6 hours of statistics, 3 hours of
thesis, and 12 hours of approved electives in
a specialization. All students also must pass
a comprehensive exam. Upon completion of
the program, graduates are prepared to
pursue doctoral training and/or employ-
ment in psychological assessment and diag-
nosis or in the application of behavior
analysis principles. The skills training does
not prepare students to practice psy-
chotherapy at the terminal master’s level;
we instead focus on training practical skills
in assessment and diagnosis and in the spe-
cialty areas. 
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• Training Model

The clinical program operates on the sci-
entist-practitioner model of training. The
course work emphasizes empirically based
clinical methods and often requires re-
search-based assignments. To further em-
phasize the “scientist” component of
training, all students are required to take 6
semester hours of graduate statistics and to
complete an empirical thesis, which stu-
dents are required to present professionally.
Recent students have presented their thesis
work at AABT, APS, Society of Pediatric
Psychology, and Society for Research in
Child Development. For additional research
experience, students may take an elective in
Independent Research. For students inter-
ested in pursuing doctoral training, addi-
tional research and/or teaching experience
is available through competitive graduate
assistantships offered in the department
and other university programs (e.g.,
Developmental Studies). 

The “practitioner” component of the
program is emphasized through course con-
tent, skills-based course work (e.g., cogni-
tive assessment, personality assessment),
and the clinical practica. A seminar on pro-
fessional issues (e.g., applying for licensure
or certifications, working in a managed care
system) conducted by the practicum coor-
dinator also is part of the required
practicum course. Finally, the curriculum
and practica are designed to meet certifica-
tion requirements for the State of
Tennessee’s Certified Psychological
Assistant (CPA), the current master’s-level
psychology certification. 

• Unique Aspects of Program

Two major aspects of the program at
MTSU that make it a unique opportunity
for students are the elective specializations
and the collaborative nature of the psychol-
ogy department. Students in the clinical
program select one of three specializations,
consistent with their long-term professional
goals as well as their areas of personal inter-
est. The specialization in behavior analysis
provides training in the theory and applica-
tion of behavioral assessment, intervention,
and research. The course work fulfills re-
quirements for the national Behavior
Analyst Certification as well as the CPA.
Through the health psychology/neuropsy-
chology specialization students enhance
their knowledge and skills in the areas of bi-
ologically/neurologically based assessment
and physical/psychological health links.
The general clinical specialization is de-
signed to allow students to sample a broad

range of electives, including additional
course work in assessment. For students
who plan to pursue doctoral training, any of
the three tracks are appropriate because all
emphasize the empirical basis of clinical
skills. For those who plan to seek employ-
ment at the master’s level, the specializa-
tion helps them develop marketable skills
in a specialized area and meet course work
requirements for certification. 

A second unique aspect is the size and
diversity of the psychology department at
MTSU. The faculty currently consists of 45
full-time faculty, all of whom possess doc-
toral training. In addition to the clinical
master’s program, the department offers
master’s degrees in five other graduate pro-
grams: Quantitative, Experimental,
Professional Counseling (including school
counseling and mental health counseling),
Industrial/Organizational, and School
Psychology. We also offer an Ed.S. degree in
School Psychology. Although the core fac-
ulty, admissions, and administration of the
programs are separate, there is overlap in
courses and research supervision opportuni-
ties. 

• Student Placement

For the past several years graduates of
the clinical program at MTSU have primar-
ily taken employment opportunities in
forensic assessment, neuropsychological as-
sessment, community mental health ser-
vices, children and family mental health
services, and research. Approximately 10%
in the past 5 years have entered doctoral
programs in either clinical or counseling
psychology. This percentage is expected to
increase in response to recent changes in our
program (described above) that emphasize
experiences that will help students to be
more competitive candidates for doctoral
training. 

• Contact Information

For additional information please visit
our Web site at www.mtsu.edu/~psych/
clinical.htm  or contact the clinical program
coordinator, Mary Ellen Fromuth, Ph.D., at
mfromuth@mtsu.edu or call 615-898-
2548. For information specific to the behav-
ior analysis specialty within the clinical
program, contact Kim Ujcich Ward, Ph.D.,
at ujcich@mtsu.edu or 615-898-2188.
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WESTERN MICHIGAN
UNIVERSITY

Behavior Analysis 
Master’s Program

James E. Carr

• Program Mission and Overview

The department of psychology at
Western Michigan University offers a 2-
year master’s degree program in behavior
analysis that is accredited by the
Association for Behavior Analysis. The pro-
gram combines advanced course work in
behavior analysis, practicum opportunities,
and mentored research experience to pre-
pare students for doctoral study or for em-
ployment at the master’s level. All students
take courses in the basic (e.g., conditioning
and learning), conceptual (e.g., Skinner’s
behaviorism), and applied aspects (e.g., be-
havioral approaches to treatment) of the
discipline and are offered 20 courses in be-
havior analysis and therapy from which to
choose. Students also complete either a re-
search thesis or an empirical application
project. The program’s main specialty areas
are developmental disabilities, basic oper-
ant research with humans and nonhumans,
organizational behavior management, be-
havioral community psychology, behavioral
pharmacology, behavioral gerontology, and
behavioral medicine. Currently, 8 faculty
members mentor approximately 40 stu-
dents in the behavior analysis master’s pro-
gram. 

The program’s missions are to (a) pro-
vide students with a strong foundation in
behavior analysis, including its concepts
and principles, theoretical systems, research
methods, and behavior-change strategies,
and (b) provide students with the specific
skills necessary for them to be successful
practitioners and researchers. 

• Training Model

The program operates using a mentor-
ship model under which students work
closely with a major professor responsible
for their program of study. For those stu-
dents who have clinical and applied inter-
ests (e.g., developmental disabilities,
behavioral medicine, organizational behav-
ior management), their training follows a
scientist-practitioner model. Students are
provided with multiple, supervised
practicum opportunities in which they can
acquire repertoires in the ethical application

of behavioral technology and in the empiri-
cal evaluation of treatment outcomes.
These students complete an applied behav-
ior-analytic research thesis or project. For
students whose primary interest is the ex-
perimental analysis of behavior, their time is
generally spent conducting research with
their major professor.

• Unique Aspects of Program

The most unique aspect of our program is
that it is housed within a department that
has had a pervasive behavioral orientation
since the late 1960s (Michael, 1993). In ad-
dition to the master’s degree in behavior
analysis, the department offers a master’s
degree in industrial/organizational psychol-
ogy and doctoral degrees in clinical psychol-
ogy (APA accredited) and behavior
analysis—all offered from a behavioral per-
spective. The psychology department was
recently ranked 5th out of 53 institutions
for scholarly productivity in behavior analy-
sis from 1992 to 2001 (Shabani et al.,
2004). One of the benefits of a consistent
departmental worldview is the ease with
which students can “cross-train” with stu-
dents and faculty from other programs. For
example, it is not uncommon for clinical
and behavior analysis students to work to-
gether acquiring applied skills, or for stu-
dents who specialize in developmental
disabilities or behavioral medicine to obtain
a secondary specialization in organizational
behavior management. 

• Student Placement

Approximately one third of our students
enter doctoral programs after graduation.
Common doctoral programs include behav-
ior analysis, clinical psychology, school psy-
chology, and special education. The
remaining students accept employment
with individuals and organizations in devel-
opmental disabilities, mental illness, sub-
stance abuse, community mental health,
education, government, business, and in-
dustry. In recent years, the program’s stu-
dent placement rate has been 100%. The
program’s core curriculum has been ap-
proved by the Behavior Analysis
Certification Board (www.bacb.com),
which facilitates subsequent certification in
behavior analysis. 

• Contact Information

More information on our program can
be found on our Web site (www.wmich.edu/
psychology/BA) and in our entry in the
Association for Behavior Analysis Graduate

Training Directory (www.abainternational.
org/start/findgtd.asp). An application
packet can be obtained from the program
Web site, from our graduate-training secre-
tary (linda.rowen@wmich.edu), or by call-
ing the department: (269) 387-4500.

Reference
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Behavior Analyst Today, 5, 235-243.

JAMES MADISON
UNIVERSITY

Psychological Sciences
Program (Clinical
Concentration)

Steven W. Evans and Gregg R.
Henriques

• Program Mission and Overview

The clinical concentration in the psycho-
logical sciences at James Madison Univer-
sity’s (JMU) master’s program represents a
unique set of training opportunities for stu-
dents interested in pursuing a Ph.D. in clin-
ical or school psychology with an emphasis
on clinical research. The core of the psycho-
logical sciences program is a sequence of
courses in statistics, measurement and re-
search design, core content areas, a research
apprenticeship, and a thesis. The core pro-
vides students with a strong foundation in
the psychological sciences. This training
equips them to contribute as an active
member of a research team by participating
in a variety of activities such as serving as a
project coordinator, reading and discussing
the research literature, working on empiri-
cal studies, presenting at professional con-
ferences, and publishing in peer-reviewed
journals. 

Students in the clinical concentration re-
ceive training consistent with a scientist-
practitioner orientation to the field of
behavioral health. Faculty emphasize em-
pirical approaches to treatment, methods of
studying treatment outcome, and other
clinical topics. All students in the clinical
concentration are expected to present their
research at professional conferences and to
publish. Completion of core courses, a re-
search apprenticeship, and a research paper
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are the requirements for the first year. A
clinical practicum experience and thesis are
part of students’ second year of study.

The mission of the psychological sci-
ences program is to provide advanced train-
ing in empirical research in the
psychological sciences. Students in the clini-
cal concentration take core topic and statis-
tics courses, but focus their work outside the
classroom on clinical research. Students in
other concentrations take many of the same
courses, but focus their research on their re-
spective interests (e.g., developmental,
quantitative).

• Training Model

Students in the clinical concentration are
trained using a mentoring model.
Applicants request to work with a specific
faculty member when they apply. Faculty
interested in taking new students are indi-
cated on the program Web site along with
their areas of interest. Students work closely
with their faculty mentor from the first day
of the program throughout their graduate
training (and frequently beyond). The stu-
dents are members of their mentor’s re-
search team and receive guidance and
assistance that supports their completion of
the graduate program as well as to help
them gain acceptance into preferred clinical
or school psychology Ph.D. programs.

Students receive clinical training and ex-
perience in evidence-based assessment and
treatment including a practicum during the
second year. Although clinical training is
provided, there is an emphasis on research
training and course work. Students com-
plete four statistics courses, including mul-
tivariate analysis and structural equation
modeling, and contribute to research pro-
jects in addition to their thesis. Almost all
clinical concentration students stay in
Harrisonburg to work on program require-
ments and research projects during the
summer between their first and second year
of training.

• Unique Aspects of the Program

Research Roundtable:  This is a weekly
meeting of psychological science program
faculty and students to hear presentations
and discuss issues related to research, in-
cluding topics such as the role of mediators
and moderators, research design challenges,
and ethical issues in research and practice.
Once each month the roundtable is used for
concentration-specific meetings. In the clin-
ical concentration meetings clinical topics
such as prescription privileges for psycholo-

gists and the economics of mental health
care are discussed.

Presentations: Students present research
posters and symposium papers at meet-
ings on campus as well as regional, na-
tional, and international conferences.
Graduate students in the clinical concen-
tration have presented at professional con-
ferences such as ABCT, APA, ISRCAP and
others in Sydney, Honolulu, Vancouver,
New Orleans, Boston, and other places.
Most students receive some travel support
for conference presentations.

Publications: Almost all students in the
concentration have co-authored publica-
tions including empirical studies, book
chapters, newsletter articles, and book re-
views during their time in the program.

Funding: All students in the clinical
concentration have been fully funded (tu-
ition and stipend) during the academic
year and most have been funded during
the summer between their first and second
year. 

Meeting other clinical researchers:
Students begin to establish their profes-
sional network through faculty-facilitated
meetings with clinical researchers from
other universities during conferences and
during visits by faculty to JMU campus. 

Resources: Most students in the concen-
tration have space in comfortable offices
with personal computers including the
latest software such as SPSS and LISREL.

Exposure to variety of research programs:
Faculty in the psychological sciences pro-
gram who are not associated with the clin-
ical concentration present their research at
Research Roundtable meetings, collabo-
rate with clinical faculty, and mentor stu-
dents who take classes with graduate
students in the clinical concentration.
These opportunities to interact with other
faculty and students outside of the class-
rooms provide students with a breadth of
learning opportunities related to the di-
versity of psychological research.

• Student Placement

Over the last 4 years all graduates of the
clinical concentration have applied to clini-
cal or school scientist-practitioner Ph.D.
programs and all have been accepted at one
or more programs.

• Contact Information

WEB SITE:  http://www.psyc.jmu.edu/
psycsciences/
CHILD CLINICAL: Steven W. Evans, Ph.D.,
Professor of Psychology
(evanssw@jmu.edu)

ADULT CLINICAL: Gregg Henriques, Ph.D.,
Assistant Professor of Graduate Psychology
(henriqugx@jmu.edu)

NORTH DAKOTA STATE
UNIVERSITY

Master’s Program in 
Clinical Psychology

Raymond G. Miltenberger and Paul D.
Rokke

• Program Mission and Overview

The 2-year master’s program in clinical
psychology at North Dakota State
University combines training and mentor-
ing of research skills with training and su-
pervised practice of clinical skills. Our
behavior therapy orientation naturally
stresses the integration of clinical research
and practice. Experiences and training are
available in several areas, including behav-
ioral medicine or health psychology; applied
behavior analysis; developmental disabili-
ties; and psychological interventions. 

The mission of our master’s program is
to prepare graduates to be successful re-
searchers and clinical practitioners so they
can obtain employment in clinical or re-
search settings or entry into clinical Ph.D.
programs.

• Training Model

Clinical students are required to take a
variety of clinical and experimental courses,
engage in supervised research with a faculty
mentor, and participate in practicum train-
ing. The first year of the program is fairly
structured and is intended to provide stu-
dents with the basic skills and knowledge
required of behavior therapists. The second
year of the program is much more flexible
and allows students to individually tailor
their training through the selection of
practicum placements, elective courses, and
thesis topics. Students conduct research
throughout both years of the program.

Clinical courses consist of a sequence of
behavior therapy and assessment courses,
applied research methods, advanced psy-
chological assessment, advanced psy-
chopathology, and child psychopathology
and therapy. Other specialized seminars are
frequently available as electives (i.e., health
psychology, behavior analysis in develop-
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mental disabilities). Clinical courses are de-
signed to provide knowledge of the current
research literature in various areas and
hands-on experience and training in behav-
ior therapy procedures through lab work
and projects.

Core courses, intended to ensure that
our graduates have a strong background in
general psychology, include memory, psy-
chobiology, perception, personality, social,
and developmental psychology. All stu-
dents also take a seminar each term. As a
part of this course, we bring in nationally
known speakers to present their research
and stimulate thinking on current topics.

Practicum training begins immediately
in the first term and increases in time, com-
plexity, and responsibility over the 2 years of
study. Students begin with didactic and ex-
periential training in general clinical and in-
terviewing skills and basic behavioral
assessment and treatment techniques. Later
practica involve expanding and practicing
these basic skills in a variety of service set-
tings. Practicum settings include a regional
human service center, outpatient mental
health facilities, the public schools, two
general medical hospitals, a neuropsychi-
atric institute, an inpatient psychiatric unit,
a Veteran’s Administration Hospital, and
two college counseling centers.

A data-based thesis is required in the
second year of the program. In preparation
for their thesis, students write an area paper
at the end of the first year. The area paper is
a conceptual review of a specific area of re-
search that sets the stage for a thesis project.
In collaboration with their advisor, students
develop a thesis proposal, carry out the pro-
ject, analyze the data, and write the thesis
manuscript. An oral defense is required for
the proposal and final manuscript.

• Unique Aspects of the Program

The graduate program at NDSU is dis-
tinguished from many other master’s pro-
grams in its emphasis on providing students
with substantial experience in research and
clinical activities. Most students will be au-
thors on national conference presentations
and refereed journal publications as a result
of their research in the program. Another
noteworthy aspect of our master’s program is
that we support all of our graduate students
financially with a teaching or research as-
sistantship and a tuition waiver. 

• Student Placement

Our recent graduates have been ac-
cepted into doctoral programs in schools
such as West Virginia University; Western

Michigan University; University of Florida;
University of Nevada, Reno; University of
Kansas; Washington State University;
University of Wisconsin, Milwaukee;
University of Tennessee; University of
Arkansas; Texas A & M; University of
Montana; Purdue University; Oklahoma
State; and the University of North Dakota.
Students who opt to work immediately fol-
lowing their master’s degree have accepted
positions in public and private health and
mental health settings. The changing na-
ture of health care delivery has made prac-
tice at the M.S. level very possible and
attractive in many areas of the country.

• Contact Information

For more information, contact Dr. Ray
Miltenberger, Director of Clinical Training,
at (701) 231-8623 or ray.miltenberger@
ndsu.edu. Students can examine faculty re-
search programs, publications, graduate
programs, and other information about the
department on the department Web site
(www.ndsu.nodak.edu/ndsu/psychology/gra
dpro/).   

UNIVERSITY OF
NORTHERN IOWA

Master of Arts in 
Clinical Science

John Williams

• Program Mission and Overview

The University of Northern Iowa,
Department of Psychology, offers a master
of arts degree with an emphasis in clinical
science. Combining empirically supported,
scientifically based clinical training with a
solid foundation in clinical research
methodology, the program prepares stu-
dents to pursue a doctoral degree. Faculty
members are dedicated to research and ac-
tively involve students in ongoing and new
areas of study. The program has a strong
empirical orientation, emphasizes compe-
tence in research methodology, and requires
that each graduate student complete a the-
sis. This reflects the views of department
faculty that such training is essential for
both educating consumers of psychological
research at the master’s level and preparing
students interested in pursuing a doctoral
degree. 

In contrast to other clinical or counsel-
ing master’s programs, the number of stu-
dents is purposely limited to facilitate
intensive training and frequent faculty-
student contact. Admission is competitive,
with our incoming students averaging over
1,100 on the GRE and over a 3.5 grade
point average. Approximately 7 graduate
students are admitted to the clinical science
emphasis each year. 

The clinical science emphasis prepares
students to pursue doctoral degrees in clini-
cal or counseling psychology. Given that an
empirical approach is adopted, a cognitive-
behavioral approach is prominent. Clinical
faculty orientation is strongly cognitive-
behavioral and stresses the scientific foun-
dations of clinical psychology. Core courses
include intellectual assessment, personality
assessment, psychopathology, empirically
supported interventions, and professional
ethics. 

Professional skills are developed through
intensive practice and supervision within
the program and through supervised activi-
ties in facilities within the community.
Students are placed in a variety of settings
including psychiatric hospitals, inpatient
and outpatient drug treatment centers,
neuropsychology units and clinics, correc-
tional facilities, school settings, children
group homes, and the in-house psychologi-
cal assessment clinic. Within these settings,
child, adolescent, and adult populations in-
clude the severely mentally ill, substance
use problems,  neurological conditions, aca-
demic disabilities, behavioral problems, and
emotional problems. The department also
houses The Psychological Assessment
Clinic, which allows students to complete
comprehensive psychological evaluations
for members of the community.

• Training Model

The department fosters a supportive at-
mosphere in which students work together
and with faculty in collaborative relation-
ships. The clinical science emphasis follows
the scientist/practitioner model and focuses
particularly on research and scientific
method. While faculty members may differ
in terms of methods of research, therapeutic
focus, and areas of study, there is agreement
that scientific inquiry should form the foun-
dation of clinical psychology and the educa-
tion received in this program. An empirical
approach is emphasized by all faculty mem-
bers, and applying research-based evidence
to answer applied clinical problems is an es-
sential part of the program. Professional de-
velopment and identity is strongly
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encouraged, with multiple opportunities for
conference presentations, membership in
professional organizations, and discussions
of current topics in the field of clinical psy-
chology.

• Unique Aspects of the Program

All faculty within the University of
Northern Iowa’s psychology department
are available for possible research collabora-
tions and thesis committees. In addition,
the clinical faculty are active researchers in
the following areas: psychological assess-
ment, severe mental illness, psychometrics,
health behaviors, and suicide. Students can
also work with faculty in areas such as psy-
chology and the law, biological bases of be-
havior, child development, personal
relationships, spirituality, gerontology, and
gambling. For additional information on
faculty and research, please see our Web site
at http://www.uni.edu/psych/grad.

• Student Placement

Following completion of the program,
approximately half of our students apply to
academically based doctoral programs in
clinical, counseling, and educational psy-
chology. Of those students who apply,
nearly all have been admitted to one or
more programs. Most of our students have
been successful in waiving their thesis re-
quirement, as well as a few course require-
ments at their prospective doctoral
program, due to their graduate work at the
University of Northern Iowa. Students re-
cently have been placed or accepted at Kent
State University, University of Kentucky,
University of Minnesota, University of
Akron, University of Mississippi, and oth-
ers. 

• Contact Information

Interested students are welcome to con-
tact the clinical or graduate coordinators, as
well as any of the faculty members.
Minority and international students are en-
couraged to apply.
CLINICAL AREA COORDINATORS:

Seth Brown, Ph.D.,  (319) 273-6091;
seth.brown@uni.edu 
John Williams, Ph.D.(319) 273-6297;
john.williams@uni.edu

COORDINATOR OF GRADUATE STUDIES: 
Helen C. Harton, Ph.D.,  (319) 273-
2235; helen.harton@uni.edu 

UNIVERSITY OF THE
PACIFIC

Master of Arts

Carolynn S. Kohn

• Program Mission and Overview

The psychology department at
University of the Pacific offers a program of
graduate study leading to the M.A. degree
in psychology with a behavioral emphasis.
We offer two tracks for students: an applied
track for those seeking jobs after graduation
and a doctoral preparation track for those
seeking to enter a doctoral program after
graduation. Research and applied experi-
ence are emphasized throughout the pro-
gram. Students complete a research
apprenticeship and an empirical thesis.
They receive applied experience in the de-
partment’s Psychology Clinic, learning to
do evaluations and therapy throughout the
2-year program. Applied experience is also
available in the department’s Community
Re-entry Program for the mentally dis-
abled, in Valley Mountain Regional Center
programs for the developmentally disabled,
and in other behavioral and medical/health
care settings in the local community. Our
program has a strong focus on applied be-
havioral analysis, behavior and cognitive
behavior therapy, and behavioral medicine.
We provide practica opportunities in the
areas of chronic mental illness, developmen-
tal disabilities, childhood behavior prob-
lems, behavioral medicine, health
psychology, behavior therapy, and brief psy-
chotherapy. Health care issues that can be
studied include stress management, man-
agement of depressive and anxiety symp-
toms, behavioral treatment of chronic
diseases, and assessment and treatment of
brain dysfunction. Students also work in the
on-site clinic with adults and families who
are experiencing parent-child problems, de-
pression, ADHD, anxiety, relationship
problems or who are requesting custody,  or
other types of psychological evaluations.
Our program is intended to provide exten-
sive experience with behavioral/clinical/
health care techniques; intense involvement
in designing, conducting, and evaluating
research; course work in theoretical and re-
search foundations of behavioral psychol-
ogy; and commitment to the development
of student potential by active, supportive,
involved faculty. 

Students must complete 26 units of
course work and 4 units of thesis, for a total
of 30 units (normally 18 the first year, and
12 the second year). Full-time students are
expected to spend four semesters and one
summer in residence in Stockton as part of
completing their program of studies. All
students complete a 1-year research ap-
prenticeship during the first year, and have
the option of choosing to continue as a re-
search apprentice in their second year.
Students also typically complete a 2-year
internship in the Psychology Clinic. We
typically accept 7 to 10 students per year,
allowing the faculty to give each student in-
dividualized time and attention.

The mission of our program is to focus
on behavioral psychology, including applied
behavior analysis, cognitive behavioral ther-
apy, and behavioral medicine/health care.
We provide students with multiple oppor-
tunities to gain applied experience, e.g., de-
partment-based Psychology Clinic, Com-
munity Re-entry Program, contracts with
Valley Mountain Regional Center and
Stockton Unified School District, as well as
research experience. We provide excellent
M.A.-level preparation for doctoral work,
with a course in research design, a mini-
mum 1-year research apprenticeship, an
empirical thesis requirement, and strong
emphasis on presenting research at confer-
ences and publishing in peer-reviewed jour-
nals, providing the kind of research
experience that doctoral programs seek in
their applicants. We provide graduate stu-
dents with ample opportunities to supervise
undergraduates who are learning behav-
ioral techniques, giving M.A. students su-
pervision experience that will help them
obtain quality jobs or secure positions in
doctoral programs. Finally, our mission is to
provide these opportunities to M.A. stu-
dents, giving them a strong foundation for
doctoral work, without the added stressor
of student loans; therefore, we provide stu-
dents with strong financial support while
they work on their M.A., including a sub-
stantial tuition remission and stipend re-
sulting in a total financial package of
$20,000+ per year.

• Training Model

Our training model is based on the
Boulder scientist-practitioner model. M.A.
students are encouraged to use scientific in-
quiry in their applied work and also to raise
applied questions to be answered by con-
ducting research. We also provide our M.A.
students with teaching and supervising ex-
periences, knowing that many of them will
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go on to teach and supervise in their doc-
toral programs and/or in their careers. We
also believe that faculty should serve as
models for students, and faculty actively
conduct and present their research at re-
gional and national conferences and provide
the necessary resources for graduate stu-
dents to conduct their own research. 

• Unique Aspects of the Program

Unique aspects of our program include
strong training in applied and research
skills, varied teaching and supervising expe-
riences, a tight-knit and supportive faculty,
and a strong financial aid package. We have
a flexible program that meets the needs of
diverse students whose goals are either to
obtain employment or enter into a doctoral
program upon graduating.

• Student Placement

Nearly all of our graduates have been ei-
ther accepted into doctoral programs or ob-
tained employment after graduating. Since
1999, 28% of our students have been ac-
cepted into doctoral programs nationwide
in clinical psychology (17%) and related
fields (11%), including health psychology,
behavioral analysis, and educational psy-
chology. Over half of our graduates (56%)
have obtained employment in the field of
behavioral analysis, including becoming
clinic directors, private vendors, and pro-
gram coordinators. Other students have
gone on to become research assistants (8%),
special education teachers (2%), and behav-
ioral medicine specialists (6%).

• Contact Information

Carolynn Kohn, Ph.D., BCBA,
Assistant Professor, Director, Graduate
Program in Psychology, Co-Director,
Psychology Clinic, University of the Pacific,
Department of Psychology, 3601 Pacific
Avenue, Stockton, CA 95211; 209-946-
7316; ckohn@pacific.edu.

WAKE FOREST
UNIVERSITY

Master of Arts

Dale Dagenbach

• Program Mission and Overview

The psychology department at Wake
Forest University offers a 2-year research-
oriented general master’s degree program.

The program is small by design, with typi-
cal classes of 12 students per year (24 total)
and a student-faculty ratio of less than 2:1
so that each student can receive extensive
individual attention. 

The program includes extensive research
experience and course work. The research
includes a first-year research apprenticeship
and project and a second-year thesis. In ad-
dition, small stipends are available to sup-
port summer research between the first and
second years.

The course work consists of eight core
courses and one elective. The eight core
courses are statistics and research methods
(2), developmental, cognitive, social, bio-
logical, learning and motivation, and per-
sonality. 

The program is designed primarily to
prepare students for further doctoral train-
ing in any area of psychology. Students typ-
ically choose to come to this program
because they want more experience before
committing to a Ph.D. program in a given
area or because they want to enhance the
likelihood of their acceptance into a top-tier
Ph.D. program in any area of psychology,
including clinical. In addition to preparing
students for doctoral training, the strong re-
search emphasis of the program also pro-
vides a good foundation for employment as
a research project manager or technician.

• Training Model

The research training follows an appren-
ticeship model. Students are assigned to a
faculty advisor at the beginning of the first
year on the basis of mutual research inter-
ests, with strong weight given to the stu-
dent’s preferences. Individual research
supervision varies according to the particu-
lar faculty mentor, but in all cases a first-
year research project is conducted that
culminates in a presentation to the psychol-
ogy department at the end of the first year.
Most of these also become future publica-
tions and/or conference presentations. 

The second-year thesis process has three
steps: A literature review paper is first re-
quired, followed by a thesis prospectus, and
finally submission of the thesis itself after
the data have been collected and analyzed. 

• Unique Aspects of the Program

There are a number of unique aspects of
our program. First, computer facilities and
support are very strong. We are one of the
most wired (and now wireless) campuses in
the United States, and each student is given
his or her own IBM Thinkpad laptop com-
puter upon arrival. Students have ready ac-

cess to the latest integrated office and statis-
tical software, a graphics lab, and connec-
tion to the campus mainframe.

The facilities also are noteworthy. In
1999, the psychology department moved
into over 30,000 square feet of space for of-
fices, classrooms, and labs in Greene Hall, a
beautiful, brand-new high-tech classroom
building. Space in Winston Hall was also
renovated for animal research. There is gen-
erous office and lounge space for students,
as well as a convenient departmental library.

For those interested in the biological and
clinical sides of the field, there are possible
connections with the Wake Forest
University School of Medicine and affiliated
graduate programs. A number of current
faculty have collaborations with colleagues
at the medical school, and student theses
often come out of those collaborations as
well.

• Student Placement

Approximately 70% of students in our
program go on to Ph.D. programs. Eight of
the 12 members of last year’s class, which
was fairly typical, went on for Ph.D.s at
University of Georgia (school), American
University (clinical), University of
Pittsburgh (health), Rice University ( indus-
trial-organizational), Duke University (so-
cial), University of Kentucky (cognitive),
and Kent State University (cognitive).

• Contact Information

Students interested in obtaining further
information may visit the Web site at
www.wfu.edu/academics/psychology/grad/
index.html. You also may contact the
Director of Graduate Studies, Dr. Dale
Dagenbach, at dagenbac@wfu.edu or
(336) 758-5740. "

TRAINING PROGRAM UPDATE: Master’s Programs in BT

MENTOR PROGRAM

The Student SIG 
is proud to announce 
its upcoming mentors:

SEPTEMBER: Michael Zvolensky
OCTOBER:  Michael Otto
NOVEMBER: Patricia Resick
DECEMBER: Gayle Iwamasa

To join the Student SIG and its listserve,
send an email to Todd Smitherman:

smitht7@auburn.edu.

on-line
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Nancy Heiser, Ph.D., Independent contrac-
tor, Maria Cohn, Ph.D. & Associates (graduate
student, University of Maryland College Park,
1998–2004)

On December 19, 2004, after being my
major professor and mentor for nearly 7
years, Dr. Samuel M. Turner “hooded” me
at my graduation ceremony at the
University of Maryland, College Park. I
came to realize much too soon afterwards
just how momentous and bittersweet this
ceremony was. At his memorial service in
Georgia, when fellow psychologists were
asked to stand in honor of Dr. Turner as a
talented, accomplished, dedicated, and ve-
racious psychologist, it took me a moment
to realize that I could stand. I had gradu-
ated from student to colleague and was
proud to stand among the many psycholo-
gists who had followed in his footsteps, felt
the power of his influence, and appreciated
his unyielding pursuit of academic and clin-
ical excellence.

I first met Dr. Turner when I knocked on
his door, the day we both arrived at the
University of Maryland, and asked him if he
needed a research assistant. I was slated to
work with another faculty member, and Dr.
Turner, in his forthright manner, made it
clear that if I wanted to work with him, it
was all or nothing—I’m with him or I’m
not . . . and that is the way it went. As we
worked closely together crafting presenta-
tions, conducting literature reviews, prepar-
ing grants, and establishing the Maryland
Center for Anxiety Disorders, among the
many other demands and responsibilities of
academia, I came to learn that Dr. Turner
was supportive and encouraging but also
forceful and demanding. I came to learn
that actions mattered, not words.  There
was no wiggle room in his lab; the standards
were clear and enforced. 

More importantly, however, I learned
that Dr. Turner had an unwavering confi-
dence in me. He never questioned my ability
to become a researcher and a clinician. I
learned over time that he was more obser-
vant and accepting of my strengths and

weaknesses than I ever imagined. When I
began clinical work with my own apparent
severe anxiety, keeping with his theoretical
model, he did not talk to me about it or
raise it as an issue, but instead, had me con-
tinue to do the work, over and over. And so,
I learned firsthand that exposure does work.
Dr. Turner taught me the tenets of behav-
iorism and the merits of behavior therapy,
primarily through his detailed, perceptive,
and pointed conceptualizations of clinical
cases during many lengthy and challenging
supervision sessions.

Although Dr. Turner kept his relation-
ship with students very professional, I be-
came attached to him. He had a very soft
side and reached out to me in his private,
quiet way. I remember him calling me to his
office in a firm voice, only to find him wait-
ing to show me a digital picture of his
granddaughter on his computer. I thought
he might cringe at the news I was pregnant
in the middle of my graduate career, lest it
slow down my research productivity, but in-
stead, he spent considerable time convinc-
ing me to take a full semester of maternity
leave, rather than just 6 weeks. And, Dr.
Turner made me laugh—from the stories he
told about growing up in the deep South,
the rewards and toils of graduate school and
an academic career, and his many and wide
travels, to his wit about human nature. 

I hope Sam knew, through my actions,
behaviors, and loyalty, what a special place
he holds in my life and my heart. I suspect
he did. I feel his presence in everything I do
today as a psychologist and I will miss being
able to call on his guidance and strength
during my career. I continued to work in his
research lab after my graduation, in part to
avoid saying goodbye. But, now, after truly
being with him, giving him my all for 7
years, I have to say goodbye. I will miss him
dearly, as will others who respected him, felt
an attachment to him, and came to know
and appreciate his generous and gentle side. 

Robin Yeganeh, M.A., University of
Maryland at College Park (research assistant

and graduate student, University of Maryland,
College Park, 1998–2005)

I worked with Dr. Sam Turner on a daily
basis at the University of Maryland at
College Park while under the primary men-
torship of Dr. Deborah Beidel. My life has
been greatly influenced as a result of their
investment in my training.  I first worked
with Dr. Turner as an undergraduate re-
search assistant and soon after as a doctoral
student conducting research and treating
anxiety disorders. The following are just a
few thoughts that cross my mind when I re-
flect on what I know of my second mentor.
Dr. Turner was a true behaviorist and made
sure that, at a minimum, his students un-
derstood how to incorporate an empirical
approach into the practice of psychother-
apy. He had a very strong personality and
held his beliefs and opinions with a sturdy
grip. When he was asked for his opinion, he
was not shy about giving it. Dr. Turner also
had extremely high expectations for his stu-
dents because he wanted his lab’s treat-
ments and research to be done in the way he
considered proper. When Dr. Turner ac-
knowledged me for my work in evaluation
letters, it meant a lot because he was not the
type to give compliments loosely.  

Since his passing, I have spent a great
deal of time reflecting on the 7 years that I
knew Dr. Turner. I realize now that the
amount of time and effort that he was will-
ing to put into just one student or one clini-
cal case was exceptional. Commonly, Dr.
Turner spent 45 minutes or more on a stu-
dent’s case conceptualization. I believe this
was because he had a genuine need to teach
what he believed was the best treatment, no
matter how long it took the student to “get
it,” or how many times he had to explain his
theory. I think most people who have
worked for Dr. Turner found it both chal-
lenging and intellectually stimulating.
Although most people knew Dr. Turner as
the accomplished clinical psychologist and
researcher, most did not know of his per-
sonal characteristics outside of the work-
place. 

In Memoriam

More Memories of Sam Turner
This tribute is continued from the June issue of tBT.
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When I visited Dr. Turner in his home
around the holidays, I had the pleasure of
seeing a different side of him. He and his
wife always greeted me with warmth, and
were most gracious. He always had a kind
smile on his face. We spoke of politics,
world cultures, history, and music. He was
well read in many areas of science and an-
thropology and this made for interesting
conversations. As a host, Dr. Turner put his
status aside and asked students what they
would like to drink. He was a multifaceted
man, and I regret that I will not be able to
develop a more casual relationship with him
at the conclusion of my graduate training.
The thought that he will not be there when
I defend my doctoral dissertation this sum-
mer is painful. I will always be thankful for
the energy he put forth to train me. I will
miss Dr. Turner’s guidance and looks of ap-
proval. Most of all I will miss the times
when we laughed together.  

. . .

Courtney Ferrell, Ph.D., National Institute
of Mental Health (graduate student, University of
Maryland, College Park, 1999–2004)

I remember the first time that I met Dr.
Turner; he was sitting back in his office, lis-
tening to jazz, and tapping his foot. To me,
this was an amazing sight, because it was
the first time that I had the opportunity to
work with a professor who looked like me. I
had spent all of my education before gradu-
ate school in locations where I did not have a
role model of color. Dr. Turner was about to
become the first prominent African
American role model in my life, aside from
my parents. I did not realize the impact that
this would have until much later in my
graduate career. I knew that it was going to
be important to see Dr. Turner in his leader-
ship role and know that it would be possible
for a minority person to hold a position like
his, but I soon came to realize that having
him as a mentor would mean much more. 

Dr. Turner played a large part in why I
did so well in graduate school. Although
there were several challenges along the way,
from course work to clinical work to re-
search, nothing was as challenging as living
up to Dr. Turner’s expectations. I grew up in
a family where high expectations were the
norm, but I still was not quite prepared for
the ones that Dr. Turner had for me. He al-
ways pushed me just a little bit further than
even I thought I could go. For that, I am
grateful. He was always candid, regardless
of whether it was a job done well or a job
done not so well. When Dr. Turner gave me
a compliment, I knew that I had really done

something well. It came to the point where
I could not even think about turning in
something that was not my best work.
Hearing from Dr. Turner that he was proud
of me or that he thought I would be an ex-
ceptional psychologist, meant too much to
me for me to take for granted. I wanted to
live up to each and every expectation that
he had for me. 

I also have several great memories of Dr.
Turner’s “warm and fuzzy side,” a side that
many students did not get the chance to
see. For example, on my first trip to South
Carolina to collect data for one of the
grants, I was feeling somewhat down about
the fact that I would be spending my birth-
day away from family and friends. But Dr.
Turner was nice enough to make dinner
reservations for all of us at his club. When
we arrived at the restaurant, there was a
card at my place that read HAPPY BIRTHDAY!
I was really touched that he had remem-
bered. Of course, there were also the candid
camera moments that I first discovered on
this same trip to South Carolina. Dr. Turner
loved to take pictures of people, but not just
your ordinary “smile for the camera” pic-
tures. He loved to capture people when
they would least expect it. For example,
there are several shots of me making weird
faces as I am conducting a social skills ther-
apy group with socially anxious youngsters. 

And then there was the Christmas party
at his house where I discovered the “cool
side” of Dr. Turner. I often think back to my
total amazement when looking through his
CD collection, I recognized CDs from the
latest R&B singers like Alicia Keys and Jill
Scott. All I could think was, “Wow, is Dr.
Turner really this cool?” 

I smile as I sit here and write about these
memories of Dr. Turner and hope that they
will bring a smile to others who knew him
well. I shall miss him greatly, but I am for-
ever thankful for the time that I have
known him and for what he has brought to
my life. I will remember the expectations
that he had for me and will continue to use
them to push myself forward just a little bit
more. And who knows, maybe one day I
can be the mentor to someone else that he
was for me.

. . .

Kimberly Adams, M.A., University of
Maryland, College Park (graduate student,
University of Maryland, College Park,
2001–2005)

I will remember Dr. Samuel Turner as a
man I was proud to have known. I liked him
from the moment that I met him—in his

office during the interview process at the
University of Maryland. At that time, I was
completely unaware of his fearsome reputa-
tion, both as a brilliant researcher and intel-
lectual, and a man who only the foolish
would dare to cross. Thus ignorant, I was
quite comfortable in his presence and we
settled in for a brief and friendly chat. I left
his office with a very good feeling—the feel-
ing that I would be accepted into the pro-
gram. And I was. I believe that it was
largely due to his influence. 

By the time I became acquainted with
Dr. Turner’s reputation, it was too late—I
liked him too much to be intimidated by
him. I came to look upon him as a mentor,
even though I didn’t get a chance to see him
nearly as much as I would have liked,
largely due to our busy schedules and our
locations in different buildings. However,
when I was going through a difficult time in
school that caused a crisis of confidence and
a deep uncertainty regarding my abilities,
Dr. Turner demonstrated the depth of his
kindness by consoling and encouraging me,
reminding me that I was capable because I
had been admitted into the program, and
stating that he was completely confident
that I would persevere and ultimately be
victorious. Throughout my years in the pro-
gram, he occasionally commented on my
dedication, insight, and intelligence—al-
ways at the times when I needed it the
most. Everyone who has been a graduate
student in a similar program knows that en-
couragement comes rarely, and when it
comes, it is often sparse. Therefore, positive
comments from a man of his standing were
surprising and gratifying, much more so
than he could ever have known. I think I
will best remember Dr. Turner for his con-
stant support, timely comfort, and unlim-
ited faith in my abilities. His tough exterior
shielded a heart that was gentle, benevo-
lent, humorous, and wise. In my opinion, he
was a prince among men. He will be greatly
missed.

. . .

Will M. Aklin, M.A., University of
Maryland, College Park (graduate student,
University of Maryland, College Park,
2001–2005)

It is with great humbleness and honor
that I share my reflection of what Dr.
Samuel Turner has meant to me. Over the 4
years that I knew Dr. Turner, he influenced
my life immensely. I valued his opinion
from the time that I interviewed with him
for admission into the University of
Maryland clinical program to our most re-

In Memory of Samuel M. Turner
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cent meeting about my dissertation project.
Dr. Turner is the type of person after whom
I want to model myself. He inspired me as
an African American male and continues to
provide an excellent example of what hard
work, dedication, and perseverance can pro-
duce. To me, this is so important, as there
are relatively few minority clinical psycholo-
gists, and the number becomes even smaller
when it comes to African American male
clinical psychologists. In this way, I feel very
fortunate to have worked with and learned
from one of the best. Ultimately, he has in-
spired me to become a great clinical psy-
chologist. 

Dr. Turner motivated many undergrad-
uate and graduate students to reach their
full potential. He also inspired clinicians
and researchers, as he moved the field of
psychology to new directions through his
articles, books, presentations and intriguing
ideas. But more importantly, he was a trail-
blazer. Dr. Turner was the first African
American to receive a Ph.D. in clinical psy-
chology from the University of Georgia. In
addition, he contributed significantly to
transforming the once community/clinical
psychology program at the University of
Maryland to a well-renowned clinical psy-
chology program (which is now in the top
echelon of clinical programs in the nation).
He set the bar high for himself, his students,
and others around him. This alone influ-
enced my work tremendously. 

By setting the bar high, I had to perform
my best to meet his expectations. His ex-
pectations, in turn, elevated me and my
ability to work hard and put forth work that
I did not know was possible. In my first
class with Dr. Turner, Introduction to
Clinical Psychology, I recall him saying,
“Job well done!” in reference to a presenta-
tion I had done. This was a very rewarding
moment for me. He also went out of his way
to congratulate me for successfully propos-
ing and defending my master’s thesis even
though he was not the chair of the commit-
tee. After being elected student representa-
tive to the clinical faculty, he highlighted
the magnitude of this position and told me
how proud he was of me. This was equally
rewarding. Having served as a liaison be-
tween the clinical students and faculty, I
was required to conduct meetings and nor-
mally wore business attire. A number of col-
leagues jokingly called me “Dr. Turner’s
clone.” They were not aware, however, that
their jokes were actually compliments.
Aside from being known for his profound
insight and brilliance, Dr. Turner was al-
ways well-dressed and very polished. 

Though this is a very poignant moment
for me, I am at ease for a number of reasons.
Dr. Turner was one of our most devoted,
visible, and visionary leaders, and he put
forth a noble legacy that will not be forgot-
ten. His influence will continue to be felt
throughout ABCT and the entire profession
of psychology. Most importantly, I am at
ease because I had the chance to express to
him what a great mentor he was to me and
how much he has influenced my short ca-
reer. I also had the chance to thank him for
his helpful comments and suggestions on
my comprehensive exam paper and count-
less other times that he lent his support. I
can only hope that Dr. Turner knew how
great of a role model he has been to me and
how much he was and is still appreciated.
The field of psychology has not only lost a
great clinical psychologist, but a confident
yet humble human being. His career will be
noted as one marked by excellence. 

Indeed, the thing that most impressed
me about Dr. Turner was that he reached
unbelievable heights not because of who he
was or the popularity that he experienced,
but because of the unrelenting work and
academic vigor that he brought to every en-
deavor. As I embark on the final stages of
my graduate career, with my dissertation
project and internship selection in near
sight, I now have a better sense of the type
of work that is acceptable in Dr. Turner’s
view, after having worked so closely with
him. I know I have my work cut out for me,
but I am ready for the challenge. I will con-
tinue to make him proud. His legacy will
live on and so will his influence. 

. . .

Yamalis Diaz, B.A., University of Maryland,
College Park (graduate student, University of
Maryland, College Park, 2002–2005)

In the short time I knew him, I came to
regard Dr. Turner as a mentor. When I ar-
rived at the University of Maryland in Fall
2002, my first impression was that he was
“the boss.” Dr. Turner earned and deserved
the level of respect that students and faculty
alike showed him. On the other hand, I was
immediately comfortable talking with him
about clinical and professional issues.
Through these interactions, I came to ad-
mire Dr. Turner as a personal mentor. He
was willing to discuss many aspects of clini-
cal psychology with me, despite the fact
that he was always very busy and he was not
my faculty advisor. He also kept me in-
formed about upcoming opportunities that
might enhance my graduate school experi-
ence. Indeed, he told me about an NIH mi-

nority fellowship and later agreed to serve
as a senior research mentor for that fellow-
ship. When I asked him to serve on my
Master’s committee, he readily agreed.
Soon after, he became ill, but true to form,
he asked for a copy of the thesis so that he
could provide feedback. It always surprised
me that he took the time to do things like
this for me considering the number of com-
mitments he already had. 

In addition to these interactions, I very
much enjoyed my first graduate class,
Introduction to Clinical Psychology, with
Dr. Turner. In class, students were asked to
present summaries of different articles. He
often joked about the unusually long
amount of time it took me to summarize an
article, pointing out that I had essentially
rewritten each sentence and had managed
to be more verbose than him! This became a
running joke in the class. During moments
like this, I noticed that while Dr. Turner was
certainly “the boss,” who presented a very
professional demeanor at all times, he had a
very kind and good-humored manner that
some may have missed. But it was always
obvious to me. 

Along with his endless contributions as a
distinguished researcher and mentor, Dr.
Turner’s commitment to minority students
is worthy of particular tribute. In the 3 years
I have been at the University of Maryland, I
have become convinced that Dr. Turner was
dedicated to increasing the representation
of minority students in this program. In
fact, most of the current minority students
were admitted when he was the Director of
Clinical Training. I greatly admire and re-
spect him for this given the lack of minority
representation in the field as a whole. 

I have nothing but fond memories of
Dr. Turner. Given his role in my graduate
school experience and professional develop-
ment to date, I will always regard him as a
mentor and hold him in very high regard.
Though his passing leaves many people
deeply saddened, I am comforted in know-
ing that his contributions to the field of psy-
chology and his impact on many students
will always be remembered. 

. . .

Tyish S. Hall Brown, M.A. (graduate stu-
dent, University of Maryland, College Park,
2002–2005)

As always, when someone touches your
life in a special way, it is hard to say good-
bye. Dr. Turner was an inspiration to me in
more ways than one. He took a chance on
me as a student with little research experi-
ence and gave me an opportunity to pursue

In Memory of Samuel M. Turner
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a lifelong dream of becoming a clinical psy-
chologist. He was an excellent mentor, with
incredible patience and a tremendous gift
for teaching. Dr. Turner had a way of guiding
me through difficult tasks and challenging
me to the limit, while supporting me every
step of the way. He was a stern advisor at
times, critically evaluating tasks. Yet, he
freely gave compliments when he felt they
were deserved. He was a courageous man,
voicing his opinions despite what others
thought. Dr. Turner commanded respect
through both his actions and his words. His
strength was unyielding as he went about
his daily activities despite his illness. He
never once complained or abandoned his re-
sponsibilities as an advisor even at the very
end. I am proud to have been his student,
and I take this chance to celebrate his life.

It is amazing to think about how many
lives Dr. Turner has influenced in a positive
way. Through his research, clinical work,
conference talks, teaching, and mentorship,
thousands of lives have been improved and
inspired. I know that mine has been. I will
always remember him for his sharp suits
and matching accessories, his warm laugh,
and his brilliant mind. I am so thankful to
have had the opportunity to learn from
him, and I will always strive to follow in his
footsteps, footsteps that pointed toward ex-
cellence.

. . .

Brooke Stipelman, B.A., University of
Maryland, College Park (graduate student,
University of Maryland, College Park,
2003–2005)

Although Dr. Turner was only my men-
tor for the last year and a half, I gained an
immeasurable amount of admiration for
him as a teacher and a person. He was a bril-
liant scientist and clinician who was always
very devoted to his students, despite his
hectic schedule. Even as he was sick and
dealing with his own personal issues, he al-
ways made time for me and was willing to
put aside what was going on his own life to
help me with whatever I needed. One time
when I went to him with a question regard-
ing a complex theory, he took the time to sit
with me and explain until I understood.
From that time on, without my prompting,

he occasionally left relevant book chapters
and articles in my mailbox with notes at-
tached, explaining how these readings tied
into the conversation we once had. It was a
small gesture, but very meaningful because
it made me feel like his students were spe-
cial to him, and that he thought of us even
when we were not around. It was important
to him that we were educated beyond just a
superficial level, which set him apart from
other mentors. I will also miss Dr. Turner’s
colorful stories about patients he once
treated. He had a story for almost any situa-
tion. He had a wonderful sense of humor,
and his anecdotes often added a touch of
levity to our meetings. 

Dr. Turner was truly a gifted and inspi-
rational faculty mentor for whom I have
nothing but profound respect. With his
passing, the field of clinical psychology has
suffered an incredible loss. Although I
would have enjoyed spending the remain-
der of my graduate school career under his
guidance, In the year and half that I had the
pleasure of working with him I learned
from someone who truly enjoyed his work
and was eager to share his enthusiasm and
expertise with others. I will take away valu-
able knowledge that I hope to one day share
with others and fond memories that I will
always hold in my heart. He will be missed. 

. . .

S. Lloyd Williams, Ph.D., University of
Basel, Switzerland (Postdoc, University of
Pittsburgh, 1982–1984)

I would like to say a few words about
Sam Turner. He was an important mentor
and teacher to me, an inspiring model of
clinical and research excellence who had a
lasting impact on my work. Under Sam’s
mentorship, I completed a postdoctoral fel-
lowship from 1982 until 1984 in the
Anxiety Disorders Clinic Sam directed
within Western Psychiatric Institute and
Clinic (WPIC) of the University of
Pittsburgh. It was under his guidance dur-
ing this period that I learned most of what I
know about conducting psychopathology
and psychotherapy research in a large clinical
research setting. 

Sam always had good advice, both scien-
tific and parascientific. He was always sup-

portive of my work and my career. In fact,
he offered me more generous support than I
was wise enough to accept. He thought that
given my interests, my background train-
ing in experimental personality and psy-
chopathology research could profitably be
supplemented by broader general clinical
psychology training. So he offered to struc-
ture and direct 1 year of my 2-year postdoc
as a psychology internship similar to the
predoctoral internship that he directed at
WPIC. Despite my declining to accept his
generous offer and the wise counsel that
went with it, Sam remained my warm sup-
porter and friend throughout the post-doc
and beyond. Sam could sometimes be stern
when a trainee or intern had fallen short,
but he was gentle with me. I felt from him
only the power of positive reinforcement
and positive modeling and instruction. We
collaborated fruitfully on several research
projects on the nature and treatment of
anxiety disorders, and he helped me make
the transition from graduate student to as-
sistant professor in ways too numerous to
count. 

An historical footnote of yet another of
Sam’s lasting contributions to anxiety re-
search is his critical part in the 1983 birth of
the annual abstracts book of the ABCT
Anxiety Disorders Special Interest Group,
now in its 22nd year. Dianne Chambless
was chair of what was then the AABT
Phobia SIG, and she asked me to compile
for the SIG a list of anxiety-related papers
from the past year. I thought it a good idea to
not just list the citation data, but reproduce
the abstracts too. Sam supported the pro-
ject, and the result was the first annual ab-
stract book, compiled and published in the
WPIC Anxiety Disorders Clinic, but
anonymously and without acknowledge-
ment of Sam’s or the Clinic’s part in its cre-
ation.

Sam’s premature death grieves me
deeply. It is also a grievous loss for those
with anxiety-related problems, whose suf-
fering he so passionately wanted to allevi-
ate. "

1ST ASIAN COGNITIVE BEHAVIOR THERAPY CONFERENCE
Campus of Chinese University of Hong Kong
Shatin NT, Hong Kong
May 29-30, 2006

contact: Professor Tian Po Oei
email: asiancbt@psy.uq.edu.au
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Mark your calendars—ABCT’s
2005 annual convention will be
held November 17–20 in

Washington, DC! With its backdrop of
monuments and memorials, neoclassical
government buildings, museums, eclectic
neighborhoods, world-class restaurants,
lively nightlife, and a performing arts scene
second to only New York City in theatre
seats, Washington represents an ideal con-
vention city. Whether you are an ABCT
newcomer or convention veteran, you are
sure to enjoy this year’s exciting ABCT con-
vention program as well as spending time in
our nation’s capital.

Hotel and Immediate Surroundings

The meeting will take place at the
Hilton Washington (1919 Connecticut
Ave. NW; 202-483-3000). The Hilton is
located in the vibrant, cosmopolitan
Dupont Circle neighborhood known for its
charming Victorian row houses, many of
which have been converted into embassies,
ethnic restaurants, sidewalk cafés, coffee
bars, boutiques, bookstores, or private art
galleries. The area features some unique
museums including The Phillips Collection,
the first modern art museum in the U.S.,
featuring works by Cezanne, Picasso, and
Renoir, to name a few. The centerpiece of
the Dupont community—an urban park
with the white marble Dupont Memorial
Fountain—will undoubtedly provide inter-
esting people-watching opportunities be-
tween convention activities.

Planes, Trains, and Automobiles:
Getting to DC

With its comprehensive air and rail ser-
vice, it is relatively easy to get to
Washington, DC, from just about any-
where in the world. The closest airport is
the Ronald Reagan Washington National
Aiport (DCA). A cab to the Washington
Hilton will cost $18, plus tip. SuperShuttle is
available at $12, and if you are traveling as a
group additional people on SuperShuttle
are $8 each. Two other airports serve the

DC area: Dulles Internationaal (IAD) is 26
miles west of DC and a taxi ride of approxi-
mately $40 and Baltimore/Washington
International Airport (BWI) is 30 miles east
of DC and a taxi ride of approximately $45. 

There is a full schedule of Amtrak trains
into DC’s Union Station and a taxi to the
hotel will run $11. To make your
SuperShuttle reservation, call 1-800-
BLUEVAN.

Public Transportation: The Key to
Getting Around in DC

Once you’ve arrived, Metrorail (A.K.A.
“the Metro”) and the Metrobus system pro-
vide the most efficient means to get around
Washington, DC. Brown pylons, capped
with an “M,” mark the Metro station en-
trances. The five Metrorail lines are color
coded (red, yellow, blue, green, and orange),
and maps highlighted by colored stripes in-
dicate the available lines at any given sta-
tion. From the Hilton, simply walk four
blocks south on Connecticut Avenue to Q
Street to locate the Dupont Circle Metro
Station (on the red line). The Metro opens
at 5:00 A.M. on weekdays and at 7:00 A.M.
on weekends and closes at midnight
Sunday–Thursday and at 3:00 A.M.
Friday–Saturday. One-way Metrorail fares
vary with time of day and distance traveled
and range from $1.35 to $3.90. 

Weather

In November, the average high temper-
ature in Washington, DC, is 57 degrees
Fahrenheit. The average low average tem-
perature is 39 degrees Fahrenheit.

On Being a Tourist in DC: Things to Do

As you might imagine, Washington,
DC, plays host to a constantly revolving se-
ries of events and opportunities for enter-
tainment ranging from the arenas to the
small club venues. The Friday Washington
Post’s Weekend section and Washingtonian
magazine are great local resources to find
what’s hot and happening. You can also
visit Washingtonian magazine’s Web site

(http://www.washingtonian.com) and click
on ARTS AND ENTERTAINMENT for a local cal-
endar of events or the Washington Post’s Web
site (http://www.washingtonpost.com) and
click on ENTERTAINMENT GUIDE.

The National Mall

If it is your first time in DC, you will
probably want to set out for the National
Mall to tour its well-known monuments
and memorials. Affectionately known as the
“nation’s front yard,” the Mall occupies the
space between the Potomac River and
Reflecting Pool. Here, among other things, is
where you will find the Washington
Monument; the Lincoln, Jefferson and
Franklin Delano Roosevelt Memorials; the
Korean War Veterans Memorial, and the
Vietnam Veterans Memorial. For informa-
tion about visiting the Mall, contact the
National Park Service (202-426-6841;
http://www.nps.gov/nama/index.htm). 

The newest addition to the Mall is the
National World War II Memorial (17th St. &
Independence Ave., NW). Opened to the
public in 2004, this dramatic and powerful
memorial is flanked by the Washington
Monument to the east and the Lincoln
Memorial to the west. The memorial’s fea-
tures include two 43-foot arches, fifty-six
17-foot granite pillars for each state and ter-
ritory, and the Freedom Wall of 4,000
sculpted gold stars honoring those who
died.

A word to the wise: There is a tremen-
dous amount of walking involved in touring
the Mall area. Wear comfortable shoes and
attire. The visual phenomenon that mani-
fests while touring the Mall is the opposite
of the rearview mirror effect of “Objects are
closer than they appear.” When at one at-
traction, the others are deceptively farther
away than they appear. I find this to be par-
ticularly true of the Capitol Building.

Hopping aboard a sightseeing trolley is
a good way to take in a lot of the congres-
sionally authorized park icons and govern-
ment buildings in a short period of time.
Tourmobile Sightseeing (202-554-5100;
http://www.tourmobile.com) offers 40
stops around the Mall area and Arlington
National Cemetery (Kennedy graves and
Women in the Military Memorial).
Tourmobile’s unlimited all-day reboarding
allows you to customize your trip. You
choose where you’ll stop, how long to stay,
and where to go next. Tourmobile operates
9:30 A.M.–4:30 P.M. daily. You can purchase
Tourmobile tickets online or buy them at
the Washington Monument Kiosk (1401
Jefferson Drive, NW).

Convention 2005

ABCT Convention Returns to Our Nation’s
Capital 
Kelly J. Rohan, Local Arrangements Chair, Uniformed Services University of the
Health Sciences, Bethesda, MD
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An elegant and efficient way to see a lot
of stuff is to take a dinner cruise. The monu-
ments look splendid when they are illumi-
nated at night. The Odyssey (www.
odyssey.com, 1-888-741-0281) leaves from
Gangplank Marina (6th and Water Streets,
SW). Monday–Thursday board at 6:00
P.M., cruise 7:00–10:00 P.M. for $81; Friday
($88) and Saturday ($94) board at 7:00 P.M.
and cruise 8:00–11:00 P.M.; and Sunday
($81) board at 5:00 P.M. and cruise
6:00–9:00 P.M. The Odyssey also offers
brunch cruises on weekends for $52 with
11:15 A.M. board and 12:00–2:00 P.M.
cruise.

Smithsonian and Museums

The Smithsonian Institution Museums
(202-633-1000, www.smithsonian.org; all
open daily, 10:00 A.M.–5:30 P.M.) is a com-
plex of 15 museums, encompassing over a
dozen buildings and the National Zoo.
Some of the most popular Smithsonian mu-

seums include the National Air and Space
Museum (Wright Brothers’ 1903 Flyer,
Apollo 11 lunar command module, Albert
Einstein Planetarium), the National
Museum of Natural History (dinosaur fos-
sils, the 45.5-carat Hope Diamond, insect
zoo), and the National Museum of
American History (flag that inspired the
Star Spangled Banner, first ladies’ inaugural
gowns).

At the National Zoological Park, you
can view thousands of exotic animals, in-
cluding two giant pandas, and, after many
failed mating attempts and much anticipa-
tion, the new baby boy panda. Hopefully by
November, Mama panda, Mei Xiang, will
be comfortable leaving her cub, born on
July 9, from time to time so visitors can get
a look at him. The National Museum of the
American Indian, the newest of the
Smithsonian museums, opened its doors in
September 2004. The museum features ex-
hibitions on the ideas and experiences of in-
digenous peoples from across the Western
Hemisphere. Please note that the
Smithsonian American Art Museum is
closed for renovations until 2006.

Book early for the National Holocaust
Memorial Museum (100 Raoul Wallenberg
Place, SW; 202-488-0400; www.ushmm.
org/museum; open daily 10:00 A.M.–5:30
P.M.). Passes, which are free, can be ordered in
advance with a convenience fee at
http://www.tickets.com or 1-800-4000-
9373. Also book early for the new and pop-
ular International Spy Museum, which
opened in 2002 (800 F St., NW; 202-EYE-
SPY-YOU; www.spymuseum.org; open
daily, 10:00 A.M.–6:00 P.M. with last admis-
sion at 4:00 P.M.; $14 general admission).
The Spy Museum is the world’s only public
museum dedicated to espionage, with a
large collection of international espionage
artifacts. 

Art Galleries

European and American masterpieces
and the only Leonardo da Vinci painting in
North America are on display at the
National Gallery of Art (On the Mall at 3rd
& 7th Streets on Constitution Ave., NW;
202-737-4215; http://www.nga.gov; open
Monday–Saturday, 10:00 A.M.–5:00 P.M.
and Sunday, 11:00 A.M.–6:00 P.M.). The
National Gallery also has an outdoor sculp-
ture garden featuring bold works and an
ice-skating rink, open November–April.
The Corcoran Gallery of Art (500 17th St.,
NW; 202-639-1700; www.corcoran.org),
DC’s oldest art museum, is known for its
distinguished collection of modern

American art and European paintings and
sculptures [open Wednesday–Sunday
10:00 A.M.–5:00 P.M. (to 9:00 P.M.
Thursday) and closed Monday and Tuesday;
admission $6.75 for adults and free for chil-
dren].

Theatre

Thursday through Saturday nights dur-
ing the convention, the John F. Kennedy
Center for the Performing Arts (2700 F
Street, NW; 1-800-444-1324; http://www.
kennedy-center.org) will feature the
Washington National Opera’s presentation
of Gershwin’s Porgy and Bess.

Nightlife and Music Scene

The U Street neighborhood became
known as “Black Broadway” because sev-
eral leading pioneers of jazz music trained
and performed there, including Duke
Ellington, Cab Calloway, and Ella
Fitzgerald. Today, U Street is a growing des-
tination for jazz aficionados and is seeing a
revival with a resurgence of nightclubs, ren-
ovation of its historic buildings, and a new
Metro stop (U Street Cardozo Station on the
green line).

Adams Morgan (18th St. & Columbia
Rd., NW; Woodley Park-Zoo/Adams
Morgan Metro stop on red line) is the young
professionals’ favorite hotspot for music,
dancing, and bars in DC. Adams Morgan is
a funky, eclectic neighborhood offering di-
verse options for late-night entertainment.
Georgetown offers a lively night scene that
caters to a slightly younger (college-aged)
crowd. Georgetown is not accessible via
Metro; however, you can take the
Georgetown Metro Connection from the
Dupont Circle Metro station at the corner
of Sunderland and 19th St., NW. Buses
leave every 10 minutes, and fares are
$.35–$1.00.

Shopping

The 19th-century row-house neighbor-
hood of Adams Morgan, noted above for its
nightlife, offers a Bohemian shopping expe-
rience in a multicultural bazaarlike atmos-
phere. An impromptu stroll around Adams
Morgan will be memorable for its bustling
boutiques and hip specialty stores.
Georgetown Park (3222 M St., NW; 202-
342-8190; www.shopsatgeorgetownpark.
com) is a multiple-level shopping center
that houses over 100 boutiques and shops
(open Monday–Saturday, 10:00 A.M.–9:00
P.M.; Sunday, noon–6:00 P.M.). As the name
implies, the Old Post Office Pavilion (1100
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Pennsylvania Ave., NW; 202-289-4224;
http://www.oldpostofficedc.com) is a for-
mer post office. It is now a shopping center
with an international food court, crowned
by a dramatic 315-foot clock tower (open
Monday–Saturday, 10:00 A.M.–7:00 P.M.;
Sunday, noon–6:00 P.M.).

To immerse yourself in a unique DC
shopping experience, visit Eastern Market
(225 7th St., SE; www.easternmarket.net).
Eastern Market is an amazing open-air
European-style market on Capitol Hill and
the sole survivor of DC’s 19th-century mar-
kets. Surrounded by colorful flower stands,
you can enjoy heavenly breakfasts and sift
through fresh produce and cheeses. In the
arts-and-crafts section, you can find home-
made soaps and jewelry, tarot card readings,
and much more. There are several sections
to Eastern Market (e.g., food merchants,
arts-and-crafts fair, farmers market, flea
market), and each section has different
hours of operation. However, most sections
of the market are open and bustling on
weekend mornings. Take the Metro to
Eastern Market Station on the orange and
blue lines.

Food, Marvelous Food!

On the whole, we ABCT-goers do like to
eat, and DC will not disappoint. Just about
any kind of food, including all ethnic vari-
eties, can be found here. Please stop by the
ABCT Local Arrangements table for rec-
ommendations and a restaurant guide. If
you would like to search for interesting
restaurants on your own, Washingtonian
magazine offers a free and user-friendly
Web site where you can read reviews and
search for restaurants by neighborhood,
type of food, and price range (www.wash-
ingtonian.com/dining). If you want to go all
out, you can also view this year’s list of the
“100 Very Best Restaurants” in DC,
Maryland, and Virginia (www.washington-
ian.com/dining/05vbcontents.html). It is a
good idea to make reservations as these in-
demand upscale restaurants book early. If
you are a starving graduate student looking
for a great meal in DC, check out the
“Cheap Eats” list of the 100 Best Bargain
Restaurants (www.washingtonian.com/
dining/cheapeats/05.html).

We hope that you enjoy the 2005 ABCT
convention program and that you can also
make some time to journey into DC’s soul.
Please visit me and other Washingtonians
who belong to ABCT at the Local
Arrangements table for more suggestions
to make your visit an enjoyable one. "
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Recently I had the opportunity to re-
turn to my internship alma mater to
present Grand Rounds and discuss

career-development issues with the current
group of psychology interns. As is common
for mentoring events of this kind, discus-
sions turned to the role of publications in
advertising one’s areas of interest, compe-
tence, and productivity for future employ-
ment. I found myself saying the usual
things about publications as they appear in a
CV, including the balance of first-author-
ships and coauthorships, attention to the
importance of publications rather than sim-
ply their number, and the need for a the-
matic series of publications that would
allow the intern to best advertise her or his
expertise in the job market. 

Upon my return from this meeting,
however, I wondered whether I had done
my audience a disservice. After all, writing
lots of papers, particularly important pa-
pers, is hard work. Had I condemned this
class of interns to a life of Hard Work? Then
it struck me; perhaps there were strategies
for establishing a memorable presence in
the field that require less dramatic effort. It
is in response to this line of self-inquiry that
I write the following, freely offering up a
new strategy for citation/CV-building. 

The key, of course, is well-crafted collab-
orations. I know this sounds like old ad-
vice—that collaboration with productive
individuals is career enhancing—but my
purpose is not to draw your attention to col-
laborator productivity or their standing in
the field, but to the value of their surname
outright. This strategy works for investiga-
tors at every level of seniority. Allow me to
provide some examples, starting with a rec-
ommendation for our current ABCT presi-
dent, Gayle Beck. Would it not make sense
for Gayle to team up with someone like
Joseph Call, who does work on the use of so-
cial interaction and social problem solving
in primates, to study dominance and com-
munication patterns in marital relation-
ships? As for me, I can hardly wait to cite
the Beck and Call paper on Dominance
Patterns in Couples Communications.
Likewise, imagine how memorable the
paper would be if Tim Brown, Associate

Editor of Behavior Therapy, were to team up
with Robert Ian (who has authored papers
on educational issues and public safety) for a
paper on educational issues in graduate
training programs in psychology. No doubt
the Brown-Ian paper on the “Movement of
Graduate Students Toward Dissertation
Completion” would become a classic cita-
tion. 

Although senior investigators can benefit
from this strategy, it is even more important
for junior faculty. For example, I recom-
mend that the new assistant professor at the
University of Arkansas, Matt Feldner, team
up with Laura Mee, who is a coauthor on in-
vestigations of PTSD in medical popula-
tions, to produce the Feldner-Mee
investigations on the “Prevalence of PTSD
in Loggers” (please read aloud if you are not
following me here). At the mid-level, Yale
Assistant Professor specializing in general-
ized anxiety disorder, Doug Mennin, could
do well to collaborate with Donald Black,
also an anxiety researcher, to produce the
Mennin-Black paper on “Worries About
Alien Abduction.”

I should make clear that I am eager to
follow this strategy myself. Soon I will be
contacting Richard Mattick, a researcher in
social phobia, to propose the Otto-Mattick
paper on “Non-Effortful Processing of
Social-Threat Stimuli.”  Staying in the area
of social phobia (remember that a thematic
CV is still important), I will next contact
Paul Tom to expand his work on anxiety
and affective disorders to a more detailed
study of the determinants of facial flushing.
I will generously suggest that he take the
first author role, and look forward to the
impact of the Tom-Otto article on “Facial
Flushing Intensity During Public
Speaking” on the field, and particularly, on
my CV.

To psychology interns, I hope that this
advice on how to increase the citation im-
pact of your future work is taken with all
the gravity with which it is offered. If these
strategies don’t work, you can always rely
on the tired old standbys: good ideas com-
bined with hard work and collaborative
support. "

Lighter Side

Noise From the President-Elect: Advice to
Interns and Faculty Everywhere
Michael W. Otto, Boston University
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Book Reviews

Causes of Conduct
Disorder and
Juvenile
Delinquency
Edited by Benjamin B.
Lahey, Terrie E. Moffitt,
and Avshalom Caspi
(2003)
New York: The Guilford
Press

Reviewed by Tana L. Clarke & Andrea
M. Chronis, University of Maryland,
College Park

Early conceptualizations of the etiology and
development of child and adolescent con-
duct problems have contributed much-
needed information regarding the correlates
of antisocial behavior in youth, but research
has largely failed to identify causes of con-
duct problems. In recognizing the limita-
tions of the available literature, the editors
of Causes of Conduct Disorder and Juvenile
Delinquency have undertaken the task of
propelling the field toward an examination
of causal mechanisms. This text focuses al-
most exclusively on longitudinal investiga-
tions that elucidate the developmental
course and causal mechanisms at play in
conduct disorder. The editors have assem-
bled leaders in the field to outline their re-
spective theories. In each chapter, authors
attempt to advance these theories by offer-
ing testable hypotheses regarding causal
mechanisms that inform clinical practice.

The carefully chosen chapters of this vol-
ume represent diverse approaches to analyz-
ing the causes of antisocial behavior. There
are several factors that contribute to a
child’s success or failure at navigating his or
her way through developmental challenges.
In keeping with multifactorial nature of
conduct problems, the book does not focus
solely on one approach. Rather, while differ-
ent theories will emphasize different dimen-
sions of a multifactorial model, each theory
incorporates the complex, dynamic inter-
play between biological and psychosocial
factors, as well as between the individual

and his or her environment. Rutter opens
the book with a general discussion of the
empirical progression of risk indicator to
causal mechanism, which sets the tone for a
conscientious and critical examination of re-
search methodologies aimed at identifying
the varying pathways to juvenile delin-
quency. While observing that uncovering
the multifactorial nature of these paths is a
daunting task, Rutter notes that this text
summarizes many promising approaches to
accomplishing this goal. 

Because of the progressive nature of this
book, one almost forgets the wealth of clini-
cally relevant information about conduct
disorder that has accumulated. Under the
umbrella of several different integrative
theories, themes begin to emerge that are
relevant not only to researchers, but to clin-
icians as well. The book begins by examin-
ing general causal models, taking into
account group differences in gender and
ethnicity, as well as individual differences in
personality, genetics, caregiving, and neu-
robiology. Throughout this volume, the rec-
iprocal and complex nature of child and
contextual factors is illustrated. Specifically,
the reader begins to understand how chil-
dren born with risk factors such as a difficult
or reactive temperament or deficits in intel-
ligence combined with an inauspicious en-
vironment such as maladaptive parenting
or community violence, are vulnerable to
increased likelihood of conduct problems
and criminality. Later chapters present
more targeted causal models, one of which
desribes in detail how high irritability and
emotionality in infancy and toddlerhood
can combine with overstimulation on the
part of the parent to propel a young child
into disruptive school years. According to
this theory, the reverse may also be true:
when an infant is underaroused and care-
giving is characterized as understimulating,
the resulting pathway may be more likely to
lead to antisocial behavior. In a notable
chapter by Tremblay, it is suggested that, in
light of the decline in aggressive acts seen in
the majority of young children as they ma-
ture, we might view physical aggression as
being an unlearned process, rather than the
traditional conceptualization of aggression
as a learned behavior. So, rather than focus-
ing on how children with conduct problems
learn to be aggressive, we might consider
how other children learn to control their
natural tendency to be aggressive. Within
this model, treatments might focus on
teaching young children more socialized be-
haviors to replace “instinctive,” aggressive
behaviors.

The following chapters focus more on
pathways to juvenile delinquency and con-
duct problems. Chapters on executive func-
tioning, intelligence, and social information
processing are nicely set up by earlier chap-
ters that introduce these concepts. The final
chapters review the genetic, environmental,
and biological influences on antisocial be-
havior and continue to examine how spe-
cific individual vulnerabilities interact
within a broader model of the development
of criminality. The most refreshing aspect of
this book is that each theorist outlines
testable research hypotheses that are likely
to advance our understanding of develop-
mental psychopathology in their respective
areas of specialization,

In an ambitious undertaking, the editors
have succeeded in compiling an important
synthesis of progressive ideas that elucidate
causal mechanisms for conduct disorder and
juvenile delinquency. Because the authors
are cognizant of one another’s work and so
often discuss how their own theory com-
pares to other models, this volume often
reads like a dialogue between leading re-
searchers. Consistent with the developmen-
tal psychopathology perspective offered by
the editors, the book addresses factors that
have largely been ignored in conduct disor-
der literature, namely gender and race/eth-
nicity.

The risk and protective factors described
in this volume are useful for conceptualizing
and treating conduct disorder. Under-
standing that gender differences in social
contingencies may contribute to lower risk
for antisocial behavior in girls can prove
useful in the clinical setting. For example,
the book explains how this gender differ-
ence diminishes during adolescence as girls
broaden their association with opposite-sex
peers or find antisocial partners. In the con-
text of treatment, these environmental con-
tingencies become crucial in maintaining
antisocial behaviors and should be carefully
evaluated. Because risk and protective fac-
tors are constantly changing, both in the
maturing child and his or her dynamic envi-
ronment, repeated assessments of these fac-
tors are a fundamental part of treatment.
This book also highlights the importance of
early identification and treatment of chil-
dren with conduct problems, as early-onset
problems have consistently been associated
with poor developmental outcomes. The
trajectory of antisocial behavior is influ-
enced by numerous and ever-changing risk
and protective factors. Editors Lahey,
Moffitt, and Caspi have taken an important
first step in identifying the most salient
causal mechanisms of these factors. Causes of
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Conduct Disorder and Juvenile Delinquency is a
remarkable contribution to the literature,
providing an innovative look into existing
and future targets for intervention. "

Cognitive Therapy of
Schizophrenia

David G. Kingdon and
Douglas Turkington
(2005) 
New York: The Guilford
Press

Reviewed by Joanna Strong
Kinnaman, VA Maryland Health Care
System, and Melanie Bennett,
University of Maryland School of
Medicine

Cognitive Therapy of Schizophrenia is the first
book in a series of guides for individualized
evidence-based treatments (Series Editor:
Jacqueline B. Persons). The goals of the
book are to provide clinicians with a back-
ground in both schizophrenia and cognitive
therapy, as well as a practical guide for using
cognitive therapy techniques in treating
persons diagnosed with schizophrenia. This
book is aimed at clinicians at different levels
of experience who work regularly with this
population. This volume begins by empha-
sizing that although schizophrenia has tra-
ditionally been seen as a purely biological
disorder for which psychological interven-
tions would not be useful, cognitive therapy
can, in fact, have an impact on the distress-
ing symptoms that patients experience.

The authors present a helpful and de-
tailed review of the etiology and symptoma-
tology of schizophrenia based on the
biopsychosocial model of psychopathology.
Even more beneficial is the thorough review
of research that has demonstrated the effec-
tiveness of cognitive therapy and cognitive
behavioral therapy with persons with schiz-
ophrenia. The authors describe the existing
literature and also elucidate the populations
(e.g., patients under age 16) that have had
limited or no exposure to controlled trials of
cognitive therapy. 

The subsequent chapters provide a com-
prehensive framework for the process of
treatment of persons with schizophrenia. To
begin, several chapters are devoted to
methods of establishing an effective thera-
peutic relationship, including orienting pa-
tients to treatment as well as using
psychoeducation at the start of treatment to
help patients understand their illness. The
authors delineate the unique challenges of
building relationships with these patients,
and underscore the importance of thorough
and continual assessment in therapeutic
practice utilizing both nomothetic and idio-
graphic procedures. The authors consider
how medications and cognitive therapy can
be used together in treatment and recog-
nize the need for individualized planning
and goal setting, consistent with the recov-
ery model of treatment. 

One way in which this guide is particu-
larly effective is its thorough description of
how to use cognitive therapy to address the
multiple symptom domains seen in schizo-
phrenia, including positive symptoms, neg-
ative symptoms, and thought disorder. The
book provides an eye-opening conceptual-
ization of symptoms as malleable effects of
antecedents, which provides a clear ratio-
nale for the role of psychotherapy in the
treatment of schizophrenia patients. The
authors do an admirable job accounting for
the challenges of therapy with this popula-
tion. They devote one chapter to comorbid
conditions that can complicate treatment
and another to other difficulties that are
commonly encountered (e.g., working with
individuals who lack insight), as well as elu-
cidating possible pitfalls in the therapeutic
process throughout the book. 

Despite the obvious expertise of the au-
thors and thorough nature of the book, a
few matters deserve consideration. Readers
should approach this book as a guide that
needs to be read in its entirety rather than as
a step-by-step treatment manual. Although
the authors provide reproducible materials,
such as psychoeducational handouts in the
appendices, a companion handbook might
prove helpful for many busy clinicians.
Also, the authors place a well-guided em-
phasis on comprehensive, time-intensive as-
sessment and conceptualization. An
important practical consideration worthy of
discussion is how practitioners can utilize
this approach given the current, albeit un-
fortunate, milieu of time-limited treatment.
The book also utilizes four specific case ex-
amples to illustrate the process of assess-
ment and treatment. While these case
illustrations provide specific clinical anec-
dotes which are quite helpful, the break-

down of cases into subgroups (i.e., sensitivity,
traumatic, drug-related, and anxiety psy-
chosis) does not inform our understanding
of the disorder or its treatment. It seems
most important that treatment be concep-
tualized and implemented based on the in-
dividual rather than the clinical subtype
into which the person falls. Additionally,
the authors frequently draw upon their pro-
fessional experiences when describing the
process of treatment. Although the general
strategies are enlightening, presenting ad-
ditional specific descriptions of the treat-
ment process in terms of quantitative
results (e.g., frequencies with which persons
with schizophrenia keep thought diaries;
rates of engagement and dropout) would be
valuable. In the literature review and sug-
gestions for future directions, one missing
consideration is that future work in this area
should delineate the exact components of
cognitive and related therapies that are
helpful for persons with schizophrenia. 

In summary, this work from two leaders
in the field provides a thoughtful review of
cognitive therapy with persons with schizo-
phrenia. The authors have drawn on their
many years of clinical experience to provide
a balanced view of treatment planning and
implementation as well as barriers to
achieving successful outcomes. This volume
will provide excellent training for treatment
teams that are moving from utilizing the
medical model to more rehabilitative,
biopsychosocial approaches and want to im-
plement evidence-based treatments. Any
clinician—novice or seasoned—would
likely improve their conceptualization of
psychotherapy for persons with schizophre-
nia after reading this book. As such, instruc-
tors should consider adding this as required
reading for trainees. If the obvious expertise
of the authors in this volume is any indica-
tion of what can be anticipated, we look for-
ward to future volumes in this series. "

ABCT

ANNUAL CONVENTION

STUDENT SIG MEETING

9–10:30 A.M.

“The Implications of ACT”

Steve Hayes
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INFORMATIONAL
CALENDAR

ABCT

ABCT is pleased to announce the addition of a CE/CME
Calendar to the ABCT Web site. It’s designed to:

� provide detailed information regarding CE/CME events in your
area and nationwide in the next 6 months; 

� feature CE/CME opportunities that are offered by other ABCT
members or organizations that are familiar to ABCT members;

� be relevant to your interests.

Starting in Winter 2005/2006, help the Continuing Education
Committee make this service a success by listing your events
at www.aabt.org.

Are you 

organizing 

or present-

ing at a 

workshop, 

conference, 

or meeting 

that is 

offering 

CE/CME 

credit?

�

V

�

V

� 

V

V

V

�

� 

upcoming in 

BEHAVIOR TTHERAPY, VOL. 36(4)

� CORDOVA ET AL., The Marriage Checkup

� DENOMA ET AL., A Test of an Interactive Model of Bulimic 

Symptomatology in Adult Women

� FITZPATRICK ET AL., Brief Problem-Orientation Intervention 

for Suicidal Ideation

� KASHDAN & WENZEL, Transactional Approach to Social 

Anxiety

� JONES ET AL., Family Focused Randomized Control Trial 

to Prevent Adolescent Alcohol and Tobacco Use

� FORGATCH ET AL., An Efficacious Theory-Based Intervention

for Stepfamilies

SPECIAL SSERIES: SSUBTYPES OOF OOCD (GUEST EDITORS

Jonathan Abramowitz, Dean McKay, & Steven Taylor)

� ABRAMOWITZ ET AL., Introduction

� RADOMSKY & TAYLOR, Subtyping OCD, Propects and

Problems

� HASLAM ET AL., Subtyping OCD: Taxometric Analysis

� SOOKMAN ET AL., Subtypes of OCD: Implications for 

Specialized CBT

� CLARK, Lumping Versus Splitting

upcoming in 

COGNITIVE AAND BBEHAVIORAL 
PRACTICE, VOL. 12(4)

� TOLIN ET AL., Pilot Study of Stepped Care for OCD

� WICKSELL ET AL., Using ACT in the Rehabilitation of an 

Adolescent with Chronic Pain

� STANLEY ET AL., Anxiety and Depression in Chronic 

Pulmonary Disease: New Intervention and Case Report

� RIZVI & LINEHAN, Treatment of Maladaptive Shame in BPD: 

A Pilot Study of Opposite Action

� BEN-PORATH & KOONS, Telephone Coaching in DBT

� HICKLING ET AL., Brief, Early Treatment for ASD/PTSD 

Following Motor Vehicle Accidents

� DAVIS, CBT and Functional and Metacognitive Outcomes

in Schizophrenia: A Single Case Study

� MAGUEN ET AL., Providing Culturally Sensitive Care for 

Transgender Patients

CASE CCONFERENCE (SERIES EDITOR: Cheryl Carmin)

� PEASLEY-MIKLUS, Treating OCD and Schizophrenia: 

The Case of Sam

� MORRISON, A Normalizing Approach to the Case of Sam

� MCKAY, Information Processing and CBT for OCD: 

Comorbidity of Delusions, Overvalued Ideas, and 

Schizophrenia

� RANDHAWA, A Review of Pharmacotherapy

upcoming in 

BEHAVIOR TTHERAPY, VOL. 36(4)

CE/CME
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142 the Behavior Therapist

Register Early for AABT’s 39th Annual
Meeting in Washington, DC

This year’s Master Clinician Seminars:

1. Gail Steketee & Randy O. Frost 
Buried in Treasures: Treatment for Compulsive Hoarding

2. Philip Kendall & Cynthia Suveg 
Breathing Life Into a Manual: Implementing CBT With Anxious Youth

3. Kim T. Mueser & Susan Gingerich

Illness Management and Recovery: Self-Management Training for Persons With Severe Mental Illness

4. Steven D. Hollon
Cognitive Therapy for Complicated Depression: From Action to Insight (and Back Again) 

5. Beverly E. Thorn
Cognitive Therapy for Chronic Pain: A Step-by-Step Approach

6. Donald H. Baucom & Jennifer S. Kirby
Helping Couples to Think Better: Cognitive Interventions in Cognitive-Behavioral Couple Therapy

7. Robert J. Kohlenberg & Mavis Tsai

Supercharging CBT With Functional Analytic Psychotherapy: 
Maximizing Therapeutic Impact by Using the Client-Therapist Relationship

November 17-20, 2005
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General
Registration ABCT

MEMBER NONMEMBER

ABCT
STUDENT
MEMBER

STUDENT
NONMEMBER

Preregistration
Received by Oct. 21

Current registration
On-site

2-Day Clinical Training

1-Day Clinical Training

AMASS

5-Hour Institutes

Workshops

Master Clinician Seminar

$215 $415 $75 $105

$260 $455 $95 $135

$250 $300 $150 $170

$125 $150 $75 $85

$85 $100 $85 $100

$90 $130 $75 $90

$45 $65 $40 $45

$55 $75 $45 $55
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Classifieds
Classified ads are charged at $4.00 per line (ap-
proximately 42 characters per line). Classified ads
can be e-mailed directly to Stephanie Schwartz,
Advertising Manager, at sschwartz@aabt.org.

POSITION AVAILABLE: Behavior Therapy
Associates, P.A., Somerset, New Jersey seeks a li-
censed/license eligible clinical/school psycholo-
gist with a strong background in autism
spectrum disorders as well as disruptive behavior
disorders interested in a private practice career.
Individual must be knowledgeable with regard
to Applied Behavior Analysis and be a Board
Certified Behavior Analyst (BCBA) or be willing
to become certified. Creativity, high energy and
an enjoyment in presenting workshops and con-
sulting to schools a plus. BTA is a group psychol-
ogy practice that has been in existence for over
25 years and provides a wide range of clinical ser-
vices to individuals of all ages and diagnoses,
school based consultation and professional train-
ing in behavior therapy at a state, national and
international level. Our staff holds academic ap-
pointments at Rutgers University and at Robert
Wood Johnson Medical School. If interested con-
tact Steven B. Gordon, Ph.D., ABPP at 732-
873-1212 or email at behaviortherapy@
aol.com.  

ASSISTANT PROFESSOR — CLINICAL
PSYCHOLOGY (TENURE-TRACK). Tenure
track position available in the Department of
Medical and Clinical Psychology at the
Uniformed Services University of the Health
Sciences (USU). We seek an outstanding clinical
researcher and graduate educator with clinical
skills to participate in an accomplished depart-
ment offering Ph.D. programs with two training
tracks: a Boulder Model APA-accredited Clinical
Psychology Program and a Medical Psychology
Research Program. Hiring at Assistant Professor
level, but will also consider beginning Associate
Professor applicants. Responsibilities include
pursuing an active and fundable research pro-
gram in any area of psychopathology, teaching,
supervising graduate student research, and the
opportunity to assist in directing an APA-
approved Clinical Psychology Program.
Candidate must also have excellent clinical skills
and will provide clinical supervision. Specialties
in intervention research, human development,
affective disorders, or psychophysiology are par-
ticularly encouraged. Evidence of research pro-

ductivity and potential, and an active clinical in-
volvement are essential. Postdoctoral fellowship
experience preferred. Candidates must be license
eligible in Maryland. Competitive salary, twelve-
month position, fully budgeted, with an excel-
lent University research start-up package. We
are an active and thriving department, with ex-
cellent opportunities for pursuing a strong re-
search program in clinical psychology and for
involvement in clinical psychology training.
Submit curriculum vitae, and names of three ref-
erences to Ms. Corinne Simmons, Department of
Medical and Clinical Psychology at the
Uniformed Services University of the Health
Sciences, 4301 Jones Bridge Road, Bethesda,
MD 20814-4799. USU is an Equal Opportunity
Employer. Information about the department
and School is available on the World Wide Web at
http://www.usuhs.mil/mps.

IMMEDIATE OPENINGS FOR CLINICAL
FELLOWSHIPS IN COGNITIVE BEHAV-
IOR THERAPY AND REBT: Part-time one
year pre-doctoral Internships and two year post-
graduate Fellowships are being offered at the
Albert Ellis Institute. Intensive supervision of in-
dividual, couples, and group therapy will be
given by Ray DiGiuseppe, Ph.D., Michael
Broder, Ph.D., and Kristene Doyle, Ph.D.
Candidates will carry a diverse caseload of
clients, co-lead therapy groups, participate in
special seminars and ongoing clinical research,
and co-lead public workshops. Stipend is given
for 20 hours per week of involvement in a wide
variety of professional activities. Contact Dr.
Kristene Doyle at krisdoyle@albertellis.com for
application.

WANTED, a behavioral therapist/researcher lo-
cated in the San Francisco Peninsula area to test
an, as yet, unknown therapeutic intervention
which has the potential of being a significant ad-
vancement in the treatment of psychological dis-
orders. Considering the nature of this
intervention I believe it is an extension of Joseph
Wolpe's work. Limited funding available. No re-
sume required but must have a master's or Ph.D.
Reply to newhey@gmail.com.

AVALON HILLS is seeking Clinical Psych-
ologists to work at a residential eating disorder
treatment center in beautiful Cache Valley, UT.
Please refer to www.avalonhills.org for more
info. regarding Avalon Hills. Job offers very
competitive salary, full time w/benefits, and
amazing location. Please call 435-753-3686
with questions. Please fax your resume to 435-
753-3760 or email to shanna@avalonhills.org.

HUDSON RIVER REGIONAL PREDOC-
TORAL INTERNSHIP PROGRAM IN
PROFESSIONAL PSYCHOLOGY, NEW
YORK STATE OFFICE OF MENTAL
HEALTH. Offers full-time predoctoral intern-
ship positions in professional psychology for
2006-2007 in its APA-accredited program.
Weekly seminars in a variety of clinical and pro-
fessional areas supplement extensive supervision.
Clinical assignments are to inpatient and com-
munity services programs at facilities of the New
York State Office of Mental Health: Hudson
River Psychiatric Center and Rockland
Psychiatric Center. Preference is given to stu-
dents enrolled in APA-accredited clinical or
counseling psychology programs. For further in-
formation and application materials contact:
Paul Margolies, Ph.D., Training Director,
Hudson River Regional Psychology Internship
Program, Hudson River Psychiatric Center, 10
Ross Circle, Poughkeepsie, New York 12601-
1078; email hrrhpjm@omh.state.nv.us; Phone:
(845) 483-3310.

POSTDOCTORAL RESEARCH FELLOW-
SHIP IN THE INSTITUTE OF ANXIETY
AND MOOD DISORDERS AT THE NYU
CHILD STUDY CENTER. An NIMH-funded
postdoctoral research fellowship is available
starting August 2006 in the Institute of Anxiety
and Mood Disorders at the New York University
Child Study Center. This two-year postdoctoral
position is available to Ph.D. psychologists who
are interested in pursuing a career in childhood
anxiety disorders. Fellows will have the opportu-
nity to work with expert faculty at the Child
Study Center. The applicant should be interested
in pursuing independent research with the goal
of becoming an independent investigator. Please
send a letter of interest, curriculum vitae and
three references to Dr. Carrie Masia, Associate
Director of the Institute for Anxiety and Mood
Disorders, NYU Child Study Center, 215
Lexington Avenue, 13th floor, NY, NY, 10016.
Ph: (212) 263-8919; e-mail: carrie.masia@
med.nyu.edu.  NYU is an equal opportunity
employer. 

I am interested in forming or joining a DBT con-
sultation/study group in the White Plains, NY,
area with intention of receiving training next
year. Anyone interested, please call 914-834-
3889.

p o s i t i o n s  a v a i l a b l e

s e e k i n g  g r o u p / t r a i n i n g  

PROMOTE
YOUR PRODUCT OR SERVICE to all or any segment of ABCT/AABT’s
membership by renting our mailing list. We can customize a list
to give you exactly the member breakdown that will be most
effective and cost-efficient for your marketing needs. Our mailing
list is updated daily. Most orders are shipped within 10 days of
receipt. Please direct all orders to Lisa Yarde, Membership
Services Manager, at lyarde@aabt.org.

• ENTIRE LIST: DISKETTE: $260  

• PRESSURE-SENSITIVE LABELS: $290

• PARTIAL LISTS HAVE A MINIMUM $90 FEE (UNDER 600 NAMES)

• POSTAGE/HANDLING: $25 FOR FIRST-CLASS DELIVERY

• OVERNIGHT AND 2-DAY DELIVERY AVAILABLE AT EXTRA COST

mailing list rentals

ABCT

•
•

• •
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ADDRESS SERV ICE REQUESTED

39TH Annual Convention
November 17 - 20, 2005
Washington, DC

Presidential Address
J. GAYLE BECK, State University of New York at Buffalo
Moving Beyond the Status Quo: What Lies Ahead for Behavioral Theory and Cognitive Behavior Therapy

Invited Addresses 
• NORMAN B. ANDERSON, American Psychological Association

Does Psychology Have a Future?

• DREW WESTEN, Emory University
Personality as a Context for Psychopathology

• JILL M. HOOLEY, Harvard University
Understanding the Role of the Family in Major Mental Disorders

• WILLIAM R. MILLER, University of New Mexico
Believe Your Data: Research, Theory, Practice and Training of Motivational Interviewing

Clinical Grand Rounds
Comprehensive Treatment Planning of Anxiety in Youth:  
Integrating CBT, Medication Management, 
and School Mental Health Services

• ANNE MARIE ALBANO, Columbia University/NYSPI
• JOHN WALKUP, Johns Hopkins Hospital
• LYNN MILLER, University of British Columbia

Building Bridges

ABCT

Watch as a multidisciplinary team of experts in childhood
anxiety discuss a case with the “patient” present. This ses-
sion will focus on the method used to assign and treat anxi-
ety in youth through a coordinated treatment plan that
involves clinic sessions, medical management, and school-
based serviced. Emphasis will be placed on the acquisition
and sharing of clinical assessment data, and the ongoing
collaboration of the treating therapists throughout the
course of treatment.  

•

JOIN YOUR ABCT FRIENDS AND COLLEAGUES AT THESE SPECIAL EVENTS.

November 17-20, 2005 • Washington, DC


