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triplicate and formatted according to the
Publication Manual of the American Psychological
Association, 5th edition. Prior to publication, authors will be asked to provide a 3.5” diskette containing a file copy of the final version of their
manuscript. Authors submitting materials to the
Behavior Therapist do so with the understanding
that the copyright of published materials shall be
assigned exclusively to the Association for
Advancement of Behavior Therapy. Please submit
materials to the attention of the Editor: George F.
Ronan, Ph.D., Department of Psychology, Central
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Employee Assistance
Programs:
Opportunities for
Behavior Therapists
Derek R. Hopko, University of Tennessee,
and Sandra D. Hopko, Covenant Behavioral
Health Employee Assistance Program
uring the course of informal discussions
with colleagues and friends at the most recent AABT conference, we were intrigued
to discover that a significant majority of our acquaintances were unfamiliar with the term EAP
(Employee Assistance Program). This unawareness
was particularly concerning given the increasing
prominence of EAPs as a primary context for mental
health services and the potential significance of
EAPs for behavioral therapy and research (Oher,
1999; Van Den Bergh, 2000). A literature search
was conducted using PsycINFO (1967 to the present) to better understand how information on
EAPs has been disseminated to behaviorally oriented clinicians. Although over 400 citations made
reference to EAPs, not a single record explicitly included the term “behavior therapy” and none of the
referenced articles were published in prominent behavioral journals such as the Behavior Therapist,
Behavior Therapy, Behavior Modification, or Cognitive
and Behavioral Practice. Given the many training,
practice, and research opportunities available
within the context of EAPs, this article briefly highlights the history and functions of EAPs and illustrates how behavior therapists might benefit from
increased awareness of these programs and collaboration with EAP personnel.

D

Employee Assistance Program Services
The development of EAPs began in the late
1930s with the formation of occupational alcohol
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programs. This movement largely was influenced by the founding of Alcoholics
Anonymous and involved the utilization of
recovering alcoholics to provide assistance
and support to employees with similar
problems. In the course of a decade, a number of organizations, most notably Eastman
Kodak and du Pont, recognized the potential benefits of these programs in increasing
work productivity and improving employee
quality of life. Informal assessment practices and peer intervention slowly came to
be replaced by a more formalized system
that included structured utilization of mental health professionals. The evolution of
EAPs continues, largely as a function of economic benefits achieved through decreased
absenteeism and increased productivity. In
fact, companies that utilize EAP services
have a 75% reduction in inpatient substance abuse treatment costs, report 17%
fewer accidents, 35% reduced turnover,
21% lower absenteeism, and 14% higher
productivity (Rouse, 1995).
The organization of the Association of
Labor and Management Administrators
and Consultants on Alcoholism (ALMACA) was formed in 1974 and was renamed
the
Employee
Assistance
Professionals Association (EAPA) in 1989.
EAPA currently is the primary governing
agency over EAP development and conduct, the primary functions of which are to
disseminate and enhance EAP knowledge,
publish program standards to serve as
guidelines for establishing EAPs (EAPA,
1990), and credential employee assistance
professionals through the Employee
Assistance Certification Commission
(Bickerton, 1990). Numerous EAPs have
been established within large businesses
and federal organizations, including the
United States Postal Service and the Federal
Bureau of Investigations (Kurutz, Johnson,
& Sugden, 1996; McNally, 1999). Many
smaller businesses also frequently contract
for EAP services.
The function of EAPs has changed dramatically over the years. Early EAPs generally were sequestered within organizational
structures and functioned on an assessment- and referral-based model (Van Den
Bergh, 2000). Over the past few decades,
EAPs have expanded their focus to encompass case management and intervention
services that include ongoing assessment,
crisis management (e.g., critical incident
stress debriefing), and brief psychotherapy
(Oher, 1999; Summerall, Israel, Brewer, &
Prew, 1999). In this capacity, master- and
doctoral-level EAP clinicians assist employees with various mental health problems

that include depression, anxiety, substance
abuse and dependence, as well as family and
relationship problems. Among employees
seeking EAP services, as many as 55% to
75% report significant problems with depression and anxiety (Fenrich, 2001;
Poverny & Dodd, 2000) and approximately
40% report significant impairment associated with alcohol misuse (Thomas &
Johnson, 1994). Perhaps more specific to
the EAP environment as compared with
conventional practice, clinicians also frequently address issues of job stress, organizational layoffs, preretirement planning,
and work addiction (Csiernik, Atkinson,
Cooper, Devereux, & Young, 2001;
Perkins, 2000; Robinson, 1997; Worster,
2000). Importantly, employees who utilize
EAPs generally report moderate to high
levels of satisfaction with patient services
(Leong & Every, 1997; Macdonald, Wells,
Lothian, & Shain, 2000), and there are
strong indications that EAPs allocate top
priority to maintaining ethical and professional standards (Chima, 1999; Emener &
Hutchison, 1997). The increasing societal
significance of EAP settings as a context for
mental health treatment, the diversity of
patients and problems typically found
within these programs (Chima), and the
paucity of systematic treatment outcome
research conducted in this context make
EAPs an ideal environment in which behaviorists may experience unique training opportunities, engage in clinical practice, and
conduct socially significant scientific research.
Opportunities for
Behaviorists in EAPs
The importance of EAP programs to
behavioral academicians and clinicians has,
for the most part, been unrecognized.
However, there are several reasons academic training programs, practitioners, and
researchers might benefit from becoming
more aware of these programs and their
functions. First, establishing practicum opportunities via communicative efforts with
EAP staff and management may greatly enhance clinical training programs. In addition to increasing the availability of
practicum sites, which is a significant concern in many training programs, students
could be exposed to individuals with a great
breadth of presenting problems, many of
which may be specific to the working environment. The specificity of these problems
to the EAP context would allow for richer
clinical experiences and enhanced professional development. Additional educational
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opportunities could be provided in EAPs
that might differ considerably from those
found in more traditional placements in
community mental health centers, counseling centers, private practice, and psychiatric
hospitals. For example, community outreach frequently is provided by EAP clinicians to educate businesses and
organizations about the nature of mental
illness, treatment alternatives, and services
that can be found within the EAP. Common
topics of these presentations include stress
management, drug-free workplace, sexual
harassment prevention, life/work balance,
and EAP program orientation and supervisor training. This networking integrates
psychological service and marketing components and facilitates community involvement, valuable experiences that may
facilitate the transition from graduate training to long-term employment. Many EAPs
also have clinicians involved in a “gatekeeping” process. Although similar in some respects to a case management concept,
gatekeeping often involves coordinating insurance authorizations with health maintenance organizations and facilitating
referrals to local mental health professionals. These real-world experiences may
greatly benefit the novice clinician, particularly those planning to start a career in community practice. Exclusively associated
with EAP settings, patients often are assessed and treated subsequent to supervisor
referral. These cases frequently involve issues of substance abuse and typically are followed (after initial treatment) in a
probationary manner for several years. This
situation necessitates ongoing communications between clinician, patient, and supervisor and thus provides some truly unique
circumstances in which knowledge and development of ethical behavior is placed at a
premium. Under appropriate supervision,
these challenging ethical dilemmas would
be invaluable to the developing clinician.
Finally, given the inadequate internship
placements relative to internship applicants, it is quite conceivable that the
Association of Psychology Postdoctoral and
Internship Centers (APPIC) program could
benefit from collaboration with EAPs to establish viable and mutually beneficial internship training settings.
A second potential beneficiary of the
EAP movement is the private practice psychologist. EAPs have continued to grow in
number and popularity with companies because of their significant economic benefits.
EAPs assist with reducing employee
turnover, improving the ability of employees to cope with stressful work conditions,
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adjusting to transitions on the job, and increasing job satisfaction (Oher, 1999). They
also save money on insurance premiums because the majority of presenting problems
are resolved at the EAP without referral to
psychologists or psychiatrists (Oher).
Accordingly, one may speculate that EAPs
will increasingly function as a front-line assessment and treatment context, whereby
alternative treatment providers may be
sought only when longer-term treatment or
specialized services are deemed necessary. If
there is merit to this hypothesis, behavioral
clinicians would benefit from initiating and
maintaining contact with EAPs, communicating the specialized services that they provide, and thereby become an important
referral source for EAP practitioners and
staff. Indeed, EAP personnel may save time
for behavioral practitioners by screening
clients most apt to benefit from behavioral
therapy and by matching specific presenting problems with specialty areas of practitioners. In addition to serving as valuable
referral recipients, behavioral clinicians are
uniquely trained to practice in an EAP environment. As most EAPs offer employees a
limited number of therapy sessions (typically between 3 and 8), the structured, goaloriented, time-limited nature of behavioral

therapy would be ideal in effectively and efficiently addressing patients’ presenting
problems.
A third significant opportunity for behaviorists involves the wealth of research
questions to be addressed in the EAP environment. Perhaps most importantly, given
the short-term, focused nature of behavioral
therapy, treatment outcome studies evaluating the effectiveness of time-limited treatment protocols for depression, anxiety,
relationship conflict, substance abuse, and
anger management would be highly desirable. Surprisingly, treatment outcome research conducted within EAPs is quite
minimal. For those studies that have been
done, lack of scientific rigor, unsophisticated methods of data analysis, and case
study formats are common (CONSAD
Research Program, 1999). Other methodological limitations include the nonexistence of randomized controlled trials,
ill-defined treatment protocols, noncomprehensive diagnostic assessment and outcome measurement, and homogeneous
patient samples. In the few outcome studies
that have been reported, there is some documented success for biofeedback in reducing
employee stress (Cherbosque & Italiane,
1999), confrontation and motivational in-
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terviewing in reducing drinking frequency
and improving job performance (Schneider,
Casey, & Kohn, 2000), skill development in
facilitating anger management (Bayer,
1998), and modified rational emotive therapy for treating relational problems
(Morris, 1992). Internal and external validity of these studies is limited by methodological shortcomings, however, and a more
systematic research program clearly is required to assess the potential utility of behavioral therapies within EAPs. Research
opportunities also may extend beyond
treatment outcome projects. For example,
many EAPs accumulate extensive demographic, self-report, and behavioral observation data on employees. Establishing
psychometric properties of such measures
and the generalizability of commonly used
assessment instruments to the EAP setting
would be a worthwhile endeavor.
Additionally, the EAP environment would
provide students with numerous opportunities to formulate important research questions and designs, perhaps extending to
thesis and dissertation projects.
In closing, behavior therapists are in a
unique position to contribute to the functioning of EAPs as well as benefit from practice and research opportunities available in
this setting. This relationship is a symbiotic
one, however, as EAPs also could garner
benefits from such partnerships. For example, behavioral practitioners, students, and
researchers could help to disseminate current knowledge into EAP programs to help
counselors stay current with the latest developments in assessment practices and empirically validated treatments, bridging the
typically wide gap between research and
community clinical practice. EAP personnel
also could look toward academicians for
guidance in developing research designs to
address questions related to program evaluation, epidemiology of psychiatric disorders, and other issues of interest to the EAP.
EAPs are an increasingly prominent mode
of mental health care. Recognizing these
programs and establishing collaborative relationships could benefit both the programs
themselves and broaden opportunities for
behavioral scientists and practitioners.
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Dependence on Alternative Medicine:
Features, Mechanisms, and Treatment
Strategies
Shunsuke Kanahara, Nagasaki Wesleyan University

any individuals prefer alternative
medicine to conventional, evidence-based medicine (Giddens,
2001). Such individuals hope to (a) provide
their own care (Cassileth, 1998/2000),
(b) avoid experiencing side effects or malpractice from evidence-based medicine
(Bratman, 1997), or (c) enact some kind of
miraculous improvement of their problems
(Weil, 1995/1998). In the present article,
the term “alternative medicine” indicates
any therapies, foods, activities, and medications that are not deeply enmeshed in
today’s evidence-based medicine and in
which personal expectations play a more
important role than empirical evidence regarding effectiveness. Examples of alternative medicine include acupuncture, herbs,
magnetic field therapy, nutritional supplements, homeopathy, therapeutic touch, and
so forth (The Burton Goldberg Group,
1994). The variety of alternative medicines
that exist around the world is countless.
Types of alternative medicine differ from
culture to culture. Additionally, some therapies, activities, and medications have been
regarded either as alternative medicine or as
evidence-based medicine, depending on the
period in history in which they exist.
Such stressors as loss, disease, deterioration of appearance, and aging may become incentives for using alternative
medicine, and some individuals may become dependent on alternative medicines.
Dependence on alternative medicine can be
defined as behavior in which individuals
spend great amounts of time and money on
use and acquisition, and possess an inordinate belief in the medicine. Although
Nakamura (2001) stated that 42% of
Americans had experienced alternative
medicine in 1997 and Giddens (2001) estimated that as many as one in four Britons
had consulted an alternative practitioner,
because of the scarcity of research data, the
number or proportion of individuals dependent on alternative medicine is unknown.

M
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Characteristics
According to Giddens (2001), the typical profile of a user of alternative medicine is
a young to middle-aged middle-class female. The illustrative characteristics of
those who are dependent on alternative
medicine are as follows. Some dependent
individuals hesitate to take evidence-based
medications or even refuse to visit hospitals;
other dependent individuals are comfortable utilizing both alternative and evidencebased medicines (Giddens). Some cling to a
particular alternative medicine while others
keep changing among a variety of alternative medicines. Some dependent individuals
have been criticized for their dependent behavior by nondependent individuals. On
the other hand, for other dependent indi-

viduals, even close family members and
friends may not know that their significant
others are dependent on alternative medicine. Those dependent individuals who are
more active may have tried to involve others
in using alternative medicine.
Profile of Ms. A
Ms. A is an unemployed 39-year-old single mother with one child. Though her
main income is a limited sum of government assistance for low-income individuals,
she continues to purchase expensive nutritional supplements and herbal cosmetics.
She likes to read magazine articles about
new alternative products. As there are a
great many of such products, she spends her
time looking for better and more interesting ones. She often does this almost all day
instead of doing housework or trying to find
a job.
Ms. A eats mostly expensive organic
foods. She takes citric acid three times a day
to enhance her appearance. At the same
time, she takes condoroitin made from
shark bones to prevent backache and several different vitamins, chlorella, and royal
jelly to improve her physical condition.
Recently, she has been wearing a necklace made of tourmaline stones, which is
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supposed to improve her health. When she
takes a bath, she pours a liquid made from
bamboo charcoal into the bath water. This
is because she believes that the liquid can
smooth her skin. She applies Chinese ointments to her face before sleep. In bed, she
uses a magnetic pillow, but she cannot remember the reason why she started using it.
Profile of Mr. B
Mr. B, a 72-year-old male, is retired and
lives with his wife. His current concern is
tea. He buys and drinks teas that are assumed to contain plenty of vitamins, minerals, and other nutrients that have not even
been proven to exist. His purpose in doing
this is to avoid senile dementia. He believes
that tea made from ginkgo leaves is especially helpful in preventing the disorder. He
drinks persimmon and rooibos teas, too.
When he goes out, he takes with him a big
canteen filled with his tea. Right before it is
empty, he rushes back home.
Mr. B bought small globular stones
meant to be played with by the fingers. In
some cultures, this activity is believed to
maintain memory. He does this when he has
time for it, and the sound of the stones hitting together are rather noisy. One day, his
wife could not help complaining about the
noise. He ignored her.
The kitchen utilities in his home are all
iron or stainless steel. He has read of the
possibility that aluminum may contribute
to Alzheimer’s disease. Consequently, he exchanged all the aluminum goods for nonaluminum ones. His wife was unsuccessful in
stopping this. What he does not do to protect his brain function is to visit a physician
specializing in geriatrics in order to obtain
advice.
Explanations
Dependence on alternative medicine can
be explained through various viewpoints,
such as mental health disorders noted in the
fourth edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSMIV; American Psychiatric Association,
1994), and psychological and behavioral
mechanisms. The viewpoints shown below
are not necessarily exclusive to each other.
DSM Views
Dependence on alternative medicine fits
one of the DSM viewpoints: obsessive-compulsive disorder with or without poor insight. Some individuals who are dependent
may find that their tendencies are annoying
to themselves or others and may attempt to
suppress such tendencies. They are usually
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not successful and become uneasy when not
behaving according to their obsessive-compulsive desires.
Second, symptoms from hypochondriasis with or without poor insight (APA,
1994) may be related to the dependence.
Hypochondriac individuals are preoccupied
with fears of having, or the idea that they
might contract, a serious disease. Therefore,
they may try to recover from or prevent
the disease with the help of any means, including alternative medicine. For example,
a hypochondriac may eat excessive amounts
of certain mushrooms that are anecdotally
said to be beneficial in curing cancer.
Third, it is possible that some individuals dependent on alternative medicines suffer
from delusional disorder. A delusion is a belief that is maintained despite argument,
data, and sufficient refutation that would
otherwise extinguish the belief (Reber,
1995). Dependent individuals may persist
in using alternative medicines regardless of
the fact that many of such medicines have
very weak or no research evidence to support their efficacy.
Finally, alternative-medicine dependence can result in noncompliance with traditional treatment. Individuals who have
come to be dependent on alternative medicine tend to lose respect for and interest in
evidence-based medicine (Giddens, 2001).
Some may visit hospitals but subsequently
fail to take the medications prescribed.
Usually, doctors do not know about this.
Other dependent individuals may decline to
visit conventional medical facilities altogether.

Second, some dependent individuals
tend not to scrutinize the results of the
usage of alternative medicine because they
do not want to recognize the possibility that
their behavior is meaningless. The theory of
cognitive dissonance (Festinger, 1957) can
be a tool to explain this tendency. The theory points out that humans are motivated
to maintain consistency among pairs of relevant cognitions, where a cognition refers to
any knowledge or belief about self, behavior, or the environment. Because they hope
to continue believing in alternative medicine and in their behaviors regarding the
medicine, dependent individuals may ignore the fact that the effect from alternative
medicine is less than they had expected.
Finally, although all alternative medicine is not always ineffective, most of them
are questionable (Park, 2000/2001).
Irrespective of that fact, even questionable
alternative medicine can show a positive
change. When an inert substance is given
instead of a potent drug, this substance is
called a placebo. According to Chernow and
Vallasi (1993), “Placebo medications are
sometimes prescribed when no drug is really needed because they make patients feel
well taken care of ” (p. 2162). Placebo effects occur when many individuals experience some positive effect from a certain
alternative medicine. Interestingly, while
Cassileth (1998/2000) introduced outcome
studies that indicated that some alternative
medicines (e.g., acupuncture or biofeedback) are effective, Sampson (1998) argued
the possibility of the placebo effect using
acupuncture as an example.

Psychological Views

Behavioral Views

Dependence as discussed in the context
of this article is not considered pathological.
Rather, it should be seen as more ordinary
behavior which is grasped psychologically.
First of all, functional autonomy, an idea
introduced by Allport (1937), can be useful
in understanding dependence on alternative medicine. This idea indicates that
human behaviors can become independent
of the needs on which they were originally
based (Goranson, 1994): “Allport gave the
example of a man who first worked as a
sailor just to earn his living, and who then
developed a love for sailing that persisted
years later, even after he had become
wealthy and had no material need to continue sailing” (p. 44). This raises the possibility that motives can function quite
independently of any physiological need or
drive, as can dependence on alternative
medicine.

In addition to the above psychological
explanations, there are more specific behavioral mechanisms working in alternativemedicine dependence. First, the dependence
is understood as the consequence of operant
conditioning. Reinforcers may be appreciation from others, such as “You look great!”
and “You look different,” or the user’s realization that he or she feels somewhat better
than before. Individuals show more inclination to alternative medicine as a result of
such reinforcers.
Another reinforcer may be the user’s expectation of future improvement. This
process is explained through the Premack
principle in which a higher-probability
behavior serves as a reinforcer for a lowerprobability behavior (Spiegler & Guevremont, 1993). For instance, when a person
eats rye bread in spite of the fact that the
person does not enjoy its taste, he or she
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may maintain this behavior because of the
expectation that the rye bread will enrich
the person’s health in the future.
Self-reinforcement (Kratochwill, 1985/
1987), which is as efficient as other forms of
reinforcement, can also be a possible key
factor in understanding the dependence:
Improvement sometimes is simply a
result of heightened morale, which
enables a person to function better in
spite of a medical handicap. People
who are “cured” by faith healers and
quacks tend to be those who are
more accepting than analytical.
(Wedding, 1995, p. 439)
Some individuals have self-reinforced in
relation to alternative medicine and may
have done it too strongly.
Observational learning (Bandura, 1969)
may be a way to understand the reason why
certain individuals start relying on alternative medicine. Such individuals may have
family members, friends, or other models
who have positively experienced alternative
medicine and have been enthusiastic about
it. That is, if an individual is surrounded by
those who believe in and actually use horse
oil for a burn, the person may show the
same behavior when he or she gets burned.
Behavioral Interventions
Modifying dependence on alternative
medicine can be difficult because individuals with such dependence are not usually
motivated to change their behaviors.
Dependent individuals rarely visit therapists. Even if they are in a therapy session,
their presenting problems can have nothing
to do with the dependence on alternative
medicine. As therapy progresses, the dependence may eventually become obvious.
Nevertheless, getting the individual to
agree to modify his or her behavior can be
difficult.
When intervening, target behaviors will
be both overt and covert. Cognitive restructuring (Last, 1985/1987) regarding the
client’s way of thinking, especially his or her
way of understanding health or appearance,
can be the first step in treatment. For instance, a dependent client may need to realize that deterioration of physical strength as
a result of age is a natural event. Another
client may need to be challenged regarding
his or her tendency to believe in something
despite a lack of rational reason to believe it.
Second, reducing the quantity of alternative medicine and/or the amount of hours
spent thinking about, looking for, and
using alternative medicine can be targeted,
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then decreased gradually. For example, a
therapist can help the client decrease his or
her use of alternative products from 10 to 9
products per day. After the accomplishment
of this goal, it can be suggested that the
client use 8 products.
Differential reinforcement of other behaviors (Deitz, 1985/1987) can be combined. This technique encourages and
reinforces more of the dependent client’s acceptable behavior, such as getting enough
sleep, avoiding fast food, doing appropriate
exercise, or reducing the number of cigarettes. Because these behaviors are healthful, the technique allows the client to feel
less distressed when he or she is working on
reducing the amount of alternative products or activities.
Finally, exposure (Marshall, 1985/1987)
to real stimuli and/or imagined stimuli can
be considered. Under this technique, a dependent client is advised to live with fewer
or no alternative medicines. For example, a
client will try to stay away from any activity
related to Ayurveda, contrary to his or her
desire. In the beginning, it will be hard for
the client to endure this. Gradually, the
client will become accustomed to the situation and will realize that his or her life with
fewer or no alternative medicines is not necessarily hazardous.
Conclusion
Alternative medicine is generally considered to be harmless, and using the medicine
is not regarded as a mental disorder or a
problem. However, whether or not the
usage of the medicine is considered pathological, research suggests that undesirable
consequences can take place in some users
under some circumstances (O’Mathna,
1998). For instance, one study found that
48% of transcendental meditation practitioners reported adverse effects from the
meditation, such as depression, confusion,
and inexplicable outbursts of antisocial behavior, even though meditation is believed
to be safe and to have no side effects (Otis,
Shapiro, & Walsh, 1984). More generally,
use of alternative medicine may compromise one’s physical condition. In the case of
continued abuse of alternative medicine,
the application of evidence-based medicine
may be delayed (Jilek, 1993). Furthermore,
it is possible that the dependence may lead
some individuals to another mental problem like an eating disorder. Dependence on
alternative medicine can also be a sign of
other dependencies, such as on nicotine, alcohol, or gambling, that are similarly
thought serious or life-threatening. Thus,

understanding dependence on alternative
medicine and preparing effective treatment
regarding this dependence are necessary to
assist the individuals concerned.
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Open Forum

Behavior Therapy in Correctional Settings:
Fertile Ground or Quicksand?
Stephen E. Wong and Stephanie T. Wong, Florida International University

he January issue of the Behavior
Therapist contained a special series
(DeGroot, 2003) on the application
of behavior therapy in correctional institutions that should concern us. As noted by
Ronan (2003), the number of people incarcerated in this country has increased by
400% since 1970, with the U.S. now imprisoning more of its citizens than supposedly repressive countries such as China or
Russia. Curiously, this increase in incarceration has not been associated with changes in
crime rates. Inmate populations have
grown rapidly since the mid-1980s, but
during that same period the U.S. national
crime rate has remained relatively flat. The
explanation for the growing prison population is in higher arrest and conviction rates
for minor crimes, especially nonviolent drug
offenses, and lengthier sentencing. These
alterations in the criminal justice system
have been spurred on by sensationalistic
news reports that have disproportionately
covered violent crime, resulting in aroused
public fear. “Tough on crime” political campaigns have harnessed this fear to advance
law enforcement and criminal court policies
to produce an ever-expanding prison population (Beiser, 2001; Doyle, 2001; Dyer,
2000).
As this nation’s bill for incarceration has
risen to $46 billion annually, private corporations have profited handsomely in constructing and operating prisons and by
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providing health care, telephone, and food
services in these facilities. Should behavior
therapists develop their own niche within
this booming industry? If behavior therapists pursue this employment opportunity,
they may join ranks with other professions
that have become increasingly responsive to
market forces rather than moral civic-mindedness or social responsibility (Brint, 1994).
In the case of behavior therapists, however,
expanding work with the present prison
system may actually involve ignoring the
ramifications of their own theoretical and
scientific principles.
Behavior therapy is grounded in the assumption that human behavior is largely a
function of individual learning history and
environmental contingencies. Persons who
commit crimes presumably could have been
prevented from performing these acts by
prompting and reinforcing alternative appropriate responses. The finding that two
out of three prison inmates were earning
less than $5,000 per year at the time of their
arrest (Dyer, 2000) suggests that insufficient reinforcement for appropriate behavior may have been a contributing factor in
the performance of a large proportion of
criminal acts. The earlier in life appropriate
responses were taught and the more consistently they were reinforced, the less likely
criminal behavior would have emerged.
Such a preventive approach has been recommended for preempting the develop-
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ment of mental health problems (Albee,
1998; Task Panel on Prevention, 1984), and
it is reasonable to assume that this also applies to criminal behavior. In stark contrast,
our criminal justice system’s use of imprisonment is an old form of retribution. Its
methods are neither based on a science of
behavior nor a systematic technology of behavior change, and this is reflected in its
poor outcomes (i.e., high rates of criminal
recidivism). As one of the series authors
notes, prison is primarily for purposes of
punishment, not rehabilitation (Spudic,
2003). Hence, prison is for punishment—in
behavioral terms, woefully ineffective punishment.
Behavior therapists working in prisons
risk not only the loss of their guiding principles but their replacement by the principles
and values of the surrounding prison culture. Prisons are institutions whose highest
priorities are inmate security and control,
and they are not reluctant to use coercive
methods to achieve those goals. One series
author noted that prison personnel are
likely to find behavioral programming
more acceptable if it is referred to as “behavioral control” rather than “behavior therapy” (Seegert, 2003). How long will it be
before behavior therapists working in prisons become comfortable in this role and see
themselves primarily as behavior control experts?
Another, more insidious aspect of prison
work could be in bolstering the notion that
the prisoners’ mental disorders are entirely
due to individual defects or pathology
rather than the aversive stimulation and
deprivation of the prison environment.
Prisons are terrifying places in which a person can expect to be intimidated, assaulted,
raped, or murdered (Human Rights Watch,
2001). While prisons are structured to provide as little pleasant or rewarding stimulation as possible, even those few desirable
events may be withdrawn. Failure to com-
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ply with institutional rules can result in solitary confinement and restriction to one
phone call and 4 hours of recreation per
month (Daniel, Jackson, & Watkins, 2003).
In a growing number of maximum-security
prisons, inmates may be placed in solitary
confinement for years at a time (Good,
2003). Responses to such adverse conditions can include counteraggression, selfinjury, bizarre behavior, and suicide attempts (Cox, 2003; Daniel et al., 2003;
Seegert, 2003). But under such circumstances, are these behaviors really maladaptive or irrational? Should behavior
therapists adopt occupational goals of promoting inmate compliance with and adjustment to inhumane living conditions—in
essence, pacifying disturbed inmates and facilitating the smooth operation of these inimical and counterproductive institutions?
Behavior therapists interested in social
issues should also consider the growth of
prisons within the context of recent political
movements and government funding patterns. During the past 2 decades of massive
prison growth we have seen simultaneous
reductions in state and federal spending on
education, mental health programs, and social services. With shrinking state and federal budgets, monies given to one public
sector come at the expense of another. Will
behavior therapists align themselves with
“correctional” facilities instead of educa-

tional, therapeutic, or social support programs that might have obviated the need
for those correctional institutions in the first
place? Going one step further, will behavior
therapists endorse criminal justice and institutions of punishment rather than promoting social justice and the widening of
economic opportunity to help prevent
crime? These are crucial questions that will
define the future values and practice of behavior therapy.
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Open Forum

To Thine Own Self Be True
Frank M. Dattilio, Harvard Medical School and University of Pennsylvania School
of Medicine

o thine own self be true.” This sage
advice has been offered hundreds of
thousands of times throughout the
centuries since Shakespeare crafted it, and it
has always struck a chord with me both personally and professionally. The phrase is also
at the heart of CBT, and it has been my experience that most of my colleagues stand
by it. However, a study by Gilroy, Carroll,
and Murra (2002), which appeared in
Professional Psychology: Research and Practice,
really threw me for a loop. The study involved a random sampling of 1,000 psychologists throughout the United States.
The names were drawn from APA’s
Division 17 (Counseling Psychology).

T
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The primary objective of the study was
to poll psychologists as to whether or not
they have ever experienced depression during their professional careers. More than
60% of the psychologists who responded
reported experiencing depression, most of
which consisted of dysthymia. Fifty-three
percent of those admitting to depression
contended that they primarily employ cognitive-behavioral interventions in their
work as therapists. But what shocked me is
that 40% of those individuals who professed to be cognitive-behavioral therapists
also stated that they chose psychodynamic
therapy for their own treatment. The second most popular modality sought by the
group was gestalt therapy, which consti-
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tuted 19%, with a mere 12% selecting CBT
for the treatment of their own depression.
The remaining percentage (29%) sought
other alternatives such as pharmacotherapy.
The results seem incongruous for a
group of individuals notorious for touting
empirically validated treatments, and initially, I was hard-pressed to explain the phenomenon. The decision is particularly odd
in light of the strong empirical evidence for
the use of CBT with depression, not to mention the other rationales that support it as a
treatment of choice, including time frame,
efficacy, cost factors, and so forth. I began
looking for some palatable explanations.
First, with any empirical study, there is,
of course, always the possibility that the
data may be flawed. I found myself rooting
for this alternative. Possible flaws with the
sampling process in particular may have erroneously designated certain subjects in the
study as being pure cognitive-behavioral
therapists when, in fact, they were not. It
could be that those who identified themselves as using cognitive-behavioral techniques were “hybrid therapists,” who
actually use a mix of techniques. Perhaps if
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the sample had been drawn from a more homogeneous list, such as members from
AABT or IACP, the results would probably
have been much different.
Barring this explanation, what else
might account for so many cognitivebehavioral therapists turning to a treatment
modality that has almost no empirical support? Could the answer have something to
do with immunity? In other words, perhaps
some cognitive-behavioral therapists think
that because they espouse one modality in
their work with patients, they themselves
are immune to its benefits. This may not be
such an uncommon schema among therapists, particularly those who use a particular
modality over a long period of time. I must
say, though, that I have always found that
most psychodynamic psychotherapists submit to psychodynamic therapy for their own
treatment. In fact, many are required to be in
psychodynamic therapy themselves during
their training. But back to cognitive-behavioral therapists: Why psychodynamic therapy over any others?
Another explanation might be that
many cognitive-behavioral therapists work
collaboratively, and the world may seem
small when it comes to reaching out for help
themselves. Enlisting the aid of a colleague
may not be comfortable. While this would
contradict one of the main tenets of CBT,

distorted thinking is a plausible explanation. Add to this that many therapists think
that they can fix their own problems.
Armed with self-help manuals and the intensive training that cognitive-behavioral
therapists undergo, self-help may appear to
be a viable alternative.
The most unsettling explanation is, of
course, that some cognitive-behavioral
therapists may actually still believe that the
only type of treatment capable of getting
beneath the surface and to the deeper roots
of an issue is long-term dynamic psychotherapy. Some have regarded CBT as the
“therapy for the masses” as opposed to the
“insightful.” This is particularly disturbing
because such an underlying belief suggests a
basic distrust in the effectiveness of what we
do. This and the previous explanation may
be said to fall in the category of cognitive
distortion—ironically, the types of distortions we try to rid clients of during the
course of our work. So, why have some of us
fallen victim to the same distortions that we
attempt to change in others? Perhaps it’s
simply human nature. The fact that we
engage in repetitious interventions as cognitive-behavioral therapists, conducting
treatment on a daily basis, may have a
watering-down effect on our perception of
the potency of CBT for ourselves. While I
would like to think that the data were

Lighter Side

A Modest Proposal for a New Diagnostic
Classification: Intrinsic Motivation Deficit
Disorder (IMDD)
David Reitman, Nova Southeastern University
ith the publication of DSM-IVTR (APA, 2000), it is apparent
that preparation of the muchanticipated DSM-V can’t be far behind.
Although behavior therapists once shunned
the categorical taxonomic approach (see
Follette, Houts, & Hayes, 1992; Krasner,
1992), only limited resistance remains
(Scotti, Morris, McNeil, & Hawkins, 1996).
So, whether conceived in the spirit of “if you
can’t beat ‘em, join ‘em” or simply to ensure
that behavior therapists have a larger role in
refining future DSMs than enhancing the
reliability of existing DSM symptom profiles, I offer a compelling new disorder for
your consideration. This disorder, Intrinsic
Motivation Deficit Disorder (IMDD™), has
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been known only to those few brave researchers and journalists who have dared to
question the wisdom of contingent reinforcement (see Deci, 1995; Kohn, 1993).
Mental health professionals previously frustrated in their attempts to identify enough
cases of ADHD or ODD to keep their practices afloat will welcome this common and
easily diagnosed condition as a focus of clinical attention.
Although treatment studies are practically nonexistent, the condition will most
certainly respond to Reitman Therapy™,
which has proven 87% effective in cases uncomplicated by messy comorbidities and
uncooperative family members. Indeed,
certified Reitman Therapists™ are currently

flawed, it is more likely that something else
is at work. The results of Gilroy et al.’s
(2002) study beg the question: Why do
some of us not practice what we preach?
Obviously, the percentages don’t bode well
for our profession or the field of CBT.
Imagine how our clients would feel reading
about the study.
So, maybe we need to ask ourselves the
Gilroy question: If I were to require treatment for depression, which modality would
I seek? Further, if the answer is something
other than CBT, then we need to consider
seriously what it means about our own
practice and choice of modalities.
Obviously, this is only one small study,
and more research is needed in this area in
order to get to the truth. But if we are dedicated to promoting our profession and the
efficacy of what we do, we need to look seriously at why there seems to be some discrepancy between what is preached and
what is practiced.
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training practitioners across the nation in
this revolutionary treatment for this previously unknown and underdiagnosed condition. We at Reitman Therapy™ are very
excited about the prospects for continued
association with AABT. We feel that we
have something unique to offer today’s
mental health professional. While others
offer only an untested therapy, we offer both
an untested therapy and an untested diagnostic entity! For more information, please
point your browser to http://www.thehell
withscience.showmethemoney.com.
Diagnostic Features. The essential feature of IMDD™ is a persistent pattern of
craving for tangible rewards that is more
frequent and severe than is observed in individuals at a comparable level of development and socioeconomic status (Criterion
A). Some symptoms of the craving for tangibles that cause impairment must have
been present before 7 years of age (Criterion
B). Some impairment must have been observed in at least two settings (e.g., home
and school) (Criterion C). There must be
clear evidence of interference with social,
academic, or occupational functioning
(Criterion D). The disturbance does not
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occur exclusively in the context of other annoying behavioral patterns such as those
characteristic of children diagnosed with
ADHD or ODD or as a result of a severely
impoverished upbringing (Criterion E).
The disorder primarily manifests itself
when the individual is asked or required to
engage in nonrevenue-generating activities
such as exercise and social interaction with
persons other than business associates. In
the most extreme cases the individual will
scarcely raise a finger unless there is a clear
incentive. Such individuals may be regarded
by family, peers, and coworkers as narcissistic, materialistic, greedy, opportunistic, superficial, or spoiled brats. These individuals
are often observed in adulthood driving
BMW or Mercedes-Benz convertibles with
bumper stickers proclaiming HE WHO DIES
WITH THE MOST TOYS WINS or WINNING
ISN’T EVERYTHING, IT’S THE ONLY THING.
Symptoms usually worsen in the absence of
tangible reinforcement but will improve
rapidly with their delivery. Unfortunately,
improvements are generally short-lived,
and individuals with IMDD™ can develop
an insatiable appetite for material goods.
Associated Features. The associated features of the disorder include low frustration
tolerance, temper outbursts, bossiness, excessive and frequent insistence that demands be met immediately, mood lability,
demoralization, rejection by peers, and low
self-esteem. Academic achievement is devalued, unless explicitly connected to an occupation with an anticipated annual
compensation of over $100,000. The individual will strongly resent evaluation and
frequently present an air of “entitlement.”
Associated
Laboratory
Findings.
Although many laboratory analogues have
been proposed (e.g., intrinsic motivation
studies), no study to date has clearly established that contingent reward can cause
IMDD.
Associated Physical Examination
Findings and General Medical Conditions.
No specific physical features are associated
with IMDD™, although obesity may develop secondary to the consumption of
candy, sodas, and Big Macs. In adulthood,
the individual may develop acute hypertension as a result of investing heavily in the
stock market and real estate.
Specific Culture, Age, and Gender
Features. IMDD™ is a disorder known to
occur in various cultures, especially those
that closely emulate the United States. It is
difficult to establish this diagnosis in preverbal children, although children who are
“bribed” for toileting may be particularly at
risk. In contrast, older children with
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IMDD™ are easily identified by their characteristic aversion to situations in which
material rewards or access to the family automobile are unavailable. As children mature, symptoms become less conspicuous as
the absence of intrinsic motivation becomes
the rule rather than the exception. No significant gender differences have been observed, but they are likely to emerge in one
of several studies planned as part of a large,
multisite, collaborative investigation costing several million dollars (with an author
list rivaling the board of trustees of a large
urban bank).
Prevalence and Course. IMDD™ is
nonexistent at birth. It is believed that the
ubiquity of tangible reward erodes intrinsic
motivation increasingly throughout childhood and adolescence. As far as can be told,
only two individuals, Edward Deci and
Alfie Kohn, do not suffer from this disorder.
Familial Pattern. Since almost all parents suffer from IMDD™, they almost invariably transmit the disorder to their
children through the adoption of token
economies and consistent use of tangible reward. Though the specific mechanism of
transmission is unknown, recent genetic
studies show an abnormality on the longarm of chromosome 1040, with sufferers
persistently deemphasizing their material
wealth. Symptoms appear to worsen seasonally and are acute in mid-April of each
year.
Differential Diagnosis. The craving for
material goods is to be distinguished from
the impulsive spending that may arise as part
of a manic episode. Many associated features,
such as the air of entitlement and attachment
to material things, may also be present in
some forms of personality disorder, though
most individuals diagnosed with borderline
personality disorder display greater concern
for social reinforcers (especially praise).
Differential diagnosis for antisocial personality disorder will require an assessment of associated features of aggression. Persons with
IMDD™ are known to become aggressive
only during stock market crashes, fender
benders, and especially during divorce settlements. Major depression may occur after
long periods of tangible deprivation. In
women, IMDD™ should be distinguished
from a rare condition involving shoe hoarding, known as Imelda’s Syndrome.
DIAGNOSTIC CRITERIA

A. Six or more of the following symptoms of extrinsic motivation have persisted
for at least 6 months to a degree that is maladaptive and inconsistent with develop-

mental level: (1) Often makes statements
such as, “What will you give me if I clean up
my room?” (2) often fails to follow through
on schoolwork or duties in the workplace
unless followed by the delivery of currency
(preferably in unmarked bills); (3) often
bargains or negotiates to exact highest possible price for such routine acts as making
beds or, for an adult with a partner, for performing such duties as intercourse, or taking the children to Sunday school; (4)
nonverbal behavior often gives the impression of disinterest (e.g., eyes averted) unless
there appears to be a clear indication of imminent material reward; (5) reads Fortune,
Money, or Forbes on more days than not; (6)
spends more time counting assets than
counting blessings; (7) frequently asks (in
school setting), “Is this going to be on the
test?” or “Do we really have to know this?”
B. Some symptoms of extrinsic motivation that caused impairment were present
before age 7 years.
C. Some impairment from the symptoms is present in two or more settings (e.g.,
at school [or work] and at home).
D. There must be clear evidence of significant impairment in social, academic, or
occupational functioning.
E. The disturbance does not occur exclusively in the context of other annoying
behavioral patterns such as those characteristic of children diagnosed with ADHD or
ODD or as a result of a severely privileged
upbringing.
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19TH ANNUAL

BOOKSELLING CATALOG

T

he Bookselling Catalog is brought to you by AABT and publishers who
support your research and clinical endeavors, offering 20% discounts to
you, the members of AABT. Whether you are a student in need of
research materials, a clinician wanting to explore new techniques, or just a
good old-fashioned scholar hungry for knowledge, the Bookselling Catalog can
accommodate your needs. Which book will change your life? As Albert Ellis
once said, “We shall see!”
Simply use the coupons in the back of the catalog to place your order directly with the publisher. Or, visit the publisher’s Web site. This service is open
to AABT members only and should not be used for institutional orders.
Contact information is provided for each publisher if you require assistance.
We thank the publishers for offering these important, state-of-the-art
resources, and hope that you will take advantage of their generous offers,
explore their Web sites, and continue to learn, teach, and practice the work of
behavior therapy.

Now on our Web Site: www.aabt.org
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CENTRE FOR ADDICTION AND
MENTAL HEALTH (CAMH)
33 Russell Street
Toronto, ON
Canada M5S2S1
Tel.: 800-661-1111
Fax: 416-593-4694
e-mail: marketing@camh.net
www.camh.net

Can I Catch It Like a Cold? A Story to Help
Children Understand a Parent’s Depression
Gretchen Kelbaugh and Centre for Addiction and Mental Health;
Illustrated by Coral Nault
Written for children 5 to 9 years old, this engaging story book
answers the key questions children have about depression.
PUB. DATE: 2002
LIST PRICE: $9.95 (CAN)
SHIPPING: 15% outside Canada

When a Parent Is Depressed . . . What Kids Want to
Know
Centre for Addiction and Mental Health
Written to help adults talk to children, this brochure poses
and asnwers common questions children have about a parent’s depression.
PUB. DATE: 2002
LIST PRICE: $10.00 (CAN) for a package of 50
SHIPPING: 15% outside Canada

When a Parent Has Bipolar Disorder . . . What Kids
Want to Know
Centre for Addiction and Mental Health
Written to help adults talk to children, this brochure poses
and answers common questions children have about a parent’s bipolar disorder.
PUB. DATE: 2003
LIST PRICE: $10.00 (CAN) for a package of 50
SHIPPING: 15% outside Canada

Is It Safe for My Baby? Risks and Recommendations
for the Use of MedicatIon, Alcohol, Tobacco, and
Other Drugs During Pregnancy and Breastfeeding
Centre for Addiction and Mental Health
This booklet lists information about the use of over 200 drugs
while pregnant and breastfeeding, including prescription,
over-the-counter, and illegal drugs.
PUB. DATE: 2003
LIST PRICE: $15.00 (CAN) for a package of 50
SHIPPING: 15% outside Canada

Antisocial and Violent Youth (Volume II)
Jalal Shamsie, Joanne Lawrence, and Carole Hood
Summaries of the latest research findings on bullying,
advances in knowledge about risk and protective factors, and
effective methods of prevention and treatment.
PUB. DATE: 2003

AABT 2003 Bookselling Catalog

LIST PRICE: $20.00 (CAN)
SHIPPING: 15% outside Canada

Bridging Responses: A Front-Line Worker’s Guide to
Supporting Women Who Have Posttraumatic Stress
Dr. Lori Haskell
This booklet offers information and tools to help recognize
responses to posttraumatic stress and encourage referrals to
appropriate services or resources.
PUB. DATE: 2001
LIST PRICE: $5.95 (CAN)
SHIPPING: 15% outside Canada

First Stage Trauma Treatment: A Guide for Mental
Health Professionals Working With Women
Dr. Lori Haskell
This book provides a conceptual framework and useful techniques for therapists working with women experiencing posttraumatic stress disorder.
PUB. DATE: 2003
LIST PRICE: $34.95 (CAN)
SHIPPING: 15% outside Canada

Brief Couple Therapy: Group and Individual Couple
Treatment for Addiction and Related Mental Health
Concerns
Gloria Chaim, Sharon Armstrong, Joanne Shenfeld, Colleen Kelly,
and Selina Li
This manual is a tool for therapists and counsellors working
in substance use settings who would like to augment their
practice by seeing couples.
PUB. DATE: 2003
LIST PRICE: $24.95 (CAN)
SHIPPING: 15% outside Canada

EDEN PRESS
1 Eden Way
Princeton, NJ 08540
Tel.: 609-987-0099
Fax: 609-987-0243
e-mail: EdenSvcs@aol.com
www.EdenServices.org

Eden Institute Curriculum Series
David L. Holmes, Ed.D., et al.
Five-volume series of teaching programs and strategies for
individuals with autism.
PUB. DATE: 1990
LIST PRICE: $580
MEMBER PRICE: $522
SHIPPING: $12.00

Autism Through the Lifespan: The Eden Model
David L. Holmes, Ed.D.
Eden’s comprehensive model for helping children and adults
with autism over their entire lifetime.
PUB. DATE: 1998

313

LIST PRICE: $21.95
MEMBER PRICE: $19.75
SHIPPING: $4.00

ELSEVIER SCIENCE
Customer Service Department
11830 Westline Industrial Drive
St. Louis, MO 63146
Tel: +1 800 545 2522 (Toll-free number) for US customers
Tel: +1 800 460 3110 (Toll-free number)
or +1 314 453 7010 for customers outside US
Fax: +1 800 535 9935 for US customers
Fax: +1 314 453 7095 for customers outside US
e-mail: usbkinfo@elsevier.com • www.elsevier.com

Choice, Behavioural Economics and Addiction
Edited by R. E. Vuchinich and N. Heather
ISBN: 0-08-044056-8
PUB. DATE: Sept 2003
LIST PRICE: US$ 100.00 approx
MEMBER PRICE: US $75.00
 www.elsevier.com/locate/isbn/0080440568

Origins of Phobias and Anxiety Disorders: Why
More Women Than Men?
Edited by Michelle G. Craske
ISBN: 0-08-044032-0
PUB. DATE: 2003
LIST PRICE: US $80.00
MEMBER PRICE: US $57.00
 www.elsevier.com/locate/isbn/0080440320

Cognitive Approaches to Obsessions and
Compulsions: Theory, Assessment, and Treatment
Edited by Randy O. Frost and Gail Steketee
This volume assembles nearly all of the major investigators
responsible for the development of cognitive therapy (and theory) for OCD, as well as other major researchers in the field, to
write about cognitive phenomenology, assessment, treatment,
and theory related to OCD. ISBN: 0-08-043410-X
PUB. DATE: May 2002
LIST PRICE: US $94.00
MEMBER PRICE: US $70.50
 www.elsevier.com/locate/isbn/008043410X

Handbook of Conceptualization and Treatment of
Child Psychopathology
Edited by Helen Orvaschel, Jan Faust, and Michel Hersen
This handbook includes contributions from outstanding
scholars active in both the science and practice of child and
adolescent treatment. ISBN: 0-08-043362-6
PUB. DATE: 2001
LIST PRICE: US $81.50
MEMBER PRICE: US $61.00
 www.elsevier.com/locate/isbn/0080433626

Innovations in Adolescent Substance Abuse
Interventions
Edited by Eric F. Wagner and Holly B. Waldron
This volume provides a single reference source for empirically tested approaches to assessing, preventing, and treating
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adolescent substance abuse problems. It includes 16 chapters
from leaders in the field. ISBN: 0-08-043577-7
PUB. DATE: 2001
LIST PRICE: US $75.00
MEMBER PRICE: US $56.25
 www.elsevier.com/locate/isbn/0080435777

Integrated Behavioral Healthcare
Cummings
This book provides a roadmap of the emerging directions
integrated behavioral healthcare is taking and lays out the
steps the mental health professional needs to take to adapt to
the new system of healthcare. ISBN: 0-12-198761-2
PUB. DATE: 2001
LIST PRICE: $59.95
MEMBER PRICE: $44.95
 http://www.bh.com/apcatalog/

Clinician’s Guide to Adult ADHD
Edited by Goldstein and Ellison
This book is devoted to the treatment of adult ADHD, presenting a comprehensive review of the existing literature, a
practical set of clinical guidelines, and the observations and
insights of professionals on the research and the clinical treatment of this condition. ISBN: 0-12-287049-2
PUB. DATE: 2002
LIST PRICE: $59.95
MEMBER PRICE: $44.95
 http://www.bh.com/apcatalog/

Therapist’s Guide to Substance Abuse Intervention
Johnson
Presenting information in easy to read outline form, the guide
identifies how to assess, diagnose, and treat substance abuse
or substance dependence. ISBN: 0-12-387581-1
PUB. DATE: 2003
LIST PRICE: $49.95
MEMBER PRICE: $37.95
 http://www.bh.com/apcatalog/

Therapist’s Guide to Clinical Intervention
(2nd Edition)
Johnson
This practical, hands-on handbook outlines treatment goals
and objectives for each type of psychopathology as defined by
the diagnostic and statistical manual by the American
Psychiatric Association, identifies skill-building resources,
and provides samples of all major professional forms.
ISBN: 0-12-386588-3
PUB. DATE: August 2003
LIST PRICE: $49.95
MEMBER PRICE: $37.95
 http://www.bh.com/apcatalog/

Therapist’s Guide to Learning and Attention
Disorders
Edited by Fine and Kotkin
Provides clinicians a blueprint for treatment of children and
adolescents with learning and attention disorders. ISBN: 012-256430-8
PUB DATE: July 2003
LIST PRICE: $65.00
MEMBER PRICE: $48.95
 http://www.bh.com/apcatalog/
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A Guide to Starting Psychotherapy Groups
Edited by Price
This book assists psychologists, social workers, psychiatrists,
nurse clinicians, pastoral counselors, school and college counselors and other trained therapists in the process of forming
and maintaining groups. ISBN: 0-12-564745-X
PUB. DATE: 1999
LIST PRICE: $36.95
MEMBER PRICE: $27.95
 http://www.bh.com/apcatalog/

Inside Out: Stories of Bulimia
Michelle Blair
Bulimia can affect women and men from all walks of life, and
it kills nearly 20 percent of its victims every year. This moving documentary profiles individuals and families affected by
this eating disorder.
PUB. DATE: 2002
LIST PRICE: $199.00
MEMBER PRICE: $179.10
SHIPPING: $9.00

How to Build a Thriving Fee-for-Service Practice
Kolt
This book guides you from your ideal practice vision through
the “how-to” steps to succeed. You will learn that a private
practice is, in effect, a small business. ISBN: 0-12-417945-2
PUB. DATE: 1999
LIST PRICE: $39.95
MEMBER PRICE: $29.95
 http://www.bh.com/apcatalog/

THE GRODEN CENTER
86 Mount Hope Ave.
Providence, RI 02906
Tel.: 401-274-6310
Fax: 401-421-3280
e-mail: groden@grodencenter.org
www.grodencenter.org

Effective Brief Therapies
Edited by Hersen and Biaggio
This book is devoted to facilitating the understanding of
strategies for approaching cases, conducting viable assessments, and implementing contemporary therapies. ISBN: 012-343530-7
PUB. DATE: 2000
LIST PRICE: $49.95
MEMBER PRICE: $37.95
 http://www.bh.com/apcatalog/

FANLIGHT PRODUCTIONS
4196 Washington St.
Suite 2
Boston, MA 02131
Tel.: 800-937-4113
Fax: 617-469-3379
e-mail: info@fanlight.com
 www.fanlight.com

OCD: The War Inside
Mark Pancer and David Hoffert
Explores the causes and possible treatments for ObsessiveCompulsive Disorder, through the painful and occasionally
funny stories of four children and adults with OCD.
PUB. DATE: 2002
LIST PRICE: $229.00
MEMBER PRICE: $206.10
SHIPPING: $9.00

Bad Hair Life
Jennifer Raikes
This vivid documentary is a personal exploration of trichotillomania, or compulsive hair-pulling, and of the social context
that makes it such a secret epidemic.
PUB. DATE: 2003
LIST PRICE: $229.00
MEMBER PRICE: $206.10
SHIPPING: $9.00
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Coping With Stress Through Picture Rehearsal: A
How-to Manual for Working With Individuals With
Autism and Developmental Disabilities
June Groden, Ph.D., Patricia LeVasseur, M.Ed., Amy Diller,
M.S., and Joseph Cautela, Ph.D.
This book was written as a guide to provide a model for using
picture rehearsal to reduce stress in this population.
PUB. DATE: October 2002
LIST PRICE: $40.00
MEMBER PRICE: $32.00
SHIPPING: $7.00

THE GUILFORD PRESS
72 Spring Street
Dept. 6D
New York, NY 10012
Tel.: 800-365-7006
Fax: 212-966-6708
e-mail: info@guilford.com
www.guilford.com

Schema Therapy: A Practitioner’s Guide
Jeffrey E. Young, Janet S. Klosko, and Marjorie E. Weishaar
This book—written by the model’s developer and two of its
leading practitioners—is the first major text for clinicians
wishing to learn and use the popular schema therapy
approach.
PUB. DATE: April 2003
LIST PRICE: $45.00
MEMBER PRICE: $36.00
Cat. #: 6D0838
 www.guilford.com/paci/young.htm

Biofeedback: A Practitioner’s Guide (3rd Edition)
Edited by Mark S. Schwartz and Frank Andrasik
Now in a fully revised and updated third edition, this comprehensive text offers state-of-the-science coverage of current
biofeedback research, applications, clinical procedures, and
biomedical instrumentation.
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PUB. DATE: June 2003
LIST PRICE: $75.00
MEMBER PRICE: $60.00

Cat. #: 6D0845
 www.guilford.com/hp/schwartz_new.htm

Cognitive-Behavioral Treatment of Obesity:
A Clinician’s Guide
Zafra Cooper, Christopher G. Fairburn, and Deborah M. Hawker
This book presents the first cognitive-behavioral treatment
manual for obesity, delineating an innovative therapeutic
model currently being evaluated in controlled research at
Oxford University. The approach is specifically designed to
overcome a major weakness of existing therapies: post-treatment weight regain.
PUB. DATE: May 2003
LIST PRICE: $35.00
MEMBER PRICE: $28.00
Cat. #: 6D0888
 www.guilford.com/ed/cooper.htm

Cognitive Therapy With Children and Adolescents:
A Casebook for Clinical Practice (2nd Edition)
Edited by Mark A. Reinecke and Frank M. Dattilio
This important casebook presents empirically supported
interventions for a wide range of child and adolescent problems. Leading cognitive-behavioral therapists demonstrate
assessment and treatment approaches that have been carefully adapted—or specially designed—to meet the needs of
young clients.
PUB DATE: May 2003
LIST PRICE: $48.00
MEMBER PRICE: $38.40
Cat. #: 6D0853
 www.guilford.com/cpap/reinecke.htm

Integrated Treatment for Dual Disorders: A Guide
to Effective Practice
Kim T. Mueser, Douglas L. Noordsy, Robert E. Drake,
and Lindy Fox
Grounded in decades of influential research, this comprehensive clinical handbook provides virtually everything needed to
plan, deliver, and evaluate integrated treatment for dual disorders. Presented are clear guidelines for developing programs, performing state-of-the-art assessments, and implementing a wide range of individual, group, and family interventions. Designed in a convenient large-size format with layflat binding for ease of photocopying, the volume contains all
needed assessment forms, treatment planning materials, and
client handouts, most with permission to reproduce.
LIST PRICE: $42.00
MEMBER PRICE: $33.60
Cat. #: 6D0850
 www.guilford.com/addictions/mueser.htm

Authoritative Guide to Self-Help Resources in
Mental Health, Revised Edition
John C. Norcross, John W. Santrock, Linda F. Campbell, Thomas
P. Smith, Robert Sommer, and Edward L. Zuckerman
Keeping pace with the ever-changing world of self-help, the
revised and expanded edition of this indispensable reference
helps consumers and professionals distinguish high-quality
self-help resources from those that are misleading, inaccurate,
or even harmful. The volume is organized around 36 fre-
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quently encountered clinical problems and life challenges,
with entirely new chapters covering posttraumatic stress disorder, obsessive-compulsive disorder, youth violence, borderline personality disorder, bipolar disorder, and suicide.
PUB DATE: June 2003
LIST PRICE: $26.50
MEMBER PRICE: $21.20
Cat. #: 6D0839
 www.guilford.com/ct/norcross.htm

The Paper Office: Forms, Guidelines, and Resources
to Make Your Practice Work Ethically, Legally, and
Profitably (3rd Edition)
Edward L. Zuckerman
Now in a revised and expanded third edition, this popular
manual and CD-ROM provide the clinical, financial, and
legal record-keeping tools that every psychotherapy practice
needs. Included are methods for documenting informed consent, treatment planning, and progress; advice on fee structures, competitive pricing, and billing; tips on joining managed care panels and communicating with MCO reviewers;
and much more.
PUB. DATE: March 2003
LIST PRICE: $60.00
MEMBER PRICE: $48.00
Cat. #: 6D0769
 www.guilford.comct/zuckerman2.htm

Science and Pseudoscience in Clinical Psychology
Edited by Scott O. Lilienfeld, Steven Jay Lynn,
and Jeffrey M. Lohr
This is the first major text designed to help professionals and
students evaluate the merits of popular yet controversial practices in clinical psychology, differentiating those that can
stand up to the rigors of science from those that cannot.
PUB. DATE: February 2003
LIST PRICE: $42.00
MEMBER PRICE: $33.60
Cat. #: 6D0828
 www.guilford.com/paci/lilienfeld.htm

Addiction and Change: How Addictions Develop and
Addicted People Recover
Carlo C. DiClemente
From Carlo DiClemente, codeveloper of the transtheoretical
model, this book offers a panoramic view of the entire continuum of addictive behavior change. Illuminated is the common path that individuals travel as they establish and reinforce new patterns of behavior, whether they are developing
an addiction or struggling to free themselves from one, and
regardless of the specific addictive behavior.
PUB. DATE: April 2003
LIST PRICE: $35.00
MEMBER PRICE: $28.00
Cat. #: 6D0057
 www.guilford.com/addictions/diclemente.htm

Treatment Planning in Psychotherapy: Taking the
Guesswork Out of Clinical Care
Sheila R. Woody, Jerusha Detweiler-Bedell, Bethany A. Teachman,
and Todd O’Hearn
This book provides clinicians of any theoretical orientation
with a framework for evidence-based work. The innovative
treatment planning method presented is known as PACC
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(Planning and Assessment in Clinical Care). Illustrated with
a wealth of case examples, the book shows how to use PACC
to conceptualize the distinct phases of therapy, identify specific aims for each phase, develop a measurement plan for
those aims, specify the intervention strategies to be used,
assess and document progress toward goals, and conduct regular, collaborative progress reviews with clients.
LIST PRICE: $30.00
MEMBER PRICE: $24.00
CAT. #: 6D0805
 www.guilford.com/paci/woody.htm

Evidence-Based Psychotherapies for Children and
Adolescents
Edited by Alan E. Kazdin and John R. Weisz
Provides a uniquely practical overview of evidence-based
treatments for social, emotional, and behavioral problems in
children and youth. Pioneering psychotherapy researchers
offer accessible, hands-on presentations of their respective
approaches: how each treatment was developed; its conceptual and empirical bases; what it looks like in practice; and
how, why, and for whom the therapy works.
PUB. DATE: May 2003
LIST PRICE: $50.00
MEMBER PRICE: $40.00
CAT. #: 6D0683
 www.guilford.com/cpap/kazdin.htm

Intervening in Adolescent Problem Behavior: A
Family-Centered Approach
Thomas J. Dishion and Kate Kavanagh
Grounded in over 15 years of clinical and developmental
research, this eagerly awaited book presents a multilevel
intervention and prevention program for at-risk adolescents
and their families.
PUB. DATE: June 2003
LIST PRICE: $35.00
MEMBER PRICE: $28.00
CAT. #: 6D0874
 www.guilford.com/cpap/dishion.htm

Integrative Assessment of Adult Personality (2nd
Edition)
Larry E. Beutler and Gary Groth-Marnat
This landmark text gives students and clinicians a solid
grounding in the most widely used approaches to adult personality assessment. Thoroughly rewritten to reflect the latest findings, theories, and methods, the second edition
includes an extended case example bringing key concepts to
life.
PUB. DATE: July 2003
LIST PRICE: $48.00
MEMBER PRICE: $38.40
CAT. #: 6D0670
 www.guilford.com

HOGREFE & HUBER
44 Brattle Street
Cambridge, MA 02138
Tel.: 866-823-4726
Fax: 617-354-6875
www.hhpub.com
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Clinical Handbook of Psychotropic Drugs
(13th Edition)
Kalyna Z. Bezchlibnyk-Butler, J. Joel Jeffries (Editors)
A user-friendly and highly practical resource on the use of
psychotropic drugs, based on published literature and clinical
experience.
PUB. DATE: May 2003
LIST PRICE: US $54.95
MEMBER PRICE: US $43.95
 www.hhpub.com/index.php?content=books/isbn/
0-88937-273-X.html

Clinical Handbook of Psychotropic Drugs (Child
and Adolescent Version)
Kalyna Z. Bezchlibnyk-Butler, Adil S. Virani (Editors)
The latest information is summarized in charts and bulleted
lists for each class of psychotropic drug used in children and
adolescents.
PUB. DATE: September, 2003
LIST PRICE: US $49.95
MEMBER PRICE: US $39.95
 www.hhpub.com/index.php?content=books/isbn/
0-88937-271-3.html

Alcohol Consumption and Alcohol-Related Problems
in Germany
Gerhard Bühringer et al.
The book provides up-to-date information on consumption
patterns and the extent of negative effects associated with
alcohol consumption
PUB. DATE: July 2002
LIST PRICE: US $49.95
MEMBER PRICE: US $39.95
 www.hhpub.com/index.php?content=books/isbn/
0-88937-262-4.html

Clinical Handbook of Health Psychology: A Practical
Guide to Effective Interventions
Paul Camic and Sara Knight (Editors)
This popular health psychology text is both a working reference manual for professional health psychologists and a highly regarded teaching tool.
PUB. DATE: September 2003
LIST PRICE: US $49.95
MEMBER PRICE: US $39.95
 www.hhpub.com/index.php?content=books/isbn/
0-88937-260-8.html

Attempted Suicide: A Handbook of Treatment,
Theory, and Recent Findings
Diego De Leo, Unni Bille-Brahe, Ad JFM Kerkhof (Editors)
A practical handbook for those concerned with prevention of
suicide, based on experience gained during the WHO/EURO
Multicenter Study of Suicidal Behavior.
PUB. DATE: August, 2003
LIST PRICE: US $39.95
MEMBER PRICE: US $31.95
 www.hhpub.com/index.php?content=books/isbn/
0-88937-267-5.html
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Suicide and Euthanasia in Older Adults:
A Transcultural Journey
Diego De Leo
This book brings together a unique range of perspectives on
aging, suicide, and euthanasia from different cultures and
countries around the world.
PUB. DATE: August 2001
LIST PRICE: US $24.95
MEMBER PRICE: US $19.95
 www.hhpub.com/index.php?content=books/isbn/
0-88937-251-9.html

White Knuckles and Wishful Thinking: Learning
from the Moment of Relapse in Alcoholism and
Other Addictions
George Manter DuWors
A practical guide for counselors and clients—how to deal
with the moment of relapse.
PUB. DATE: April 2000
LIST PRICE: US $17.50
MEMBER PRICE: US $14.00
 www.hhpub.com/index.php?content=books/isbn/
0-88937-224-1.html

Psychological Therapy
Klaus Grawe
The book explores the basis and need for a generally valid
concept of psychotherapy and develops a psychological theory of psychotherapy.
PUB. DATE: October 2003
LIST PRICE: US $49.95
MEMBER PRICE: US $39.95
 www.hhpub.com/index.php?content=books/isbn/
0-88937-217-9.html

The Behavioral Sciences and Health Care
Olle Jane Sahler, John Carr (Editors)
This book is designed primarily for medical students and
trainees, but also for other health professionals needing an
introduction to the behavioral sciences.
PUB. DATE: May 2003
LIST PRICE: US $39.95
MEMBER PRICE: US $31.95
 www.hhpub.com/index.php?content=books/isbn/088937-261-6.html

Suicidal Behavior in Europe: Results from the
WHO/EURO Multicenter Study of Suicidal Behavior
Armin Schidtke, Unni Bille-Brahe, Diego De Leo, Ad JFM
Kerkhof (Editors)
A vital source of up-to-the-minute information from one of
the most important studies in the world on suicidal behavior.
PUB. DATE: September 2003
LIST PRICE: US $39.95
MEMBER PRICE: US $31.95
 www.hhpub.com/index.php?content=books/isbn/
0-88937-249-7.html

Involuntary Childlessness: Psychological Assessment,
Counseling, and Therapy
Bernhard Strauss (Editor)
This book describes a range of counseling and therapy
approaches, introducing most recent knowledge about psychosomatic treatment of fertility disorders.
PUB. DATE: December 2001
LIST PRICE: US $32.95
MEMBER PRICE: US $26.35
 www.hhpub.com/index.php?content=books/isbn/088937-198-9.html

Dictionary of Psychology and Psychiatry
Roland Haas
The 2-volume English-German/German-English Dictionary of
Psychology and Psychiatry is an exhaustive bilingual compilation
of terminology.
PUB. DATE: September 2003
LIST PRICE: US $94.95 for each volume
MEMBER PRICE: US $75.95 for each volume
 www.hhpub.com/index.php?content=books/isbn/
0-88937-300-0.html
 www.hhpub.com/index.php?content=books/isbn/
0-88937-301-9.html
US $169.00 both volumes in a set
US $135.00 both volumes in a set
 www.hhpub.com/index.php?content=books/isbn/
0-88937-302-7.html

Cognitive Therapy With Schizophrenic Patients:
The Evolution of a New Treatment Approach
Marco C. G. Merlo, Carlo Perris, Hans D. Brenner (Editors)
The evolution of cognitive-based therapies for schizophrenia
is changing psychiatric treatment of schizophrenia. This book
describes the state of the art.
PUB. DATE: December 2001
LIST PRICE: US $46.95
MEMBER PRICE: US $37.55
 www.hhpub.com/index.php?content=books/isbn/
0-88937-253-5.html
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Behavior and Medicine
Danny Wedding (Editor)
One of the most popular and highly regarded behavioral science and psychology textbooks, with a practical, clinical
emphasis.
PUB. DATE: May 2001
LIST PRICE: US $34.95
MEMBER PRICE: US $27.95
 www.hhpub.com/index.php?content=books/isbn/
0-88937-238-1.html

IMPACT PUBLISHERS, INC.
P.O. Box 6016
Atascadero, CA 93423-6016
Tel.: 800-246-7228
Fax: 805-466-5919
e-mail: orders@impactpublishers.com
www.impactpublishers.com

Sex, Drugs, Gambling and Chocolate: A Workbook
for Overcoming Addictions
A. Thomas Horvath, Ph.D.
Shows how to eliminate or reduce addictive behavior.
Supported by research. Alternative to 12-step.
PUB. DATE: 1998
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LIST PRICE: $15.95
MEMBER PRICE: $12.76
SHIPPING: $6.00 for first

title, .50 for each additional
 www.impactpublishers.com

Anger Management: The Complete Treatment
Guidebook for Practitioners
Howard Kassinove, Ph.D., and R. Chip Tafrate, Ph.D.
Research-based and empirically validated “anger episode
model,” presented in a desktop manual for practitioners.
PUB. DATE: 2002
LIST PRICE: $27.95
MEMBER PRICE: $22.36
SHIPPING: $6.00 for first title, .50 for each additional
 www.impactpublishers.com

You Can Beat Depression: A Guide to Prevention
and Recovery (3rd Edition)
John Preston, Psy.D.
Resource recognized by National Mental Health Association.
Information on prevention, brief therapy interventions and
nonmedical approaches. For therapists and clients.
PUB. DATE: 2001
LIST PRICE: $14.95
MEMBER PRICE: $11.96
SHIPPING: $6.00 for first title, .50 for each additional
 www.impactpublishers.com

Master Your Panic and Take Back Your Life! Twelve
Treatment Sessions to Overcome High Anxiety (2nd
Edition)
Denise F. Beckfield, Ph.D.
Parallels actual treatment program of 12 self-help treatment
sessions. Research-based methods, case examples. Identifies
triggers, challenges catastrophic thinking.
PUB. DATE: 1998
LIST PRICE: $15.95
MEMBER PRICE: $12.76
SHIPPING: $6.00 for first title, .50 for each additional
 www.impactpublishers.com

Ask Albert Ellis: Straight Answers and Sound Advice
from America’s Best-Known Psychologist
Albert Ellis, Ph.D.
Ellis responds to reader questions submitted to the “Ask Dr.
Ellis” Web site. Distills 50 years of psychotherapy experience
and wisdom in this practical guide.
PUB. DATE: 2003
LIST PRICE: $14.95
MEMBER PRICE: $11.96
SHIPPING: $6.00 for first title, .50 for each additional
 www.impactpublishers.com

Your Perfect Right: Assertiveness and Equality in
Your Life and Relationships (8th Edition)
Robert E. Alberti, Ph.D., and Michael L. Emmons, Ph.D.
Eighth edition of the most highly acclaimed and widely recommended assertiveness training book. Includes new material on living in a multicultural society, assertive expression,
appropriate anger expression, treatment for social anxiety and
phobia.
PUB. DATE: 2001`
LIST PRICE: $15.95
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MEMBER PRICE: $12.76
SHIPPING: $6.00 for first

title, .50 for each additional

 www.impactpublishers.com

How to Make Yourself Happy and Remarkably Less
Disturbable
Albert Ellis, Ph.D.
Shows how to change disturbing thoughts into healthy ones,
handle adversity, overcome anxiety, depression, rage, selfhate, or self-pity.
PUB. DATE: 1999`
LIST PRICE: $15.95
MEMBER PRICE: $12.76
SHIPPING: $6.00 for first title, .50 for each additional
 www.impactpublishers.com

How You Feel Is Up to You: The Power of Emotional
Choice (2nd Edition)
Gary D. McKay, Ph.D., and Don Dinkmeyer, Sr., Ph.D.
Teaches how to take responsibility for emotions, enhance
awareness of feelings and manage anger, anxiety, depression,
guilt and stress.
PUB. DATE: 2002
LIST PRICE: $14.95
MEMBER PRICE: $11.96
SHIPPING: $6.00 for first title, .50 for each additional
 www.impactpublishers.com

OXFORD UNIVERSITY PRESS
198 Madison Avenue
New York, NY 10016-4314
Orders Department:
2001 Evans Road
Cary, NC 27513
Tel.: 800-451-7556
e-mail: oxfordtrade@oup-usa.org
www.oup-usa.org

The Hair-Pulling Problem: A Complete Guide to
Trichotillomania
Fred Penzel
The most complete and scientifically accurate handbook
available on compulsive hair pulling. ISBN: 0-19-514942-4
PUB. DATE: March 2003
LIST PRICE: $30.00
MEMBER PRICE: $22.50 (when ordering, please mention promotion code #23382)
SHIPPING: $5 for the first book, $1.50 each additional

Obsessive-Compulsive Disorders: A Complete Guide
to Getting Well and Staying Well
Fred Penzel
The most comprehensive guide available to the full range of
obsessive-compulsive disorders. ISBN: 0-19-514092-3
PUB. DATE: October 2000
LIST PRICE: $30.00
MEMBER PRICE: $22.50 (when ordering, please mention promotion code #23382)
SHIPPING: $5 for the first book, $1.50 each additional
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Healthy Anger: How to Help Children and Teens
Manage Their Anger
Bernard Golden
A practical guide to helping children turn their anger into a
tool for self-knowledge and self-mastery. ISBN: 0-195156657-9
PUB. DATE: January 2003
LIST PRICE: $28.00
MEMBER PRICE: $21.00 (when ordering, please mention promotion code #23382)
SHIPPING: $5 for the first book, $1.50 each additional

Calm Energy: How People Regulate Mood with Food
and Exercise
Robert Thayer
“Practical…tells us why we eat too much and exercise too little.” -Frank Farley, Ph.D., Former President, American
Psychological Association. ISBN: 0-19-516339-7
PUB. DATE: May 2003
LIST PRICE: $14.95
MEMBER PRICE: $11.50 (when ordering, please mention promotion code #23382)
SHIPPING: $5 for the first book, $1.50 each additional

A Guide to Treatments That Work (2nd Edition)
Edited by Peter E. Nathan and Jack M. Gorman
This thoroughly updated desk reference assesses current drug
treatments and psychotherapeutic interventions for each
major DSM-IV disorder. ISBN: 0-19-514072-9
PUB. DATE: 2002
LIST PRICE: $85.00
MEMBER PRICE: $68.00 (When ordering, please mention promotion code #23495)
SHIPPING: $5 for the first book, $1.50 each additional
 Order online at www.oup-usa.org/psychweb
and save 25%

Solution-Focused Treatment of Domestic Violence
Offenders: Accountability for Change
Mo Yee Lee, John Sebold, and Adriana Uken
This book describes a cutting-edge treatment approach that
creates effective, positive changes in domestic violence offenders. ISBN: 0-19-514677-8
PUB. DATE: March 2003
LIST PRICE: $35.00
MEMBER PRICE: $28.00 (When ordering, please mention promotion code #23495)
SHIPPING: $5 for the first book, $1.50 each additional
 Order online at www.oup-usa.org/psychweb
and save 25%

Clinical Applications of Evidence-Based Family
Interventions
Jacqueline Corcoran
Reviews empirically validated treatments relevant to family
practice, including child physical and sexual abuse, substance
abuse, and depression. ISBN: 0-19-514952-1
PUB. DATE: March 2003
LIST PRICE: $49.95
MEMBER PRICE: $39.95 (When ordering, please mention promotion code #23495)
SHIPPING: $5 for the first book, $1.50 each additional
 Order online at www.oup-usa.org/psychweb, save 25%
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Psychotherapy Relationships That Work: Therapist
Contributions and Responsiveness to Patients
Edited by John C. Norcross
This volume’s 24 chapters identify the elements of effective
therapy relationships and methods of customizing psychotherapy to each patient. ISBN: 0-19-514346-9
PUB. DATE: 2002
LIST PRICE: $75.00
MEMBER PRICE: $60.00 (When ordering, please mention promotion code #23495)
SHIPPING: $5 for the first book, $1.50 each additional
 Order online at www.oup-usa.org/psychweb, save 25%

Handbook of Positive Psychology
Edited by C. R. Snyder and Shane J. Lopez
Brings together leading scholars to give voice to the emerging field of positive psychology, which refutes the traditional
pathology model. ISBN: 0-19-513533-4
PUB. DATE: 2002
LIST PRICE: $95.00
MEMBER PRICE: $76.00 (When ordering, please mention promotion code #23495)
SHIPPING: $5 for the first book, $1.50 each additional
 Order online at www.oup-usa.org/psychweb, save 25%

Phobic and Anxiety Disorders in Children and
Adolescents: A Clinician’s Guide to Effective
Psychosocial and Pharmacological Interventions
Edited by Thomas H. Ollendick and John S. March
Designed for the practitioner seeking to utilize effective interventions with children and adolescents suffering from anxiety
and phobic disorders. ISBN: 0-19-513594-6
PUB. DATE: September 2003
LIST PRICE: $65.00
MEMBER PRICE: $52.00 (When ordering, please mention promotion code #23495)
SHIPPING: $5 for the first book, $1.50 each additional
 Order online at www.oup-usa.org/psychweb, save 25%

A Working Life for People With Severe
Mental Illness
Deborah R. Becker and Robert E. Drake
Describes the theory, empirical support, and practice of a radically new conceptual approach to supported employment.
ISBN: 0-19-513121-5
PUB. DATE: May 2003
LIST PRICE: $50.00
MEMBER PRICE: $40.00 (When ordering, please mention promotion code #23495)
SHIPPING: $5 for the first book, $1.50 each additional
 Order online at www.oup-usa.org/psychweb, save 25%

The Developmental Psychopathology of Anxiety
Edited by Michael W. Vasey and Mark R. Dadds
Takes a fresh look at the major factors that contribute to anxiety disorders in childhood and across the life span. ISBN: 019-512363-8
PUB. DATE: 2001
LIST PRICE: $24.95
MEMBER PRICE: $19.95 (When ordering, please mention promotion code #23495)
SHIPPING: $5 for the first book, $1.50 each additional
 Order online at www.oup-usa.org/psychweb, save 25%
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A Guide to the 2002 Revision of the American
Psychological Association’s Ethics Code
Samuel Knapp and Leon VandeCreek
An insider’s guide to the new code. The first book that
explains the rationale behind and implications of each change
from the 1992 code. ISBN: 1-56887-079-5
PUB. DATE: 2003
LIST PRICE: $29.95
MEMBER PRICE: $23.96
SHIPPING: $4.00 U.S.; $8.00 foreign
 www.prpress.com

AABT Clinical Assessment Series
Practitioner’s Guide to Empirically Based Measures
of Depression (Edited by Nezu et al.)
ISBN:

0-306-46246-X

Practitioner’s Guide to Empirically Based Measures
of Anxiety (Edited by Antony et al.) ISBN: 0-306-46582-5
Practitioner’s Guide to Empirically Based Measures
of School Behavior (Edited by Kelley et al.) ISBN: 0-30647267-8
LIST PRICE: $69.95 each
MEMBER PRICE: $49.00 each
SHIPPING: $4.00 U.S.; $8.00

WISDOM PUBLICATIONS
199 Elm St.
Somerville, MA 02144
Tel.: 617-776-7416
 www.wisdompubs.org

Mindfulness in Plain English: Updated and
Expanded Edition
Bhante Henepola Gunaratana
The classic bestseller. The author’s distinctive voice invites us
to see how meditation can help us to face our behaviors and
live more peacefully. 224 pages, ISBN: 0-86171-321-4
LIST PRICE: $14.95
MEMBER PRICE: $11.96

Meditation for Life
Martine Batchelor ~ Photographs by Stephen Batchelor
Here the varied forms of Buddhist meditation are explained
in simple language complemented by photographs that
inspire us toward meditative awareness.
168 oversized pages, ISBN 0-86171-302-8
LIST PRICE: $22.95
MEMBER PRICE: $18.36

foreign
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MindScience: An East-West Dialogue
The Dalai Lama, with Herbert Benson, Robert Thurman,
Howard E. Gardner, and Daniel Goleman
This famous collaboration offers important new insights into
the workings of perception, cognition and the mind/body
connection.
142 pages, ISBN 0-86171-066-5
LIST PRICE: $13.95
MEMBER PRICE: $11.16
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$
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Sleeping, Dreaming, Dying: An Exploration of
Consciousness
The Dalai Lama
254 pages, ISBN 0-86171-123-8
A lover of philosophy and science, the Dalai Lama here examines the complementary relationships of Buddhism, psychology, and neuroscience, and what they mean to everyday life.
LIST PRICE: $16.95
MEMBER PRICE: $13.56
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Professional and Legislative Issues
Saul D. Raw, Weill Medical College of Cornell University

Doctors’ Suit Against Health Care
Companies Allowed to Proceed
The New York Times reports that a panel
of federal appeals judges in Atlanta rejected
a request from several managed care companies to stop a proposed class-action suit
filed against them on behalf of 600,000
physicians. The managed care companies
had argued that the doctors’ claims needed
to be decided by arbitration and not by the
courts.
Lawyers for the doctors were reportedly
planning to ask the United States Court of
Appeals for the 11th Circuit to lift the order
that had up to now stalled the litigation. As
had previously been reported in this column, the plaintiffs in the case alleged that
the insurance companies had “violated contracts and defrauded doctors in violation of
the federal Racketeer Influenced and
Corrupt Organizations Act, known as
RICO; the Employee Retirement Income
Security Act; and state laws.” A separate
lawsuit was filed on behalf of “millions” of
subscribers.
Archie Lamb, a lawyer for the plaintiffs,
was planning to ask the court to require
that the insurance companies make available business records that he stated would
support the plaintiffs’ position. A
spokesperson for the California Medical
Association, which joined in the suit, stated
that the doctors were “pleased that the circuit court will allow us to continue with the
lawsuit.”
The general counsel for the American
Association of Health Plans called the ruling a “victory for the health plans.” She
noted that the lawsuits would end up in a
“procedural morass” on account of doctors
having different types of contracts with the
insurance companies.
The companies involved in the suit include Aetna, Cigna, Humana, United
Healthcare, Wellpoint Health Networks,
Health Net, Prudential, Pacificare, and
Coventry Health Care of Georgia.
U.S. Judge Rules Bipolar Disorder
Is a Physical Illness
The Wall Street Journal reports a story in
which a person named Jane Pitt had to quit
her job 7 years ago as an employment attorney at the Federal National Mortgage
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Association after she was diagnosed with
bipolar disorder. Ms. Pitt received part of
her salary for 2 years under a long-term disability policy. The payments then stopped.
The agency’s disability policy provided benefits to people up to age 65 for physical disabilities but only provided 24 months of
coverage for disabilities resulting from
mental illness. This disparity in coverage
was said to be typical of those of many employers.
In February 2002, however, a federal
court ruled that Ms. Pitt’s illness could be
considered physical and that she was entitled to full disability benefits. The presiding
judge in the case “cited statements by
physicians that [her] disorder was visible on
brain scans, was characterized by chemical
imbalances in the brain, and might have genetic causes.”
The ruling was said to have caused a stir
in employment law circles, even though efforts by workers to challenge differential
benefits for physical and mental illnesses
under the Americans With Disabilities Act
had not previously been successful. The article notes that maintaining distinctions between the two types of disorders was
becoming increasingly difficult as research
blurred the lines between them.
The trial court ruling is not binding on
other courts, but the ruling was expected to
encourage other similar suits, according to
an attorney specializing in employment law.
Employers and insurers were said to be
alarmed by the trend, according to Stephen
Bokat, general counsel for the U.S.
Chamber of Commerce. He warned that if
the distinctions were not maintained, employers would have increasing difficulty offering disability insurance.
Ronald Cooper, an attorney who represents insurers, noted that the underlying
problem is that the costs for mental healthrelated benefits are hard to control. “These
are very difficult things to diagnose and
treat in a way that’s predictable.”
Ms. Pitt’s lawsuit alleged that mental
health disability caps violate the disabilities
act. The judge in the case had to determine
if bipolar disorder was clearly a mental illness under the policy definitions of the disability insurer, Unum. An Unum physician
noted that the disorder was contained in
DSM-IV and a psychologist employed by
Unum asserted that bipolar disorder was a

mental illness because it was “characterized
by a cognitive, emotional, or behavioral abnormality.”
The judge was not convinced by this argument as he noted that even DSM-IV
“posits that the distinction between mental
disorders and physical illnesses is a false
one.” He further noted that problems such
as Alzheimer’s disease and anorexia nervosa
are brain based, but are commonly seen as
“physical” illnesses.
Drug Companies Challenge
Longstanding European Ban on
Consumer Drug Advertising
The Wall Street Journal reports that the
French-German company, Aventis SA,
spent approximately $89 million in 2001 to
publicize its allergy drug Allegra, but in
Europe, decisions of the European Union
ban prescription drug advertising and even
prevent Aventis from mentioning Allegra
on its Web site or in its brochures.
These regulations, in effect for many
years, help to control health-care costs,
which are heavily subsidized in European
countries. Drug makers are arguing that
such restrictions unfairly limit patients’ access to information and hence limit their access to medications that may be clinically
useful. AstraZeneca PLC is the producer of
the drug Prilosec, which is used for the
treatment of ulcers. Although the drug had
$6 billion worth of sales worldwide, the
United States contributed two-thirds of
that total, with Europe contributing onethird, despite the United States having a
smaller population.
The European Commission is now considering allowing drug companies to market treatments for AIDS, diabetes, and
respiratory disorders on their corporate
Web sites and in brochures requested by
consumers. The overall rubric is that the
consumer must request the information.
Though falling far short of American direct-style marketing, the proposal reflects
pressures on European governments, as
well as the fact that much of the information is already available to the European
consumer on American and other Web
sites. The article notes that this can sometimes create confusion because medications
are given different names and sometimes
available in different dosages depending on
the country.
Both consumer groups and European officials assert that relaxing drug advertising
regulations will simply raise advertising
budgets and drug prices without having
any significant effect on the health of
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Europeans. European governments typically set some price controls on drugs, and
prices are typically 40% to 60% lower than
in the U.S.
Charles Medwar, director of the group
Social Audit, a consumer interest group in
London, is skeptical about the benefits of
advertising. He notes that the total health
care cost per person, a significant part of
which is made up of drug prescriptions, was
$3,724 in the U.S. as opposed to $1,660 in
Europe (year 2000). He maintains that consumers can already learn about available
medications through the media and
through patient organizations. Finnish allergist Erkka Valorvirta states (referring to
drug advertising), “It doesn’t help patients
seek out the best treatment . . . ; it usually
just happens to be the most expensive.”
John Patterson, a senior marketing executive at AstraZeneca, notes that direct-toconsumer marketing is something of a
two-edged sword. “It’s expensive, and you
end up in a spiral of costs because everyone is
doing it.” He maintains that such advertising is often useful, as it may prompt consumers to make an appointment to see a
doctor and seek treatment in situations in
which they might not ordinarily do so.
Study Reveals Americans More Willing
to Seek Out Treatment for Depression
in the United States
Psychiatric News, citing a study that appeared in the Journal of the American Medical
Association, reveals a threefold increase in
outpatient treatment for depression in the
decade 1987 to 1997. In 1987, 0.7%, or
1.76 million people, sought treatment
while in 1997, 2.3%, or 6.33 million people, sought treatment. Of those treated for
depression, 44.6% were prescribed a psychotropic medication in 1987 as opposed to
79.4% in 1997.
The study collected information from
surveys done for the Federal Agency for
Healthcare Research and Quality. In both
studies, participants were asked to record
“medical events” in a diary. Events could include such things as visits to physicians.
These diary entries were later discussed
with respondents in face-to-face interviews.
Tens of thousands of households were reportedly polled for these studies, which
were designed to determine health-care utilization and sources of funding.
Other findings revealed that the overall
percentage of patients receiving psychotherapy for depression declined from
71% to 60% during this period, while the
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percentage of those being treated by a
physician increased from 69% to 87.3%.
The study concludes that “these changes
coincided with the advent of better-tolerated antidepressants, increased penetration
of managed care, and the development of
rapid and efficient procedures for diagnosing depression in clinical practice.”
More on the Evidence-Based
Practice Debate
An article in NASW News discusses a
number of research reports that suggest
that treatment effects reported in outcome
literature are less dependent on treatment
technique than on a number of other factors. According to James Drisko, Associate
Professor of Social Work at Smith College,
the social work profession would be better
off informing the public that those who participate in therapy do better than those who
do not. He also believes that the researchers’
time would be better spent studying therapeutic common factors, such as empathy
and acceptance, as well as the agency and
client contexts within which service delivery
occurs.
Drisko maintains that 25 years of increasingly sophisticated meta-analytic studies
reveal that “differences across therapies are
not particularly significant or meaningful.”
He believes that, although studies comparing psychotherapies sometimes show differences, meta-analyses, which factor out
various biases and methodological problems, reveal outcomes that are the same or
similar. The article notes that there is controversy as to whether meta-analyses really
reveal no significant differences between
therapies.
Citing the work of Michael Lambert of
Brigham Young University, Drisko maintains that 40% of outcome variance can be
attributed to factors outside the therapy itself, such as client context (neighborhood
and family, peer, social, workplace and spiritual supports) and the client as common
factor (intelligence, motivation, trust, resilience, etc.). Thirty percent of the variance, according to Lambert, comes from the
therapeutic relationship while only 15% of
outcome variance comes from therapy techniques that are “unique to a specific treatment.” Lambert attributes the other 15% of
variance to the placebo effect, including
hope and expectancy that clients bring to
the therapeutic encounter.
According to Drisko, the results of these
meta-analytic studies have several strong
implications for the field of social work. It is
more important that the overall efficacy of

psychotherapy, rather than the type of therapy, be the basis for discussions of mental
health policy and funding. Meta-analyses
show an effect size of 0.8 for psychotherapy,
a result said to be stronger than for many
service programs and many medical treatments. “It isn’t the common notion out
there in the world that therapy works. We
have become very critical of professionals,
but empirical evidence shows that therapy
works. Since social workers do more of this
work than other professions combined,
that’s what we ought to be promoting.”
By contrast, William Reid, professor of
social work at the State University of New
York at Albany, believes that when studies
are searched by problem and population,
different interventions show different results. In his study of 42 meta-analyses, 31
reported different treatment effects between interventions.
“Given the weight of the evidence, it
may make sense to consider differential effects or the lack thereof in respect to specific
problems, population and intervention
match-ups rather than to refer to a general
tie-score effect. . . .” According to Reid,
“Determining whether or not comparisons
between intervention methods yield genuine differences in effectiveness will always
be a daunting task, and one that will frequently yield null results.”
Kathleen Millstein, associate professor
of social work at Simmons College, believes
that evidence-based practice may miss relationship issues critical to client improvement. “Controlled studies take away the
heart of social work—the relationship
piece. It doesn’t work unless you have a
good relationship.”
Criticism of New Mexico Decision
on Prescription Privileges for
Psychologists: More Dispassionate
Views From Another Psychiatrist
In response to pending legislation in
New Mexico that would give prescription
privileges to psychologists, two highly critical letters, both from physicians, appeared
in The Wall Street Journal. One was from
Joseph J. Zealberg, M.D., clinical professor
of psychiatry at the Medical University of
South Carolina and former president of the
American Association for Emergency
Psychiatry. His letter, in its entirety, follows:
As a proponent of high-quality patient
care, I am writing regarding New
Mexico’s pending legislation that would
allow psychologists to prescribe psychiatric medications.
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Such an idea is myopic and pernicious.
After receiving my medical degree, I
began psychiatric residency training in
1981. In the past two decades, I’ve practiced in all types of settings—rural
Appalachia, urban research centers, in
hospitals, outpatient clinics, community
settings and in emergency rooms. I’ve
evaluated thousands of patients.
Treatment of the nervous system requires the most sophisticated forms of
medical expertise. Patients often take numerous medications for concomitant
medical or neurological syndromes.
Alcohol and drug abuse often complicate
their clinical histories. One medication
can have profound effects on another.
Worsening angina pectoris may mimic
panic disorder. Hyperthyroidism can be
mistaken for mania. Confusional states
caused by medical illness or drug toxicity
can be misconstrued as severe depression
or dementia. In spite of their medical
training, even general physicians can
miss such differential causes of behavioral
change. Psychopharmacologic medications can affect not only the brain, but
also the circulatory system, the liver’s
biochemical pathways, the body’s complex gastrointestinal system, and other
critical organ networks. Non-physicians
have no business ordering medications
that may affect the body’s most complicated organ—the brain.
Psychiatric syndromes are complicated by high levels of morbidity and
mortality. Let’s not compound these terrible problems by devising inferior solutions. Incentives should be in place to
attract outstanding psychiatrists to rural
areas. Government and state-sponsored
scholarship programs should be in place
to assist in this endeavor.

Another point of view is provided in an
interview with Ali Hashmi, M.D., in The
National Psychologist. Dr. Hashmi works in a
community mental health center in
Jonesboro, Arkansas, a city of about
55,000. Dr. Hashmi views the controversy
as essentially economic. “It’s amusing that
the whole argument is couched in philosophical, moralistic terms. Nobody seems
to be willing to acknowledge that this is primarily, or at least largely, an economic
issue,” according to Hashmi. He adds,
“There is a pervasive fear in psychiatric circles that if nonphysicians are given prescribing privileges the rates of reimbursement,
salaries, and earnings of psychiatrists would
be driven down accordingly. Conversely, the
other camp doesn’t want to admit that getting prescription privileges would boost
their income since prescribing is much less
labor and time intensive than therapy. It
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guarantees a steadier income stream than
therapy,” he adds.
Hashmi believes that because of economic and political factors pushing prescription privileges forward, it is inevitable
that these privileges will one day be granted
in one state, and he predicts a domino effect
in other states. He thinks that psychiatry
should be open to “physician extender”
models, such as those already in effect in
physician assistant and nurse practitioner
practice.
Hashmi maintains that psychologists
and psychiatrists are fighting “over a larger
piece of an ever-shrinking pie.” He notes
that “almost all health insurance companies
have ‘carved out’ their mental health services to ‘for-profit’ behavioral health companies which slice off, 30, 40, 50% of
member premiums for ‘overhead,’ meaning
that for every dollar paid into the plan, half
goes into the company’s pocket, not for
health care. At the same time, access to psychologists and psychiatrists alike is more restricted than ever. That is the fight we
should all be fighting.”
Psychological Needs of
Hepatitis-C Patients
A paper in Issues in Interdisciplinary Care
describes support groups for patients receiving combination therapy for Hepatitis C, a
disease which is said to affect 4 million people in the United States. The combination
of physical, psychological, social, and cognitive side effects of the disease and its treatment poses major challenges to patients,
friends, and family.
The treatment of choice for many of
these patients is alpha interferon in combination with ribavirin, an antiviral therapy.
Interferon side effects include flulike symptoms, hair loss, fatigue, and depressed white
blood count. The author notes that although she has observed mild to severe psychological, social, and cognitive difficulties
in patients undergoing combination therapy, she has also attended physician conferences in which these side effects were
described as “minimal.” Significant areas of
dysfunction for combination therapy patients include activities of daily living, work,
social relationships, and marriage.
Support groups, led by professionals or
“facilitators,” are essentially psychoeducational in form and focus on decreasing isolation, encouraging sharing of feelings and
coping strategies, and disseminating the
best available information about the disease
and its treatment in order to help patients
make the most informed treatment choices.

Stress management techniques are said to
be another important component.
Report on Racial Disparities in Access
to Health Care Available On-Line
A study recently published by the
Institute of Medicine documents racial and
ethnic disparities in access to health care,
even when patients have access to the same
insurance. This study is available in its entirety in a fully searchable version on the
World Wide Web (http://books.nap.edu/
books/030908265X/html). The study received a great deal of media attention, including a front-page article in The New York
Times.
The report, which examined both medical and psychiatric care, is said to reveal
both overt and covert factors that interfere
with equal access to medical care.
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Letters to the Editor

What’s in a Name?
Everything!
Kenneth D. Salzwedel, Private
Practice, Whitewater, WI
don’t think the name of AABT should
be changed. To do so would give voice
to those who do not have a behavioral
orientation. There are other organizations
and SIGs they can join if they wish. I find it
very curious that these individuals want to
belong to a behavioral organization. Maybe
we should ask them sometime. Already,
many of the behavioral journals are devoting more and more space to “cognitive”
work. This strikes me as being totally unwarranted.
I looked over the most recent issues of
Behavior Modification, Behavior Therapy, the
Journal of Applied Behavior Analysis, and the
premier clinical journal, the Journal of
Consulting and Clinical Psychology, to determine the extent of there being a “cognitive”
emphasis in the articles that were printed.
In Behavior Modification, there were 7 articles in the issue. Of these, 4 were cognitive in
orientation and none of them were behav-

I

Yes, You Can Call
Yourself a Real
Doctor
Barry A. Bass, Towson University

ioral. The remaining 3 articles were of a research nature that would be a better fit in
the Journal of Consulting and Clinical
Psychology. In Behavior Therapy, there were 8
articles: 4 cognitive, 1 behavioral. The remaining 3 were of a research nature or were
impossible to classify. Of course, the secondary title of Behavior Therapy, “An
International Journal Devoted to the
Application of Behavioral and Cognitive
Sciences to Clinical Problems,” suggests
that “cognitive” articles are okay.
Fortunately, we still have the Journal of
Applied Behavior Analysis. A recent issue of
this publication contains 12 articles, all of
which are behavioral. Finally, 5 articles appeared in an issue of the Journal of Consulting
and Clinical Psychology, all of which were
cognitive in orientation.
The basic point of this discussion is to indicate that a behavioral article is difficult to
find, even when the term “behavior” is in
the journal’s name. We do not need to
change our name to ensure that others may
have a place to hang their hats. The hatrack
is already filled with their cognitive hats.
Let’s keep advancing behavior therapy,
not cognitive therapy. Skinner would roll
over in his grave if he noted how cognition
has intruded into behaviorism.


doctor” that was responsible for the change
in how one was to address physicians
(Sherman, 1995). So, Dr. Dattilio, it is not
too late to disabuse your son of his mistaken
notion and to point out to him that it is the
Ph.D.s of the world, and not the physicians,
that are truly the “real doctors.”
References

rank M. Dattilio (2003) will be heartened to learn that all his worry about
not being a “real doctor” was for
naught. I’m pleased to inform him that
contrary to popular opinion, it is the physicians who have “stolen” that title from the
scholars and academics. From at least the
early Middle Ages, the honorific title of
doctor had been reserved for men of great
learning. It was not until the 18th century
that medical schools began the now accepted practice of referring to their graduates as doctor. As noted in The Wall Street
Journal, it appears that it was “jealous[y] of
the respect shown to scholars by the title

F
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Dattilio, F. M. (2003). So you call yourself a doctor? the Behavior Therapist, 26, 293-294.
Sherman, R. M. (1995, June 1). Are physicians
really doctors? [Letter to the editor]. The
Wall Street Journal.


Reno Re-Revisited
Barbara Parry, Private Practice,
Las Vegas, NV
read with dismay the article in
January’s the Behavior Therapist
(Steffen, 2003) recapping the Reno
convention. I am a private practitioner and
I pay for absolutely everything by myself.
The Reno Convention was the only affordable one AABT has ever put on. I lived in
Stockton, CA, prior to moving to Las
Vegas, and I could not afford to go to the
one in San Francisco due to the cost of staying there and the drive times.
I am appalled that people were appalled
at the “casino atmosphere.” The Hilton actually allows convention participants to
enter their convention area without ever
getting into the gambling area. I am so
very sorry that you will not use a casinobased hotel again. Can you give me the statistics on the number of people who went to
the conference who complained of the
casino venue versus the number of people
who went who did not complain? I would
like to know what statistic you are basing
this decision on. Please count me as a noncomplainer.
As the conventions tend to be expensive
and in far-away places for me, I am really
saddened that I probably will never again
attend an AABT conference. Price does
matter. Los Angeles, Portland, Honolulu,
San Diego, Palm Springs, Seattle, Victoria,
BC, Banff, Canada, Anchorage, Chicago,
Phoenix, Sedonia, Flagstaff, Albuquerque,
Taos, Boulder, and Denver are all pretty expensive places, both to get to and to stay in.
I will be very interested in seeing if your attendance statistics go down again for West
Coast conventions when you have to select
an expensive venue.

I

Reference
Steffen, A. (2003). Reno revisited. the Behavior
Therapist, 26, 226.
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Letters to the Editor

Response to Bobicz
and Richard (2003)
Barbara O. Rothbaum, Emory
University School of Medicine
take issue with some of the conclusions
reached by Bobicz and Richard (2003)
in their recent tBT article “The Virtual
Therapist: Behavior Therapy in a Digital
Age.” Some of their conclusions fail to recognize the extent of the research conducted
on the therapeutic use of virtual reality.
They criticize the field on a number of issues
that have been addressed but were not included in their brief review. For example:

I

• “Most studies are either case studies or
include small samples (. . . 5 to 20 participants . . .)” (p. 267)
Response: In Rothbaum, Hodges, Smith,
Lee, and Price (2000), there were 45 treatment completers. This study has now been
replicated with 75 treatment completers.
• “. . . with inconclusive or absent follow-up
data” (p. 267)

On Our Web Site
MEMBERSHIP

• sign up for the AABT listserve

Response: In Rothbaum et al. (2000), data
were presented on participants 6 months
after completing treatment; in Rothbaum,
Hodges, Anderson, Price, & Smith (2002),
follow-up data were gathered 12 months
after treatment.
• “It is the rare study that compares VR exposure to its in vivo cousin” (p. 267)
Response: The Rothbaum et al. (2000)
study compared virtual reality exposure
therapy to standard exposure therapy to a
wait-list control group.
• “Treatment outcome is often measured
using questionnaires rather than by observing more meaningful behavioral activities”
(p. 267)
Response: In the studies listed below, participants were rated on a BAT of an actual
airplane flight and rated for their ability or
avoidance to fly on real airplanes. In our
work on social phobia, we have pre- and
posttreatment BATs of speeches delivered
in front of live audiences (Anderson,
Rothbaum, & Hodges, in press).
• “Computer-based . . . could be enhanced
by the use of digitized video” (p. 268).
Response: Not only do we currently do
this, we hold a patent on it!

In Response to Dr.
Rothbaum’s Critique
David C. S. Richard, Eastern
Michigan University
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r. Rothbaum (2003; see above)
brings up a number of interesting
points, and I am grateful for the
opportunity to address them. I am sure that
she and her colleagues would agree that
when we say “most studies are either case
studies or include small samples,” we mean
exactly that. We are not speaking exclusively of her research. VR studies reported
to date, as a whole, have been intriguing
and well conceived. However, the majority
include small sample sizes with all the attendant power issues. The 2002 follow-up
paper she references was published after we
submitted our manuscript to the Behavior
Therapist, and I concur that the follow-up
data are of interest. However, we can not be
held responsible for papers that were not
available at the time we wrote our manu-

D

I think it was slightly sloppy not to include the very relevant studies below that
were readily available. A list of publications
is available at www.virtuallybetter.com.
References
Anderson, P. L., Rothbaum, B. O., & Hodges, L.
(2001). Virtual reality: Using the virtual
world to improve quality of life in the real
world. Bulletin of the Menninger Clinic
Supplement, 65, 4-17.
Anderson, P., Rothbaum, B.O., & Hodges, L. F.
(in press). Virtual reality exposure in the
treatment of social anxiety: Two case reports.
Cognitive and Behavioral Practice.
Bobicz, K. P., & Richard, D. (2003). The virtual
therapist: Behavior therapy in a digital age.
the Behavior Therapist, 26, 265-270.
Rothbaum, B. O., Hodges, L., Anderson, P. L.,
Price, L. & Smith, S. (2002). 12-month follow-up of virtual reality exposure therapy for
the fear of flying. Journal of Consulting and
Clinical Psychology, 70, 428-432.
Rothbaum, B. O., Hodges, L., Smith, S., Lee, J.
H., & Price, L. (2000). A controlled study of
virtual reality exposure therapy for the fear of
flying. Journal of Consulting and Clinical
Psychology, 68, 1020-1026.


script. Indeed, we note in the review that
our remarks would be outdated by the time
the article went to press. Despite the impression Dr. Rothbaum leaves in her letter,
our remarks (like those you will find in all
review papers) were general summaries of
the field and were not specifically directed
at her research. Indeed, her comment regarding the overreliance on questionnaire
data seems odd given that the study we
cited (i.e., Carlin et al., 1997) had nothing
to do with her research. The fact that one
researcher or one group of researchers employs sound methods does not mean the
field as a whole does. Thus, we stand by our
review and look forward to the fine work
Dr. Rothbaum and her colleagues will undoubtedly contribute in the years to come. I
applaud her pioneering work and look forward to reading of future developments.
Reference
Rothbaum, B. O. (2003). Response to Bobicz
and Richard (2003). the Behavior Therapist,
26, 326.
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Classified ads are charged at $4.00 per line. Classified ads
can be e-mailed directly to Stephanie Schwartz, Advertising
Manager, at sschwartz@aabt.org; otherwise, please fax or

Academic rank will be commensurate with academic achievements. Please send a letter of interest
and C.V. to Howard Abikoff, Ph.D., NYU Child
Study Center, 215 Lexington Ave., 13th floor,
New York, NY 10016 (email: Howard.Abikoff
@med.nyu.edu). NYU is an EqualOpportunity, Affirmative-Action Employer.

mail hard copy to AABT, 305 Seventh Ave., New York,

TWO POSTDOCTORAL FELLOWSHIPS
IN CLINICAL PSYCHOLOGY.
The
University of New Mexico Clinical Research
Branch in the Center on Alcoholism, Substance
Abuse and Addictions (CASAA) has positions
available for two, two-year postdoctoral positions in the areas of adolescent and family clinical
psychology and substance abuse treatment.
Fellows will receive training in conducting NIH
funded clinical research evaluating treatment
outcome with runaway and homeless substance
abusing youth and their families. Applicants
should be clinical psychologists who have completed the Ph.D. requirements and an APA
accredited internship. Fellows will receive comprehensive training in obtaining extramural
funding, offering clinical interventions to adolescents, and generating peer-reviewed publications. Clinical supervision can be arranged, if
desired. Review of candidates will begin immediately and continue until the positions are filled.
Send a curriculum vita and a cover letter to:
Natasha Slesnick, Ph.D., University of New
Mexico, Center on Alcoholism, Substance Abuse
and Addictions, 2650 Yale SE, Suite 200,
Albuquerque, NM 87106. The University of
New Mexico is an Equal Opportunity/
Affirmative Action Employer.

COUNSELING/WELLNESS MANAGER,
GRAND VALLEY HEALTH PLAN, GRAND
RAPIDS, MI. Innovative staff model HMO located in Michigan’s life sciences corridor is seeking
entrepreneurially-minded person to develop and
implement population-based counseling/wellness programs fully integrated with primary care
and other medical services. Responsibilities also
include managing the operations of a multi-site
counseling/wellness team. Minimum requirements include Doctoral or Master’s degree in behavioral medicine-related field; eligibility for
professional licensure/registration in Michigan;
and five to ten years of progressive responsibilities in clinical, program development and management areas relevant to population-based
counseling/wellness services and the integration
of behavioral health, wellness and other medical
services. Requirements also include excellent
teaching/coaching/consultation/assessment skills
and expertise in care coordination/disease management models using group and team intervention approaches. Review of applications and
preliminary telephone interviews will begin immediately. Send (preferably via email) a CV
along with a cover letter specifying how your
knowledge, skills, experience, philosophy and
style fit with this role description to attention of
Pamela L. Silva; Director, Market Services and
Operations; Grand Valley Health Plan; silvap@gvhp.com ( or to 829 Forest Hill Avenue,
SE; Grand Rapids, MI 49546).

NYU CHILD STUDY CENTER—DEPUTY
DIRECTOR OF ADHD INSTITUTE. The
NYU Child Study Center is seeking to recruit an
established investigator to serve as the Deputy
Director of the Institute for Attention Deficit
Hyperactivity and Related Disorders. The
Institute’s mission is to advance our knowledge
regarding the nature of and interventions for
ADHD; provide state-of-the-art, empirically
based clinical care to individuals with ADHD;
and train psychologists and psychiatrists in
ADHD evaluation, diagnostic and treatment
procedures. The Institute (Director: Howard
Abikoff, Ph.D.) includes a large research portfolio
of federal and industry funded grants, a clinical
service, which includes a specialized summer day
treatment program, and a training program for
psychology interns, postdoctoral fellows and
child and adolescent psychiatry residents.
Research collaborations are also available with
other Institutes at the Child Study Center, including Pediatric Neuroscience (Director:
Xavier Castellanos, M.D.), Anxiety and Mood
Disorders (Director: Rachel Klein, Ph.D.),
Tourette’s and Movement Disorders (Director:
Barbara Coffey, M.D.), Children at Risk
(Director: Laurie Miller, Ph.D.), and Trauma and
Stress (Director: Marylene Cloitre, Ph.D.). The
candidate (Ph.D. or M.D.) should have a strong
background in clinical research, a history of
grant funding, and administrative experience.
This individual will work closely with the
Institute Director and will be expected to carry
out his/her own programmatic research.

THE PSYCHOLOGY DEPARTMENT AT
THE UNIVERSITY AT BUFFALO, THE
STATE UNIVERSITY OF NEW YORK, invites applications for the position of Clinical
Director of its Psychological Services Center
(PSC). The applicant should be a New York State
licensed or license-eligible psychologist. This is an
initial 2-year appointment with the possibility of
renewal. The PSC is an outpatient mental health
training clinic that operates under the auspices of
University at Buffalo. Responsibilities include: supervision of graduate student therapy and assessment, consultation with community agencies,
direct service, program development, routine
clinic administration, and collaboration with research projects conducted by associated faculty
and doctoral students. Primary requirements for
the position include: Ph.D. or Psy.D., prior clinical
experience, preferably with some exposure to protocol based treatments, and a commitment to the
clinical-scientist model of professional training.
Applicants should submit a current vita and a letter that describes their areas of specialty in clinical
work and their approach to graduate clinical
training. All materials should be forwarded to:
PSC Search Committee, Department of
Psychology, Park Hall, University at Buffalo, The
State University of New York, Box C, Buffalo,
NY 14260-4110. To ensure consideration, materials must be received by June 16, 2003. The
State University of New York at Buffalo is
an Affirmative Action/Equal Opportunity
Employer.

NY 10001 (fax: 212-647-1865).

Positions Available
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BEHAVIORAL HEALTH CONSULTANT.
The Mariposa Community Health Center, in
Nogales, Arizona, is seeking a full-time
Behavioral Health Consultant to assist providers
within the primary care setting in treating patients with behavioral health problems. The BH
Consultant will function as an integral member of
the primary care team and develop specific behavioral change plans for patients and behavioral
health protocols for target populations. Qualifications: Master’s level education in Social Work,
Counseling, Psychology, or related field, or any
equivalent combination of education, training,
and/or experience will be considered. Excellent
working knowledge of behavioral medicine and
evidence-based treatments for medical and mental health conditions. Current Arizona licensure
required. Proficiency in Spanish preferred.
Excellent compensation and benefits package offered. To apply please contact: Eladio Pereira,
MD, Mariposa Community Health Center,
Inc.,1852 N Mastick Way, Nogales, AZ 85621;
phone: 520-375-5044; fax: 520-761-2151. An
Equal Opportunity, Affirmative Action Employer.
BEHAVIORAL PSYCHOLOGIST. Multidisciplinary practice in suburban Philadelphia
seeks licensed psychologist for full or part time.
Must have strong training in CBT and desire to
practice free of managed care. Fax vita to
Margaret Sayers, Ph.D. 215/396-1886
SUMMER EMOTIONS INSTITUTES with
Les Greenberg, Ph.D. Skills training in a comprehensive set of tools for working directly with emotion in psychotherapy. York University, Toronto.
Level 1 = August 11-14, 2003; Level 2 = August
18-21, 2003. Call (416) 410-6699 or visit us at
www.emotionfocusedtherapy.org.

At AABT’s Convention
in Boston you can spend 2 hours
learning from some of the most talented practitioners in the field.
Sign up early for the limited seating
at Master Clinician Seminars with
the extraordinary:
• Marylene Cloitre and Jill Levitt
• Sheila Eyberg and Cheryl McNeil
• Eva L. Feindler
• W. Kim Halford and Jennifer Scott
• Cory F. Newman
• Matthew R Sanders
• Zindel V. Segal

AABT
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the workshops
§ Aaron Beck, Neil Rector, & Corinne Cather, Cognitive Therapy of Schizophrenia:
A Paradigm Shift
§ Richard Bryant, Assessing and Treating Acute Stress Disorder
§ Linda W. Craighead, Kathy A. Elder, & Heather M. Niemeier,
How to Use Appetite Awareness Training in Cognitive Behavioral Treatment
for Eating and Weight Concerns
§ JoAnne Dahl, ACT and the Treatment of Chronic Pain and Stress
§ Martin E. Franklin & Lori A. Zoellner, Treatment Challenges in CBT for
Pediatric Obsessive-Compulsive Disorder
§ Kristina Coop Gordon, Donald H. Baucom, & Douglas K. Snyder,
Treating Affair Couples: An Integrative Approach
§ Stefan G. Hofmann & Raphael D. Rose,
Treating Social Anxiety Disorder: Group Behavioral Techniques

37th
Annual
Convention

§

§ Anne Marie Albano & Mark Reinecke, Modularized Cognitive Behavioral Treatment
of Depression and Its Comorbidities in Adolescents

B O S TO N
Nov. 20–23, 2003

§ Lisa H. Jaycox & Bradley Stein, Early Intervention for Children Exposed to Trauma
§ Robert L. Leahy, Resolving Impasses in Cognitive Behavioral Therapy
§ Thomas R. Lynch & Steven R. Thorp, DBT for Older Adults With Personality Disorders
§ Barry W. McCarthy, Cognitive-Behavioral Strategies and Techniques
for Revitalizing a Nonsexual Marriage
§ Barbara S. McCrady & Elizabeth E. Epstein, Treating Alcohol and Drug Problems:
Individualized Treatment Planning and Intervention

T
AAB

§ Lisa M. Najavits & Tracey Rogers, Seeking Safety: Therapy for PTDS and Substance Abuse
§ Christine Maguth Nezu & Arthur M. Nezu, Spirituality-Guided Behavior Therapy
§ Susan M. Orsillo, Lizabeth Roemer, & Kristalyn Salters, Acceptance-Based
Behavioral Therapy for Generalized Anxiety Disorder
§ Michael W. Otto & Andrew A. Nierenberg, Writing NIH Grants:
Practical Strategies for Success
§ Michael R. Petronko, Russell J. Kormann, and Doreen DiDomenico,
Natural Setting Therapeutic Management (NSTM): A Multiple Model Approach
to Maintain Individuals with Developmental Disabilities and Severe Behaviors
in Community Settings
§ Maureen L. Whittal & Melanie L. O’Neill, The Paradox of Thought
Control: Cognitively Focused Treatment of OCD
§ Kelly G. Wilson, Rhonda Merwin, & Sushma Topiwala Roberts,
Values, Defusion, and Mindfulness in ACT
§ Eric A. Youngstrom & Norah C. Feeny, Assessment and Treatment
of Bipolar Disorder in Youths
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