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We are living in a time of unprece-
dented advancements in the meth-
ods and technologies that are

available to study the neural basis of psychologi-
cal disorders. Just over a century ago, physicians
and researchers relied heavily on studying brain
lesions resulting from devastating illnesses and
injuries in order to gain insight into the particu-
lar function of a neural region and the extent to
which it might contribute to normal and abnor-
mal human behavior. As one classic example, by
observing the erratic behavior of Phineus Gage
following his railway injury, it became clear that
an intact prefrontal cortex is crucial for effective
emotion regulation and rational decision mak-
ing (Harlow, 1868). Fortunately, researchers of
today can now rely not on unfortunate happen-
stance, but on quick and noninvasive assess-
ments using functional neuroimaging in order
to pinpoint the neural correlates of even the
most complex clinically relevant psychological
processes, including cognition and emotion.
One of the most important technological devel-
opments that has spawned new insights into the
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neural correlates of cognitive and affective
processes is functional magnetic resonance
imaging (fMRI), which has the spatial and
temporal resolution necessary to investigate
task-related changes in neural functioning
within millimeters of neural structures of
interest (e.g., Bandettini, 2007). 

In parallel with these technological ad-
vances, entirely new interdisciplinary re-
search domains have emerged, including
affective neuroscience (Davidson & Sutton,
1995), and more broadly, social cognitive
affective neuroscience (SCAN; Ochsner &
Gross, 2008; Ochsner & Lieberman, 2001).
SCAN research is predicated on the as-
sumption that multilevel models that incor-
porate a variety of factors, including
behavioral, environmental, and neurobio-
logical variables, should be employed in
order to best explain psychological func-
tions (Ochsner & Gross). Such multilevel
modeling necessarily requires an interdisci-
plinary approach to research design and in-
terpretation. Using cross-disciplinary
approaches, researchers in these fields have
contributed greatly to our knowledge re-
garding the neural correlates of both nor-
mal and abnormal cognitive and affective
functioning (the interested reader is referred
to recent literature reviews that cover cog-
nitive and affective neuroscience research in
both healthy and clinical samples; e.g.,
Dillon & Pizzagalli, 2007; Luna, Padman-
abhan, & O’Hearn, 2010; Mitterschiff-
thaler et al., 2006; Sweet, 2011; Taylor &
Liberzon, 2007; Walter, Berger, & Schnell,
2009). 

Despite the advancements in our basic
knowledge of the neural correlates of clini-
cally relevant psychological processes, this
increased knowledge has yet to be accom-
panied by significant improvements in
mental health outcomes (Gould & Manji,
2004; Insel, 2009). Indeed, psychiatric dis-
orders remain highly prevalent, as evi-
denced by data from the National
Comorbidity Survey Replication suggesting
that nearly half of all Americans will meet
diagnostic criteria for a psychological disor-
der at some point in their lifetime (Kessler,
Berglund, et al., 2005). Moreover, despite
increased rates of mental health treatment
access over the 10-year period from 1992 to
2002, there was no evidence of decreased
disability during the same time period, and
lost income due to mental health disability
has increased over time (Kessler, Demler, et
al., 2005; Kessler et al., 2008). As such,
early speculations among researchers re-
garding the potential for neuroimaging
methods to identify biomarkers that would
inform the development of novel and effec-

tive treatments for psychological disorders
do not appear to have come to fruition.  

There are a number of plausible explana-
tions for why advancements in functional
neuroimaging have not led to significant re-
ductions in the prevalence or severity of
psychiatric illness thus far. First, cognitive
affective neuroscience is a field in its infancy.
Indeed, many functional neuroimaging
findings are new and yet to be replicated,
and in some cases the findings directly con-
tradict one another across studies, thus
complicating attempts to apply fMRI find-
ings to the development or application of
clinical interventions. Moreover, there is a
historical precedence for a temporal lag be-
tween paradigm shifts in the field of psy-
chology and the actual integration of novel
theoretical developments into clinical prac-
tice. For example, although learning theo-
rists including Hull and Skinner began
theorizing about behavioral principles as
early as the 1930s, the application of behav-
ioral learning principles, including operant
conditioning and shaping, into psychologi-
cal interventions was gradual, with behav-
iorism ultimately surpassing psychoanalysis
in the 1970s as the dominant clinical orien-
tation (Beauchaine, Neuhaus, Brenner, &
Gatzke-Kopp, 2008). Second, clinical re-
searchers and clinicians alike may question
the utility of considering and incorporating
expensive neuroscience methods into their
research and clinical assessments and inter-
ventions unless they provide significantly
more explanatory power than more afford-
able and accessible self-report and behav-
ioral assessments. However, there is ample
evidence that the interactions between neu-
robiological measures and individual differ-
ence and/or environmental factors may
account for more variance in mental health
outcomes than the main effects of any one
factor alone (Beauchaine et al., 2008).
Finally, the limited progress in integrating
neuroscience into clinical research and prac-
tice may be due in part to a lack of interdis-
ciplinary collaboration, leading to
difficulties in translating basic neurobiolog-
ical knowledge about mental illness into the
development and dissemination of effica-
cious cognitive and behavioral treatments.
By forging these interdisciplinary relation-
ships and integrating the use of cognitive
affective neuroscience methods into clinical
research, the impact of basic research on
treatment development and dissemination,
as well as mental health outcomes, may be
greater in the decades to come.

To be clear, we are not arguing that neu-
robiological factors are the sole contributors
to the development of psychopathology,

and that studying these factors in isolation
will be sufficient to reduce mental and emo-
tional suffering among those diagnosed
with psychiatric diseases. Indeed, ample
clinical research is available to support the
role of social and environmental mecha-
nisms in psychiatric disease liability. On this
basis, some researchers have argued that
studying biological correlates of psychiatric
disease may actually distract from social and
environmental factors that are also central
to the development of psychopathology,
and may reduce the likelihood that clinical
research will yield effective preventions and
interventions for mental illness (e.g., Albee
& Joffee, 2004); however, we clearly dis-
agree with this stance. Further, a rapidly
growing cohort of researchers have argued
that understanding the biological basis of
psychopathology, as well as the interaction
between biological and environmental fac-
tors, is absolutely crucial for reducing the
morbidity and mortality of psychiatric dis-
ease (e.g., Beauchaine et al., 2008; Insel,
2009). The National Institute of Mental
Health (NIMH), one of the largest funding
bodies in psychiatric research, clearly
agrees, as evidenced by the addition of
funding priorities highlighting the need for
scientific inquiry that aims to translate basic
neurobiological findings into clinical prac-
tice (Insel). As such, the field’s interest and
focus on neural mechanisms underlying
psychiatric illness and treatment is already
evident and is likely to expand even further
in the coming years.

Despite growing interest in and empha-
sis on integrating functional neuroimaging
methods into the study and treatment of
psychiatric disorders, the gap between our
basic knowledge of psychiatric neurobiol-
ogy and clinical outcomes raises the ques-
tion of whether clinical researchers are
routinely considering neurobiological mod-
els when developing novel cognitive and be-
havioral treatments and when administer-
ing extant empirically supported treat-
ments in practice. As such, the current arti-
cle aims to highlight the potential value of
using cognitive affective neuroscience re-
search, including fMRI assessments in par-
ticular, to augment clinical research and
inform clinical practice. We will draw
specifically from the field of addiction to
provide examples of clinically relevant re-
search questions that can be answered with
cognitive affective neuroscience, as well as
clear examples of extant and ongoing re-
search that is already working at this inter-
section between clinical research and
neuroscience. We will begin with an
overview of current neurobiological models
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of addiction, provide examples of extant re-
search that is drawing on neurobiological
knowledge and methods to answer clini-
cally relevant research questions, and con-
clude with suggestions for future research.
This review is not meant to be exhaustive;
however, it is hoped that the examples pro-
vided herein will spark broader interest in
the potential utility of interdisciplinary re-
search that draws from cognitive affective
neuroscience in order to better understand
the etiology, progression, and treatment of
psychopathology.

Neurobiological Models of Addiction

Turning to substance use disorders
(SUDs) specifically, numerous complex and
overlapping neurobiological models of ad-
diction have been developed (e.g., Everitt &
Robbins, 2005; Koob & Le Moal, 2001,
2008; Li & Sinha, 2008; Robinson &
Berridge, 2001; Volkow & Li, 2004), lead-
ing to a deeper understanding of the neural
mechanisms underlying the core clinical
features of addiction, including craving,
compulsive drug seeking, and loss of con-
trol over drug use (American Psychiatric
Association [DSM-IV-TR], 2000). Yet, this
improved basic understanding has not been
translated into the dissemination of more
effective prevention and intervention pro-
grams. Alcohol and other substance use dis-
orders remain among the most highly
prevalent psychiatric disorders diagnosed in
the United States today, surpassed only by
major depressive disorder (Kessler & Wang,
2008; World Health Organization, 2002).
Further, despite the availability of no less
than 10 behavioral therapies that have been
classified as “efficacious” for the treatment
of SUDs (Carroll & Onkin, 2005;
Chambless & Ollendick, 2001), recovery is
still incredibly difficult, as evidenced by es-
timated relapse rates of up to 90% within 4
years following substance use treatment
(e.g., Monti, Rohsenow, Michalec, Martin &
Abrams, 1997; Morgenstern, Blanchard,
Morgan, Labouvie, & Hayaki, 2001; Office
of Applied Studies, 2009). The intractable
nature of addiction is not surprising given
neural models that emphasize complex and
interrelated changes that occur across sev-
eral neural circuits in the brain over the
course of chronic drug use. Thus, a more
thorough overview of the neurobiological
basis of addiction is warranted in order to
better understand the potential targets for
novel cognitive and behavioral treatments
for addiction.

Across neurobiological models, addic-
tion theorists have emphasized the role of

motivational circuitry localized in corticol-
imbic regions, which are also implicated in
the regulation of emotions and behavior. As
one component of this circuitry, human
neuroimaging studies show that acute ex-
posure to nearly all drugs of abuse is associ-
ated with increased activation in the
mesocorticolimbic dopamine pathway ex-
tending from the midbrain ventral tegmen-
tal area to the prefrontal cortex, and that
this activation correlates with subjective
ratings of high or euphoria and craving,
thus providing the neural substrate by
which addictive drug use is positively rein-
forced (e.g., Di Chiara et al., 2004; Wise,
1996). However, chronic drug administra-
tion and acute withdrawal is associated with
alterations in this pathway, leading to
blunted dopaminergic functioning and re-
duced activation in these regions (for de-
tailed reviews see Koob & Le Moal, 2008;
Sinha, 2008; Volkow, Fowler, & Wang,
2002). Compulsive drug use also leads to al-
terations in brain stress circuits, including
the hypothalamic-pituitary-adrenal (HPA)
axis and the extended amygdala, resulting
in hyperactivation in these regions, which is
associated with increased negative affect
and greater stress reactivity (Koob & Le
Moal; Sinha). These neuroadaptive changes
in corticolimbic functioning are in line with
theories suggesting a shift over the course of
chronic substance use from positive rein-
forcement–based drug use motivation to
negative reinforcement as the primary mo-
tivator (e.g., Baker et al., 2004). 

Additionally, neurobiological models of
addiction frequently emphasize impaired
functioning in prefrontal regions, including
the anterior cingulate cortex, which leads to
reduced regulatory control over emotions
and behavior (e.g., Goldstein & Volkow,
2002; Li & Sinha, 2008; Volkow & Li,
2004). This dysfunction in top-down regu-
latory functioning contributes even further
to the execution of habitual drug seeking by
reducing one’s ability to inhibit this behavior.
Overall, neurobiological models of addic-
tion emphasize abnormalities in the neural
circuits underlying both positive and nega-
tive reinforcement-based drug use motiva-
tion, as well as executive control over
craving and drug-seeking behavior, sug-
gesting that abnormalities in these circuits
may serve as biomarkers to identify individ-
uals at greatest risk of developing and re-
lapsing to addiction. 

Clinical Research Questions That 
Can Be Addressed With Cognitive

Affective Neuroscience

Preventing SUD Development 
and Relapse

Of great importance to clinical re-
searchers and treatment providers alike is
the ability to reliably identify individuals
who are at the greatest risk for developing a
psychiatric disorder in order to create more
targeted and efficient prevention programs,
and to identify individuals at the greatest
risk for relapse, for whom the most pro-
longed and intensive treatment may be re-
quired. As such, the following sections will
focus specifically on the potential for cogni-
tive affective neuroscience research to in-
form prevention and intervention efforts
aimed at reducing SUD vulnerability and
relapse following cessation. 

How Can Cognitive Affective

Neuroscience Inform SUD Prevention?

In no area is the application of cognitive
affective neuroscience to clinically relevant
research questions potentially more fruitful
than in the area of prospective prediction of
addiction vulnerability prior to the develop-
ment of an SUD (e.g., Rutherford, Mayes,
& Potenza, 2010). The early identification
of individuals at risk for future substance
use and the application of effective targeted
prevention programs are of paramount im-
portance for reducing addiction morbidity,
as early substance use is associated with
neurobiological changes that increase the
risk for future addiction (Volkow & Li,
2005). Surprisingly, there has been little if
any research examining the neural corre-
lates of addiction vulnerability among
drug-naïve individuals. On the other hand,
there is a growing body of neuroimaging
work examining differences in neural struc-
ture between adolescents with and without
existing substance use disorders. For in-
stance, it has been shown that prefrontal
cortex (PFC) volume is significantly re-
duced among adolescents with alcohol use
disorders and that this volume reduction is
not related to age of alcohol use onset, sug-
gesting that PFC volume reductions may
have predated alcohol use initiation among
these individuals (De Bellis et al., 2005).
Although the null relationship between
PFC volume and age does not entirely rule
out the possibility that PFC volume reduc-
tions could be a consequence of alcohol use,
these findings provide initial support for the
hypothesis that abnormalities in the PFC,
which is implicated in executive function-
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ing, decision making, and impulse control,
may be a risk factor for the development of
SUDs. As such, targeted prevention efforts
that aim to improve functions mediated by
the PFC, such as decision making and in-
hibitory control, particularly among indi-
viduals exhibiting reduced PFC volume,
may be a fruitful area for SUD prevention
research. Moreover, there may be utility in
examining neurobiological factors, such as
PFC volume, as potential moderators of the
relationship between executive function-
ing-focused prevention efforts and sub-
stance use outcomes in order to identify
individuals who are most likely to benefit
from such treatments, or as possible neural
mechanisms underlying treatment effects. 

Additional evidence has emerged impli-
cating dopamine receptor availability as a
predictor of substance use vulnerability.
Rats who are highly impulsive on an impul-
sive choice task display reduced D2/3 re-
ceptor binding in the ventral striatum, a
brain region implicated in reward process-
ing, as well as more rapid escalation in co-
caine self-administration relative to
nonimpulsive rats (Everitt et al., 2008). In
human adults with no history of drug use,
lower D2 receptor levels in the striatum are
associated with increased subjective ratings
of pleasure following administration of the
stimulant methylphenidate (Volkow et al.,
1999). These findings suggest that individ-
uals evidencing lower levels of dopamine re-
ceptor availability may be more impulsive,
may experience more subjective pleasure
from substances of abuse as opposed to nat-
ural reinforcers, and may be at risk for rapid
escalation in drug-seeking behavior. As
such, researchers have suggested the poten-
tial utility of prevention and intervention
strategies that aim to replace risk-taking
behaviors, such as substance use, with other
stimulating and novel behaviors that can be
experienced as rewarding (Rutherford et al.,
2010). To this end, behavioral activation
(Lejuez et al., 2011) approaches, which aim
to increase engagement in alternative re-
ward-based activities, may be useful for pre-
venting the future development of SUDs.
Indeed, behavioral activation has been
shown to be an effective intervention for
chronic substance use (e.g., Daughters et
al., 2008; Magidson et al., 2011), and an ef-
fective prevention of alcohol-related prob-
lems among healthy college students
(Reynolds et al., 2011). As such, behavioral
activation treatments may be useful for pre-
venting SUDs, particularly among individu-
als exhibiting low dopamine receptor
availability. However, more research is
needed in order to specifically examine the

relationship between dopamine receptor
availability and substance use outcomes fol-
lowing completion of behavioral activa-
tion–based prevention programs in order to
test the extent to which these treatments
might be particularly well suited for indi-
viduals exhibiting low dopamine receptor
density.  

Clearly, the identification of neurobio-
logical risk factors for substance use using
functional neuroimaging methods is an area
that is ripe for discovery. The identification
of the neural correlates of substance use vul-
nerability is particularly important from a
clinical perspective given that neural cir-
cuits implicated in psychopathology are
often particularly malleable in childhood
(e.g., Raine et al., 2001), and some re-
searchers have suggested that key neural
networks, such as the PFC, may be modi-
fied through targeted preventions and in-
terventions (e.g., Beauchaine et al., 2008;
Rueda, Rothbart, Saccomanno, & Posner,
2007). Given the dearth of neuroimaging
research among drug-naïve individuals, an
important next step will be to incorporate
neuroimaging methods into longitudinal
substance use outcome research. In doing
so, it may be possible to identify clear neural
markers that predict future drug use among
drug-naïve individuals, which would pro-
vide further support for a more integrated
approach to prevention that incorporates
fMRI methods into targeted efforts to pre-
vent addiction. 

How Can Cognitive Affective

Neuroscience Inform Relapse Prevention?

A field of inquiry that is gaining more
attention in addiction research is the use of
cognitive affective neuroscience methods to
identify neural processes associated with re-
lapse following substance use treatment.
Early examples of work in this domain in-
volved fMRI paradigms that exposed indi-
viduals to drug-related cues to assess the
relationship between cue-induced neural
activation and subsequent treatment out-
come. In one study of this kind, Grüsser and
colleagues (2004) showed alcohol-related
images and neutral images to a sample of
abstinent alcoholics and healthy controls,
and found that greater cue-induced activa-
tion in regions involved in emotion regula-
tion and reward, including the medial
prefrontal cortex, the striatum, and anterior
cingulate cortex (ACC), was associated with
an increased risk of relapse in the 3 months
following the scan. A subsequent study
found that among cocaine-dependent indi-
viduals, neural activation in response to co-
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caine-related videos was related to subse-
quent relapse during a 10-week outpatient
treatment, such that greater activation in
the sensory association cortex, motor cor-
tex, and the posterior cingulate cortex was
associated with relapse to cocaine abuse
(Kosten et al., 2005). Despite differences in
the specific neural regions identified, the
abovementioned studies provided some of
the first evidence that functional neu-
roimaging could be used to identify individ-
uals who are at a heightened risk of relapse
following substance use treatment.

Research in this domain has since ex-
panded to include assessments of neural ac-
tivation in response to stress and
stress-induced drug craving to predict sub-
stance use treatment outcomes. For exam-
ple, in line with theories suggesting
alterations in brain stress circuits, Sinha,
Lacadie, Li, Skudlarski, and Kosten (2005,
as cited in Sinha & Li, 2007) exposed co-
caine-dependent individuals to personal-
ized stress imagery scripts and neutral
scripts in the fMRI at the beginning of an
inpatient treatment stay, and then con-
ducted a follow-up interview with partici-
pants at 90 days posttreatment. Findings
revealed that greater stress-induced activa-
tion in the medial prefrontal cortex, which
has been associated with suppression of
negative affect while viewing aversive stim-
uli, was associated with shorter time to co-
caine relapse and with a higher number of
days of cocaine use during the 90-day fol-
low-up period. Further, greater stress-in-
duced activation in limbic regions,
including the insula, was associated with a
higher number of days of cocaine use, while
increased activation in the posterior cingu-
late was associated with the amount of co-
caine used per occasion. The authors
suggested that enhanced stress-induced ac-
tivation in these limbic regions may serve as
neural risk factors for binge episodes or loss
of control over cocaine intake (Sinha & Li). 

In line with growing efforts to identify
stress-related neurobiological indicators of
relapse risk, our own group has modified
two previously validated distress tolerance
tasks for use in the fMRI environment. Low
distress tolerance, defined as the inability to
persist in goal-directed behavior in the face
of negative affect, is consistently associated
with poor substance use outcomes across
drug classes (e.g., Brown, Lejuez, Kahler, &
Strong, 2002; Brown, Lejuez, Kahler,
Strong, & Zvolensky, 2005; Daughters,
Lejuez, Bornovalova, et al., 2005;
Daughters, Lejuez, Kahler, et al., 2005);
however, the neural correlates of distress
tolerance have yet to be identified. Initial

pilot work with a healthy control sample re-
vealed that individuals with low distress tol-
erance showed reduced stress-induced
activation in regions involved in inhibitory
control, executive functioning and working
memory, including the PFC and subgenual
ACC. Low distress tolerance was also associ-
ated with increased activation in regions in-
volved in emotional processing, including
the dorsal and ventral ACC (Daughters et
al., 2010). The next step in this ongoing
project is to examine the neural correlates of
distress tolerance in a sample of cocaine
users and determine whether stress-induced
neural activation on these tasks might pre-
dict substance use treatment outcomes. 

Continued treatment outcome research
that integrates neuroimaging assessments
into testing batteries are certainly needed in
order to replicate and extend existing work;
however, the available findings are exciting
in that they mark a clear area in the field
where the integration of cognitive affective
neuroscience and clinical research is already
providing new insights into the neurobio-
logical basis of addiction treatment re-
sponse and relapse to substance use. 

Treatment Mechanisms and Development

of Innovative Treatments

Despite what is known about the neural
basis of addiction vulnerability and relapse,
few if any cognitive behavioral treatments
for addiction were developed with these
neurobiological factors in mind. Yet, a
growing number of effective behavioral
treatments for SUDs have been developed,
including contingency management, moti-
vational interviewing, cognitive behavioral
approaches (e.g., functional analysis, re-
lapse prevention), and families and couples
counseling (Carroll & Onken, 2005).
Although these available treatments are
based largely on behavioral and cognitive
theories, they have also been hypothesized
to target the neural correlates of reinforce-
ment and regulatory control that are em-
phasized in neurobiological models of
addiction (Potenza, Sofuoglu, Carroll, &
Rounsaville, 2011). For example, motiva-
tional interviewing has been hypothesized
to impact brain regions in the prefrontal
cortex involved in decision making, cogni-
tive control, and planning, while contin-
gency management approaches have been
hypothesized to target both cortical and
subcortical regions involved in decision
making and reward (Potenza et al., 2011).
Unfortunately, however, these hypotheses
remain largely untested. As such, the fol-
lowing sections will highlight the limited
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published work that has already begun to
tackle questions regarding the neural tar-
gets of established addiction treatments,
followed by a discussion of novel cognitive
behavioral treatments, informed by neuro-
biological models of addiction, which are
currently being developed and evaluated. 

How Do Current Empirically Supported

Treatments Affect the Neural Correlates of

Addiction?

Cognitive affective neuroscience meth-
ods have recently been employed to exam-
ine the neural mechanisms underlying an
established SUD treatment strategy,
namely cognitive craving regulation (Kober
et al., 2010). Specifically, while lying in an
fMRI machine, a sample of cigarette smok-
ing participants were shown pictures of
smoking cues and instructed to either focus
on the short-term pleasurable aspects of to-
bacco use or to use the cognitive strategy of
focusing on the long-term consequences of
cigarette smoking. Findings revealed that
focusing on the long-term consequences of
smoking was associated with reductions in
self-reported cigarette craving. Moreover,
focusing on the long-term consequences of
smoking was associated with increased acti-
vation in cortical regions including the dor-
somedial, dorsolateral, and ventrolateral
PFC, as well as decreased activation in re-
gions previously implicated in craving and
reward, such as the ventral striatum, sub-
genual cingulate, amygdala, and ventral
tegmental area. Further, decreased self-re-
ported craving while using this cognitive
strategy was associated with decreased ac-
tivity in the ventral striatum, and this rela-
tionship was fully mediated by increased
activation in the dorsolateral PFC. That is,
activation in a region of the PFC that was
previously associated with effective cogni-
tive emotion regulation appears to play an
equally important role in regulating drug
craving by exerting control over activation
in the ventral striatum, a brain region im-
plicated in reward. These findings suggest
that cognitive strategies can be used by
smokers to effectively regulate cigarette
craving, and that these reductions in crav-
ing are driven by  recruitment of cognitive
control circuits that function to overpower
midbrain reward functioning. 

Although the study reviewed above
yielded promising findings, there is clearly a
need for much more work of this kind in
order to enhance our understanding of
neural mechanisms underlying other sub-
stance use treatment strategies beyond cog-
nitive craving regulation. The more we

understand about the neural mechanisms
underlying substance use treatment, the
more questions we will be able to answer.
For example, given standard neural models
of effective addiction treatment strategies,
such as cognitive craving regulation, future
researchers may be able to test the extent to
which other cognitive and behavioral treat-
ments for addiction are useful for inducing
functional changes in core neural networks
implicated in successful craving regulation.
Further, fMRI assessment paradigms such
as the one developed by Kober and col-
leagues (2010) could be used to assess indi-
vidual differences in neural functioning at
baseline, and also to track treatment
progress over time.

How Can Clinical Researchers Use

Cognitive Affective Neuroscience to Inform

Treatment Development?

Based on findings from studies of the
kind outlined above, cognitive affective
neuroscience can also inform the develop-
ment of more efficient cognitive and behav-
ioral treatments by pointing to specific
neurobiological targets for the prevention
and treatment of addiction pathology.
Indeed, novel cognitive and behavioral ap-
proaches are already receiving increased at-
tention, with some researchers arguing that
these approaches may more effectively tar-
get the cognitive, emotional, and behav-
ioral deficits characteristic of addiction, as
well as their underlying neural correlates
(e.g., Potenza et al., 2011). As one example,
cognitive remediation strategies involving
computerized exercises that aim to improve
working memory, attention, and other ex-
ecutive functions, are believed to
strengthen neural circuits, particularly in
the PFC, that have consistently been impli-
cated in neurobiological models of addic-
tion and relapse. Working memory training
has already gained support among clinical
researchers following the emergence of evi-
dence for its utility in the treatment of im-
pulse control disorders such as ADHD (e.g.,
Klingberg, Forssberg, & Westerberg, 2002;
Klingberg et al., 2005). Given that sub-
stance abuse is also associated with deficits
in executive functions including impulse
control (Di Sclafani, Tolou-Shams, Price, &
Fein, 2002; Rapeli et al., 2006; Verdejo-
Garcia, Rivas-Perez, Vilar-Lopez, & Perez-
Garcia, 2007), similar strategies are now
being tested among individuals with sub-
stance use disorders. Specifically, a recent re-
port by Bickel, Yi, Landes, Hill, and Baxter
(2011) showed that working memory train-
ing in stimulant addicts improved delayed

discounting, a measure of impulsivity.
Clearly, the next step is to examine whether
this improvement in impulse control can
also improve substance use treatment out-
comes. 

To address this next step, our group is
currently testing the utility of working
memory training as a strategy to target the
cognitive dysfunction associated with ad-
diction, with the overall aim of improving
substance use treatment outcomes. We
have piloted a working memory training
program in substance-dependent individu-
als and found that they are indeed able to do
the training, and by doing so, are able to in-
crease their working memory capacity, as
measured by digit ordering and N-back
performance compared to patients who
trained on the control training condition
(i.e., a computerized task with no working
memory content). A larger follow-up study
is planned to randomize a group of sub-
stance-dependent patients in residential
substance use treatment to either several
weeks of daily working memory training
using an N-back task, or an equal amount
of time on a control task. It is hypothesized
that training on the working memory task
will be associated with improvements in in-
hibitory control, delayed discounting, and
working memory capacity itself, as well as
improvements in behavior such as impulse
control, and compliance with treatment
program requirements as evaluated by the
participants’ treatment team. Additionally,
the plasticity of circuits underlying changes
in executive function in response to training
will be assessed among participants using
fMRI assessments of delayed discounting,
inhibitory control, and working memory
both before and after treatment. The influ-
ence of each of these processes on long-term
substance use abstinence rates will also be
examined.

Mindfulness- and acceptance-based
treatments, which have already established
an empirical base in the treatment of mood,
anxiety, and personality disorders (e.g.,
Hayes, Strosahl, & Wilson, 1999; Linehan,
1993), may also be useful for targeting the
neural correlates of stress-induced relapse in
addiction. At a theoretical level, it has been
argued that mindfulness- and acceptance-
based treatments may be particularly effec-
tive at simultaneously improving executive
control functions and reducing stress reac-
tivity and distress intolerance (Brewer,
Bowen, Smith, Marlatt, & Potenza, 2010).
Empirically, there is evidence that mindful-
ness training can actually strengthen white
matter tracts connecting regions involved
in emotion regulation and cognitive control
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(Tang et al., 2010), and mindfulness-based
treatments for substance use yield compara-
ble rates of treatment retention and absti-
nence, as well as superior reductions in
self-reported and physiological stress reac-
tivity as compared to standard addiction
treatments (Brewer et al., 2009). Similarly,
a novel mindfulness- and acceptance-based
treatment for substance users with low dis-
tress tolerance was recently tested in a resi-
dential substance use treatment center.
Findings revealed that individuals who re-
ceived the mindfulness- and acceptance-
based treatment showed significantly
greater increases in behavioral distress toler-
ance from pre- to posttreatment as com-
pared to individuals assigned to
time-matched supportive counseling and
treatment as usual (Bornovalova, Gratz,
Daughters, Hunt, & Lejuez, 2011). As
such, novel applications of mindfulness-
based treatments appear to be effective for
the targeted treatment of the behavioral,
physiological, and neural mechanisms un-
derlying addictive behavior. 

Beyond treatments that are already
available or in development, studies that in-
tegrate neuroscience and clinical research

could also contribute to the development of
novel applications of real-time fMRI itself
for the treatment of substance use disorders.
Indeed, the combination of real-time fMRI
and biofeedback represents a nascent, yet
promising, avenue for the treatment of a va-
riety of psychiatric illnesses, including sub-
stance use disorders. Specifically, this
method involves providing individuals with
continuous information about activation in
a particular brain region, and asking them
to alternately increase and decrease the acti-
vation level in their brain as they continu-
ously receive feedback about their neural
functioning in real time (deCharms, 2008).
To date, most real-time fMRI studies have
focused on participant-driven modulation
of blood oxygenation level dependent
(BOLD) signal in cortical regions, including
the somatomotor cortex (deCharms et al.,
2005), auditory cortex (Yoo et al., 2007), in-
sular cortex (Caria et al., 2007), medial
frontal cortex (Phan et al., 2004), and ACC
(deCharms et al., 2004; deCharms et al.,
2005), and have largely included healthy
participants between the ages of 18 and 45
years old. However, a smaller body of re-
search has focused on subcortical structures,

including the amygdala (Posse et al., 2003).
Moreover, preliminary studies are emerging
in support of real-time fMRI and partici-
pant-driven signal modulation as potential
treatments for clinical disorders, including
epilepsy (Fernandez et al., 2001; Kesavadas
et al., 2007) and chronic pain (deCharms,
2007; deCharms et al., 2005). Given the
extensive evidence reviewed herein, it can
be concluded that addiction is indeed a dis-
order of the brain, and as such, may be
amenable to treatment through real-time
feedback and modulation of neural func-
tioning by participants in the neural circuits
underlying addiction using fMRI methods.
This proposition is speculative and we are
not aware of any studies to date that have
examined the use of real-time fMRI as a
treatment for addiction; however, this pos-
sibility is yet another example of how func-
tional neuroimaging methodology may
inform the development of novel treat-
ments for addiction. 

Based on the nascent findings reviewed
above, it is clear that cognitive affective
neuroscience can have a significant impact
on the prognosis of individuals suffering
from addiction by fostering innovative
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treatment approaches for targeting neuro-
biological impairments that are characteris-
tic of addiction vulnerability and relapse.
Larger scale treatment outcome studies that
integrate fMRI assessments into the study
designs will be needed to examine not only
the effects of these innovative treatments on
substance use treatment outcomes, but also
the extent to which the targeted neural
mechanisms are indeed driving treatment
effects. 

Summary and Future Directions

As reviewed above, today’s clinical re-
searchers are operating in a time when col-
laborative, interdisciplinary approaches are
becoming paramount to understanding the
core mechanisms underlying psychiatric ill-
ness and treatment outcomes. Therefore, it is
important to consider how clinical re-
searchers can begin to draw on the work of
cognitive affective neuroscience and strive
to incorporate functional neuroimaging
methods into their own work. One step in-
cludes collaborating directly with cognitive
affective neuroscientists to develop and in-
tegrate functional neuroimaging paradigms
into the assessment batteries that are ad-
ministered in clinical research studies. In
this way, cognitive affective neuroscience
data can serve as an additional level of
analysis to aid clinical researchers in the de-
velopment, evaluation, and modification of
clinical theories of psychopathology and
treatment, thus providing new insights into
the biological mechanisms through which
cognitive and behavioral treatments actu-
ally do work, and for whom these treat-
ments may be most effective. Translational
work of this kind presents a number of chal-
lenges; however, collaboration across disci-
plines can be an effective way to overcome
many of the challenges, and may even pro-
duce synergistic effects that will compound
the knowledge gained even further. 

Regardless of the challenges, the inte-
gration of cognitive affective neuroscience
methods into clinical research is indeed fea-
sible as evidenced by the studies reviewed
above, and this work will likely increase in
feasibility as technology continues to ad-
vance. As new tools, methods, and tech-
niques become available, an even wider
range of clinical questions will likely be
tackled using these methods. For example,
future researchers may gain additional in-
sight into the common and unique neural
mechanisms underlying comorbid psycho-
logical disorders, which may point to new
targets for the treatment of co-occurring
psychopathology. Additionally, as new

knowledge emerges about normal and ab-
normal neural development, researchers
may be able to identify critical neurodevel-
opmental periods when interventions will
be most effective. Also of great importance
will be future research efforts to identify
neurobiological moderators of treatment
outcome in order to determine which cogni-
tive and behavioral treatments are likely to
work best for whom. This is indeed an excit-
ing time to be a clinical researcher, as the in-
tegration of cognitive affective neuroscience
methods will surely help us to find new an-
swers to these critically important clinical
research questions.
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There are two myths that dominate
public and professional discourse
about gender and sexuality. The first

is that female hypoactive sexual desire dis-
order (HSDD) causes nonsexual marriages
and second is that the proerection medica-
tions have totally resolved erectile dysfunc-
tion (ED). What should CBT clinicians and
researchers know about the scientific and
clinical reality? Leiblum’s (2010) book on
sexual desire emphasizes female desire
problems as a very common problem.
However, using the operational definition
of a nonsexual marriage—being sexual less
than 10 times a year (McCarthy &
McCarthy, 2003)—when couples totally
stop being sexual it is the man’s decision in
the great majority of cases (Lindau et al.,
2007). In essence, he has lost comfort and
confidence with erections, intercourse, and
orgasm. He is stuck in the pattern of antici-
patory anxiety, tense and performance-ori-
ented sex (intercourse as the pass-fail test),
frustration, embarrassment, and avoidance
of intimacy. His internal cognition is, “I
don’t want to start something I can’t fin-
ish.” He avoids not just intercourse, but
sensual, playful, and erotic touch. Typically,
this decision is made unilaterally and con-
veyed nonverbally.

The proerection medications (Viagra,
Cialis, and Levitra) can be valuable re-
sources to promote male sexual function as
he confronts illness, side effects of medica-
tions, and, with aging, a less efficient and
resilient vascular system. However, for erec-
tile medications to work in an optimal man-
ner they need to be integrated into the
couple style of intimacy, pleasure, and eroti-
cism (McCarthy & Fucito, 2005). Just as
important, the man and couple have to
maintain positive, realistic sexual expecta-
tions. Rather than expecting the pill to be a
stand-alone intervention that will return
him to totally predictable erections of his
teens and 20s, they need to embrace a “new
sexual normal.” The best estimate is that
when a man takes an erection medication
the couple will have successful intercourse
in 65% to 85% of encounters (Brock et al.,
2002). This is a positive, realistic expecta-
tion, but marketing ads and medical over-
promising leads the man and couple to feel

like “sex failures.” The dropout rate is quite
high (40% to 80%), leading to demoraliza-
tion and sexual avoidance. CBT clinicians
and researchers need to reengage in this im-
portant field, which has a major impact on
the psychological well-being of men,
women, and couples (McCarthy & Breetz,
2010).

Traditional Male Sexual Socialization

The great majority of males learn sexual
desire and erection as spontaneous, in their
control, totally predictable, and most im-
portant, autonomous. In other words,
teenage and young adult men can experi-
ence desire, erection, intercourse and or-
gasm as an autonomous function; they need
nothing from their partner. Cultural images
and male folklore reinforce that this is “first-
class male sex” and anything else is “set-
tling” or second-class. In reality, approxi-
mately 10% of men do not experience au-
tonomous sexual desire and function
(McCarthy & McDonald, 2009). Primary
male-inhibited sexual desire is usually
caused by a sexual secret—a variant arousal
pattern, greater confidence with masturba-
tory sex (with or without pornography), a
history of sexual trauma, or conflicts about
sexual orientation. The anxieties for most
young males involve sex performance fac-
tors such as concerns about penis size, num-
ber of partners, and ability to “give” the
partner an orgasm during intercourse.
These concerns do not cause male inhibited
sexual desire.

This overemphasis on perfect individual
sex performance—being able to have sex in
any situation regardless of mood or stress,
valuing sex quantity over sexual quality,
and especially, the emphasis on totally pre-
dictable, autonomous sex function—is an
unrealistic demand on the man as he ages
and is in a serious or marital relationship
(McCarthy & Metz, 2008). This model of
male sexuality sets the stage for sex dys-
function, inhibited desire, and sexual avoid-
ance.

Male Sexual Desire

For the majority of males, spontaneous
erections are the cue for sexual desire.

Typically, boys learn sexual response
through masturbation beginning between
ages 10 to 14. Partner sex to orgasm typi-
cally begins between ages 15 to 20.
Although there is often awkwardness and
anxiety about premature ejaculation, desire
and erections remain strong and reliable.

The key for sexual desire is to maintain
positive anticipation with the cognition that
he deserves to enjoy sex at this time and in
this relationship. In a serious or marital rela-
tionship the primary challenge for the man is
to balance his “sexual voice” with being an
intimate, erotic team. The second challenge
is to integrate intimacy and eroticism into
this relationship. The couple needs to con-
front the stereotype of male sexuality being
simple while female sexuality is complex.
Maintaining a strong, resilient sexual desire
in serious relationships is a complex psy-
chosocial challenge for the man, woman,
and couple (Metz & McCarthy, 2010).

Erectile Comfort and Confidence

Once a sensitizing event occurs (i.e., the
man does not have an erection sufficient for
intercourse), he does not return to the un-
self-conscious total confidence of his youth.
Whether this occurs at 25, 35, 45, or not
until 65 (the latter is rare), this changes the
man’s approach to sex. Ideally it would
allow him to be a more aware, better
lover—in other words, focus on enhancing
intimacy, pleasuring, and eroticism both for
himself, his partner, and their relationship.
Unfortunately, the more typical outcome is
he becomes sensitized to anticipatory and
performance anxiety. As Zilbergeld (1999)
noted, the man no longer views his penis as
a “friend,” but as an unreliable performance
tool.

When the man uses a proerection med-
ication, he naïvely hopes that this will re-
turn him to the totally predictable,
autonomous erections of his youth. He is
disappointed, frustrated, and embarrassed
when this unrealistic expectation is dashed.

Metz and McCarthy (2007) argue for a
comprehensive, integrative approach to re-
gaining comfort and confidence with erec-
tions whether an erection medication is
used on a consistent basis, intermittent
basis, or not at all. Medication cannot be a
stand-alone intervention, nor can it return
the man to totally predictable, autonomous
erections. What can, and ideally does, occur
is the man’s commitment to rebuild sexual
anticipation and desire based on sharing
pleasure and eroticism. Sexual desire and
function is not contingent on perfect inter-
course performance. He learns to view the
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woman as his intimate, erotic friend rather
than someone to perform for. If he chooses
to use a proerection medication he needs to
be sure it is integrated into the couple style of
intimacy, pleasuring, and eroticism. Just as
important, the man and couple need to de-
velop positive, realistic expectations about
erections and intercourse. The self-defeat-
ing approach is to view the pill as a stand-
alone magic solution. The “Good Enough
Sex” (GES) guideline is that 85% of sexual
encounters will flow to intercourse. When
that does not occur the man, without apolo-
gizing or panicking, is able to comfortably
transition to an erotic, nonintercourse sce-
nario or a sensual, cuddly scenario (Metz &
McCarthy, 2004). This approach presents a
challenge for the man, woman, and couple.
The clinician helps them carefully process
emotions of rejection, failure, or not feeling
loved and replace these with positive, realis-
tic sexual expectations. The GES approach
confronts negative attributions and emo-
tions and replaces them with feelings of
being intimate and erotic allies.

For some couples, Viagra is the preferred
drug because it serves to give the man confi-
dence and serves as a cue to initiate sex. Pro-
erection medications do not cause desire or
arousal, but do serve as a placebo to reduce
anticipatory and performance anxiety as
well as enhance vascular function so that
when aroused the erection maintains and is
resilient. For other couples, Cialis is the pre-
ferred drug because it provides more de-
grees of freedom of when and how to
initiate a sexual encounter. In other words,
the proerection medications have different
psychosexual dimensions that have a
stronger influence over sexual effectiveness
rather than simply the biological impact of
the medication. 

The most important issue for the man
and couple is to break the avoidance cycle
and rebuild the cycle of desire (positive an-
ticipation), pleasure (receiving and giving
pleasure-oriented touching), eroticism (tak-
ing emotional and sexual risks to enhance
sexual vitality), and satisfaction (couple
bonding and meaning; Metz & Epstein, in
press). 

Acceptance Versus Conditional
Approach to Sexual Function and

Dysfunction

Both the man’s youthful sexual experi-
ences and the media (including drug adver-
tisements) emphasize a totally predictable
model of erection, intercourse, and orgasm.
This is a powerful and seductive message
that sets an unrealistic model of the way

men “should” function sexually. This model
is not the reality for most men after 40 or
50; very few men can meet this criterion in
their 60s. In reality, the variable, flexible
GES model is preferable for males after 50
(and ideally before that). A favorite cogni-
tive intervention is to ask the man whether
he will cling to the traditional model, in
which case he is likely to stop being sexual
in his 50s or 60s, or whether he will be a
“wise” man, embrace the GES model, and
enjoy sexuality in his 60s, 70s, and 80s. 

The issue is what “first-class” male sexu-
ality means. Is it autonomous sexuality with
totally predictable erections and perfect in-
tercourse performance? Or is it intimate, in-
teractive couple sexuality focused on giving
and receiving pleasure-oriented touching,
integrating intimacy and eroticism, valuing
sensual, erotic, and intercourse scenarios,
and viewing the woman as his intimate sex-
ual partner to share with rather than per-
form for. Women are more likely to
embrace the GES model both for them-
selves as well as their relationship. It is a
much greater challenge for the man. He re-
ceives no support from male peers who
brag/lie about sexual performance.
Whether it is transitioning to erotic sex if
the encounter does not flow to intercourse,
accepting that at times her arousal and or-
gasm is easier than his, being comfortable in
using self-stimulation during partner sex, or
valuing sensual scenarios, the rigid male sex
culture says that only firm erections, inter-
course, and orgasm qualify as acceptable
sex. The man is not willing to admit he
“failed” the performance test even if to do so
would enhance male and couple desire and
satisfaction.

Michael and Laura1

Sixty-seven-year-old Michael had fallen
into the traditional male sex trap. Over the
past 2 years, he had lost his comfort and
confidence with erections and intercourse.
Instead of  enjoying the sexual experience, he
was relieved when he ejaculated inside Laura.  

Couple sex occurred less than once a
month and usually ended with frustration
when Michael lost his erection. Michael en-
vied the sexual vitality of his two adult sons,
and increasingly felt old and “over the hill.”
He loved Laura (who is 61) and viewed her as
attractive, although not as sexually appeal-
ing as the 25-year-old women he saw on the
street or on TV. Michael masturbated 2 to 4

times a month using Internet porn. This re-
assured him that he could still have or-
gasms, although he felt his erections were
less strong and his ejaculations less satisfy-
ing. He felt guilty about ignoring Laura and
using porn, but rationalized that is was the
only way for him to be sexual.

Laura felt confused and resentful about
Michael’s sexual avoidance. She had viewed
sexuality as a strength in the marriage, es-
pecially before the boys were born and after
the last one left for college. Laura wanted to
enjoy the “empty nest” chapter of her life.
She had won an award as a master teacher at
the community college, felt connected to
her son’s families—especially the grand-
children—felt her marriage was good, and
believed that since both Michael and she
were healthy and he had cut back to a 30-
hour work week, they would travel and
enjoy life more. However, the lack of inti-
macy, touching, and sexuality felt like a big
hole in her life and a drain on their relation-
ship.

When Laura tried to talk to Michael
about the lack of sex, he became defensive
and counterattacked about her reluctance
to be sexual when they were raising their
sons. He bewailed the missed sexual oppor-
tunities during those years. Laura, feeling
defensive, informed Michael that she had
been drained by going to graduate school
part-time, teaching, and being the primary
parent. Michael complained that Laura
wanted to argue and put him down about
the past. She felt ignored and that he put up
a wall against emotional intimacy and sex-
ual touching. They enjoyed each other more
when they were around other people and in-
volved in family activities.

What brought the intimacy issue to a
crisis point were plans for their 35th wed-
ding anniversary. Laura wanted to take a 4-
day trip as a couple to a historic hotel in the
mountains, but Michael wanted a long
weekend at the beach with the whole fam-
ily. It was clear that this wasn’t about the
mountains versus the beach; it was about
Michael not wanting to be alone with Laura
in a potential sexual situation.

One daughter-in-law was a clinical so-
cial worker. She suggested to Laura that
they consult a couple therapist with a spe-
cialty in intimacy issues with older couples.
Laura was very enthusiastic, but Michael
was concerned he’d be viewed as the “bad
guy.” He was relieved to learn that the ther-
apist was a man who rejected “male bash-
ing.” However, Michael was still anxious.
Underneath, Michael felt ashamed that he
wasn’t able to perform like a “real man.”
Two weeks before the scheduled appoint-

1Details about the case have been modified to
protect the identity of the client.
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ment, he bought 10 Viagra pills on the
Internet. Without saying anything to
Laura, he took 2 pills washed down by 2
beers (Michael felt he needed “liquid
courage”). Although he did have an erec-
tion, Michael tried to rush intercourse and
lost his erection during intromission, which
was very frustrating and embarrassing for
him. Laura was totally bewildered by what
had happened and why. She felt frustrated
by Michael’s unwillingness to talk with her
at the time or afterward.

When they appeared for their initial
therapy appointment they were a tense and
tentative couple. Conducting the first ses-
sion as a couple is the preferred strategy be-
cause it provides the opportunity to define
the problem as a couple issue and to start
them thinking, talking, and feeling as an in-
timate team (McCarthy & Thestrup, 2008).

Rather than blaming or shaming
Michael, the clinician was empathic and re-
spectful. He did challenge Michael’s as-
sumption about what constituted “first-
class” male sexuality after 60. Michael was
surprised to learn (as was Laura) that when
couples stopped being sexual it is almost al-
ways the man’s decision. Michael was reas-
sured to learn that very few men
experienced the perfect, predictable erec-
tions portrayed in the medication ads. In
addition, his alcohol use interfered with the
Viagra by weakening vascular response.
Michael would learn to utilize relaxation
and mindfulness techniques to reduce antic-
ipatory anxiety.

Psychologically, the major issue for
Michael was to accept the challenge of GES,
especially erections that developed from
touching rather than easy, autonomous
erections. Biologically, Michael adopted the
strategy of using daily doses of Cialis.
Relationally, he learned to view Laura as his
intimate, erotic friend. In terms of psycho-
sexual skills, two key factors were use of
multiple stimulation before and during in-
tercourse and Laura guiding intromission so
Michael could focus on the pleasuring.
These were not easy for Michael to accept
and implement, but with Laura’s support
and involvement they experienced signifi-
cant sexual growth.

Laura found both the therapy sessions
and the psychosexual skill exercises easier
and more inviting than did Michael. The
fact that Michael needed her sexually was a
powerful aphrodisiac for Laura. She identi-
fied with the concept that his “grown-up”
erections were better than his youthful
“show-up” erections. Although Laura very
much valued intercourse sex, like many
women of her age she found erotic scenarios

and techniques very satisfying. When she
was moderately aroused she enjoyed receiv-
ing oral sex (if she experienced low levels of
arousal, oral sex was counterproductive be-
cause it increased her self-consciousness
rather than facilitated erotic flow). Often
Laura would be orgasmic with oral stimula-
tion and then Michael used a vaginal lubri-
cant to facilitate intercourse. He preferred
orgasm inside of her.

The process of couple sex therapy, espe-
cially where there is male inhibited sex de-
sire, is seldom easy or linear. More often it is
a “two steps forward, one step back”
process. Michael longed for the past pattern
of being the initiator, predictable erections,
and reliable intercourse and orgasm. Laura
found it much easier to embrace variable,
flexible GES because it was congruent with
her sexual socialization and experiences.
Michael had an internal argument about
whether he was “settling” and whether GES
was really first-class male sexuality. The
biggest psychological “trap” for men is to
view sex and aging as “loss” rather than
“challenge.”

The psychobiosocial model of under-
standing and changing the couple’s sexual
script was the organizing concept of ther-
apy. All three factors need to be carefully as-
sessed and addressed. Just as important is to
replace the “poisons” that subvert healthy
couple sexuality with positive psychologi-
cal, biological, and relational strategies and
techniques. Sexuality is a “team sport” fo-
cused on pleasure rather than an individual
sex performance with intercourse as the
pass-fail test.

For Michael, the empowering psycho-
logical cognitions were being a “wise” man
and “taking pride in beating the odds.”
Michael’s “trap” had been to obsess about
his erection and intercourse. The new male
and couple mantra is “desire, pleasure,
eroticism, and satisfaction.” Sexually, espe-
cially after 50, desire is the premier issue,
not performance or orgasm. These concepts
were reinforced throughout the couple
therapy sessions (and during occasional in-
dividual sessions with Michael). Between
sessions Michael and Laura were assigned
psychosexual skill exercises using the for-
mat of “read, talk, and do.” In a typical gen-
der split, Laura valued the reading and
talking with its concepts of being an inti-
mate, erotic team, nondemand pleasuring,
the GES approach, and couple bonding and
satisfaction. Michael emphasized imple-
menting psychosexual skills and engaging
sexually. Laura was more accepting of vari-
able, flexible sexual scenarios than was
Michael. The key psychological change for

Michael was how much better he felt about
himself and the relationship when they
shared orgasmic experiences whether dur-
ing the pleasuring/eroticism phase, during
intercourse, or in afterplay.

Biologically, the most helpful interven-
tion was a couple consultation with their in-
ternist. When the couple attend together
and make it clear to the physician that they
want to be active, involved patients, focus
on health behaviors, and deal with side-ef-
fects of medications (not ask the physician
to do sex counseling), it brings out the best in
the physician. In the couple consultation,
Michael wanted reassurance that he was a
reasonably healthy 67-year-old man who
was capable of enjoying sexuality, although
not in the same way he had 30 years ago.
The physician’s explanation of vascular and
cardiology changes was particularly useful
for Michael. In addition, the physician sug-
gested altering medication doses and, even
more importantly, changing the times he
took his medications so sexual side-effects
were reduced.

Relationally, Michael needed Laura to be
both his intimate and erotic ally. Michael’s
receptivity and responsivity to Laura’s sex-
ual expressiveness was powerfully motivat-
ing for her. Desire is the core issue in couple
sexuality and the combination of Laura feel-
ing wanted by Michael and the freedom to
have her own sexual initiatives and prefer-
ences enhanced couple sexuality. An in-
volved, aroused partner is the best
aphrodisiac.

Improved psychosexual skills and
adopting a variable, flexible sexual reper-
toire enhanced Michael’s sexual desire.
Accepting that it is better to transition to
intercourse at high levels of erotic flow, al-
lowing Laura to initiate the transition to in-
tercourse and to guide intromission, and to
enjoy giving and receiving multiple stimu-
lation during intercourse enhanced sexual
desire and function for Michael. The biggest
challenge for Michael was to accept that
when sex did not flow to intercourse they
could seamlessly transition (without pan-
icking or apologizing) to a mutual erotic
scenario (Michael did not enjoy a sexual sce-
nario where he was only the giving or re-
ceiving partner, nor did he appreciate
sensual scenarios). Although Laura was fine
with asynchronous and sensual scenarios,
she respected Michael’s preferences.

Relapse Prevention Strategies and

Techniques

Sexuality, especially sexual desire, can-
not be treated with benign neglect. Michael
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and Laura were followed for 2 years with 6-
month follow-up sessions. The format was
to process what was going well, address
psychological, relational, or sexual con-
cerns, and set a new intimacy, pleasuring, or
eroticism goal for the next 6 months. The
theme was to continue to grow their sexual
relationship. In addition, if there were any
concerns or problems, they were urged to
call for a “booster” session. 

For Michael to maintain sexual desire,
the prime challenge was to embrace GES as
“first-class.” Laura’s embracing of the GES
approach and her obvious enjoyment of
variable, flexible sexual expression (both her
own and Michael’s) strongly reinforced his
desire. He understood he would not get
support or validation from his male peers,
but the cognition “We’re going to beat the
odds and enjoy couple sexuality in our 60s,
70s, and 80s” was highly motivating. 

Michael found the 6-month follow-up
sessions helped him remain accountable.
He especially enjoyed the goal of develop-
ing a new sexual scenario during the next 6
months. His favorite new scenario was to
take turns manually and orally stimulating
each other to orgasm. Laura was very
pleased that Michael had learned to value
asynchronous as well as mutual sexual sce-
narios.

Summary

Conceptually, clinically, and empirically,
the issue of male sexual desire is poorly un-
derstood. It is crucial to develop a model for
valuing and maintaining male sex desire in

serious relationships with the aging of the
man and aging of the relationship. 

Both primary and secondary HSDD
needs to be carefully assessed and treated.
Particularly challenging is developing the
commitment to GES as the most appropri-
ate model for male and couple sexual desire
and function. Confronting the traditional
male sex performance model of totally pre-
dictable erections, intercourse, and orgasm
and replacing it with the variable, flexible,
pleasure-oriented GES model is key to male
sexual desire with aging. This new model of
male and couple sexuality is a challenge for
CBT couple therapists and for the public.

References

Brock, G. B., McMahon, C. G., Chen, K. K.,
Costigan, T., Shen, W., Watkins, V., . . .
Whitaker, S. (2002). Efficacy and safety of
Tadalifil for the treatment of erectile dysfunc-
tion: Results of integrated analyses. Journal of
Urology, 168, 1332-1336.

Leiblum, S. R. (2010). Treating sexual desire disor-
ders. New York: Guilford

Lindau, S. T., Schumm, L. P., Laumann, E. O.,
Levinson,W., O’Muircheartaigh, C. A., &
Waite, L. J. (2007). A study of sexuality and
health among older adults in the United
States. New England Journal of Medicine, 357,
762-774.

McCarthy, B., & Breetz, A. (2010). Integrating
sexual interventions and psychosexual skill
exercises into cognitive-behavioral therapy.
the Behavior Therapist, 33, 319-328.

McCarthy, B., & Fucito, L. (2005). Integrating
medication, realistic expectations, and thera-
peutic interventions in the treatment of male

sexual dysfunction. Journal of Sex and Marital
Therapy, 31, 319-328.

McCarthy, B., & McCarthy, E. (2003). Rekindling
desire. New York: Brunner/Routledge.

McCarthy, B., & McDonald, D. (2009).
Assessment, treatment, and relapse preven-
tion: Male hypoactive sexual desire disorder.
Journal of Sex and Marital Therapy, 35, 58-67.

McCarthy, B., & Metz, M. (2008). Men’s sexual
health. New York: Routledge.

McCarthy, B., & Thestrup, M. (2008). Couple
therapy and the treatment of sexual dysfunc-
tion. In A. Gurman (Ed.), Clinical handbook of
couple therapy (4th ed., pp. 591-617). New
York: Guilford.

Metz, M. & Epstein, N. (in press). Cognitive-be-
havioral couple sex therapy. New York:
Routledge.

Metz, M., & McCarthy, B. (2004). Coping with
erectile dysfunction. Oakland, CA: New
Harbinger.

Metz, M., & McCarthy, B. (2007). The “Good
Enough Sex” model for couple sexual satis-
faction. Sexual and Relationship Therapy, 22,
351-362).

Metz, M., & McCarthy, B. (2010). Enduring de-
sire. New York: Routledge.

Zilbergeld, B. (1999). The new male sexuality.
New York: Bantam

...

Correspondence to Barry McCarthy,
Department of Psychology, 321 Asbury
Building, American University, 4400
Massachusetts Ave. NW, Washington DC,
20016-8062;  mccarthy160@comcast.net

ABCT’s 2011–2012 President, Robert K. Klepac, Ph.D.,
ABPP, invites submissions for the 34th Annual
President’s New Researcher Award. The winner will
receive a certificate and a cash prize of $500. The
award will be based upon an early program of research
that reflects factors such as: consistency with the mis-
sion of ABCT; independent work published in high-
impact journals; and promise of developing theoretical
or practical applications that represent clear advances
to the field. While nominations consistent with the con-
ference theme are particularly encouraged, submis-
sions will be accepted on any topic relevant to cognitive
behavior therapy, including but not limited to topics
such as the development and testing of models, innov-
ative practices, technical solutions, novel venues for
service delivery, and new applications of well-estab-

lished psychological principles. Submissions must
include the nominee’s current Curriculum Vita and one
exemplary paper. Eligible papers must (a) be authored
by an individual with five years or less posttraining
experience (e.g., post-Ph.D. or post-residency); and (b)
have been published in the last two years or currently
be in press. Submissions will be judged by a review
committee consisting of Robert Klepac, Ph.D., Debra A.
Hope, Ph.D., and Stefan Hofmann, Ph.D. (ABCT’s
President, Immediate Past-President, and President-
Elect). Submissions must be received by Monday,
August 6, 2012, and must include four copies of
both the paper and the author's vita and sup-
porting letters if the latter are included. Send sub-
missions to ABCT President’s New Researcher Award,
305 Seventh Ave., 16th floor, New York, NY 10001.

Call for Papers President’s New Researcher
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Ihave thought a lot about mentorship
over the past year since assuming the
role of training director for an APA-ac-

credited clinical psychology doctoral pro-
gram. This is a sometimes challenging, but
often rewarding role that has presented me
with the opportunity to interact with many
current and prospective doctoral students.
Frequently, as I meet with prospective grad-
uate students, I am reminded of just how
fortunate I was to have great undergraduate
mentorship (thank you, Sue Orsillo and
Brian Marx) when I applied to graduate
school and graduate mentorship (thank
you, Drew Anderson) to help me navigate
my way through the graduate training
process. 

I can vividly remember standing in the
lobby of the ABCT conference hotel wait-
ing to “interview” with my future doctoral
mentor. Later in my training we enjoyed a
laugh while he shared with me the look of
panic that must have come over my face
when I was introduced to him. It was at this
same meeting that I had the pleasure of in-
teracting with other potential doctoral
mentors during the poster session (and the
anxiety of navigating my way through
Washington, DC, for the first time so that I
could take the Psychology GRE, because it
was the last time it was offered before appli-
cations were due!). It was also at this meeting
that I experienced firsthand the role that
ABCT plays in the academic training and
professional development of so many cogni-
tive-behaviorally oriented health-care pro-
fessionals. 

As many tBT readers know, applying to
graduate school can be an overwhelming
process, filled with anxiety about GRE
scores, having the “right” type of research
experience, and what it is, exactly, that ad-
missions committees are looking for in a
“personal statement.” Having served on the
graduate admissions committee in my pro-
gram several times, I am quick to remind
students that an equally important part of
the application is the student/mentor
match. As a student, you devote several

years of your life to graduate training and
often to the work of your mentor. It is im-
portant, therefore, that you put as much ef-
fort into finding the right mentor as you put
into finding the right program (or the one
that is closest to the beach!). As a mentor, it
is equally important that we put effort into
selecting students who best fit our training
program, research team needs, and inter-
personal style. 

Throughout one’s career, finding the
right mentor is an often necessary, but not
always sufficient, ingredient for professional
success. Workplace mentorship research has
shown that mentored versus nonmentored
workers fare better in both objective and
subjective outcomes, including more com-
pensation and promotions, more commit-
ment to one’s career, and greater job and
career satisfaction (Allen, Eby, Poteet,
Lentz, & Lima, 2004). In the context of
graduate training in psychology, Forehand
(2008) reported that successful mentorship
(a) begins with the selection of doctoral stu-
dents who are a good fit with the mentors,
(b) involves instrumental behaviors on the
part of the faculty member (e.g., hold re-
search meetings, help student develop re-
search goals), and (c) requires that the
faculty mentor possess certain characteris-
tics that facilitate the mentorship relation-
ship (e.g., engaged with students, open to
student ideas). 

In the spirit of Forehand’s (2008) first
criterion for successful mentorship, the
ABCT Academic Training Committee,
along with the ABCT central office staff, re-
cently launched an online Mentorship
Directory to help facilitate the graduate
student-mentor match.  The Mentorship
Directory is modeled after the ABCT Find-
a-Therapist directory, and it has two goals:
(a) help future graduate students locate and
connect with cognitive-behaviorally ori-
ented graduate mentors and (b) provide
members of ABCT an opportunity to re-
cruit graduate students with an interest in
CBT. 

The directory is searchable based on sev-
eral variables, including geographic loca-
tion, program training model (e.g., scientist
practitioner, clinical scientist, scholar prac-
titioner), populations served/studied, spe-
cialty area (e.g., depression, eating
disorders, anxiety disorders), and whether
or not a mentor plans to accept a new grad-
uate student in the current application
cycle. Mentors (ABCT members) can easily
join the directory by visiting the
Mentorship Directory home page
(http://www.abct.org/Mentorship/?m=mM
entorship&fa=meMain) on the ABCT
website (www.abct.org). To join or update
your information, you need to enter your
ABCT number (which you can obtain by
contacting the ABCT central office) and
your last name. Anyone, including the gen-
eral public, can search the directory for free
by following the same link.

On behalf of the ABCT Academic
Training Committee, I encourage all gradu-
ate program mentors to join the directory
and to invite your ABCT colleagues to join as
well. It is important for the future of CBT
and ABCT that the next generation of men-
tal health professionals have the opportu-
nity to connect with the many outstanding
members of ABCT and to develop lasting
professional relationships that will benefit
the field for years to come.
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We are approaching the nomina-
tions period for ABCT’s elected
leadership positions. Profession-

al organizations are as strong as their mem-
bers’ participation. ABCT belongs to all of
us and the selection of leaders represents the
single most important task that members
accomplish. Please take ownership of your
association and participate in the leadership
selection process. Make this the year you
guide your professional home and make a
contribution by running for office or take an
active role in selecting our leaders. If you
ask members who have previously served in
a leadership role in ABCT why they partici-
pated, they all share similar reasons for par-
ticipating in the leadership: They wanted to
make a difference, and they did. Will you or
someone you know run for office? In addi-
tion to the inherent satisfaction achieved
from contributing to ABCT, you have the
opportunity to develop new friendships
while reconnecting with old ones.

This coming year we need nominations
for three elected positions: President-Elect,

Secretary-Treasurer, and Representative-at-
Large. Those members who receive the
most nominations will appear on the ballot.
In April, members in good standing vote for
the candidates of their choice to serve for 3
years. The President-Elect will serve in that
function from 2012–2013, then as
President from 2013–2014, and then as
Past President from 2014–2015. The
Secretary-Treasurer, one of the most impor-
tant roles in the organization, serves as the
Chief Financial Officer. Reviewing annual
income and expense, reviewing budget pro-
jections, and making recommendations for
our investment policies allow us to prosper
as an organization. The Board approves the
budget each year and the Secretary-
Treasurer has oversight.

Each Representative-at-Large serves as a
liaison to one of the branches of the
Association. The representative position up
for election this year serves as the liaison to
the Convention and Education Issues
Coordinator. Our convention is one of the
most important things we do. This

Representative-at-Large serves a crucial role
ensuring that we maintain high-quality
conventions. All full members in good
standing are eligible to be nominated, and
there is no limit to the number of members
you can nominate for any of the positions.

Electioneering starts at the Annual
Convention. So if you are interested in run-
ning for office, or if you have a candidate in
mind, start the campaign now with the
nominations and go to the Annual
Convention and start making your case to
the electorate. 

Nominating a candidate is very easy.
Nomination ballots will be posted on our
web page, printed in several issues of the
Behavior Therapist (see below), and will be
available at the convention. 

How to Nominate: Three Ways

�Mail the form to the ABCT office 
(address below)

� Fill out the nomination form by hand
and fax it to the office at 212-647-1865

� Fill out the nomination form by hand
and then scan the form as a PDF file and
email the PDF as an attachment to our
committee: membership@abct.org. 

The nomination form with your orig-
inal signature is required, regardless of
how you get it to us. 

Good governance requires participation
of the membership. ABCT needs you par-
ticipation to insure good governance and to
continue to thrive as an organization. 

At ABCT

Nominations for ABCT Officers: 
Get in on Choosing the Leaders
Raymond DiGiuseppe, Chair, Leadership and Elections Committee

I nominate the following individuals: 

P R E S I D E N T- E L E C T ( 2 0 1 2 – 2 0 1 3 )

R E P R E S E N TAT I V E -AT- L A R G E ( 2 0 1 2 – 2 0 1 5 )

S E C R E TA RY-T R E A S U R E R

N A M E ( p r i n t e d )

S I G N AT U R E ( r e q u i r e d )

2012 Call for NominationsNOMINATE the Next Candidates for ABCT Office

Every nomination counts! Encourage colleagues to run
for office or consider running yourself. Nominate as many
full members as you like for each office. The results will be
tallied and the names of those individuals who receive the
most nominations will appear on the election ballot next
April. Only those nomination forms bearing a signature
and postmark on or before February 1, 2012, will be
counted. 

Nomination acknowledges an individual's leadership
abilities and dedication to behavior therapy and/or cogni-
tive therapy, empirically supported science, and to ABCT.
When completing the nomination form, please take into
consideration that these individuals will be entrusted to
represent the interests of ABCT members in important pol-
icy decisions in the coming years. Contact the Leadership
and Elections Chair for more information about serving
ABCT or to get more information on the positions.  

Please complete, sign, and send this nomination form
to Raymond DiGiuseppe, Ph.D., Leadership & Elections
Chair, ABCT, 305 Seventh Ave., New York, NY 10001.

�



Call for Award
Nominat ions

The ABCT Awards and Recognition Committee is pleased to announce the 2012 awards pro-
gram. Nominations are requested in all categories listed below. Please visit our website in

December for specific submission instructions. Please note that award nominations may not be
submitted by current members of the ABCT Board of Directors.

Outstanding Contribution by an Individual 
for Educational/Training Activities
Eligible candidates for this award should be members of ABCT in
good standing who have provided significant contributions
toward educating and training behavior therapists. Past recipients
of this award include Gerald C. Davison in 1997, Leo Reyna in
2000, Harold Leitenberg in 2003, Marvin R. Goldfried in 2006,
and Philip C. Kendall in 2009. Please check ABCT’s website in
December for instructions on submitting nominations.

Outstanding Mentor
This year we are seeking eligible candidates for the Outstanding
Mentor award who are members of ABCT in good standing who
have encouraged the clinical and/or academic and professional
excellence of psychology graduate students, interns, postdocs,
and/or residents. Outstanding mentors are considered those who
have provided exceptional guidance to students through leader-
ship, advisement, and activities aimed at providing opportunities
for professional development, networking, and future growth.
Appropriate nominators are current or past students of the men-
tor. The first recipient of this award was Richard Heimberg in
2006, followed by G. Terence Wilson in 2008, and Richard J.
McNally in 2010. Please check ABCT’s website in December for
instructions on submitting nominations.

Student Dissertation Awards: 

• Virginia A. Roswell Student Dissertation Award ($1,000)
• Leonard Krasner Student Dissertation Award ($1,000)
• John R. Z. Abela Student Dissertation Award ($500)
Each award will be given to one student based on his/her doctor-
al dissertation proposal. The research should be relevant to behav-
ior therapy. Accompanying this honor will be a monetary award
(see above) to be used in support of research (e.g., to pay partici-
pants, to purchase testing equipment) and/or to facilitate travel to
the ABCT convention. Eligible candidates for this award should
be student members who have already had their dissertation pro-
posal approved and are investigating an area of direct relevance to
behavior therapy, broadly defined. A student's dissertation mentor
may complete the nomination. Self-nominations are also accept-
ed. Nominations must be accompanied by a letter of recommen-
dation from the dissertation advisor. Please check ABCT’s web-
site in December for instructions on submitting nominations.

Distinguished Friend to Behavior Therapy
Eligible candidates for this award should NOT be members of
ABCT, but are individuals who have promoted the mission of
cognitive and/or behavioral work outside of our organization.
Applications should include a letter of nomination, three letters of
support, and a curriculum vitae of the nominee. Past recipients of
this award include Jon Kabat-Zinn, Nora Volkow, John Allen,
Anne Fletcher, Jack Gorman, Art Dykstra, Michael Davis, Paul
Ekman, and The Honorable Erik K. Shinseki. Please check
ABCT’s website in December for instructions on submitting
nominations.

Career/Lifetime Achievement
Eligible candidates for this award should be members of ABCT in
good standing who have made significant contributions over a
number of years to cognitive and/or behavior therapy.
Applications should include a letter of nomination, three letters of
support, and a curriculum vitae of the nominee. Past recipients of
this award include Albert Ellis, Leonard Krasner, Steven C.
Hayes, David H. Barlow, G. Alan Marlatt, and Antonette M.
Zeiss. Please check ABCT’s website in December for instruc-
tions on submitting nominations.

NOMINATIONS FOR THE FOLLOWING AWARD ARE SOLICITED

FROM MEMBERS OF THE ABCT GOVERNANCE:

Outstanding Service to ABCT
Please check ABCT’s website in December for instructions on
submitting nominations.

18th Annual Awards & Recognition

We appreciate your patience 
as the Awards & Recognition Committee 

transitions to a new leadership: full details on
submitting nominations will be available on

ABCT’s website in December.

Nominate on line: www.abct.org
Deadline for all nominations: March 1, 2012
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Full Members

Robin L. Aupperle
Paul J. Bach
George F. Collins
Emily Bridget Cooney
Amy L. Damashek
Caroline Danda
Meena Dasari
Mark R. Edison
Murray Erlich
Michelle Cororve Fingeret
Perry Friedman
Nikki N. Frousakis
Lydia Stanton Greene
Tracey Guertin
Amanda L. Gutierrez
Betrice Hamilton
Janet Isabel Harding-Curley
Greta B. Hirsch
Shelley J. Hosterman
Joshua I. Hrabosky
Melissa Beth Katz
Mairon Koch
Matthew A. T. Lehman
Michelle H. Lim
Michael Brian Madson
Michelle Penny Maidenburg
Elise D. Massie
F. Joseph McLaughlin
Deborah Mertlich
Jimmy L. Middlebrook
Jason S. Moser
Lauren Muhlheim
Janet Robinson Mullins
Joanmarie Nolan-Miller
Irmgard Oberhummer
Lisa Imbrogulio Post
Rachel Rippel
Nancy Lynda Robbins
Amy Rubin
Sandra Sagrati
Michele Sallean
Erica L. Sargent
Rachael Schuster
Michelle Skeen
Nina Stoeckel
Dorcia Tucker
Sheri L. Turrell
Kristi Sands Van Sickle
Kathleen Carol Walls
Abbe Leigh Walter
Paul Wehrman
Tobias Christian Weiss
Deborah Weitz

Katherine R. White
Abraham W. Wolf

New Professional 1

Matthew Tyler Boden
Kasey Brown
Kiran Khurshid
Alexandria V Murallo
Jason Vladescu
Zaakir Yoonas

Post-Baccalaureate

Cara L. Blevins
Sara Joy Clingerman
Samuel Cooper
Kathryn DeYoung
Emily Justine Dunn
Alexis Elmore
Matthew Fierstein
Thomas J. Flanagan
Brett M. Goshe
Dane Albert Jensen
Stephanie Kerrigan
Priya Korathu-Larson
Melissa Lee
Raymond Massey McKie
Neha Mitragotri
Nicholas Perry
Kristen Reinhardt
Matthew Southward
Chris Villa

Student

Touraj Amiri
Carrie E. Bair
J. Ben Barnes
Miya L. Barnett
Tamara Batiste
Janice Baylor
Kristin Benavides
Daniel Javier Benitez
Kristen Benito
John J. Bergquist
Tatiana Bielak
Allison Borges
Lindsay Brand
Justin David Braun
James N Brazeau
Christopher A Briggs
James Derek Broussard
Laura J. Buchholz
Brandon Anthony Campo
Brenda Chiang

Sarah Christian
Grace Chung
Peter Clasen
Tracy Ann Clemans
Hannah Coffman
Melanie A. Cole
Jessica Cuellar
Zofia Czajkowska
Pooja Dave
Megan Davidson
Jennifer Davies
Michele Davis
Stephanie Anne Deveau
Lori Dobbin
Matthew C. Donovan
Stephanie Dumoulin
Christine D’Urso
Kellie Renee Edmonds
Marcy E. Elder
Shea Matthew Fisher
Dawn W. Foster
Sarah A. Frankel
Meredith K. Ginley
Katherine Goepel
Rachel Goers
Tatiana Dawnielle Gray
Kristen M. Guzzo
Elizabeth Anne Hebert
Jon Hinrichs
Jens Devgun Hogstrom
Jamie Howard
Julia Hubbard
Mikhila Humbad
Ian Hussey
Nicholas Charles Jacobson
Bianca M. Jones
Michelle Jones
Jennifer Keller
Shari Keller
Wendy Shallcross Lam
Katie Lang
Lisa Lipschitz
Cheyanne Lobaina
Jill Logan
Erica Lubetkin
Ilana R Luft
Mark Lynn
Danielle MacDonald
Christopher C Mackowiak
Alyssa Joy Matteucci
Juliette McClendon-Iacovino
Carnella A McDonald
Carolyn McIntyre
Ellen Meier

Welcome, New Members
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Eliyahu Melen
Melissa E. Milanak
Lindsay Mae Miller
Mary Miller
Roanne Debra Millman
Giselle Karen Mitchell-Vazquez
Clifton S. Mixon
Liza Mordkovich
Danielle Nicole Moyer
Michael E. Newcomb
Thuy Anh Ngo
Elizabeth Nosen
Melissa Onden-Lim
Zachary Ray Paige
Alayna Lee Park
Jeremy S. Peterman
Stephen P. Pipkin
Syb Pongracic
Hollie L. Reinhart
Shelby Morgan Reyes
Sarah Roberts
Steven Roring
Alison Sanders
Katherine Emma Sasso
Luke Schneider
Shelby Scott
Antonia Victoria Seligowski
Paul M. Shawler
Michelle Claire Silverman
Tess Siler Simpson
Lauren M. Skalina
Adriane M. Soehner
David T. Solomon
Ashleigh Monet Steever
Judith R. S. Stern
Matthew Thomas Suda
Giulia Suro
Edward J. Swain
Victoria Jane Taylor
Ghazel Tellawi
Erin Thompson
Natalie Prisbe Truba
Cristina Maylen Valdivieso
Kandice Jade Varcin
Amy Vicars
Sarah E. Victor
Kristin L. Walker
Jennifer Welbel
Alexis Estelle Whitton
Kimmely Mechelle Williams
Emily Winch
Ashley Witt
Matt Woodward
Kathy R. Woolley
Eric S. Zhou

New Student Members, continued

�D I S S E M I N A T I O N I N T H E 2 1 S T C E N T U R Y

45th Annual Convention |November 10–13, 2011
���TORONTO

www.abct.org/Conv2011/
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Live Learning Center

Nearly 100 Hours of Convention Offerings Online

——— at NO EXTRA FEE  ———

Brand New Service

. . . . . . . . .

Your registration for the convention gets you more than ever
before. Your paid general registration still gets you 127 symposia,
11 clinical round tables, our new research spotlight sessions, 25
panel discussions, 1,300 posters in 15 sessions, clinical ground
rounds, professional development sessions, invited addresses, and
SIG meetings. But, in case you can’t attend all the events that
interest you, that somehow you couldn’t fit in all 227 general ses-
sions, you have a new option: Watch them later.

As part of your general registration, attendees now have online
access to more than 90 hours of sessions captured at the conven-
tion. These will have the full PowerPoint presentations plus syn-
chronized audio. And they come free with your paid attendance.

What do you have to do to get this new offering? Besides reg-
istering for the convention? 

Nothing. 
Full details on how to access material will be sent to all pre-

registered attendees. Passwords will be sent to on-site registrants
shortly after the meeting. Pricing will also be available for those
who want to see all the great presentations but who didn’t attend
the convention. But why miss the many great networking oppor-
tunities that ABCT Conventions provide?



46th Annual Convention | November 15–18, 2012
National Harbor, MD

Continuing Education Sessions

Call for

Workshops
Workshops cover concerns of the practitioner / educator / researcher.
Workshops are 3 hours long, are generally limited to 60 attendees, and
are scheduled for Friday and Saturday.
Jillian Shipherd, Workshop Committee Chair
workshops@abct.org

Institutes
Institutes, designed for clinical practitioners, are 5 hours or 8 hours long,
are generally limited to 40 attendees, and are scheduled for Thursday.
Risa Weisberg, Institute Committee Chair
institutes@abct.org

Master Clinician Seminars
Master Clinician Seminars are opportunities to hear the most skilled
clinicians explain their methods and show taped demonstrations of
client sessions.  They are 2 hours long, are limited to 40 attendees, and
are scheduled Friday through Sunday.
L. Kevin Chapman, Master Clinician Seminar Committee Chair
masterclinicianseminars@abct.org

Please send a 250-word abstract and a CV for each presenter. For sub-
mission requirements and information on the continuing education ses-
sion selection process, please see the Frequently Asked Questions 
section of the ABCT Convention page at www.abct.org.

Submission deadline: February 1, 2012
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ABCT Ambassadors are easily recognized at

the annual meeting by their special ribbons.

They also receive a certificate of recognition

and are featured on our website and in tBT.       

ABCTAMBASSADORS

ABCT’s Ambassador program is 

a brand-new initiative promoting

leadership, participation, and 

membership in ABCT. 

Articulate ABCT’s vision, purpose, and 
identity to encourage membership 

Mentor individuals through the process of
presenting at the annual convention or
transitioning into leadership positions

Act as the eyes and ears
of the association locally

are needed to:

me s s e n g e r

g u i d e

s i g n i f y

For more information, contact Lisa Yarde
at ABCT’s central office (lyarde@abct.org)
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