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President’s Report
Lisa R. Grossman, J.D., Ph.D., ABPP

gl

As the 2012 President of the Academy, | am so eddid tell you of the
many things your Board has been doing this yearofar members, the
Academy and ABPP.

Mentoring Program

Our Mentoring Program is one of our most valuaid popular ini-
tiatives. Currently, we have approximately 18 mentand 60 mentees. As
we get increasingly more requests for mentors, iweraneed of Academy
members to volunteer to mentor 1-2 candidatesolf gre interested in be-
coming an Academy mentor please don’'t hesitat@mdact me.

Being aware of how important it is for mentors anentees to clear-
ly understand our mentoring procedures, the Boadised our Mentoring
Policy and Procedures document to more clearheceflesponsibilities of
both mentors and mentees. You will soon be ableew this revised docu-
ment on our website atww.aacpsy.org

Website I nitiative

Our website is currently undergoing extensive retion to improve
layout, readability and content. Our new websité wwclude, among other
things, more videos, free CE access, more focusuormembers and more
photos. Stayed tuned and check it out when itisHied!

Membership

As of mid-September, the total number of Academynimers was
489. This is 38% of the total number of Board Giexdi Clinical Psycholo-
gists (1,276). While this percentage mirrors thiatnany State, Provincial
and Territorial Psychological Association membgrshumbers, we would
like this number to be closer to 100%. The Boaad heen in intense dis-
cussion as to how to increase Academy memberskiipvarhave discussed

...Continued on page 22
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An Archetypal Perspective for Combat Trauma

Roger Brooke, Ph.D., ABPP
Duquesne University

In psychology’s academic and professionestinctual activity, family relations, feelings, or
worlds, the name of Carl Jung seems largely to ha thoughts. He writes about the phenomenology of
fallen into history, yet Jungian journals and books- images and imagination’s processes as such, on
tinue to flourish. His archetypal perspective hagrb their own terms (Brooke, 1991; 2009).
especially helpful recently for many combat vetsran
trying to make sense of their experience. One doés
have to be a “Jungian” (whatever that is), ordoept
some awkward and dated accounts of his archetyy
theory, to appreciate this contribution and to takep
in one’s professional work. While this perspecibas
enrich one’s work it obviously cannot substitute fo
specific clinical skills. For some colleagues, @,
it can become part of the ground on which specifi
techniques and interventions might be figured. Hopt
fully, this account might be helpful for those reesl Jung addresses such questions through the
trained in very different traditions. lens of what he calls individuation, which is a pro
cess of psychological deepening and spiritual matu-
ration. It implies psychic spaciousness, self-
acceptance, greater responsibility for one’s cofyduc
and a meaningful place in the wider community.
This lens helps us situate our understanding ofcom
bat experience and PTSI in life span developmental
Consistent with recent thinking in the DoD, |terms.

shall use the term post traumatic stres With this approach, the guiding insight is
“injury” ( PTSI) rather than “disorder” (PTSD). ) ’ .
that the psychological wounds of war are a univer-

Jung’s perspective sal human experience, and that, as we discover in

Before discussing the phenomenology of corr traditional warrior cultures, there is a common
bat experience and some recent literature in whicstructure to the requirements and processes of heal
Jungian sensibilities and ideas are found, it can ling. These wounds have been named in all cultures,
helpful to realize that Jung's work is not primgril and described in our own western culture more than
about psychosexual drives and object relatior two-and-a-half thousand years ago. What we now
(Freud), feelings (Rogers and the humanists), iokth call post traumatic stress injury is described hy a
ing (cognitive psychology), but about the orgamzin Egyptian physician in 1900 BCE and in the ancient
patterns and processes of the human imaginatic Sanskrit book,Mahabharata (Jayatunga, 2012);
which he understands as the autonomous ground and Homer'sllliad and Odysseycan be usefully
being human. Imagination and the images that cor read as depictions of the sequelae of combat trauma
prise psychological life are autonomous in the sen:(Shay, 1995, 2002). It is our own culture that has
that they are not derived from something else, @isch socially constructed this universal as a psycluatri
hypothetical instincts. Therefore, Jung’s inteiaghe  condition, burdening the individual veteran with al
workings of the human imagination is not merely ithe negative consequences that implies.
heuristic for approaching their supposed origingnin
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From a Jungian perspective our understand-
able professional focus on relieving suffering can
mean that we fail to ask whether there might be
meaning in combat PTSI symptoms. What purpose,
or psychic function, might they serve? In addition,
we can look to the wider cultural and mythic imagi-
nation in which we might understand the challenges
of combat experience and trauma, and then facili-
tate the return home.

There are a growing number of women wh
are combat veterans and they need to be honored
related to accordingly. It is awkward and clumsy t
negotiate “he or she” consistently through thisagss
ask the reader’s forgiveness or indulgence.



An Archetypal Perspective for Combat Trauma (carga)

Phenomenology of combat experience

Combat experience has been described as
minous--an experience of coming face-to-face wi
Ares, the god of war. That is why, as Decker (200
says, “Combat is such a mix of horror and brave
that it can be called mysterious.... Such an expe
ence can not only horrify and repel but also attre
and sanctify” (p. 47). This strange mixture of feds
intensity, terror, adrenaline high and psychic fra
mentation is never forgotten, even if it never k&l
clinical PTSI. It remains in the background, likest
sound of summer lawn mowers, present again w

the merest shift in attention. The experience mark: ™

difference in the structure of one’s being-in-therld
that can never be completely undone. Here is d bl
summary of some identifying themes.

1. In the war zone and combat the omnipotent &
idealized fantasies that belong to youth shatter;
one becomes mortal (“old”) overnight.

2. Dissociation: Grossman (2004) has documen
in careful detail how experience and memory b
come splintered and discontinuous, with son
images remaining with intense clarity but witl
many events, including one’s own behavior, di
integrating from consciousness and memory. Ir
ages that seemed “seared into one’s brain” sor
times turn out to have been hallucinatory ar
simply never happened. Experience and mem
are more like a collage than a single narrative.

3. Combat experience is numinous, sublime, aw
and awesome, horrific and oddly sanctifying.

4. Combat shatters the communal order, which
our network of human relations, social expect
tions, and institutions. The sense that the warld
mostly trustworthy and predictable is blown t
pieces. What combat veterans have is knowled:
-not a mere “belief’--that the fabric of the huma
order is thinner than civilians at home ever ima
ine.

5. Combat experience is an encounter with hum
evil and reaches into one’s moral core. It chang
one forever. It is this moral pain, described ¢
movingly by Marin (1981/95) which marks com

7.

9.

bat PTSI as qualitatively different from other
forms of PTSI. As Tick says, “If we do not ad-
dress the moral issues, we cannot alleviate it, no
matter how much therapy or how many medica-
tions we apply” (Tick, 2005, p. 117).

One experiences a personal empowerment that
comes with combat competence. Boys become
men, and women, too, enter the community of
combat veteran warriors.

Survivors experience a depth of brotherhood and
sisterhood with both the living and dead comrades
which lasts a lifetime.

Resisting the temptation to dehumanize the ene-
my and honoring the enemy dead are challenges
that are crucial for long term psychological recov-
ery and health.

Combat experience requires complex processes of
integration and healing afterwards if the return
from the war zone is to be satisfactorily accom-
plished. (see below)

Recent books with an archetypal perspective

Jonathan Shay’s (1996, 2002) two bodkshilles

in VietnamandOdysseus in Americ&ave rightly
become modern classics. Shay's method of psy-
chological analysis exemplifies the method of
amplification developed by Jung. He finds mean-
ing and structure in the experience of combat post
traumatic stress injury by looking to ancient, even
mythic, parallels to contemporary experience.
Achilles is about the erosion and degradation of
character in the face of prolonged combat and the
experience of betrayal by senior officers and poli-
ticians. The gods who turn on him and his friends
are in turn interpreted as metaphors for institu-
tions and people in power. “Like the Homeric
gods, power holders in armies can create situa-
tions that destroy good character and drive mor-
tals mad” (Shay, 1996, p. 15%)dysseuss about

a veteran hero who took ten years to

Volume 13, Issue | Page 3



An Archetypal Perspective for Combat Trauma (carga)

return home, by which time he had betrayed twhat Jung calls the shadow, one’s own participation
friends, done drugs, suffered from boredom athe human proclivity for destructiveness and evil.
rage, and behaved like a criminal. To situate agstr What emerges for the mature warrior is the needfor
gling veteran’s experience in these iconic terms is degree of self-knowledge not typically requiredcef

lift the burden of psychopathology and shame frgvilians. “In war, we have to live with heavy cordre

the veteran, to begin to dignify his (or her) stiffg, tions,” he writes. “The degree to which we can be
and to help him (or her) find a common brotherhocaware of and contain these contradictions is a nreas
(or sisterhood?) with all veteran warriors ever of our individual maturity” (p. 44).

where. This frees the veteran to ask how to take
his experience into the rest of his life and inte h
social world. More than this, Shay’'s two books a
packed with insightful discussions of the archetyg
needs of combat veterans, including facing the mo
and spiritual core of trauma, the needs for stdlryte
ing, the communalization of grief, honoring the en
my as fellow warriors, making peace with the dea
and establishing a new identity in which this expe!
ence can be integrated.

Marlantes also writes that the mature mood of
the combat veteran, perhaps accessible only as the
decades go by, is sadness. He wishes that our tomba
veterans could be taught to pray for the dead--both
friendly and enemy--immediately after firefights in
which people had been killed. He even offers such a
prayer (p. 79). There is a moral and spiritual Hept
this book that is at once sobering and intelletyual
satisfying. It is an important counterpoint to wHat
regard as the facile and probably doomed projesbof

The pioneering humanistic psychologis -called “positive psychology” in military resiliegc
Stanley Krippner (Paulson and Krippner, 200 training. (For reasons that go beyond this papkar/
writes that an archetypal approach “helps vetere hypothesize that the positive psychology resiliency
think about their situations without being enmeshinterventions in the military willncreasethe psycho-
in its personal fallout” (p. 56), such as negatweo- logical and behavioral problems of our service mem-
tions, avoidance, suppression, and substance ab bers--I am not alone in thinking so: Tick, personal
He goes on to discuss combat experience as a he communication; see Edelson et. al, 2011).
rite of passage, which includes 1) the call, 2)ithe
tiation, and 3) the return. Veterans, who come be
from deployment and leave the military, left toithe
own devices, are in effect abandoned in the mid«
of this rite of passage. Krippner’'s co-author, Dar
Paulson, was a Marine who served in Vietham.
his own memoir (Paulson, 2005), he describes h
he found behavioral and emotional steadiness ¢
spiritual meaning in his experience once he und
stood and accepted it archetypally, as a rite sf p
sage common to all warriors everywhere.

The Jungian analyst, James Hillman (2004),
argues that we shall never find the peace we s@opos
ly wish for until we honor and own our “terriblevie
of war.” The heroic fantasies of combat, of defegti
an enemy that is seen as without rather than within
and of facing the sublime, even spiritually cleagsi
gods of war, are a seduction that both calls fdf se
knowledge but also pulls like an irresistible force
against self-knowledge at the same time. He thinks
that Plato was probably right to say that only dead
have seen the end of war. Hillman’s book is dishgb

Karl Marlantes, author of the acclaimed no\because it asks of us who work with veterans td &én
el, Matterhorn has recently writtelVhat it is like to capacity for a cold empathy for the pull towardesth
go to war(Marlantes, 2011; see also his interview dark forces that have traditionally been calledsgod
with Bill Moyers, 2012). In this book he draws ex
tensively from his own experience as a Marine ¢ Ed Tick (Tick, 2005; see soldiersheart.net) is a
ficer in Vietnam, while situating his understandin psychotherapist, interfaith minister, and authooty
in the above archetypal perspective. He spends cwarrior cultures around the world, especially the
siderable time on the moral theme of confrontir Greek, Norse, Celts, Samurai, and Plains Indiars. H
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An Archetypal Perspective for Combat Trauma (carga)

has been initiated in, and practices, Native Amer meaning; taking up one’s experience into one’s future
can healing ways in retreats for veterans. He hilife as a veteran warrior and wise elder, contiguia
written on the use of dreams in ancient Gree serve the community and those young warriors who fo
healing, and, over the past fifteen years, he arlow. These features of contemporary veteran asvit
his wife, psychotherapist Kate Dahlstedt, hav are new versions of archetypal themes.

taken veterans back to Vietnam for healing cer¢
monies. Tick's work is especially topical right
now. He was contracted for 2012 to provide train
ing to all two thousand Chaplains in the US Ar
my.

The archetypal structure of the warrior’s returnchde-
velopmental path

In traditional warrior cultures combat experience
sets the returning warrior on a different path sygho-
logical development, which continues through tHe i

Tick’s approach is explicitly indebted to span. He (or, now, she) can never return to the tif
Jung’s archetypal perspective. He has distille innocence and will never be “merely” a civilian aga
several central themes in the healing rituals ¢Instead, he or she is called to take up this egped as
traditional warrior cultures. The extent to whicha spiritual task in which moral character, selfréme,
our own military works in a way that is consisten humility, strength, and wisdom are recognizablertes.
with this archetypal structure is the extent tcThe transformation of combat trauma into spiritual
which it is meaningful to veterans and significant meaning is the warrior's archetypal calling. As Kric
ly helpful. The central themes in healing incud¢says, “Warriorhood is not an outer role but an irsyer-
purification, atonement, remembrance and storitual achievement” (p. 199).
telling, making peace with the dead, restitution i
community, and initiation into elder warrior sta-
tus. In his retreats, which are necessarily con
pacted into four days, he and his wife, sometime
with additional helpers, lead veterans through the
se stages. It is understood that these retreats, hc
ever transformative--which they are--are also ii
need of follow-up support and counseling, ani
structures are set in place to try and ensure tt
happens. This is still a work in progress, and ou
comes data is being collected.

Those veterans who try to overcome their de-
mons by hurling themselves drunkenly back intolieimi
life, determined to leave behind them what theyehav
been through, are doomed to prolonged suffering and
are on a slippery slope towards disaster. On therot
hand, a veteran with post traumatic stress injary ase
the warrior ideal as a guide for healing and growith
offers dignity, behavioral steadiness, self-knowked
and cultural meaning. To take responsibility fore@n
experience is to affirm it with the quality of diest
Hoge’s (2010) fine bookDnce a warrior always a war-

Readers might note how some currerrior, situates returning veterans in this ancient tiaali
therapy trends and healing behaviors participa
in the archetypal structure of warrior healing de
scribed above: looking to veteran elders for suf
port and guidance; slowing down and telling the
story in detail; suffering the pain of the events in
the story with civilians so that the bridge back tc
the world can be crossed; the need for loving for-
giveness and understanding by others so that o
can reevaluate one’s experience and behavior;
grief and mourning, revisited for life; honoring
the dead through memorial rituals; writing plays, Communal mourning is partly mediated through
books, and songs, and making movies, all tran story telling. The recollection of experientialdraents
forming traumatic flashbacks into narratives witr worked with Soldiersheart on retreats for Veteradis
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The intrusive memories that haunt our veterans
mark the beginnings of remembrance, but privatefgri
has to be held in communal mourning. As Shay (1996)
comments, “Long term obstruction of grief and felu
to communalize grief can imprison a person in esglle
swinging between rage and emotional deadness ass a p
manent way of being in the world” (p. 40). Griepiyal-
ly extends beyond one’s fallen comrades to the gnem
dead as well.



An Archetypal Perspective for Combat Trauma (carga)

into narrative serves to integrate experience atmight recall South Africa’s Truth and Reconciliatio
meaningful history. The words used--excitin Commission, headed by Archbishop Desmond Tutu; it
frightening, evil, courageous, funny, luck, rightda was rooted in this tradition afkubula) The warrior is
wrong, sick, shame, failure, and remorse--are wc forgiven, peace is made with the ancestors, and the
that mark out the coordinates of our moral and ¢ souls of the deadnd the living which have been left
thetic bearings, reconsolidating the moral grouhc on the battlefield, are returned. The warrior's|staes
character (Shay, 1996). Storytelling and commu not return to him from the scenes of battle ungilias
mourning begin to stitch together the torn fabric made peace with the souls of the enemy dead.

the world. Archetypal process in a dream

Veteran warriors continue to be of service The archetypal perspective is intimately rele-
the next generation and the community. This rolevant to the lives of the combat veterans with wheen
recognized by the society, so that, in time, thewe work. What is archetypal in the following vignetite
an becomes a spiritual elder and cultural guard the definitively human need to recover one’s own hu
This does not apply only to cultural icons, such manity through honoring the dead, to atone for ®ne’
Mandela, Carter, Powell, McCain, but also to guilt, to tell one’s story to a listener who wilkten
those veterans who take care of their young, cc without judgment, and to restore that sustainiraugd
Little League, and serve in their churches and ctof wellbeing people have traditionally called tloeils
munity organizations. One of the functions of t
elders is to inhibit violence and the rush to w
They have the moral authority and credibility toe €
courage peaceful conflict resolution, and they se
as role models of self-knowledge and restrainh&
next generation. Their caution cannot be dismis
as cowardice or ignorance. (In the buildup to tlag |
war, it was striking how the two combat veterans
President Bush’s inner circle, Gens. Shinseki
Powell, were brushed aside by those who had n
been in combat and seemed to have little ideaeot
forces they were about to unleash.)

This is a composite of many such dreams. An
Irag veteran with TBI and PTSI tells me that he has
been having nightmares. He was a good soldier, he
says, doing what he had been trained to do, going
through doors and “taking out targets.” Then, ieajr
psychic pain, he says, “But in the dreams the targe
have faces.” After we spoke a little more, | sugegeso
him that, if he could bear to stay with the dredm,
might find that it is a healing dream. The next miog
he said to the group that he felt he was becoming h
man again.

Lessons from the Xhosa Roger Brooke, Ph.D._, AB'PPis Prqfessor of
The traditional Xhosa of South Afric ngchology at Duquesne U_nlversny_anq Directorhef t
(Nelson Mandela is Xhosa) have much to teach Military Psychological Services, which is an outrka
Kaneneis the returning warrior's insight into th network of free services for service members atetrve
depth and burden he carries, following him likeans and their families and loved ones. From 1994 -
shadow reminding him of what he has done (Mbu 2007 he was Director of Clinical Training in the do
personal communication). He needs to be forgi'toral program. He has been on the Board of the AACP
by both the living and the dead, including the ene since 2005, now as coordinator of the Academy’s-men
dead, so that his own soul may be returned from ing program. He is an Affiliate Member of thedn
battlefield. Forgiveness is mediated througtubu- Regional Society of Jungian Analysts, and author of

la, which is the confessional telling of all that ha books and articles on Junaian psvcholo henome-
pened. The community’s obligation is to tolerate 9 sy gy, b

pain of listening, no matter how difficult it mayp 0109y, psychotherapy and assessment. He has & smal
so that the community accepts responsibility far Private practice and has been a consultant clinjgsy-
violence that has been done in its name. (Rea chologist at LifeCare Hospital since 1996. He has
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An Archetypal Perspective for Combat Trauma (carga)

formative professional years were in South Africghie 1980s. He and his oldest son are paratroopers
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Cholesterol, Neurodevelopment, and Aggression

Steven Thurber, Ph.D., ABPP
Woodland Centers
William Sheehan, M.D.
Sheehan Neuroscience

Abstract

With members of the medical community emphasihmgdrdiovascular ramifications of high cholesteaold
related cholesterol-reducing procedures, clinicalphologists may not be aware that low or insugfiticho-
lesterol levels are associated with aggressionhotchildren and adults. This is important giv&atommen-
dations for use of cholesterol-lowering agents ébildren and adolescents classified as obese oehyp
lipidemic. Data related to the role of cholestemolbrain development are reviewed relative to nmalion
and the
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Cholesterol, Neurodevelopment, and Aggression (Goetl)

integrity of the neuronal cell membrane. A prevgjli cholesterol-rich organ in the human body—is pro-
explanatory hypothesis for the low cholester duced in the brain itself (Bjorkhem, Starck, Anders
aggression relationship is presented that focusesson, Lutjohann, von Bahr, Pikuleva, Babiker, &
inadequate cholesterol levels in a serotonergicirbr Diezfalusy, 2001). Since, as mentioned, statins do
circuit that includes the frontal lobe and the amgg cross the blood-brain barrier, they should be used
la. Lowered cholesterol may disturb serotor with extreme caution, if at all, in developing pmrs
transport and impede inhibitory regulation of ttbecause of their potential to inadvertently disropt
amygdala. portant neurodevelopmental processes. Moreover, it
is to be expected—qgiven the multiplicity of critica

Cholesterol, Neurodevelopment, and Aggression roles played by cholesterol in neurodevelopment—

The societal obsession with preventing hethat the most pervasive adverse effects for childre
disease by aggressive pharmacologic manageme and adolescents may result from insufficient, nathe
cholesterol levels has led to widely publicizedc@in- than excess, central nervous system cholesterd} ava
troversial) recommendations such as those of ante ability.
study arguing for the adoption of cholesterol-redgc One of the problems with using statins to re-
drugs, “statins,” even among adult patients withiduce peripheral (i.e., blood) cholesterol levelshet
elevated low density lipoprotein LDL (so-called thithe end target is a single lab value that is beised
cholesterol”) levels (Ridker, Danielson, FonsecanG as a proxy for a whole array of potential clinicak
est, Gotto, Kastelein, Koenig, Libby, Lorenzatfactors. Though reduction of cholesterol by meains
MacFadyen, Nordestgaard, Willerson, & Glynstatins correlates with reduced heart disease dialleni
2008). Also, despite the fact that cholesterol-lomge -aged men, the same correlation has not been estab-
drugs or “statins” cross the blood-brain barriéere lished by randomized trial data for any other papul
are proposals for administering them to pediatae tion. There are just no data for this in childremd a
tients. Thus, individuals as young as ten, clasdifis adolescents. Moreover, we cannot even assume that
obese or “hyperlipidemic” (having abnormal levefs blood cholesterol serves as a marker for brainesiol
fat in the bloodstream), are being viewed as sldt:terol or predict how modification of peripheral eho
subjects, at least under some circumstances, forlesterol with statins may affect central choledtero
ministration of statins. (Daniels & Green, 2008; but levels. (B. A. Golomb, personal communication, No-
see Parker-Pope, 2008). vember 18, 2011). Given the complicated and inter-

Such recommendations for children need to acting nature of these pathways, it is currentlpas:
carefully reviewed in relation to a comprehensive 1sible to weigh the multiple possible effects of lelse
derstanding of the role that cholesterol playsearn- terol lowering by means of statins in children aud
development. Moreover, low or insufficiecholester- olescents. Certainly there are other, less prodliem
ol levels may in and of themselves be a significeakt approaches to deal with children and adolescerits wi
factor for behavioral disorders including those kedr metabolic issues, including regular exercise ared di
by aggression and violence among children and ¢tary interventions. At least until better studies are
lescents, as has been demonstrated in a numbiavailable, we believe it is safest to avoid the oke
studies with adults (Mufti, Balon, & Arfken, 1998; statins with children and adolescents altogether.
Wallner & Machatschke, 2009).

Cholesterol is a hydrophobic substance, me A brief review of cholesterol’s role in brain sttuce
ing it cannot dissolve in water and is not direcibyu- and function
ble in the blood. This means that cholesterol ia A brief primer on the roles of cholestenol
blood—produced in the liver or coming from dieta neurodevelopment may be helpful, as this literaisire
intake—does not reach the brain. Instead the shcnot likely to be familiar to clinical psychologister
terol needed by the brain—which is the most for that matter, psychiatrists and general medical
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practitioners. In part, this is attested by thet that specific to clinical issues. The studies that haeen
cholesterol levels are not routinely assessed by £ done support associations between hypocholesterole-
atricians and family practice physicemor are they mia and aggression in children and adolescentdagimi
evaluated among patients referred for issues of to those among adults. An early study looking giday
gression and violence to behavioral inpatient urit: cholesterolemia and suicide ideation in childresgto
an omission that seems particularly inexcusable (talized for psychiatric dysfunctions showed thail-ch
en the fact that many of these patients arriverm dren with adjustment disorders and concomitant de-
or more psychotropic medications, including soipression had the highest group suicide tendencids a
that are notorious for causing elevations in lipids the lowest covariance-adjusted total cholesterdiilen
Unesterified cholesterol (i.e., cholesterols r those with disruptive behavior and attention déetig-
converted into phospholipid soluble form or “biperactivity or oppositional defiance disorders hager
cholesterol”) is an essential structural comporg#n suicidal tendencies and higher covariance-adjustadi
the plasma membrane of every cell, including n cholesterol values (Glueck, 1994). A small stugy b
rons and glia in the brain. During evolutionary ¢the present authors comparing adolescents in the ge
velopment, the plasma membrane came to playeral population with those in an outpatient mental
additional, highly specialized role in the centihealth clinic and a correctional residential fagilfor
nervous system as myelin; cholesterol is the major youngsters with primarily aggressive issues found |
architectural component of compact myelin, acholesterol levels were significantly associatedhwi
consequently, the mean concentration of unestdri mixed disorders of mood and conduct, aggression and
cholesterol in the central nervous system is higviolence (Sheehan &Thurber, 2006). Moreover, as pa
than in any other tissue (Dietschy and Turley, 200 of the Third National Health and Nutrition Examiiosit
Myelination, the development of the prote Survey (1988-1994), serum total cholesterol wassmea
tive cover or insulation of neurons in the centured in 4,852 children aged 6-16 years. After stdju
nervous system, is currently a subject of active ment for variables such as family socioeconomitusta
search. Post-mortem studies have shown that r maternal marital status and education, nutritiomg a
lination occurs as a wave or progression of cealllacademic performance, Caucasian children with a se-
maturation events that begin near the end of the rum total cholesterol concentration below th&' p@r-
cond trimester of fetal development and extend$ \ centile (<145 mg/dl) were found to be almost thotkf
into the third decade of life and beyond. In gahe more likely to have been suspended or expelled from
myelin progresses from inferior to superior andrfrcschools than their peers with total cholesteroloat
posterior to anterior brain regions. Thus, braems above the 28 percentile (>160 mg/dl). The authors
and cerebellar regions myelinate before cerelconcluded that, at least among non-African American
hemispheres, while frontal lobes develop last. M children, low total cholesterol may be a risk fadior
netic resonance imaging studies have broadly aggression or a risk marker for other biologic ables
firmed these findings, albeit instead of followitige predisposing to aggression (Zhang, Muldoon, McKe-
posterior-anterior progression, cortical changes own, & Cuffe, 2005). Clearly, in many pediatricdan
tween the childhood and adolescent developme adolescent patients, low cholesterol is a muchtgrea
periods have been found to occur mainly in dorrisk factor than high cholesterol, since injuriesda
brain regions and are most prominent in the pdri deaths from violence, including homicidal violerared
lobes (Sowell, Thompson, Holmes, Jernigan, & ~suicide, are much higher than from heart diseaget

ga, 1999). low cholesterol is rarely taken into an accounadac-
tor for morbidity and mortality in this populatioayen
Hypocholesterolemia in Children by those specifically charged with caring for them

There has been relatively little research e (pediatricians, general medical practitioners, and
ing hypocholesterolemia in children and adolesce
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psychologists). D., von Bahr, S., Pikuleva, I., Babiker, A., & Diaz
lusy, U. (2001). Oxysterols in the cimtibn of
Theory Development patients with the Smith-Lemli-Opitz syodre:

Theoretical explanations regarding chelexst abnormal levels of  24S and 27-
levels and aggression have been formulated hydroxycholesterolJournal of Lipid Research,
will require future refutability investigations. €h 42, 366-371.
role of cholesterol in serotonin metabolism is a-c Daniels, S. R., & Green, F. R. (2008). Lipid sciiagn
tral notion of this theorizing (Multi, et al., 1998; and cardiovascular health in childhd@ddiat
Wallner & Machataschke, 2009). The gist of t rics 122, 198-208.
explanatory hypothesis is that inadequate neiDietschy, J. M., & Turley, S. D. (2004). Cholestare
transmission involving serotonin is the key to t tabolism in the central nervous systemndu
biochemistry and neurocircuitry of aggressive ¢ early development and in the mature ahidwar
violent behavior (see Golomb, Stattin, & Medni nal of Lipid Research5, 1375-1397.

2000). Low serum cholesterol may affect the inttGlueck, C. J., Kuller, F. E., Hamer, T., Rodegu R.,
rity of neuronal cell membranes, and this in tt Sosa, F., Sieve-Smith, L., & MorrisdnA.
may result in reduced effectiveness of seroto (1994). Hypocholesterolemia, hypertrigigide
transport to the synaptic cleft. Among its ma mia, suicide and suicide ideation inlat@n hos
roles, serotonin is a neurotransmitter that is pitalized for psychiatric diseasPgdiatric Re
volved in prefrontal inhibitory regulation of th search35, 602-610.
amygdala. Reduced serotonergic transmission 1 Golomb, B. A., Stattin, H., & Mednick, S. (2000)ow
attenuate adequate inhibitory functioning in relati cholesterol and violent crim@ournal of Psychi
to firing of the amygdala, a brain structure imatic atric Researcl34, 301-309.
ed in the mediation of fear and aggression (see \ Mufti, R. M., Balon, R., & Arfken, C. L. (1998). ko
te, Floel, Stein, Savli, Mien, Wadsak, Spindelegc cholesterol and violendesychiatric Services
Moser, Fink, Hahn, Mitterhauser, Kletter, Kasp 49, 221-224.
& Lanzenberger, 2008). Parker-Pope, T. (2008, July 13). Palpitations @aveew
pill for kids. Ideas and Trendéew York Times
Conclusions 3.

This aim of this essay was to presentrini Ridker, P. M., Danielson, E., Fonseca, F. A. H.n&,
mation to members of the Academy regarding J., Gotto, A. M., Kastelein, J. J.lRogenig, W.,
relationship between low serum cholesterol and Libby. P., Lorenzatti, A.J., MacFadyédng.,
gression and violence, a domain that is likely ur Nordestgaard, B. G., Shepherd, J.,aAgtn, J.
miliar to the clinical psychology community. Earl T., & Glynn, R. J. (2008). Rosuvastdarmpre
er studies with adults and more recent investi vent vascular events in men and womitin ele
tions with developing persons attest to such ar vated C-reactive proteMew England Journal
tionship. Medical personnel, knowledgeable c¢ of Medicineg359, 2195-2207.
cerning cardiovascular implications of high sert Sheehan & Thurber S. (2006, July). Low serum choles
cholesterol, may not be as aware of the above terol levels, depression, and violeincadoles
of the potentially disruptive effects on neurodev cents: a pilot study in rural Minnesdtaychia
opmental systems related to conformance to cur try OnlineJuly2006-Priory.
pharmacologic recommendations for lowering ct Sowell, E. R., Thompson, P. M., Holmes, C. J.,idern
lesterol in children and adolescents. gan, T. L., & Toga, A. W. (1999). In vivo evidence

for post-adolescent brain maturatioframtal
References and striatal region®ature Neuroscienge,
Bjorkhem, 1,, Starck, L., Andersson, U., Lutjohar 859-860.
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Integrating Clinical Psychopharmacology within thactice of Medical Psycholody

Mark Muse, Ed.D.
Bret A. Moore, Ph.D., ABPP

The defining characteristic of medical psychologyntegration It purports to integrate psychobiosocial as-
pects of human functioning into the diagnosis ardtment of mental health disorders, syndromescandi-
tions. One aspect of the practice of medical pshpgyois clinical psychopharmacology, or the managenof
pharmacokinetics and pharmacodynamics in the tesatof psychological disorderSlinical psychopharma-
cologyis not engaged in as a sole approach or treatwidhnibh medical psychology, but is integrated imail-
tidimensional analyses of behaviandmultimodal treatment strategiegspects of human psychology (e.g.
behavior, cognition, affect), biology (e.g. genstiage, sex, race, health/disease), and sociahddetg. fami-
ly-gendereultural/ethnic associations; political-economic environment) are not only assessed amghea for
their respective influence on a given individualt they are integrated into the medical psycholtgmienta-
tion and thinking in such a way as to allow a haligapproach to understanding and responding tg¢nson
who presents as patient/client.

When engaged in clinical psychopharmacology, tlkeeioal psychologist is aware of multiple factors,
beyond any particular drug’s chemical makeup, wihay contribute to response outcome in a giverepati
Family history may at times point the way to inkamce tendencies in such conditions as schizopneami
bipolar disorder (Berrettini, 2000), whereas a pesly positive response by a family member to di@aar
medication for the same condition suffered by thBemt has predictive value for determining thefictemce
with which the same drug can be prescribed to tieempt (O'Reilly, 1994). Other factors that should
weighed when considering the proper role of phaotierapy are the patient’s beliefs (Makela & Gfiffi
2003), as well as social support, economics andtammental situation (Roy, et al., 2005). For exé&ngthe
benefits of prescribing the latest, most expenanaglication while a patient is treated inpatient imhes as-
sessed in terms of the patient’s ability to corgimith the prescribed treatment once discharged.
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The possibility of the discipline of medicicognitive-behavioral therapy is superior to SSRIs.
psychology integrating treatment options by disee Prior to Sammons and Julien, other investi-
ing whether medication or psychotherapy are best gators’ attempts to answer the question of when to
plied asstand-aloner in combination with one an medicate, when not, and when to combine medica-
other in the treatment of an array of emotionabdis tion with psychosocial interventions drew equivocal
ders was made explicit in Morgan Sammons’ volunresults with conflicting conclusions (Weissman,
on the subjectSammons & Levant, 1999; Sammons 1981). Fisher and Greenburg (1989) noted what
& Schmidt, 2001). Conclusions of those works they considered to be an over reliance on drug ther
clude the following: 1) In the treatment of OCD; rapy, and concluded that in many of the studies that
search indicates thatsingle treatment modalitythey reviewed the practice of adding medication to
(behavioral therapy) is more effective themmbina- psychotherapy yielded no improvement in out-
tion treatmentmodality when symptoms are primari comes. These authors’ later book (1997) argued stil
compulsive, but a combined treatment moda further that pharmacological agents in the treatmen
(medication-behavioral therapy) is more effectivart of mental disorders are in general no more effectiv
single treatment modality when symptoms are prim than placebo. More recent arguments have been
ly obsessive; 2) For most other conditions, single- proposed to explain pharmacotherapy’s clinical re-
modality treatments should be attempted before ¢ sults (Moncrieff & Cohen, 2009) by considering
bined treatments are implemented; and 3) Not all sin- psychotropics as nonspecific agents, reminiscent of
gle therapy approaches are equal: For example; [ the common factors theorgxplanation of psycho-
macotherapy is less effective as a single modality therapeutic effectiveness, which induce a complex,
proach than psychotherapy when treating chronic global response--analogous to empathy’s pervasive
pression with an Axis Il disorder. healing effect as a nonspecific agent across psycho

Contemporary with Sammons’ work, has be therapies (Riess, 2010)--and yields a sense of sub-
Robert Julien’s effort at ferreting out differertindi- jective improvement. The fact that most psycho-
cations for drug vs. talk therapy in his seminabkctherapies are of equal efficacy when compared in
(Julien, 2005; Julien et al, 2010), A Primer of Drug meta-analysis, or the so-calldblodo-bird effect
Action, now entering its twelfth edition. Amon (Wampold, et al, 1997), has led to the search for
Julian’s conclusions on the integration of psyckadh underlying mechanisms to explain this, one being
py with pharmacotherapy are the following: 1) le t the Wampold hypothesi§Sammons, 2010). This
treatment of phobias such as agoraphobia, simgle view is in opposition to the reining biological par
bia and social phobia, cognitive-behavioral therap digm which assumes that there is a specific under-
more consistent and provides longer-lasting effe lying neurological mechanism for each psychiatric
than medications; 2) In the treatment of obsessive- condition and that drugs are effective because thei
compulsive disorder, posttraumatic disorder and- ¢ respective mechanism of actions differentially ad-
eralized anxiety, medications and behavioral dress specific imbalances inherent to the disorder
proaches are equally effective; 3) Psychotherapy under treatment. In contrast to the strict biolagic
(cognitive-behavioral) and medication (SSRIs, TC/model, the alternative view suggests that whether
benzodiazepines and MAO-Is) are equally effective norepinephrine or serotonin are targeted in the
acute treatment of panic disorder, but combining treatment of depression, or whether cognitive-
havioral therapy and medication in the treatmentbehavioral or psychodynamic therapy are imple-
panic disorder is superior to either monotherapy; 4) In  mented, or whether pure placebo is applied, the in-
the treatment of major depression, cogniti\terpersonal relationship with a provider and the en
behavioral therapy and antidepressant medicatien suing patient’s expectation for positive change is
equally effective and display additional efficachhem what is largely driving condition improvement, aid-
combined; and 5) In the treatment of eating disorders, ed somewhat by a nonspecifisychobiosocial
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change inherent in all treatment approaches u Large-scale studies such as NIMH3ar*D--
This new line of reasoning complements Stan Sequenced Treatment Alternatives to Relieve Depres-
Schachter’s earlier experimentally-derivBdo Fac- sion-(Gaynes, et. al., 2005; Fava, et al., 2004) and the
tor Theory of Emotior{Schachter & Singer, 1962; STEP-BD--Systematic Treatment Enhancement Pro-
Schachter, 1964), where specific meaning is deri gram for Bipolar DisorderSachs, et al., 2003; Kogan,
by the observer from general subjective emotio et al, 2004) the CATIE:linical Antipsychotic Trials on
arousal according to the context in which it occt Intervention Effectiveneqsieberman, et al, 2005) the
An extended analogy would contend that SSRI's CuTLASS- Cost Utility of the Latest Antipsychotic
attributed with specific antidepressant effect lsea Drugs in Schizophreni@tudy (Jones, et al, 2006) and
they are present when a patient recovers from the MTA--Multimodal Treatment Study of ADHD
pression, although a more parsimonious interpri(MTA Cooperative Group, 1999b), as well as expert
tion might be that most therapeutic agents effest [ consensus projects such as fhexas Medication Algo-
itive subjective changes, regardless of the smecrithm Project--TMAP-(Kashner, et. Al, 2003) have
intervention employed or condition under treatmel attempted to shine light on the specific impacvaifi-
Other investigators, on the other hand, hious treatment interventions with particular disesde
drawn differential recommendations for specific-d While subtle differences have been detected among
orders. In one of the earliest studies on combir treatments, more impressive is the lack of subislant
treatment modalities, Hogarty, et al. (1974) codeli clinically significant differences.
ed that a combination of medication and psychc Although many clinicians have come tsuase
cial interventions prevented relapse in schizopire through the years that combined therapies is thé go
patients. Rush and Holland (1991), suggested standard in psychiatric treatment (Conte, et al., 1986;
pharmacotherapy or cognitive therapy, or a com Riba, et al.,2005; Kraly, 2006), Beitman and Binder
nation of both, were equally effective in treatmgn (2003) more recently revised thinking in the fipstrt
-bipolar and non-psychotic depression, while ph of this decade by proposing that combined theraguies
macotherapy appeared indispensable in treatinc not necessarily more effective than their constitue
polar and major depression with psychotic featurmonotherapiesand should be avoided unless specific
With agoraphobia, Mavissakalian (1991) found af evidence to their comparative effectiveness outhgig
reviewing six contemporary studies that imipramithe additional cost and the potential for increasega-
tended to be as effective as exposure therap tive side effects (Healy, 2004) of combining treants.
treating panic, whereas exposure approaches Notwithstanding the undisputed benefit from pharma-
somewhat more effective in treating phobic beh cotherapy of a subset of diagnoses which incluge-bi
ior, while a combination of both appeared to gilar, schizophrenia and major depression with pstycho
some advantage in the treatment of panic with g features, psychotherapy, in addition to being iatid
bic avoidance. Nevertheless, approximately ¢in an array of other conditions as a stand-alone ap
quarter of patients experiencing agoraphobia proach, generally aids in supporting the use ofiozed
sponded equally well to placebo while about ction as it tends to assist with overall compliagGelo,
quarter did not respond to the combination of b et al. 2010). More to the point, according to Beitm
pharmacotherapy and exposure psychotherapy. and Binder, mono-psychotherapy has been shown to be
vissakalian also indicated that sequencing phar effective with major (non-bipolar) depressive dasn,
cotherapy, initially for eight weeks, followed wit dysthymia, panic disorder, obsessive-compulsiverdis
16 weeks of imipramine plus exposure therapy, te der, social phobia, generalized anxiety disordelink
ed to enhance the initial effect of drug treatmiia and primary insomnia; and we might suggest that the
alone. addition of medication to the treatment of thesadto
tions is best reserved for those cases in whichpthe
tential for side effects is justified by the ladk o
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adequate response to psychotherapy. In mild tain gains for quality of care and clinical out-
moderate depression, combined therapy adds lit comes” (p.26). Dobson, et al. (2008) has pointed o
while in severe depression a combination of meithe importance of psychotherapy’s effectiveness be-
cation and psychotherapy appears to increase p yond the treatment stage in a study in which ptdien
tive outcomes. treated to remission with CBT are only about half a
Past research has begged many questilikely to relapse following treatment terminationan
that are only recently beginning to yield potenti patients treated to remission with medications.
clinical direction. The most recent research inc ADHD studies have tended to confirm the ef-
cates (Founier et al., 2009) that subject variab fectiveness of analeptic medication in amelioratieg
may influence outcome within diagnostic categrhaviors such as distractedness and hyperactivity, b
ries, such that being married, unemployed and ( consistently find that combination therapy ssiperior
dergoing significant life events predicts a beteer to monopharmacotherapy (Jensen, et al., 2005); yet
sponse to cognitive therapy over antidepress:uniformity across studies is lacking on how medarat
medication in the treatment of moderate to sev¢effectiveness is assessed (Faraone, et al., 260@),
depression. Also, the severity of a given condijtio bias can only be ruled out when future studies more
such as depression, may determine whether ther adequately control variability in study design. @
any advantage at all to medication over place other hand, recent research has indicated thawvlmeha
(Founier, et al., 2010). Similarly, recent findingal approaches are unequivocally effective in treati
point out the subtle interference of medication (Tourette Disorder, and appear to be as effective as
the long-term effect of psychotherapy such that medication (Piacentini, et al., 2010).
the case of sleep disorders the intermittent use Apart from clinical research into differential use
zolpidem in cognitive-behavioral therapy (CBT) fc of various biopsychosocial interventions in theatre
chronic insomnia (Morin, et al., 2009) tends to rrment of emotional distress, psychosocial orientatio
duce the effectiveness of treatment; CBT is more promulgate theoretical considerations which questio
effective singly in the treatment of insomnia the the appropriateness of across-the-board medicaison
when “aided” by PRN medication use. Contradict: first-line treatment in the majority of mental hitatas-
ry findings, however, continue to be the theme es (Crystal, et, al., 2009). Such theoretical stargro-
determining the usefulness of combining therapi pose that there are genuine life issues involvemast
for the treatment of depression. March and Vitiel emotional disturbance and that it is best to ttieatdis-
(2009), for example, indicate that combination CB turbance through resolving the issues rather thgn s
-fluoxetine is superior to either of these ageins s pressing symptoms. It is the patient’s adjustmerife
gly in the treatment of severe to moderate depr issues, intrapersonal as well as interpersonalchwis
sive disorders in adolescents, while Kocsis and c the definition of positive change, and the improean
leagues (2009) find no advantage to adding adjui of symptoms is a reflection of this growth process
tive psychotherapy to pharmacotherapy for tlmore likely to occur when the precocious suppressio
treatment of chronic depression, and Blier, et .of symptoms by psychotropic drugs has not preempted
(2009) find combining fluoxetine with a second ar personal adaptation. A symptom of anxiety is nat-ne
tidepressant medication is more effective thiessarily an anxiety disorder, just as there isnatfanal
fluoxetine alone. Indeed, combining multiple med side to nearly all emotions (May, 1950), and many
cations has become increasingly common, but th symptoms of distress have an adaptive value whaoh c
is scant evidence that supblypharmacypractices be lost if symptom elimination is the only clinigpoal
provide superior results. Mojtabai and Olfsgin the rush to eradicate “disorders”. The trendrahe
(2010) conclude that these trends “put patients last 10 to 15 years has been to increase the fgsye
increased risk of drug-drug interactions with unce chotropics to suppress symptom manifest
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manifestation while reducing the comparative |,rq,gh which it is obtained (Norcross & Goldfried,
of psychotherapy (Olfson & Marcus, 20_10). M62003; Busch & Sandberg, 2007)?
cation management alone, however, is far r A related issue is that of the temporal nature of
likely to promote the treatment of Symptoms W 4y research findings, findings which give the iggsion
out delving into the cause behind them, Not (it even substantiated trends discovered todaybmay
because medications are aimed at Symptoms gnhemeral, and vanish with time. Case in poirtiésfact
because they are, by and large, prescribed by atniacebo effedis growing within the present mental
mental health professionals (Mark & Buck, 20 peaith treatment zeitgeist (Silberman, 2009), whhr-
who have Illttle or no expertise in evaluating bay macological agents acquiring increasing potenqyeas
the presenting problem (Muse & McGrath, 2010 i have come to expect more from them through mas-
_ Notwithstanding non-mental health p gjye advertisement campaigns that “sell” the pradiic
scribers, and unlike psychiatrists who have spe he present “biological explanation” of emotioniat-
ized in pharmacotherapy to the relative abanigers it its implied need to medicate, were tbifio
ment of psychotherapy "motivated by financial gisrepute or relative disuse (that is, if psychoipg were
centives and growth in psychopharmacolog  hecome more popular for whatever reason), sdme o
treatments in recent years (MOJtaba| & OlfStihe research discoveries about the relative effextiss
2008), the medical psychologist who attempt: ot one treatment over another may flip, as thegiac
integrate multimodal evaluation and treatmen’ o¢fact associated with drugs decreases as a ofsgen-
emotional response is more likely to concede tt o 5jized skepticism and, perhaps, a parallel re-

cerFaln amount of “distress” is motivating for 'engendered belief in psychotherapy invests thehuss
patient to make the effort needed for growth, . modality with greater placebo.
that the premature suppression of emotional s) One approach which circumvents culturally deter-
toms runs the risk of delaying or aborting pers« yineq fluctuation in placebo effect is found in tieta-
adaptation through new leaming. Discomfort, < e immutability of established principles of learg
in this light, is a requirement for therapeutic 9@ 5 the application of conditioning for therapegtitect.
(Rogers, 1.961)' Medical psychologists are in a unique positiomte-
While we have only looked at psychothe g ate the effect of conditioned learning that fatalthe
py here, the larger question concepsychosocia yispensing of medication in a way that reinforcesird
interventions(with psychotherapy being a subse' iherapeutic directions by integrating medicatio ine-
such interventions) vspharmacotherapyand how payioral principles of learning. Not only does thigate
these are best integrated. And yet another que 5 synergic therapeutic intervention that enharioe®t-
along this same line is whether medication car g tiyeness of pharmacologic agents, it reduceschei-
its nature, ever be a stand-alone treatment dhel jtion of learned, undesirable secondary effectant
contrary, whether it is an integral part of pSya@¥ |5 of integrating behavioral therapy (Wolpe, 19868d
cial interventions. Unless it is dispensed fror hepayioral modification (Skinner, 1974) into pharma
vending machine with no form of human coni ., erapy include using medication as reinforcetsin
intervening between patient and pharmacol e gperant paradigm for motivating patient compiia
agent, there is bound to be a form of engagel 3ng rehabilitation effort in the treatment of cticopain
between patient and dlspensmg professional. Si syndromes (Fordyce, 1976); managing medication sched-
relationship is the basis of most psychother jjes 1o avoid positive and negative reinforcementio-
(Wampold, ,2001)' How, then, is the true, ste gencies that promote reliance and addiction to analgesics;
alone effectiveness of a drug ever to be meas qing medication effect as an unconditioned respéors
when it is inevitably encased in expectation, pli hairing with the conditioned stimulus within thespend-
bo and transference issues inherent in the rapp ¢ paradigm for counterconditioning of phobias; using
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aversive substances as unconditioned stimuli inngg with the conditioned response of sexual abuts
achieve aGarcia Effectlike extinction in the treatment of pedophilia; using a drug-induced, state-dependent
learning paradigm to accelerate relearning in PTSD; using medication as an initial mitigator of Subjective
Units of Distress (SUDs) attached to hierarchitahis in the systematic desensitization of sevegeisan
(Muse, 2010a); and optimizing the approximately 70% placebo effect of antidepressant medications (Rief, et
al., 2009) as a booster in stalled stages of pskehapy to reinforce previous effort and facilitee@ewed
positive expectancy in the professional relatiopsiihese are but a few of the possible applicatodrieehav-
ioral principles in the administration and managetaé pharmacotherapy.

* The above work is an excerpt from the book “Hamaok of Clinical Psychopharmacology for Psycholo-
gists” edited by Mark Muse and Bret A. Moore (JoNitey & Sons, Inc., 2012).

Mark Muse, Ed.D., is licensed as a prescribing medical psychologighb Louisiana State Board of Medical
Examiners and is licensed by the Maryland Boarxaminers of Psychologists, with competency to atins
with patients and providers on psychopharmacotlyerap

Bret A. Moore, Psy.D., ABPR is a conditional prescribing psychologist in NiWexico and Board Certified
in Clinical Psychology by the American Board of fessional Psychology
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The Heart of

Psyehology Book Review

| John R. Thibodeau, Ph.D., ABPP
= Independent Practice, Altamonte Springs, FloriG&AU

EDBARDS CHAPUNOFF, WD, HIER.IEC:

The Heart of Psychology: Unraveling the Mysteriesf the Mind, Howard Paul, Ph.D., and Eduardo
Chapunoff, M.D., AuthorHouse, Bloomington, IN (2012 304 pp., $28.99 (Hardbound), $19.95
(Paperback).

The authors’ avowed intent for the book was toodtice a wide variety of topics in psychology to the
lay audience with the hope of both educating aodeasing interest in the field of clinical psychgpyaas a
field of study or even perhaps as a professionak also felt that the book might prove to be adgapple-
mental text in high school and introductory psyclyyl classes.

The reader might be tempted to ask why a boardfedrtlinical psychologist would seek to write a
book about the mysteries of psychology with a bazmdified cardiologist and not with another psylclgist.
One might suggest that it was perhaps to capitalizthe lay concept that both the heart (cardidl@yy the
mind (psychology) make up the complete human, asitle seems to imply. Whatever the reason wasar
sons were for their coming together, the collaboratvas a successful one. It produced a very, geogd
book.

The format of the book is the dialogue, with thggbian posing questions or presenting case vigsett
and the psychologist commenting on them. Thouglbtwk has been described as one that can be reag in
order, the first two chapters are very importaatiagether they form the pillars that support tregamity of
the book’s explanations. The first chapter is adpson of the importance of secure interpersaitdch-
ments and summarizes the important points of thesa works of Bowlby and Ainsworth. When we have
problems in this area, we are left with painfuleasrity. The second chapter introduces the notdiise
sympathetic and parasympathetic nervous systemtharfajht or flight response. Problems here |leagdrob-
lems with anger. From this point on, the psychabi able to rather skillfully explain such seegtyndispar-
ate things as jealousy, obsessive compulsive disgrdruelty, marital conflict, abusive relationsiperson-
ality disorders and greed. They can all be tragadk bo problems with insecurity and inappropriatgex.

The book also deals with the treatneérsiuch difficulties. The psychologist espousegnitive be-
havioral therapy and states that change comes &lyantroducing more positive and constructive ling
thought processes (scripts) and inducing practide tvem. The book opines that most therapieshhaé
poor outcomes are ones in which the therapistoigdoused on knowledge and insight, and not enaumgbe-
havior change and practice. The chapter that inttesl the cognitive behavioral approach is surgiginot
the strongest in the book, as it reads a bit likhibosophy class thought experiment. But the austihaore
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Book Review (continued)

than make up for this minor failing by repeating thajor points numerous times in the rich examgtiasfol-
low in the rest of the book. Though pointedly diffietiating this approach from that of the classgghoana-
Iytic one, it is interesting to note that when gheghor waxes most eloquently about cognitive bedraltheo-
ry, his words are hauntingly psychoanalytic, rightvn to acknowledging the existence of the uncansi
This book appears to demonstrate that when keedshoihdifferent theoretical backgrounds apply thelves
to the human condition, they stumble onto soméefsame truths. They just don’t know, and theretareot
acknowledge that they have done so. The book waoave been improved had the authors been able to
acknowledge this overlap, especially as it is cuest as a first text for readers to enter the field

The psychologist is quite ingenioustowing how the key concepts of anger and insgccain ex-
plain so much about life. In the dialogue howeteere are times that the questions and dilemmsedoy
the cardiologist seem to require deeper explanstioan the introductory nature of this book wouldva
Nonetheless, the psychologist is still quite defshedding significant light on very difficult aseahile re-
maining true to the book’s avowed mission. The pslagist is perhaps at his best when utilizingdtisical
psychologist, neuropsychologist, and school psyagjist knowledge base for explaining ADHD in childre
and adults. He is also quite compelling in givattyice on how to conduct one’s life and how toeaikildren
to be relatively free from the twin evils of angerd insecurity. It is in the messages about howsheoeild ide-
ally treat ourselves and others that this book issanost useful and most humane.

In sum, this book appears to meet its goals, apdas to meet them well. It would indeed be aalide
book for the lay public as well as those in thdyestages of thinking about clinical psychologyaasareer.
Given the messages about family life, marriagethedaising of children, it might also be an ideadt specif-
ically for couples contemplating marriage, youngmeas, and most definitely parents raising chitdrét is
an exemplary book. Readers will likely consideamntiselves most fortunate that it has been writtetidem.

Reviewed by.JOHN R. THIBODEAU, PH.D, ABPP. Dr. Thibodeau has received many distinguisieagdhing
awards while on the faculty of the Department ofdPgatry at Albany Medical College and served aebi
tor of the APA-Approved Internship. Currently, Dhibodeau is in independent practice of clinicaygholo-
gy in Altamonte Springs, Florida.
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President’s Report (continued)

several membership benefit ideas, including, btit nc

limited to: List Serv
Currently we have two separate list servs. One
1. Development of membership brochures is for discussions of interest to those members who
2. Revision of brochures for clients/patients ex- have opted into this list. Various topics were dis-
plaining what an ABPP is. cussed this year, including:
3. Possible revision of membership classes tha
may include candidates and distinguish be- « Decline in depth therapy
tween members and fellows + Virtue ethics
4. Increased number of relevant online CE pro- + Licensure upon graduation
grams + Psychologists working in interrogating
5. Practice Enhancement Resources organizations
6. Employment Connections

Our second list is for ANNOUNCEMENTS
ONLY so that we can communicate with the mem-
bership about Academy business issues, such as elec
tion nominations and results, dues renewals, dtis. T
list servis NOT MEANT for member responses.

7. Product Discounts

It is obvious that greater membership benefit
are vital to increasing our numbers. If you have an
other membership benefit ideas, please do not hesi
tate to contact me. .

As a reminder, membership renewal forms ABCP and AACP Integration Issue _
were mailed several weeks ago. Please don't faoge Over the last several years, Specialty Boards
renew your membership. If you didn’t receive your and Academies have been asked whether they would
renewal form, please contact me as soon as possib like to remain separate entities or integrate orte

body. The Academy board has been struggling with
ABPP Promotion this issue for several years. As it stands curyettte
Part of the Academy’s mission is to promote academy board believes that it is in the Academy’s

the C!injcal ABPP. In additiqn to patient brochurgs best interests to remain separate and autonomous fo
describing ABPP psychologists, we have strategica .,

placed ads in various SPTA and division newsletter
including: Maintenance of Certification
« Ohio Psychological Association According to the ABPP Special Task Force on
« Pennsylvania Psychological Association Maintenance of Certification, the ABPP Board of
-+ APA Division 12 (Society of Clinical Psy-  Trustees has taken the position that maintenance of
chology) Certification (MOC) is consistent with the organiza
» APA Division 29 (Psychotherapy) tion’s strategic objective to maintain the value of
» APA Division 42 (Division of Independent - certification. The task force has developed
Practice) . . .
. . prototype for maintenance of certification which in
« National Psychologist . . .
cludes the completion of documentation of specialty
We are continuously discussing other ways to pro- specific continued professional development.
mote the ABPP through word of mouth, conference
workshops, etc. Any and all ideas are welcome!
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It is anticipated that once the process is vettetapproved, it will be implemented with all boaeet-
tification. The task force has developgg@rototype for maintenance of certification whickludes the com-
pletion of documentation of specialty-specific égoned professional development. It is anticipateat bnce
the process is vetted and approved, it will be eng@nted with all newly board certified specialefter 2014.
The ABPP Board of Trustees will be discussing asth@ps voting on the MOC at their December meeting.
Specialty Boards and Academies have been askdéldemifeedback. While the Academy understands #eeln
for MOC, many of us are concerned about some pespteatures, such as face-to-face review, complicat
procedures, etc. Of course we will keep our mempessed as we gather more information.

Recognized competence in psychology is cruciahéoviability of our profession. That is one reason
why the ABPP is more important than ever for evangle clinical psychologist in the country. Theadlemy
Board is working hard to increase these numbersveuteed you, our members, to stand up and notveedy
your ABPP proudly, but to recruit as many of youwdents and colleagues as you can. When we underin
efforts, the possibilities are boundless.

It has been an honor to serve as your presidenyéar. May we all have holidays filled with louweda
laughter and a wonderful 2013.

Best,

Lisa Grossman, JD, PhD, ABPP
2012 AACP President

American Academy of Clinical Psychology
Mentoring Policies and Procedures

Introduction:

The Academy provides mentors upon request to AB&d&dBCertification candidates as well as thoseeaste
ed in applying for Certification. The fact that ni@rmng is available does not suggest that all @gjplis “need”
or should engage in a mentoring relationship ireotd obtain the Clinical ABPP. Nevertheless, mantpis
available to anyone interested in obtaining Clihastification, and may be particularly useful toose with
special concerns, questions, or undue anxieties.
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Mentoring Policies and Procedures (continued)

Goals:
Mentorship has several goals:

1. To provide information to potential Candi-
dates that will help them begin the certifica-
tion process.

2. To provide information that will guide Candi-
dates through the ABPP certification process

3. To help alleviate unnecessary anxiety and
concern about the certification process, espe
cially the oral examination.

4. To help the candidate ensure that education
background, professional statement and prau
tice are consistent with each other, or unusu
variations are accounted for.

Mentors:

1. Mentors must be ABPP Board Certified in
Clinical Psychology.

2. There is no fee for providing mentoring assis
tance.

3. Before providing mentoring assistance, the
mentor must read the Clinical Examination
Manual, describing the Professional State-
ment, Practice Samples and exam criteria/
scoring. Special attention should be given to
Sections V (Practice Samples), VI (Oral Ex-
amination), and VII (Scoring Criteria).

Procedures:
Mentees

1. Requests for mentors may be received by th
current Mentoring Coordinator, the current
Academy President, or from the Academy O
fice Administrator. Contact information can
be found on the Academy website at
WWW.aacpsy.org

2. Mentees may request a mentor at any stage
the ABPP process, including before an appli-
cation has been filed or after a failed oral ex-
amination.

3. Once provided with a mentor, mentees will t

referred to théAcademy’s Mentoring Poli-

cies and Proceduregfound at Academy'’s
websitewww.aacpsy.orpas well as th€lin-

ical Examination Manual (found at the
Academy’s website under “Board Certifica-
tion” or directly from the ABPP website at
www.abpp.org.

Mentees will be asked to complete Evaluation
Forms yearly and at the completion of the
ABPP process

Mentors

Mentors are assigned without regard to geo-
graphic location, theoretical orientation or
work setting since mentoring is generic and
the Clinical Examination Manual applies to
all applicants.

Once a mentor is assigned a mentee, the men-
tor should contact the mentee immediately,
expressing eagerness to assist, encouraging
the mentee to complete the certification pro-
cess expeditiously and inviting the mentee to
contact him/her with questions or concerns.
Mentoring contacts may be made by any ap-
propriate means, including e-mail, telephone,
or face-to-face if time and location permit.
Mentors are cautioned against allowing the
relationship to become more personal than
professional, since this can lead to confusion
about loyalties and commitments.

Interactions with mentees will be collegial.
There is no set limit to contacts, except for the
mentor’s time availability and preference.
Mentors should be very careful to provide ac-
curate information to mentees as this can
make the difference between passing and fail-
ing. If there is any uncertainty, it is advisable
for the Mentor to check the Manual before
providing information. Since the examination
Manual, including exam philosophy and pro-
cedures, may be updated several times a year,
mentors will review the current examination
Manual at least twice yearly in order to ensure
that the provided information is current and
accurate. If uncertainty remains, mentors
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Mentoring Policies and Procedures (continued)

should check with the ABCP Examination
Materials Reviewer or with the appropriate
Regional Exam Coordinator.

Mentors provide assistance that will enable
the candidate to prepare adequately for the
Clinical ABPP process and to provide an ap
propriate Professional Statement and Practi
Samples. “Appropriate” in this context mear
fulfilling the content requirements and provic
ing a clear and useful picture of the candida
and the candidate’s professional work.
Mentors will not review Practice Samples, kb
may discuss them with the mentee. Mentors
may advise that a proposed Practice Sampl
would clearly not be acceptable to the exanr
iners. (See examples below.)

Guidance to those mentored may include e:
planations tailored the needs of each applic
concerning the philosophy, structure and ra:
tionale for the Board Certification processes
as well as general descriptions of the expec
tions of examiners for candidate clinical con
petence. It is the hope that such mentoring
will help mentees better prepare their Profe:
sional Statements, Practice Samples, know
how to describe their practice orientation an
be prepared to answer questions about thei
work as well as ethical issues they may en-
counter during the oral examination.

10. Mentors may raise questions about possibl

11.

deficits in the mentee’s knowledge and skills
and may advise the mentee that a proposec
sample would clearly not be acceptable to tl
examiners. Mentors may, on occasion, reco
mend independent readings, courses and s
pervision that might be helpful in the
mentee’s development of further skills.
Examples of helpful and appropriate mento
ing include, but are not limited to:

a. Pointing out that the ethical dilemma
in the Professional Statement is not
really a dilemma but merely an inter-
personal conflict.

b. Advising that a proposed Practice
Sample would not adequately

demonstrate skills commensurate with
a specialist in clinical psychology. e.g.,
educating Masters level therapists in a
community mental health setting about
the symptoms and treatment of a clini-
cal disorder.

c. Indicating that the proposed treatment
Practice Sample would be inconsistent
with the mentee’s educational and su-
pervisory background. For example, a
mentee’s educational background in
CBT presenting a case utilizing psycho-
dynamic psychotherapy.

d. Advising that the Candidate’s Profes-
sional Statement referred to practices
that fell significantly outside his educa-
tion and training, and therefore needed
to be accounted for.

e. Advising that the Candidate’s “unique”
approach to treatment, which fell out-
side of any generally recognized tradi-
tions of intervention within clinical
psychology, would not be acceptable.

f. Advising a mentee to demonstrate both
a broad base in the specialty of clinical
psychology as well as particular areas
of interest rather than focusing too nar-
rowly only on a specific skill.

g. Advising that the proposed demonstra-
tion of a neuropsychological screening
for possible head injury assessment us-
ing only one brief screening instrument
would not be acceptable.

12. Mentors are not responsible for mentees suc-
cessfully obtaining the Clinical ABPP. Wheth-
er a candidate passes the oral examination is
determined completely on the basis of the can-
didate’s own materials and exam performance.
Mentors do not certify mentees’ readiness to
take the examination or the applicant’s likeli-
hood of passing the examination. If requested,
mentors may offer their own comments regard-
ing an applicant’s professional strengths and
weaknesses.
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Mentoring Policies and Procedures (continued)

13. The comments and advice of mentors are nc Mentoring Coordinator shall send an Eval-

communicated to ABCP or to examiners, ha
no bearing on the examination outcome, and
may not be used to appeal an examination
outcome. Mentors should never give candi-
dates advice that the candidate could constr
as representing the views of the Examining
Board or advice about the Professional State
ment or Practice Samples that the candidate
could construe as approval or as meeting the
standards of ABCP for Board Certification,
since this can lead to appeals of failed exam
citing that the mentor assured the mentee th
the material would pass. The mentor should
not be involved in the examination itself, or
its outcome, with the single exception of helg
ing the failed candidate to understand the
written feedback provided by the panel and t
discuss with the candidate what steps might
be taken in preparing for reexamination.

14. Mentors are advised to keep e-mails or othe

records of interaction with mentees so that
any concerns about the mentoring process ¢
be reviewed if necessary.

uation form each year from the time a
mentor was assigned until the mentee has
successfully obtained the ABPP or prema-
turely stopped the process.

The Mentoring Coordinator shall use the
Evaluation Form not only to assess the
strengths and weakness of the Academy’s
Mentoring Program but also to assess the
strengths and weaknesses of assigned
Mentors.

If a Mentor receives a negative evaluation
from a mentee, the Mentoring Coordinator
shall contact the Mentor to discuss what-
ever problems may have occurred in the
mentoring process. If a Mentor repeatedly
receives negative evaluations from differ-
ent mentees, the Mentoring Coordinator
may choose, along with Board approval,
to not further use that individual in the
Mentoring Program.

We wish to acknowledge the Academy Board for de-

ing should be referred to the Academy’s Mer their invaluable contributions and commitment te th

toring Coordinator or the President.

Mentoring Coordinator:

1. The Mentoring Coordinator shall maintair
a record of all mentees, including date of
first contact, name, e-mail address, ment
assigned, employment type, city and stat:
whether regular or Senior Option and the
date of Board Certification.

2. The Mentoring Coordinator shall maintair
a list of all mentors, how many mentees
they have mentored (past and present) a
outcome of mentee evaluations.

3. The Mentoring Coordinator shall collect
written Evaluation Forms from all
mentees after their Oral Examination,
whether or not the mentee passed. The
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Recent Board Certified Psychologists and FellowthefAcademy

The Board of Directors of the Academy and Membpral@lcome the following recently
Board Certified Clinical Psychologists as Fellowgluze Academy:

Heather M. Anson, Ph.D., ABPP
William J. Bobowicz, Jr., Psy.D., ABPP
Jill E. Breitbach, Psy.D., ABPP
Margaret A. Cramer, Ph.D., ABPP
Donna J. Ferguson Psy.D., ABPP
James R. Flens, Psy.D., ABPP
Cesar A. Gonzalez, PhD., ABPP
Kristina M. Hallett, Ph.D., ABPP
Jeremy B. Harrison, Psy.D., ABPP
Stacey H. Lanier, Ph.D., ABPP
Alfredo J. Lowe, Ph.D., ABPP
Susan K. McGroarty, Ph.D., ABPP
Kevin P. Mulligan Psy.D., ABPP

Kevin P. Newgren, Psy.D., ABPP
Alexis R. Nusbaum, Ph.D., ABPP
Paul David Nussbaum, Ph.D., ABPP
Oscar H. Oo, Psy.D., ABPP
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