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From the Editor 0 Prescribing Psychologists Help to Address
Weaknesses in the Mental Health System

Areas  of
weakness
in the cur-
rent  sys-

tem of

mental

health care continue to be identified,
pointing to areas where psychologists
with prescription privileges can fill un-
met needs in the system, and can pro-
vide high quality comprehensive care
that other types of prescribers may not
have the ability to provide. For example,
a recent study by Chen, et al. (2010)
looked at a sample of 4102 patients
over age 18 diagnosed with major de-
pressive disorder from 2000 to 2002,
who were treated with second genera-
tion antidepressants. The recommended
frequency of follow up specified by the
American Psychiatric Association in
2000 was weekly for the first 90 days.
They found that only 31% of these pa-
tients receivedminimallyacceptable fol-

low up, defined as at least 3 follow up
visits in the first 90 days after starting
the medication. Primary care providers,
who provided antidepressant prescrip-

tions for 60% of the patients, only pro-

Laura E. Holcomb, Ph.D., MSCP

vided the minimally acceptable level of ers available, each prescriber has

follow up care 19% of the time.

Nonpsychiatrist specialists provided this
level of follow up 27% of the time. Even
psychiatrists only met the minimal stan-

dard of care 52% of the time.

While some of the problems with ade-
quate follow up of patients are likely
related to patient nonadherence, the

bulk of the problem may have more to

do with access. Psychiatrists and pri-

mary care providers who cannot keep
up with patient and community demand
for their time may not schedule as fre-
guent of follow up appointments as they

might if their schedules were more

more ability to see patients with the
frequency that will allow for better
follow up care. Also, psychologists
already tend to follow a treatment
model that involves frequent, often
weekly, follow up for patients given
that this is preferable for provision of
psychotherapy, which psychologists
who prescribe continue to provide.

Other areas of weakness in the current
mental health care system have been
brought to our attention recently by an
initiative of the New York State Office
of Mental Health (OMH) to improve
health outcomes and cut unnecessary
pharmacy expenses for patients with
Medicaid (Essock, et al., 2009; Moran,

manageable. | imagine that the results 2010). They assembled a Scientific Advi-

reported in the Chen, et al. study un-

derestimate the current problem with

sory Committee (SAC) in 2007, consist-

ing of 34 psychopharmacology experts

providing adequate follow up care, given from around the country, to review

access problems have only increased psychotropic prescribing practices for

t he

in the sample were treated.

since early

Increasing the availability of psy-
chologists with prescription privileges
can help with the problem of inade-
quate follow up care for psychotro-
pic medications by improving the
access problem. With more prescrib-

2 0 Opétierss withh ®edicaidhire NegwaMtork e n t

State in order to identify clinically ques-
tionable practices. The SAC acknowl-
edged that these practices may some-
times be appropriate in individual cir-

cumstances but that they were...

(continued on pg. 34)
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Practicing Medical Psychology: Liver Function Test as Projective

One remarkable

aspect of adding

Caroline B. Williams, Ph.D.

[I practice in a small town of around

5,000 people, with only one lab], and

tion, or will coordinate prescription and

treatment with another physician.

medical tools to our  possible negative feelings about the time However, as a part of this treatment

therapeutic tool and energy involved in generating fasting arrangement, certain actions are re-
box seems to be
¥ that

methods

sugar levels. | would also reinforce the quired by the patient outside of the

these new importance of obtaining baseline physio- therapeutic hour. The request for com-

provide logical numbers from a health and safety pletion of blood work sets a higher

additional means for obtaining impor-
tant clinical information about patients.
As | begin to integrate medical psychol-
ogy into my private practice, | notice
new insights obtained from what | might
previously have
cedures. The Liver Function Test (LFT)

tops the list as a current favorite.

perspective.
cussion, | would receive renewed assur-
ance that the patients would obtain the
requested draws. However, once again,

weeks would pass without the re-

t e roomestdd bfbed warkl Aseerésultp these-

patients went without much needed

prescriptions.

Usually, after such a dis-

In at least two cases over the last year, As we expand from therapists and diag-
requests for patients to obtain lab work, nostic evaluators to become prescrib-

particularly the liver function test, have ers, a shift in the power dynamic occurs.

threshold of expectation and demand,
including the physical invasion of a nee-
dle. In addition, there is a suggestion
that certain helpful treatments might be
withheld as a result of noncompliance.
This certainly differs from the uncondi-
tional support approach that often un-
derlies the traditional therapeutic rela-

tionship.

It seems important, in such circum-

stances, to emphasize support of the

generated revealing and unexpected As a psychologist, | have certain basicpat i ent s® journey t o)

patienttherapist dialogues, with helpful

therapeutic results. In both cases, the

patients continued to postpone or

of orgetéd t o

behavioral expectations for my patients.
| expect them to keep their scheduled

appointments, arrive relatively etime,

obt ai rand pal éheirrbills.] bdxpectmioem ko

Again, in both cases, the patients were exhibit some motivation to participate

in desperate need of medication assis-
0 fplete ther pshchdiogiaalsiesting. Steee- mﬁﬁ@following two case examples dem-

tance, and their

puzzling in such a context.

Initially, when concerned about the de-
lay in receiving LFT results, | explored
possible obstacles with them. These
included exploration of possible needle

phobias, problersolving regarding time

management issues, concerns about the tion.

confidentiality of information at the lab
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in the therapeutic process, or to com-

wise, | have few demands or expecta-
tions regarding behavior outside of the

office.

However, things change with prescrib-
ing. A patient comes to me for assis-
tance, requesting medication interven-
If it seems appropriate, we agree

that | will prescribe a certain medica-

empathize with their distress. This
therapeutic support needs to accom-
pany education about the requirements
of saf e
inability to obtain lab work becomes

subject for therapeutic exploration.

onstrate how
resistance to obtaining the liver function
test deepened therapeutic exploration
of their mental state. When working
with both patients, | was completing the
practicum necessary for obtaining pre-

scription privileges.

(continued on pg. 8)
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(continued from pg. 1)

had been one death related to a psy-
chologist prescribing, you can bet that
our opposition would have made sure
that it was front page news. Yet, we
continue to talk about the need to do

research that will demonstrate that pre-

make the critical legislative connections

to pass bills.

The legislative process requires a three
pronged approach, which includes sub-
stantial financial investments, the crea-
tion of critical political connections,

along with a rational piece of legislation.

scribing by psychologists is a safe prac-These three factors are not equal and

tice. Our opposition would love for us
to waste some more time and do a lon-
gitudinal study on this topic. However,
| would suggest that appropriately cre-
dentialed psychologists start prescribing
tomorrow and let the opposition do the
research if they so desire, but do not
expect them to do any kind of direct
comparison to their own practice,
whether they are doing prescribing or
psychotherapy. Research is a critical
part of our professional identity, but it is
not a cornerstone in the legislative

process.

As we continue to debate the need for

research on prescriptive authority for

vary from jurisdiction to jurisdiction.

However, as | have repeatedly said nu-
merous times in the past, if every mem-
ber of Division 55 would commit to

investing $1,000 per year and split the
investment between the 3 to 5 states
that have built a solid relationship foun-
dation for passage of prescriptive au-
thority legislation, it is an obtainable
goal. As the number of states that pass
prescriptive authority legislation in-
creases, the cost per state will come
down and the threshold for rationale
becomes less arduous. However, the
critical political relationships must be

developed and maintained over time.

psychologists, patients suffer needlesslyl want to return to the topic of our

and legislative sessions start and come opposition and clarify that our primary

to a close without passage of additional
prescriptive authority legislation. But,
even if we all agreed that the research is
selfevident and unnecessary, we still
have difficulty tolerating the legislative
process. While we claim to be profes-

sionals that give tirelessly of ourselves

and experts in establishing relationships,

we refuse to put forth the financial sup-

port necessary to pass legislation or

opposition is not from outside our field,
but rather from within psychology. Our
profession is filled with gadflies that
make a career out of debating and op-
posing progress. Unfortunately, we
have promoted this and blessed it as
scientific debate. The decision to pur-
sue prescriptive authority for appropri-
ately trained psychologists was ap-

proved by our parent corporation

d e nt, Contined |

umn

(APA) in 1995, after at least 5 years of
debate on the topic. Yet, we continue
to experience the internal debate and
conflict, long after the decision was
made and millions of dollars have been
spent . |l sndt it
0enough! ?6 Further
submit that perhaps our internal opposi-
tion is not only doing harm to the field,
but are actually in violation of the APA
Et hi
t hat

developing

cCs Codeos

we , ostrive
informed judgments and
Arti cl

cesd6 and

t hat
with whom we work and take care to
do

choi
states we ,

no harm. 6

While | could have easily filled this space
with a glowing commentary on how
great we are and why the world owes
us the right to prescribe, | chose to ask
that we look inward and search our
souls and look for the strength and wis-
dom to do what is right for our pa-
tients, our profession, and society as a

whole.
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On the Road to Being a Prescribing Psychologist in the Air Force
Ruth RoaNavarette, Psy.D., US Air Force
Aut hor 0s chre efvices in a primary care setting. room for help with triage, evaluation,

The opinions ) ) . . . .
expressed in this Referrals range from insomnia to adjust- crisis management, and disposition of

article are the ment to chronic iliness, with many oth- acutely suicidal/homicidal or psychotic
personal opinion ) . . .

of the author ers in between. | frequently make rec- patients, or from our inpatient and sur-
and do not re- ommendations to physicians about gical units for help in assessment and
flect those of the . ) . . .

United States Air Whether a patient should be considered disposition (medication recommenda-
Force or the for pharmacotherapy and if so, what tions, inpatient vs. outpatient care) of
Department of , . . . . I
Defense. type and for how long. | also supervise medically ill patients with psychiatric

Among the many unique opportunities a an unlicensed psychologist and a socialissues. | have also aided in the psycho-

psychologist can have as part of their work intern who provide behavioral logical and psychopharmacological train-

military career is the ability to pursue health consultation the rest of the ing of other students, including medical

specialized training. For the last year week. students, medical residents and physi-

and a half, | have been the beneficiary of On Wednesdays, | spend my whole day cian assistant interns.

the military's diverse applications of in the family medicine clinic learning On Saturdays and Sundays (at least once

psychological knowledge. In the Sum- medical history taking, review of sys- a month), I am still completing the final

mer of 2007, while deployed to Bagram, tems, physical exam procedures, tar- few classes for the Masters program.

Afghanistan, | received the wonderful geted neurologic exams and diagnostic Every other time in between (at least it

. . . | i
news that | was accepted into a post- tests. First | shadowed; now, | practice seems sol) | am pouring over books,

doctoral fellowship in Clinical Psy- with supervision. | attend case staffing articles, and online sources to under-

chopharmacology. Between August and grand rounds, and also listen in on stand the problems, conditions, and

2008 and July 2009, | attended classes atthe preceptorship of the family practice patients that | encounter throughout

Alliant International University in San residents and glean what | can from the week. It has been a challenging and

Francisco, CA. In order to expedite my their learning. rewarding ride, and | am not exaggerat-

ing when | say that every day | learn

progress in the program, | attended The rest of the week: | have a, %r outine
something new. So | will share some

classes from 2 different cohorts. practice of outpatient mental health

very basic lessons learned:
| am now completing the clinical portion where | provide psychopharmacological

of my training in the Mental Health and psychological care to a wide variety T The words oside e

Clinic at Eglin Air Force Base, FL. My of clients (currently ranging in age from much more meaningful when it

is your patient that is having

supervisor has set up a onear practi- 19 to 64). | receive regular (almost

cum which includes a very wide variety daily) supervision especially when initiat- them: If it can happen, it will

of experiences. S o ing,lclahging or discamtinegirlg a therapy h e happen!

life of a psychopharmacology fellow? course, and frequent didactic training. 1 When I think | know something

On Mondays, | spend half of my days On occasion, | am responsible for an- wel | enough, I do
providing integrated behavioral health swering pages from our emergency (continued on pg. 9)
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So

' The following article
~ summarizes my evo-
lution from gaining
f the didactic training
for prescribing psy-
chotropic  medica-

tions in 1998 and

1999 to military hospital mental health
department head and primary care resi-
dent preceptor in 2001, policy advisor
from 2005 to 2007, and to my recent
positions as the senior mental health
practitioner for an Iragi province from

2007 to 2008, and now the prescribing
psychologist on an aircraft carrier with

approximately 5,000 personnel.

Each prescribing psychologist
(Department of Defense term) or medi-
cal psychologist (Louisiana and Ameri-
can Board of Medical Psychology term)
-and in this case | use these terms inter-
changeabtymust transition from stu-
dent or psychopharmacological resident
to fully independent psychopharmacol-
ogy practitioner. In addition, the medi-

cal psychologist works within a legal or

Now You Can Prescribe, Whato
Robert Younger, Ph.D., MP, ABPP
| initially found the transition from psy- Each of these settings led to more re-
chopharmacology graduate student at sponsibility and authority. | supervised

Alliant University to prescriber some- family medicine and aerospace medicine

what unnerving due in part to lack of a residents in psychiatric medications as
training pathway. The original Depart- well as provided mental health consulta-
ment of Defense Psychopharmacology tions and treatments. In turn, precept-

Demonstration Program (PDP) had ex- ing these residents enhanced credibility
pired as | entered the nascent training in with the medical staff and administration
Baton Rouge, Louisiana. Although | was and synergistically led to more power in

a senior Naval Reserve Officer and clini- the organization, further capitalizing on

cal psychologist it was not clear that | me di c al

would ever gain prescriptive authority.  ganization and, one could argue, the

professional status of the provider. For

Fortunately, the military hospital mental
health department head, a young female this psychologist, gaining prescriptive

psychiatrist, supported my application authority led to conflicts with other
and during a Reserve recall to active professionals a n d someti

duty other prescribers initially super- own colleague® forcing me to examine

vised the medication part of my cases. professional role (prescriber versus non

In addition, the hospital director of sev- -prescribefi which is a false dichotomy)

and its attendant competencies and

eral departments, a senior family practi-

goals.

tioner, substantiated clinical compe-

0S

psychol ogyods

me s

tence and signed off on further medical
psychology credentials. Support
through the commanding officer solidi-
fied an expanded scope of practice

through hospital based services, deploy-

regulatory system, such as federal ena- ments with the Marines in 2003 and

bling legislation/regulations and often

wi t h Maj or Al an

state law, as well as organizations such Combat Stress Control unit in central

hospitals or other health care facilities.
This article also aims to inform others
pursuing prescriptive authority of the
types of opportunities, including goals
for practice, and ambiguities inherent in

this process.

Irag in 2007 and 2008, sandwiching air-
craft carrier duty for a few months in

2004 and from mid 2008 onward. As
the ol d Chi

ney of a thousand miles begins with a

nese

singlested Lao Tzu) . o

Choosing to pursue didactic training in
psychopharmacology and resulting pre-
scriptive authority faces each practicing
psychologist; however, the role issues
must, in my opinion, be addressed at

some point. If one aims for prescriptive

Hauthoeity leoffer thes followimgrtipe line

in developing these competencies and

goals.
Short Term Goals (first few
months to two years) : Developing

saycilrighi%%?S'CO%B%?ehegFEé

(continued on pg. 17)
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Prescribing in Chaparral, New Mexico
Kevin M. McGuinness, PhD, MP, JD, ABPP

Chaparral, New
Mexico is a small
Southern  New
Mexico town of
approximately
7000 people hid-
behind the

Franklin Mountains

den

that run through central El Paso, Texas.
Chaparral is 35 miles from Las Cruces,
NM and 25 miles from Ciudad Juarez,
MX. According to citydata.com Chap-

arral s popul ati on

panic; 31.9% Whiteon-Hispanic; 21.4%

Essentially, my presence within the
LCDF system was made possible by a
partnership between the Health Re-
sources and Services Administration
Ready Responders Program and two
not-for profit organizations, LCDF and
the Santa Féased Sangre de Cristo
Community Health Partnership
(SCCHP).

had entered into a partnership with

Prior to my arrival, SCCHP

LCDF to provide behavioral health ser-

vices as defined operationally by a Sub-

limitation of this grant was its primary
focus on substance abuse and related

behavioral health issues.

In February 2009, LCDF, an FQHC,
seized an opportunity to bring aboard,
free of charge, an activduty PHS offi-
cer. Through the Ready Responder
Program, activeluty PHS officers can

be FQHCS

the health centers allow assigned offi-

assigned to

cers opportunities to train for disaster

response and to deploy in the event of a

starce Abose arid IMentab Mealth Ber-HiLas o) o international disaster. My

vices Administration (SAMHSA) grant

assignment, as a Ready Responder, to La

, 0 _ 0 : : : .
other race; 4.2% blended race; 2.2% entitled Screening, Brief Intervention, - i-o qe Familia was arranged in coop-

American Indian, and 1.3% Black. The Treatment and Referral (SBIRT). Under
median household income in 2008 was this SAMHSA grant the Sangre de
reported as $27,432. The median age is Cristo Community Health Partnership

28.6 years. There is no psychiatrist. administered the SBIRT program within

La Clinica de Familia (LCDF) is a feder- the LCDF community health centers in

ally funded community health center The SCCHP
(FQHC) with 4 medical centers and 4 clinical providers who delivered SBIRT

medical/dental centers as well as other

southern New Mexico.

services wer e gene

public health related offices in Dofia Ana counselors and social workers who

worked sideby-side with primary care

County, New Mexico. | am the only

clinical psychologist, clinical health psy- practitioners.
chologist or medical psychologist in the In a nutshell, LCDF primary care practi-
LCDF system.

as a commissioned officer (officer) of identify particular patients deemed at

| am assigned to LCDF tioners employed screening tools to

the United States Public Health Service risk for substance abuse. When a par-
(PHS). While | provide clinical services t i cul ar patient
in the LCDF system | practice under the primary care practitioner would

license of the Louisiana State Board of immediately brief the SCCHP behavioral
Medi cal lmesalanrh

Me d i cwad reaBily gvailabte fooogrisidtation. A

Examiners

unrestrictedo
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eration with the Sangre de Cristo Com-

munity Health Partnership.

At the present time | am assigned to

LCDF®s Chaparral Me
While | am capable of performing the
services originally delivered under the
P v S fmgetensy 1 o
current practice as a medical psycholo-
gist and clinical health psychologist con-
sists of evaluation and treatment of pa-
tients with diagnoses that run the gamut
from behavioral disorders to schizo-
phrenia and from obesity to coronary
artery disease. | and my primary care

colleagues refer patients to each other

wa Si, rjec%geniﬂoh iofftHe efa‘at tt‘f’atsmegi(,aalt r

procedures and health psychology inter-

ventions work better

cachni eefafdndawhéowar m hand

(continued on pg. 12)
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Williams, Practicing Medical Psychology, Continued

(continued from pg. 3)

Thus, | was working with other provid-
ers in order to coordinate actual psy-
chotropic medication prescriptions. The
first patient, a 36 year old Caucasian
mal e, 0John Doe, 6

treme panic attacks and performance
anxiety associated with a high stress job.
He reported a history of excessive alco-
hol use, but claimed current minimal use
and frequent abstinence. John had ini-
tially been prescribed Librium in order

to reduce his dependence on alcohol.
However, he still had refills, and was
using it prn for anxiety when we began
working together. He reported a his-
tory of various outpatient therapeutic

interventions with little success.

Over the course of our first months
working together, | began to suspect
the presence of Bipolar Il, or possibly
Bipolar | Disorder. Skills training for
anxiety reduction seemed effective in
the office. However, John had trouble
implementing such activities outside of
sessions. He exhibited racing thoughts
and pressured speech. His thinking
seemed rigid and inflexible, with a nar-
cissistic flavor. His extreme sdticus
was resistant to cognitive intervention
or reframing. He complained of prob-
lems with spending money impulsively
and excessively. He described a strong
family history of psychotic disorders and
alcoholism. Alcohol cravings continued

to surface. | eventually suggested con-

sideration of a trial of a mood stabilizer went on to explain that, in contrast to

or atypical antipsychotic in coordination
with his physician. In anticipation of

this, | requested that he complete vari-

his previous report of maintaining sobri-
ety, he had actually been imbibing quite

heavily over the course of our work

ous lab tests, including a liver function

t535}'esented

Over the course of many weeks after

together. In fact, during the two

months that he had not seen me, he had

wi t h ex -

begun drinking alcohol so much in the

my initial request, John had various ex- evenings that he was experiencing

rather severe withdrawal symptoms

planations regarding the lack of com-
during the day. He had been using the

Hiprigny n rdgrdoy ot fhgpuah theiday 1

until he could drink in the evenings

pleted lab work. He had been out of
di dnot

of the clinic were too restrictive, etc.

t own, feel

Initially, | was sympathetic to these com- again. [Here, an additional article could

ments. We spent time exploring possi- be written on the problems of liberal

ble psychological resistance to the lab benzodiazepine prescriptions, and lack

work request. | became more and more of oversight of these same prescrip-

concerned, as this delay was interfering tions.] John had resisted the lab work

abi | it yeaueheeRyse of Goncemy abgyt what

the liver function test might indicate

with Johnos

management for his bipolar disorder.
His dayto-day functioning became more about his drinking habits. His revelation
At the end of
c a s u?Qq frefjtated dny phility fp aqpress iy o

substance abuse problem more directly.

and more problematic. led to an improved working relationship

one session, |

time | want to talk about what has been
so hard about getting the lab work The second case involved a 42 year old

done. 0 Caucasian mal e, 0St e
presented with severe depression with

John did not return to see me for two

months, ostensibly because of a new job suicidal ideation. Steve had an extensive

history of alcohol, cocaine, and polysub-

that took him out of town. However,

stance abuse. He had completed an

when he finally did schedule another
session, his presentation with me was inpatient substance abuse program and
He

s tH§ f3g fegelyed a diggngsis of f\RHDe | ¢

during this inpatient program, and was

much more direct and serious. had been clean and sober for two years.

started with the

of our last session, you said something

that has been on my mind since then. | prescribed a combination of Adderall

think you have an idea of something that XR and Gabapentin at our initiation of

| 6ve been hiding f Vest%em-y I6|euh_adéalso pg(g)cipa{ecli] iQ n
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Williams, Practicing Medical Psychology, Continued

outpatient therapy with other provid-

ers.

Since discontinuing substance use, Steve®

had been plagued by severe depression

His

mood disorder had not responded

with chronic suicidal thoughts.

much to outpatient therapeutic inter-

vention. His wife and his job, working at
a substance abuse treatment center,
were the two factors keeping him from

acting on his suicidal ideation. When we
first began working together, | immedi-
ately consulted with his physician re-
garding prescription of an antidepres-
sant. He started Cymbalta with a very
positive result. This benefit lasted for
about 14 months, during which time we
proceeded with weekly psychotherapy.
However, toward the end of this pe-

riod, Steve began experiencing a drop in

Roa-Navarrete, Psy.D., On

(continued from pg. 5)

ndi
world, and it is helpful to think

oWhat ab
that

é i vi dual i s
of ten,
what about

am | missing?o0
As much as | may try to avoid
it, polypharmacy (hopefully
targeted) may be ONE of the

rules, not the exception

Drugs can be ever so much
more helpful within the context

of a solid, trusting therapeutic
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mood once again. Therapeutic inter-
vention was not effective, and no situ-
tional stressors appeared to corre-
spond with the mood dip. Suicidal idea-
tion returned. At that point, we dis-

cussed with his prescriber the option of
adding Abilify with the hope of boosting

his antidepressant experience.

Initial discussion of adding another
medication elicited hopelessness from
Steve, despite his previous positive re-
sponse to Cymbalta. His depressive
presentation included strong feelings of
a foreshortened future, hopelessness,
and the expectation of having to suffer
through life until a death by natural
causes. However, he agreed to obtain
the baseline lab work requested prior

to the initiation of an Abilify trial.

t he

relationship
d dPsychbtreeragy nwithout phar-
macotherapy can be so much
out funhAnd withopharmacother-
?, 0 apyr can be YWleffettive!

1 There is no way that | could
have done this as a new psy-

chologist!

As | look toward the last half of my
clinical rotations, | nervously anticipate
when my strings will be cut and | have
to do this on my own! | can look for-

ward to many years of integrated prac-

Once again, weeks passed without the
completion of the lab work. Initial
processing of resistance with Steve gen-
erated a discussion of fears about inter-
action with medical professionals.
These fears had developed as a result of
receiving contempt and anger from
medical staff during his years of sub-
stance abuse. The processing of these
issues seemed to generate renewed
motivation for completion of the re-
gquested tests. However, the lab results

did not appear.

| again revisited the issue, worried about
the severity of his suicidal ideation. At
that point, we uncovered together
Steveds underl ying

permanently damaged his liver with...

(continued on pg. 16)

. Raontinded

tice with anxiety and excitement.

Dr. Ruth Reavarrete is currently a Postdoc-
toral Fellow in Clinical Psychopharmacology at
Alliant International University, San Francisco,
and Eglin Air Force Base, FL. She has previously
functioned as a staff psychologist, Chief of Men-
tal Health and Director of Alcohol and Sub-
stance Abuse services at different clinics in the
Air Force. She also served in the faculty of the
doctoral residency training program in Clinical
Psychology at Wright Patterson Air Force Base,
OH.
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Prescribing as a Medical Psychologist: The Experience of a Neophyte

When | finally came
out of the closet as a
medical psychologist,

poised to write my

first prescription, |
4 did so with appre-
hension and with the
being |

pared. | armed myself with the knowl-

feeling of
edge that, in spite of extensive educa-
tion and demonstrated competence, no
one feels completely prepared the first
time around, and that achieving the sea-
soned level | desired required weather-
ing a period of apprenticeship in which
the theoretical knowledge of a postdoc-
toral Master in Clinical Psychopharma-
cology formed the minimum compe-
tency to venture into the practical side

of treating patients in need.

What | was immediately impressed with
was the singular lack of opportunity to

initiate such an apprenticeship. None-
theless, | was fortunate enough, after
extensive searching, to find a rural fam-
ily medicine practice in Louisiana, the
state where | was recently granted a
DEA number to practice in as a medical
psychologist. The clinic was run by two
nurses who recognized that their rural

practice was desperately in need of a
mental health professional to help with
a population that was being treated for
the entire gamut of psychiatric diagno-

ses by the family nurse practitioner.

Mark Muse, Ed.D., MP, ABPP

| arranged for a week off of my regular
job, and flew down from Maryland,
laden with an extensive battery of tests
and a new prescription pad. | limited
hol ding

Hyperactivi

myself to
Deficit
that first visit, and fully worked up 10
ehddsadoledremtn patéentsy tseeihg gadh
approximately 4 hours, and providing
diagnoses and treatment recommenda-
tions at the end of the week. Some of
those | evaluated were confirmed to
have ADHD, while others were diag-
nosed with behavioral problems or anxi-
ety disorders, as well as one case of
bipolar disorder. | wrote prescriptions
for Strattera because the nurse practi-
tioner was most comfortable with
monitoring this medication after my
parting, and | recommended that other
diagnoses be followed by specialists that
could be found in New Orleans or Ba-
ton Rouge. My prescriptions for Strat-
tera were rewritten by the nurse practi-
tioner since he knew the local pharma-
cist and believed that they would be
filled and reimbursed easier if submitted
electronically under his provider num-
ber. So, | did not actually have a pre-
scription written by me filled, but ended
up making recommendations that were
followed up by the family provider, not
unlike the situation in which | work in
Maryland, where the Board of Psycholo-

gists has expressly recognized a pharma-

cologicallt r ai ned
petence to recommend medications to

patients and medical providers.

| later contacted the Louisiana Board of

aEQam%é%sDH I:R’sy&h’éiégltstg Bot c@laﬂf;p
howa cdtdbsr&tive Fefafiohshipith & ' € !

family provider who is a nurse practitio-
net r(a‘?ld’ not a physician) might be

viewed, and immediately received a

Ocease and desisté
Board. | was informed that only a physi-
cian may satisfy the state requirement
for a collaborative relationship between
the psychologist and a medical provider,
for each prescription written by the
medical psychologist. | considered my-
sel f lucky for not
single prescription, and withdrew, not
without considerable consternation,
from active participation in the rural

clinic.

| have since been searching, without
success, for the opportunity to collabo-

rate with a physician in Louisiana. For
this reason, | have reluctantly come to
welcome the new legislation in that

state, where the authority to license

medical psychologists was moved from
the Board of Examiners of Psychologists
to the Board of Medical Examiners, be-
cause the new statute allows medical
psychologists to eventually collaborate

with whomever they desire,...

(continued on pg. 18)
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Assessing and Managing Delirium in Palliative Care and Hospice Patients
E. Allessandra Strada, Ph.D.

Ms. E. was a sev- al | have to go thr ocdr@dioushelBs @rdudal), increased or
entythree year old

woman with ovar-
ian cancer metas- tients with advanced illness who are bance of sleepvake cycle, affective
tatic to the kidneys.
After a course of
palliative radiation tress in patients and caregivers but it is delusions, disorganized thinking and
she was discharged
from the hospital

- and sent home. medical settings. Psychologists working memory impairment (American Psychi-
Palliative care and hospice service were n

ot . .
available in the anghaliative gage s%ttglqsicannqlag an ajic, @@scp{:i_ation, 2000; Breitbart &
ter and granddaughter were the primarymportant role in the diagnosis and man- Alici, 2008).

caregivers. o ] )
, _agement of delirium. They can identify . _
At home, Ms. E. began to complain of in- Depending on psychomotor behavior

creasing pain, fatigue, and nausea. H&fodromal symptoms and facilitate
primary care physician prescribed mofgy ey pharmacological and nen : : :

pain medication, with minimal improve- _ ~ described as hyperactive/agitated, or
ment. After one week at home she becanharmacological treatment by communi-
increasingly confused, while continuing {9iing their diaanostic impressions to _ )
complain of pain. Her level of conscious- g _ g P ~ lander, & Breitbart, 2006; Lipowsky,
ness fluctuated; While she was alert andle medical team. They can play an im-
oriented in the morning, she would becomg, +-nt role helbing careaivers process _
more disoriented by rafternoon, at times o . ping .g P 1991; Spiller & Keen, 2006; Stagno,
unable to recognize her caregivers. the distress caused by displays of SeVere cinson, & Breitbart, 2004)The hyper-
Because of the C a ragitgtionvire & BV@d odei who is eying. ’activte rgu(:f)type is commonly character
primary care physician was contacted an . . L i
the patient was reevaluated. He described® ychologists with advanced training in ;4 by restlessness, agitation, hallucina-
the situation as 0 meychophdrmacolddy tanrusettheie une i r cum- . .
stances, as she is d g id.n g . 0. K Ms 4 b E ” bf tE)r‘;f,n,ggcindelusmnsﬂyperactlve delir-
progressively irritable, anxious, and increzgg—rst nding ot Tisks - an enefits o

ingly agitated. She was calling out and cogharmacologic and nerpharmacologic . .
plaining of pain, yelling that her back and i " Jabl ¢ families,especially when they want to
abdomen were oon f (NEenens gyran yba}éagag i ey focus on fostering a nurturing and
able to recognize her daughter and grandectively collaborate with medical teams,
daughter, and reacted to their verbal at- ‘
tempts to calm her down by accusing thef?
of wanting to Kill her. They found it impossB
ble to manage her at home and she was
admitted to the hospital. According to the DSMV-TR, delirium  and may have more difficulty during the

The attending physician treated Ms. E. f‘i’% characterized by an abrupt onset of bereavement process. Therefore, accu-
delirium and pain. Her agitation resolve . _

and her mental status improved in the firglisturbances of consciousness, atten- rate diagnosis and adequate manage-
24 hours. She was able to recognize h?irotn, cognition, and perception, that ment of delirium protect patients and
loved ones and she no longer complained o _ _

pain. She died quite peacefully one wedlictuate over the course of the day. caregivers from severe distress

later. After her death her granddaughtef, . ., ceq initabjlity, anxiety, and som- (Breitbart, Gibson, & Trembley, 2002;
sR%E f ying “Ww h

Delirium is a common condition in pa- decreased psychomotor activity, distur-

approaching death. It causes severe dis-symptoms, perceptual disturbances,

often underrecognized and untreated in  incoherent speech, disorientation and

and level of arousal, delirium can be

hypoactive/lethargic (Boettger, Fried-

1990; Ross, Peyser, Shapiro & Folstein,

ium is very distressing for patients and

peaceful connectionCaregivers whose

ients and caregivers. . .
loved ones experience hyperactive de-

iagnosis lirium find the experience traumatic,

told the physician, as orrible.
We can still hear her calling out in painpolence are often prodromal symptoms. Di Mar t i ni , Dew, Kor mc
and accusing us of wanting to kill her. Wh}:h . - -
. ~ ) e, main clinical. features of deliriu i
didndt she receive Ehe" hedication"'she was (continued on pg. 14)

given at the hospital sooner? Why did ware impaired attention, altered level of
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McGuinness, Prescribing in Chapparal, New Mexico, Continued

(continued from pg. 7) ferring physician regarding one of my not enough to understand the value of

In fact, one of my physician colleagues patients; he initiated a conversation with behavioral health in primary care; we

suggested a few weeks ago that we me. He extolled the value and broader must find ways to translate that value

should see our patients together. That view of the medical psychologist in pri- into funding. One approach is to adapt

may very well be a future step. mary care. He explained to me that, our practice models in more cost effec-

before the advent of the medical psy- tive ways to meet the demands of the

With respect to my patients with men- . . )
chologist, he would have had to talk to communities that we serve. Like the

tal illness | provide both psychotherapy . . ) _
a psychiatrist a b o procesa of gdutaiing aur Primarypcarg ¢ h

and medication, as appropriate. What . o .
tropic medication and to a clinical psy- colleagues we must educate and col-

this means for La Clinica de Familia is a i i o i .
chologist about the practical implica- laborate with our administrators to

reduction in psychiatric referrals out of _ . 5 ) )
tions of s ame p at iienovat® and daveloptquality, ethical amce s s

the system, which in turn leads to re- . . )
He was very pleased to discover that, costeffective practice models.

duced cost and more effective commu-

with a medical psychologist onboard, he As of today the LCDF Chaparral clinic

and LCDF Healthy Start Program, in
partnership with SCCHP is beginning a

nications between all of the doctors . .
can get all of the information that he

physicians, psychologists and, poten- )
needs, in onestep.

tially, dentists.  With respect to pri-

mary physical illness, clinical health psy_Another area where education and con- pilot program intended to accomplish

chology is being utilized more effectively versation is becoming more active in my three tasks. 1) provide a group counsel-

as a partner in the improvement of clinic is that of coseffective practice ing program that addresses, from cul-

health outcomes and the prevention of models. For quite some time many of tural, psychological, medical and func-

disease. However, at the present time our psychologist colleagudsmve recog- tional perspectives, the needs of young

such is the case only at the Chaparral ni zed t hat t he 0 t rmetterst witlo Weprlession;o2) explaré i e r

clinic where | spend most of my time practice models so often employed by through the pilot project methods to

The task of educating the primary care outpatient clinical psychologists do not generate funding to sustain the inte-

and support staff across the 8 LCDF generate the funding necessary to hire grated primary cardehavioral health

medical/dental centers has proven to be and integrate medical and health psy- model that we are building; and 3) ex-

a much greater challenge chologists into primary health care clin- pand access across the LCDF system by

ics. As a clinical health psychologist and training masters level counselors to

La Clinica devddtami | i ads s_¥]_stem ) i ) ) _
prescriber within community health provide effective behavioral health inter-

sition to the use of an electronic health . ) . . . )
centers | have experienced this chal- ventions in a coseffective, timely and

record (EHR) presents a new pathway _ .
lenge firsthand. efficient manner.

for psychologists to demonstrate their

value in the primary care setting. Per- I, like many of my colleagues, have rec- The partnership between La Clinica de

sonally, the EHR has allowed me to ognized that our understanding of the Familia and the Sangre de Cristo Com-

communicate directly with referring crucial interface between behavioraland muni ty Heal th Partner

physical health is not sufficient, in itself,

practitioners regarding the progress of (continued on pg. 20)

our mutual patients. In fact, the very to ensure integration of behavioral

first time that | sent a message to a re- health into primary care settings. It is
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Why It is Important for Clinical Psychologists in Canada to Obtain the Legal Authority
to Prescribe: Increasing Accessibility to Better Psychology

Brian J. Bigelow, Ph.D., C. Psych., ABPP, FSICPP, FPPR, FICPP

A Brief History (McGrath). Indeed, there are currently military psychologists prescribing in NM,
of RxP Time

about 40 RxPTask Forces in America. FL, LA, WA, HI and DC (Marquez,
The Aeodudcis of Representatives2008). There are also about 1,562 indi-

formerly passed a resolution to support viduals who have completed Level 3

Seeking prescrip-
tive authority for

psychologists RxP (Martin, 1995), moving the issue training in psychopharmacology (AX,
(RxP is an appro- . . . . .
from idle debate to implementation. Fagan & Resnick, 2009). Considering

riate evolution- : " -~ .
P Apparently, some 20 states are actively the addition of prescribing to our skill

ary step within our discipline. Parallel- . .

y step P pursuing legislative agendas (Earles,set compels us to take stock of our
ing American initiatives, BotiPAand
OPAnow haveRxPTask Forces. We

are not the only health care profession

James & Folen, 2006) and over the last professional identity and to embrace
few years, bills have been introduced in useful change. We can resist if we wish.

Connecticut, Hawaii, Georgia, lllinois, Or we can accommodate such change

engaged in this. Indeed, pharmacists are_ . .
9ag P Missouri, Oregon, Tennessee, and Wyo- and move on to other matters such as

currently seeking modified prescription ming and lllinois and Hawaii passed lastfinding enough internship placements for

rivileges in O@otario and | bertad
P 9 year only to have "?ﬁe gl” vetoeg at %he our graduates. But we need to face

I f Pharmaci recently m . . . . .
ege o armacidtas recently made 11" hour by the governor. Missouri such decisions in a factually informed

regulatory changes to permit pharma- nearly passed but was distracted by way, without being unduly distracted by
cists to prescribe Schedule 1 drugs and
blood products (Priest, 2006) and in the

United States and Canada, nurse practi-

ot her 1l egislation aagdme@sa(k.g.fpeservingacdrsproiesat e
psychological political problems (CPA v. sional identity, offending the powers

CAPP) derailed passage of their bill. that be, cost fears, etc.) that sound im-

tioners, dentists and optometrists also . .
P There have been as many as 12 post portant but ring hollow in the face of

have limited prescribing privileges. To- . . . L .
P gp 9 doctoral programs in existence to train prescriptive realities.

day, optometrists have some form of . .
Y. op psychologists in the APA Level 3 cur- . .
prescriptive authority in all 50 states Professional Identity

_ _ riculum for independenRxP(Fagan, Ax,
(McGrath, 2006). Wallis and Wedding Resnick, Liss, Johnson & Forbes, 2004:RxPputs our patients/clients first. Pa-
(2004) catalogued the three decades it

Munsey, 2006). Moreover, Alberta has tients are biopsychosocial beings and
passed enabling legislation (2002). On- need to be respected as such. There are
tario now has include@®xPas one of its ~ Several reasons for having psychotropics

five prongs of professional renewal. available in our professional tool Kkits.
Psychologists are more apt to make

took for optometry to achieve rights to
diagnose and treat eye disease. In the
United States, Physician AssistarR&\%

prescribe in 46 states and thBepart-

With the advent of RxP momentum in

ment of Defend®oD) hasRxPfor psy- accurate diagnoses than are primary

chologists, which covers the military in North America, we in Canada have -
gists, y . . . care physicians PCB) (see Westra,
some important deliberations to make

all 50 states (Levant, 2002). In addition, Eastwood, Boffard, & Gerritsen, 2006)
New Mexico (2002) Louisiana (2005) on the subject. Presently, there are two

dozen prescribing psychologists in New,
and Guam (under a psSYy PTG R ysq Ut 1 P € fon to accurately prescribe, ...
Mexico, fortyfive medical psychologists

and we are therefore in a better posi-

vision) (1999) currently haveRxP .
prescribing in Louisiana, and fourteen (continued on pg. 21)
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Strada, As s

(continued from pg. 11)

€ & Fontes, 2007).

The hypoactive subtype of delerium is
characterized by psychomotor retarda-
tion, lethargy, and reduced awareness of
surroundings. Hypoactive delerium is
common in palliative care and with hos-
pice patients, and is frequently misdiag-
nosed as depression or severe fatigue.
In distinguishing delirium from depres-
sion, clinicians must evaluate the onset
and the temporal sequencing of depres-
sive and cognitive symptoms. For exam-
ple, while disturbance in level of arousal
is present in delirium, it is not usually

present in depression.

Psychologists working in the palliative
care setting can play an important role,
recognizing prodromal symptoms of
delirium and differentiating them from
depression and anxiety. Alerting the
medical team to subtle changes in pa-
tientsd ment al
lier treatment and mitigate the escala-

tion of symptoms.

Etiology

Some of the main causes of delirium are
infection, electrolyte disturbances, ma-
jor organ failure, and medication side

effects. Opioid analgesics, benzodiazepi-

nes, and anticholinergic drugs can Cause(kFainsinger & Bruera, 1992). Ideally, the

confusional states and contribute to the
development of delirium in patients who

are dying (Breitbart et al., 2006). Inade-

quately managed pain can also be a con-gngage in meaningful interactions with

st at

essing and Ma
tributing factor.
Pharmacological Treatment of

Delirium
Presently, there are no FDA approved
medications for treatment of delirium.

In randomized controlled studies, antip-

sychotic medications have been shown

to be effective Directions for their use
can be found in the practice guidelines
of the American Psychiatric Association
(American Psychiatric Association,
1999).

Due to its efficacy and safety, the typical
(Haldol)
often the first line of treatment (Jackson
& Lipman, 2004)The American Psychi-

atric Association guidelinesecommend

antipsychotic Haloperidol is

starting with a low dose of haloperidol
(.,e. 22 mg po every 4 hours as
needed to be increased as needeth
general, doses of haloperidol should not
exceed 20 mg in a 2Bour period. A
d%ugleblri]qg, yran(rjoer!niszeudI ctontrcl)II%d
trial (Breitbart et al., 1996showed that
low doses of haloperidol were effective
in controlling the symptoms of delirium
and in improving cognitive function in

the first 24 hours of treatment.

When patients develop delirium at the

end of life, as part of the dying process,

management can be challenging

treatment of delirium will result in a
patient who is awake, alert, comfort-

able, cognitively coherent, and able to

Carginuedg

Del er i u

loved ones.Atypical antipsychatics (i.e.,
risperidone, olanzapine, quetiapine, zip-
rasidone, and aripiprazole) are increas-
ingly used in the treatment of delirium
in palliative care settings due to poten-
tially decreased risk of adverse effects.
But patients who are dying may experi-
ence such severe agitation and distress,
that increased sedation is necessary. In
these cases, chlorpromazine can be an
alternative to haloperidol due to its
sedating profile, provided its anticho-
linergic and hypotensive side effects are
carefully monitored. Benzodiazepines
(e.g. lorazepam, midazolam) can also be
usedto create comfort. However, the
use of sedative agents will affect pa-
tientsd | evel of al
cantly limit their ability to continue to
interact with caregivers. Psychologists
can help caregivers adjust to what ap-
pears as an abrupt transition in their
relationship with the loved one by ex-
®laiding the effect of the medications
and refocusing attention on their loved
for

oneds need

It is important to note that not all pa-
tients have their symptoms adequately
managed by antipsychotic medications.
The literature shows that 30% of dying
patients with delirium do not have their
symptoms adequately controlled by
antipsychotic medications (Leonard et
al., 2008).

The Tablet, March 2010
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Strada, Assessing and Ma/ Cangnuedg Del er i
Non -Pharmacological Inouye, S.K., Bogardus, S. T.,
Interventions References Charpentier, P. A., LeSummers,

The most effective management ap-
proach to treatment of delerium inte-
grates the use of psychotropic medica-
tion and supportive treatments. The
literature has shown that non
pharmacological treatments can effec-
tively help manage delirium, especially in
patients who are approaching death.
Facilitating bladder and bowel function,
and administering fluids and electrolytes,
can be effective. Orienting the patient
frequently, utilizing visual and hearing
aids, as well as creating an environment
with familiar objects that is quiet and
welllit can promote comfort and a
sense of safety for the patie(inouye et
al.,, 1999). As mentioned previously,
deliium has a profoundly distressing
impact on family members and other
caregivers. Therefore, psychologists and
the entire treatment team should pay
cl ose attent i otrbeingo
by normalizing their experience, provid-
ing accurate information on the condi-
tion of their loved one, and helping

them process grief and distress.

Dr. Alessandra Strada practices in the capacity
of Attending Psychologist in the department of
Pain Medicine and Palliative Care at Beth Israel
Medical Center in New York City. She is an
Assistant Professor of Neurology and Psychiatry
at the Albert Einstein College of Medicine in
New York City and an Assistant Professor of
EastwWest Psychology at the California Institute
of Integral Studies in San Francisco.
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Williams, Practicing Medical Psychology, Continued

(continued from pg. 9) liver problems. He did not want to face later discussions allowed us to access
¢ his previous sub Stf{lsalrlr];oam@tlora Bng I,gag not Waptg,g to; gJ%eEhgr a series of illogical beliefs that
discuss it with me. were wearing heavily on Steve, and had

he mentioned that his family had been

urging him to consider a liver transplant! In the course of our ensuing conversa- not previously been voiced in the thera-

. . . . peutic situation.
This subject had never been mentioned tions, 1 questioned the veracity of his

in the previous 18 months that we had assumptions about his liver function. In conclusion, | would encourage medi-

worked together. He also had not He was currently in very good health, cal psychologists to consider the LFT

mentioned having health problems asso- and his physicians had never raised con-and other lab tests as more than just

ciated with liver function. Steve had C€MS about liver function during previ- medical measurements. They also pro-

declined to consider a liver transplant, ous physical exams. He could not recall vide us with additional means for identi-

for reasons associated with guilt and the impaired LFT results from medical fying and exploring aspects of our pa-

belief that he should be punished for his evaluation during inpatient treatment. t i ent sd psychol ogy t

past behavior. His refusal to consider a The origin of the discussion about a cessible by other means.

transplant also seemed associated with gliver transplant with family members p. \wijigms has a private practice in Taos,

seemed uncl e a fcritical SINI. eSheehds somplstex [a post doctoral mas-
; ter's degree in psychopharmacology from New

. perceptions and hopelessness had com-

would prolong a life currently charac- ) ) ) Mexico State University (NMSBhe has ap-

terized by emotional pain, suffering, and bined to create this depressing set of oy for her conditional license to prescribe

beliefs about his physical functioning medication in New Mexico.

passive death wish. A liver transplant

the wish for death. Steve was avoiding

the lab work out of a fatalistic expecta- that were not supported by external

tion that his LFT would indicate severe data. My request for lab work and our

Members of Division 55 Are Invited!

One of the benefits of being a member is the APA Divigi
Join other members to share resources and id

atwebmaster@division55.org
Or go taittp://ists.apa.org/cgi -bin/wa.exe?AO=ASAP
and click the o0Joli
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Younger, So Now You Can Prescribeé

(continued from pg. 6) plify, prescriptive authority is one skill emphasis on writing prescriptions for

& (a) i mprove ski |apd cpn?\oetetpggvhicg gan gegep%ipt% psgcpo)t;opic medications than at a

values, (b) determine extent to which a broad array of other competencies shore based clinicinstead, sailors with

you will practice general medical care with their own advantages to the indi- severe psychological problems are at

such as history and physical examina- vidual psychologist, organization, and to great risk to be medically evacuated off

tions and ordering tests, and (c) how society at large. | suggest that the prac- the ship, and should receive care "on

soon you will refer patients with possi- titioner make these transitionsorjumps t he beach. 6

ble comorbid condi UfigoHsly and groagiyely. (pe[[I"B:\ps EW e, Younger gained prescriptive authority
lineé medical pr oy iP@@P the ambigpify put cergainly reg- whilg serving as a Reserve officer with the

o ) izina their risk _ U.S. Navy in 1999, and returned to active
be a fully functioning psychological and ognizing their risks and rewards duty after September 200He has de-
psychopharmacological practitioner. (Editords Note: ployed, threeetignes, ttvicg o they Middle

) o East, and is scheduled to deploy again
Middle Term Goals (two years to Younger describe what it is like to be a  ghortly. He has prescribed in seven states,

, . , _ prescribing psychologist on the aircraft On two aircraft carriers, and two foreign
five 8 seven years): (a) begin to rec countries. Currently he is responsible for

ognize rare but high risk conditions carrier, USS Harry Truman, where he is the mental health of over 8,000 sailors on

currently serving.) Clinical psychology the Harry S. Truman Strike Group and
preceptors psychology residents and interns,

medically or legally, (b) make yourself Practiced on an aircraft carrier is a COM- a5 well as teaches various members of the
4 bination of occupational health psychol- medical staff.

which would place you at jeopardy

indispensible to the organization an

colleagues as the integrator of behav- ogy and general clinical psychology in a

ioral and medical healthcare, and (c) demanding environment.l sometimes

supervise senior psychology graduate describe the setting as living in a floating
factory with up to 80 aircraftincluding
44,000 pound R8s taking off 8 feet

above my headaccompanied by 5,000

students, psychology residents, and fam-
ily practice medicine residents (possibly

psychiatry residents).
of my closest friends!The ship and ac-

Long Term Goals (seven years and i
companying smaller vessels deploy for

greater) : (a) gain authority within the ) . .
up to eight months, introducing the

hospital or organization, including de- ) .
sustained pressures of loneliness and a

partment head or chair, (b) advocate for |
times severe work demands to a largely

prescriptive authority at local, state and .
young crew. Most clinical problems

nati onal l evel using., oneds history and
consist of anxiety and depression; ad-

expertise, (c) continue to reassess tech- = )
justing to work demands, and occasional

nical competencies through continuing ) .
major mental health disorder.Knowl-

education and presentations in challeng- o .

edge and application of medical psychol-
ing case conferences and other settings,

ogy and psychopharmacology can be

and (d) gain board certification. ) .
quite useful but given the nature of duty

In summary and to knowingly oversim- away from shore support, there is less
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Muse,Pr e s

(continued from pg. 10)
€ physician
t he

or

Practitionero
The catch is the requirement that the

medical psychologist, upon initial licens-
ing as such, collaborate only with physi-
cians for the following three years, and
be endorsed by two physicians for inde-
pendent practice, prior to receiving the

Advanced Practitioner certificate. It is

my hope that placing medical psycholo-
gists under the medical board in Louisi-
ana will reduce the hesitancy of physi-
cians to collaborate with medical psy-
chologists and will result in greater op-
portunity for apprenticeships, which

would lead at the end of three years to

reqguirements f
certlg'?t'i cat e

cribi as a WMeodtinued | Psychol

ng

the postlicensing Advanced Practitioner gon being first among them, would do

nur Sc%rtific&tp gr@thﬁ}plgt%ynaéjtpnpmogsn\geg to broaden the definition of

providerdé w

s@t'us forati‘He vetgr%d‘r\?déCﬂl gsgcgolo— omedi cal

I%barative relationships as a requisite for

ar e achiev

Meanwhile, | think of all of the need for practicing medical psychology; though,

a medical psychologist at the rural clinic as it stands now, the new law in Oregon

| worked at. We did not even scratch would specifically limit pediatric medical

the surface during my stay, though 10 psychologists to practice under the aus-

we rPIges §f & £, psyeliaisty which, n

t practice, would effectively prevent child

personds i ves
proved by that effort. It may be at leas

three years, if | were to eventually re- and adolescent medical psychologists

turn, before others there will be af- from working in most settings.

Mark Muse, Ed.D., MP, ABPP is licensed in Lou-
isiana as a Medical Psychologist, where he works
within a primary care setting. He isautiwor

of the article reviewed by DelLeon and Sammons
below.

forded the same attention. The clinic
owners were farsighted and fiercely
professional, but their efforts to bring
fullspectrum mental health care to their
patients were limited by the current

legislation. Other states, perhaps Ore-

The Train Left the Station Long Ago: A Review of Muse and McGrath
by Pat DeLeon, Ph.D., JD, ABPP and Morgan Sammons, Ph.D., ABPP

Having been in-
volved at both the
policy and clinical
level in the pre-
scriptive authority
(RxP)

since its inception

discussions

back in November,

1984 when U.S. Senator Daniel K.

Inouye addressed the annual meeting of

the Hawaii Psychological Association

and as one of the first Department of

Defense psychopharmacology graduates

we truly enjoyed learning the results of

the cuttingedge policy research of col-

' vide courses in public health, with many

leagues Mark Muse and Bob McGrath right to
(Muse & McGrath, 2010; McGrath & scribe and that
Muse, 2010).

heart of the issued Are we sufficiently

pre-

They have gone to the today they have
regained their
trained to provide quality psychophar- collaborative
macological care? Medicine no longer practice author-
controls health care, and in all candor ity in 45 states.
never actually did. Each of us, as con- Similarly, very
few of us are aware that in the mid

1970s, the State of California used its

cerned patients, does.

Few psychology training programs pro-
health professions demonstration au-

ihariy fo 0pigetely ¥plore griethey

instead Iliving 1in A

'result, very few of our colleagues appre- non-physicians might properly utilize

ciate that i t"cenaryn prescrLiPHvF Iaqthori[tyh eIn Iﬂo(\jember,
1982 the Statebds rep

that pharmacists in America lost the
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