
skills to novel markets such 

as individuals suffering from 

chronic pain syndromes, both 

in and out of the hospital. 

 

Dr. Morris will lead a work-

shop on Behavioral Health 

Monitoring: Opportunities for 

Consultation and Specialty 

Practice. The presenters will 

review key standards and op-

portunities for psychologists 

as facility administrators, fed-

eral monitors for facilities on 

probation or settlement agree-

ment, as consulting clinical 

geropsychologists and medi-

cal psychologists, and as state 

reviewers and surveyors.  

ABMP diplomat Dr. David 

Reinhart will be providing a 

workshop on Developing a 

Nursing Home Practice: 

Growth and Profitability. AMP 

member Dr. Harold Burke will 

teach on Integrating Neuro-

feedback into Behavioral 

Health: Good for patients and 

(Continued on page 2) 

The Academy of Medical Psy-

chology has agreed to be a 

full sponsor at the National 

Alliance of Professional Psy-

chology Providersõ (NAPPP) 

Convention in Las Vegas from 

October 10-11, 2009 . The 

conference theme is Moving 

Practice Forward: Trends, 

Strategies, and Skills In A 

Rapidly Evolving Market. As a 

sponsor, AMP will have a 

booth to distribute informa-

tion about the Academy and 

its efforts, CE  courses of-

fered, and information about 

ABMP board certification. It 

will also have a full page ad in 

the conference book and will 

be able to distribute bro-

chures and information about 

AMP in the participants wel-

come packets. In addition, all 

AMP members attending the 

NAPPP conference will be ac-

knowledged by an AMP desig-

nation on their confer-

ence badges. This will give 

non-AMP members access to 

AMP members to discuss is-

sues, ask questions, or just to get 

acquainted. 

 

In addition to sponsorship, sev-

eral AMP members and leaders 

will be prominently featured on 

the program.  Academy President 

Jim Childerston will facilitate a 

symposium, Medical Psychology 

and Behavioral Health: Primary 

Care, Psychopharmacology, and 

Practice Development. He will be 

joined by AMP Board members 

Matthew Nessetti, Jerry Morris, 

and John Caccavale along with 

fellow ABMP diplomat Howard 

Rubin as they explore a variety of 

options for practice development 

within the specialty of Medical 

Psychology. They will provide ex-

amples and valuable experience 

from different treatment settings 

(private practice, medical prac-

tice, community mental health, 

and multidisciplinary treatment). 

Drs. Caccavale, Rubin, and 

Childerston will follow-up this 

topic with another panel that will 

focus on generalizing clinical 
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good for your practice. 

AMP Member Dr. Michael 

Baer will discuss Develop-

ing a Profitable and Suc-

cessful Hospital Based 

Practice.  And finally, you 

will not want to miss a 

General Session presenta-

tion by Board members 

John Caccavale and Jack 

Wiggins (along with Nicho-

(Continued from page 1) las Cummings) as they 

present Taking Psychology 

Practice Back: Strategies 

for Reclaiming our Posi-

tion in the Behavioral 

Healthcare System. This 

milestone presentation 

will be addressing specific 

programs and strategies 

that will move forward the 

clinical practice of psy-

chology. 

As you can see, AMP will 

be well represented at 

this convention and will 

represent you, the mem-

bership, well. Please con-

sider joining us in Las 

Vegas and avail yourself 

of a great opportunity to 

develop your practice and 

network with the leaders 

of our specialty. For more 

information and registra-

tion details, go to http://

www.nappp.org/

and close monitoring. The 

so called second generation 

antipsychotics and atypical 

antipsychotics got the same 

sales pitch of safety and 

increased efficacy and 

turned out to be neither 

after years of use in the 

field. 

Clearly, we can not rely on 

the FDA to ensure early 

ñnew product safetyò, and 

we can not trust the manu-

facturers to protect us from 

side effects and to accu-

rately educate us about the 

science related to a drug. 

Many have come to the 

conclusion that there is no 

such thing as a ñsafe and 

totally effective medication 

for mental illnessò and that 

medications should be a 

short-term component of a 

comprehensive treatment 

plan that includes psycho-

therapy and interventions 

focused on long-term 

change. 

 

Medications are now being 

Other ñold timersò in prac-

tice will remember when 

many drugs were marketed 

as ñTotally Safeò and later 

turned out to be major 

safety problems after years 

of use in the field. When 

valium came out it was 

ñnon-addictive and safeò, 

and turned out to be any-

thing but! When the neuro-

leptics were put on the 

street they were touted as 

ñthe wonder drugs that 

were safe and would empty 

the state hospitals and put 

the psychotic back to 

workò! In fact, they turned 

to be way less effective, 

have a tendency to kill and 

cripple some, and created 

almost as many problems as 

they resolved. Then the 

TCAs were sold as totally 

safe and we learned that we 

were putting a very serious 

death weapon in the hands 

of many suicidal people 

who needed clear and effi-

cient diagnosis, selection, 

and ongoing psychotherapy 

selected and prescribed 

based on ñcost-benefit 

analysisò rather than safety, 

and prudent patients and 

practitioners are looking for 

ways to preclude the need 

for taking these drugs on 

the long run. 

 

Recently, bad news has 

emerged concerning an-

other medication that was 

presumed by the FDA and 

the manufacturer as ñsafeò. 

Wyeth is alerting healthcare 

professionals about the risk 

of fatal overdoses 

occurring in patients taking 

Effexor and  Effexor XR. 

Effexor (venlafaxine HCl) 

is an SNRI used to treat 

major depressive disorder. 

Wyeth's letter says that 

patients who overdose on 

Effexor may have a higher 

risk of death than patients 

who overdose on SSRIs, 

but a lower risk of death 

than those who overdose 

with Tricyclic antidepres-

sants 

Just A Little Psychopharmacology: God Save Us From More Safe Drugs 

by  Jerry Morris, PsyD, ABMP 
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. 

It is not clear whether this is due to the 

toxicity of Effexor in overdose or the 

characteristics of patients who are treated 

with this drug. The company points out 

that the reported overdoses usually oc-

curred in combination with alcohol or 

other drugs. Several of the most common 

events associated with overdose 

include:  Tachycardia, Changes in level 

of consciousness, Seizures, Mydriasis, 

Vomiting.  Other events reported in pa-

tients who overdosed included rhabdo-

myolysis, liver necrosis, serotonin syn-

drome and death.  To reduce the risk of 

overdose, the company says that health-

care professionals should prescribe Ef-

fexor and Effexor XR in the smallest 

quantity that is consistent with good pa-

tient management. 

 
Additional Information:  FDA MedWatch Safety 

Alert. Effexor XR (venlafaxine HCl) and Effexor 

(venlafaxine HCl) Tablets http:// 

www.fda.gov/medwatch/safety/2006/ 

safety06.htm#Effexor 

(Continued from page 2) 
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Monday morning I woke to find an e-mail invi-

tation from Jerry Morris, in my òInbox,ó to write 

an article on my experience of becoming a 

Medical Psychologist and my view of the impor-

tance of the emerging specialty, for myself and 

for the profession.   I had just received my 

Board Certification six days earlier.  The invita-

tion was welcomed.  This was my chance to 

state my case. Why would anyone, with the 

extensive training, and, hard-won skills, I had 

gained, as a psychologist, and the years of 

experience working with psychological meth-

ods, thoroughly, seek to attain the 

òpharmacopeiaó of what would otherwise, be 

consider the domain of another profession?  

Why indeed?  I assumed I was not the only one 

in our profession, and within the movement, 

presented -- from within and from without -- 

with this burning question.   

 

I experienced a flow of complex associations, 

and accompanying emotions upon reading the 

e-mail.  I thought of how I had struggled long 

with how to join in, in a meaningful way, with 

this dialogueéhow to engage with the on-going 

debate, on the current collective and political  

terms without losing touch with aspects of the 

struggle that are very personal to me.  I 

thought of the intersection of personal and 

professional experience ð the really profound 

experiences Iõve had working interpersonally 

with severely ill patients in many contexts and 

over the years, the intersections of my own 

stages of professional development, with the 

zeitgeists in our profession and evolution and 

the cultureéand, our ð of late --  surprisingly 

cooperative efforts.  I thought of how coopera-

tive we group of highly autonomy-valuing pro-

fessionals have had to become ð to reach 

deep down with in ourselves to become ð in 

order to get as far as we have, already.   I 

thought about ð and felt -- how this idea of 

shifting our focus ð at least in part ð to mat-

ters of biology and neurology and psychophar-

macology engendered a tremendous values 

conflict for me.   

 

All this flood of associations, tumbling in on 

me, one after another, created confusion and 

pain, difficulty and frustration for me in the 

face of this writing task.  If Iõd come from a 

more linearly-oriented discipline -- with a 

greater training emphasis on òhere is the goal; 

get to it,ó -- and, abruptly, move forward, it 

would have been easier on me, perhaps, and 

more straightforward.  I could have said, òHere 

are the points you are being asked to com-

ment on; here is what you know.  Write that 

down.ó  I would have dispensed with a lot of 

the pain of second-guessing myself, following 

unexpected cognitive and affective leads and 

struggling to integrate the òthinking out 

loudó process in my writing.   But, as a psy-

chologist, I am keenly aware, that process is 

key.   

 

As a psychologist, working with complex 

people, with complex problems, and in the 

complex circumstances I have, over the 

course of many years, Iõve learned that a 

guiding principle ð regardless of how lost I 

might otherwise become with the patient, or 

group, with whom I am working, at the mo-

ment, or with the multidetermined problem, 

we are addressing, or, yes, even with the 

goal -- is: òhave reverence for the process.ó   

 

I ran inpatient groups for severely mentally 

ill men with antisocial behaviors and histo-

ries, on a quasi-forensic unit of a state psy-

chiatric hospital for a number of years.  Be-

cause of my specialty background working 

with this particular population ð and the 

relative lack of abundance of psychologists 

specially trained for this work, in the area --  I 

was given relatively greater leeway in my 

framework in working with these groups ð 

truer to what I considered adhering with 

psychological understanding of mental ill-

ness and personality disorder ð versus what 

psychologists on other units of the hospital 

had to contend with, often-times being 

forced to constrain their approaches to sys-

tematized goals and procedures.  I found 

that what made my experience ð and my 

patientsõ experience ð different from experi-

ences some of these other therapists ð and 

their patients -- were having was an in-

creased awareness of process, itself, and, of 

the space cultivated for the development of  

relationship engendered by that process. 

 

I worked that particular job for six years, 

working with that group of men, day in and 

day out, with zeal and focus and good per-

sonal and professional self-esteem based 

on my making contact with, and, working in 

an effective way with, such a challenging 

population, presenting, as they did, with 

such complicated interlocking and interact-

ing problems.  It was a job that came at the 

culmination of many years working with se-

vere Axis I and Axis II patients, drawing on 

skills and techniques that I knew were rela-

tively unique, and, which I knew, were 

founded in a psychologistõs special training, 

with the attendant tenants of mindfulness, 

awareness of ð and tolerance for ð ambigu-

ity, a continuous returning to the question of 

the validity of the approach, and, as much 

as anything else, an awareness of the thera-

peutic relationship in a way that cultivated, 

and valued, both objectivity and subjectivity in 

an endless reflecting of one against the other. 

 

I realized I have psychologist colleagues, in 

other contexts, also doing remarkable work 

with complex patient populations -- schizo-

phrenics, borderline and MICA patients ð draw-

ing on similar sets of complex skills, with simi-

lar training and supervisory experiencesé

different specialty foci, perhaps, but with some 

very important shared commonalities in our 

training, as just described.  I realized that the 

special skills we possess, as psychologists ð 

often with advanced knowledge of personality 

and group dynamics, and, the role of the inter-

personal and the therapeutic relationship ð 

informed our work with patients ð including 

severely disordered patients such as the ones I 

worked with -- in ways not routinely the case 

for other mental health professionals.  Iõve 

worked with many psychiatrists, who in addi-

tion to their advanced understanding of psy-

chopharmacology, had very good diagnostic 

acumen and theoretical knowledge, and, yet 

did not begin to appreciate the role, for exam-

ple, of one patientõs pathology in the expres-

sion of anotherõs illness, in the same milieué

or, how providing a therapeutic container for 

the safe expression of affect could reduce the 

symptomatology of even the most severely 

psychotic patients, if the relationship between 

the mental illness and the personality dynam-

ics could be understood well enough to finesse 

that.  Some, due to their own characteristics, 

experience and individual interpretation of 

their duties, better than others.  But, not in the 

systematized and integral way that our training 

ð as psychologists ð prepares us to do. 

 

Given these experiences and awareness's, my 

finally phasing out of that work ð at least for 

the time-being ð with such severely ill patients 

ð to leave them to the hands of relatively less 

qualified (for the particular problems, de-

scribed) professionals -- had less to do with the 

difficulty and complexity of working with pa-

tients with these  complex and challenging 

presentations, than with unending frustration 

with the obstructions to providing effective 

treatment inherent in an environment where 

the approach is driven by  very short future 

extensions, where clinical considerations are 

concerned, and by their relatively minimal 

training and emphasis on tolerating reflection 

on multiple, complex ð and ambiguous -- pa-

tient, therapist, therapy and context variables.  

In short, the medical model, psychopharma-

cological interests and bureaucracy had 

teamed-up to create a very òin the momentó -- 

but, very condensed and abbreviated, and, 

With a Little Help From Our Friends  by Jeffrey D. Cole, PhD, FPPR. FICPP, ABMP 
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thus distorted, version of the 

moment ð almost an impulse-

driven -- treatment environment 

and treatment approach.  And, 

like most all dependency behav-

iors, this approach to treatment 

is self-reinforcing in spite of it, in 

the long-run, creating bigger 

problemséor, at least missing 

opportunities for larger, more far-

reaching solutions.   Even if a 

short-sighted, entirely symptom-

oriented intervention, would re-

sult in a loss of an opportunity to 

work-through a problem in a 

more thoughtful and reflective 

way, that would possibly allow 

some lasting relief for the patient 

-- and everyone around him or 

her --- the negative reinforcement 

associated with a quick ameliora-

tion of a disturbing symptom ð 

such as that associated with 

pharmacological intervention and 

the medical models, along -- was 

so powerful that the pattern per-

sisted. 

 

So, up to this point, in the pre-

sent article, the reader has been 

presented with  a partial and 

abbreviated description of the 

experiences ð and associated 

struggles and processes -- I went 

through resulting in my taking up 

pursuit of prescription privileges, 

and ð later ð Medical Psychol-

ogy.  In the situation described, 

above, and others ð more point-

edly ð earlier in my training and 

experience, it emerged, for me, 

the role of the power, associated 

with medical knowledge ð and, 

the medical mantle, really ð in 

oneõs recognized right and ability 

to coordinate treatment for our 

patients.  That is, if we were go-

ing to implement the skills and 

ability we ð as a profession ð 

have in more abundance than 

any other mental health profes-

sion, we were going to have to 

have, as well, additional skills ð 

namely, those usually associated 

with the medical field ð that 

would free us from the con-

straints put on us by these other 

bodies and professions. 

 

This was my thinking, at the be-

ginning, anyway, and, to a large 

extent, all the way along the proc-

ess, for me.  I started the road to 

actualizing my intent to acquire 

this new ð and very different -- 

set of skills by enrolling in Sam 

Feldmanõs Prescribing Psycholo-

gistsõ Register psychopharmacol-

ogy program.  Gradually ð and, I 

was deliberate in my gradual-

ness, realizing I was having to 

not only accumulate biomedical 

knowledge, but integrate it with 

an extant, well-developed, inter-

nal framework very, very different 

from what I was taking on, now ð 

I came to develop a repertoire of 

skills ð a knowledge base, really 

ð from which I could orient my-

self to the medical and biological 

aspects of our work.  In the 

course of my training with PPR, I 

have, so far, earned two diplo-

mates; and, I continue to work 

with that program, accumulating 

new information, earning addi-

tional continuing education cred-

its, participating in the yearly 

updates, and, generally attempt-

ing to decipher, and glean the 

most from Samõs ways which I 

have experienced alternately ð 

and sometimes simultaneously ð 

as confusing, informative, com-

plex, frustrating, sometimes dis-

concerting, but, always persis-

tentlyépersistent.  Sam has 

joined a pantheon of fatherõs for 

me, a largely unseen (we have 

never met, as most of my training 

through PPR has been by dis-

tance methods, and we have 

spoken, only twice, briefly by 

telephone), background pres-

ence, somehow managing to 

insert himself, in a persistent 

way, in my thinking about my 

future as a psychologist and in 

my evolving view of our field. 

 

But, even years into my training 

in this, in some ways still fledg-

ling, aspect of our profession, I 

sometimes still ask myself, 

òWhat if this is just wrong?ó  That 

is, should I be spending hours 

and hours and hours learning 

something that we ð as a profes-

sion ð and I ð as an individual -- 

have not, fully, determined, 

clearly, and without doubt, is 

òpart of who we are and what we 

doó?    

 

Can I sincerely fall back on oth-

ersõ arguments, put forth in the 

public venues, for changing our 

game plan so profoundly, e.g., 

òItõs important that we develop 

an additional set of skills that will 

allow us to serve the under-

served,ó or, òOur biopsychosocial 

repertoire is not complete with-

out this emphasis on the biologi-

cal in which we have surely been 

lackingó?  These are obviously 

valid and worthwhile concerns 

and motivations.  But, I have not 

fully gotten to the point of ad-

dressing those questions, yet, 

because, at this juncture, I am 

still struggling with a deeper, 

perhaps more primitively moti-

vated ð yet, still valid, nonethe-

less ð complaint, that, òI have 

specialized skills that training in 

no other discipline would have 

likely provided me, that allow me 

to engage with patients in ways 

that drawing on any other ap-

proach to the work ð e.g., the 

medical model ð would probably 

not have allowed me to do.  And, 

yet, I am hampered, obstructed 

in, and controlled by, others, in 

applying those skills, to their 

fullest, because the biological 

piece of my supposed biopsycho-

social claiméis dissociated into 

the realm of some other profes-

sionó?   

 

Furthermore, this question ð or 

awareness, really -- has persis-

tently left me with the additional 

struggle over how much I am 

putting time and focus into pur-

suing these skills and knowledge 

ð and, perhaps, reclaiming rights 

to them ð for their secondary 

benefits --  i.e., increasing my 

professional autonomy -- versus 

how much, in a direct way, hav-

ing these additional skills will 

really serve my patients.  I realize 

that, one of my struggles with 

this piece ð the writing of this 

article ð was that I had not fully 

resolved this question for myself.  

So, six days into the writing of it, 

and with much twisting and turn-

ing, I found a heuristic for myself 

towards untangling this tangled 

and thorny question.   

 

(Continued from page 4) 

(Continued on page 6) 
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Directly confronting myself, I ask, 

òWhat if I take the opposite 

stance?  That is, what if I take the 

position that psychology doesnõt 

pursue prescriptive authority?  

What if it were to our  collective 

agreement that, as a profession, 

we donõt continue to adopt and 

develop, and ð here is the zinger -

- more importantly contribute to -- 

medical knowledge, from our 

unique perspective and informed 

by our unique set of skills?ó  The 

answer that emerged for me lies 

on the cusp somewhere between 

responding to the constraints put 

on us by other professions and 

our currently recognized scope of 

practice, and, our need to reclaim 

ð in the sense of fully embracing 

it for the first time ð an aspect of 

our professional identity that has 

laid dormant mostly since the 

beginning.  That answer is: If we 

do not pursue and partake of this 

ð the biological, the medical and 

pharmacological aspects of our 

profession -- we will continue to 

be very good at the interpersonal 

interventions that we doéand, 

will become even better.  We will 

continue to develop psychosocial 

techniques of increased complex-

ity, precision and relevance.  We 

will continue to develop our un-

derstanding of the multivariate 

entity that is human psychology.  

But, we will have neglected to 

bring our advanced skills to that 

ð as yet ð undeveloped realm: 

the interpersonally-and-

psychologically-informed biologi-

cal intervention.  There will con-

tinue to be psychopharmacother-

apyé.but, it will continue to be 

grossly handicappedé

underinformedéuninvolved.  It is 

not just us that will remain handi-

cappedéit is the medical and 

psychopharmacological realms 

that will also remain undevel-

opedéwill fail to thrive.  We will 

be abandoning a task that evolu-

tion and time and human need ð 

and the intersection of events ð 

puts before us.  To not enter into 

this would be, essentially, to re-

fuse the call. 

 

Arriving at this awareness, I im-

mediately associated to a pas-

sage from Joseph Campbellõs 

òHero with a òThousand Faces,ó 

that a friend had given me ð in a 

poignantly sad, but very meaning-

ful moment -- as a parting gift 

when I set off from rural Michigan 

to commence my doctoral studies 

at Fordham University, in New 

York City, many years ago.  I dug 

the book out of my bookcase, and 

found the passage.  Campbell 

writes: 

 

òThe myths and folk 

tales of the whole world 

make clear that the 

refusal [of the call] is 

essentially a refusal to 

give up what one takes 

to be oneõs own inter-

est.  The future is re-

garded not in terms of 

an unremitting series of 

deaths and births, but 

as though oneõs present 

system of ideals, vir-

tues, goals, and advan-

tages were to be fixed 

and made se-

cureó  (1973, pp. 59-

60) 

 

I was flipping through YouTube 

videos that night I received the 

invitation from Jerry to write this 

short piece.  I associated to 

ò2001: A Space Odysseyó (Metro-

Goldwyn-Mayer, 1968). I saw the 

movie, when I was a child ð about 

seven years old, I believe ð in the 

theatre, sitting next to my mother 

and my sisters.  My father, with 

whom I was very close, had to 

work out of town for a few days.  I 

was enthralled, never mind the 

length of the movie for a young 

boy.  The exciting and fantastical 

scenes, the futurism, the compel-

ling promise of future, bringing us 

along, segment by segment, tran-

sition by transition. 

 

I recall the only parts I found labo-

rious were the transitions, them-

selveséfrom the apes to the 

moon colony to the space ship to 

the alternate universe.  It was not 

really a tedium sort of laborious-

ness -- in the sense that a boy of 

that age might think, i.e., òthis is 

boring,ó or, òthis part is taking 

foreveró -- it was more of a òthis is 

an adult portion of this movie.  I 

wonõt get it.  I know itõs for some-

thing.  I donõt know what itõs for.  I 

know I donõt know what itõs for.  

People are being serious.  They 

are confusedéôhashing things 

out;õ Iõm ready to get back to the  

ômain movie,õ againéthe exciting 

partséthe parts that really move.  

I think there is probably some risk 

or danger, involved, hereé. But., I 

donõt ð and wonõt -- fully get it, at 

this age that Iõm at, nowémaybe, 

another timeésoéLetõs get back 

to the action.ó 

 

But, over the course of my life-

time, Iõve occasionally reflected 

back on the movie.  I read the 

book, at some point in my teens.  

Later, at points in my 20õs and 

30õs, I became fascinated with 

specific mystical religious prac-

tices and philosophies ð as is not 

unusual for a psychologist-in-the-

making, attempting to pull to-

gether the metaphysics of the 

approaches he is being taught 

and told to employ ð wherein, I 

found occasional references to 

the movie, and, I would start 

thinking, anew, about it, and on a 

new level, grasping, more, little by 

little, those aspects that alluded 

me in my youth.  I pondered many 

times the mystery of the òStar 

Child,ó what he or she meant, 

what the scene was intended to 

represent and how literally the 

imagery was intended to be 

taken. 

 

It was later that night, of the Mon-

day I received the invitation from 

Jerry to write the present article, 

that I came upon the YouTube 

excerpt of ò2001ó, showing the 

final scene where Dave finds 

himself inside the customized 

and accommodating mansion ð 

carefully prepared for him by the 

òaliensó -- and where, over the 

course of his time, there, he re-

flects on the stages of his life.  

Each successive generation of 

himself he visits awes, fasci-

nates, and traumatizes him.  The 

only companion he has to ferry 

him across the boundary between 

each stage is òthe space be-

tween,ó itself, referred to, in the 

book, and depicted in the movie, 

as òthe monolithóéand,  
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