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Editorial Policy 
The Archives of Medical Psychology publishes original articles online regarding the 
application of medical psychology as it applies to the psychological, biological and 
sociological aspects of healthcare. Medical Psychology is defined by the Academy of 
Medical Psychology and appears on its website at http://www.amphome.org. Authors are 
invited to review this definition of Medical Psychology prior to submitting their 
manuscripts for publication.  
 
Articles regarding diagnosis, treatment and practice of medical psychology for pre-
vention and amelioration of disabling conditions or human suffering are welcomed. 
Documentation of current practices in the diagnosis, treatment and prevention of health 
disorders is essential for the development of techniques and methods of medical 
psychology and may be given preference. Issues dealing with the economics of access 
to health care, the political aspects of the scope of practice of medical psychology and 
comparison of techniques of diagnosis and treatment in healthcare are within the 
purview of this Journal. Articles dealing with the education, training and advancement of 
medical psychology in the public interest are included in the broad-spectrum of the 
definition of medical psychology. How advancements in other scientific fields will affect 
medical psychology will be considered for publication. The Journal also publishes timely 
brief reports of research germane to medical psychology and health care.  
 
The Archives of Medical Psychology has chosen the electronic online medium for 
prompt distribution of articles of interest in medical psychology. Electronic transmission 
offers advantages of speed and economy for the distribution of important scientific works 
pertinent to medical psychology. The purpose of the Journal is to deliver accurate state-
of-the-art information as quickly as they can be prepared. Therefore, articles will be 
published when they are deemed ready for publication and will not be collected and held 
to arbitrary publication dates. Subscribers to the Journal will be notified when new 
articles are published online. The page numbers of the articles will be in consecutive 
order in the Volume of the year in which they are published. 
 

Information for Authors 
Submit manuscripts electronically to http://www.amphome.org. Authors should submit 
their manuscripts of their original work in the style used in this issue of the Archives. 
Articles cited should be numbered in the order in which they appear in the text and then 
listed by number in the Reference section, but MLA style with alphabetized references 
by author is also acceptable (see: http://bcs.bedfordstmartins.com/resdoc5e/res5e_ 
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ch08_ s1-0013.html) and articles in MLA style will be followed by a foot note (Note: 
Author submitted article in the alternate MLA style!” Submissions of manuscripts should 
be double-spaced preceded by an Abstract of not more than 250 words. Up to five 
keywords or phrases should be included in the Abstract to assist in the review process. 
All manuscripts are copyedited for bias-free language. Graphic files are welcome when 
supplied as Tiff, EPS, or PowerPoint. 
 
The publication policy of the Archives is to refuse manuscripts submitted concurrently for 
consideration in other journals. Authors are obligated to consult with editors of the 
Archives concerning prior publication of any data on which the article depends. The 
Archives adheres to the American Psychological Association (APA) Ethical Principles 
that specify that “after research results are published, psychologists do not withhold the 
data on which their conclusions are based from other competent professionals who seek 
to verify the substantive claims through reanalysis and who intend to use such data only 
for that purpose, pro-vided that the confidentiality of the participants can be protected 
unless less legal rights concerning proprietary data preclude their release.” 
 
Ethical Standards: Authors are required to state in writing that they have complied with 
APA ethical standards in the treatment of their sample, human or animal, or to describe 
the details of treatment. Authors are required to obtain and provide the Editor on the final 
acceptance all law all necessary permissions to reproduce in print and select electronic 
form in a copyrighted work, including, for example, test material or portions thereof and 
photographs of people. 
 
Manuscript review is by a blind reviewing process with the author’s names and locations 
concealed from peer reviewers. Authors will be notified when their article is submitted for 
peer review. Results of the peer review process will be e-mailed to the first author of an 
article. 
 
 

Reference Style examples 
 

1. Muse M & McGrath R. Training comparison among three professions prescribing 
psycho-active medications: Psychiatric nurse practitioners, physicians, and 
pharmacologically-trained psychologists. J Cl Psycho. 2010, 66, 1-8. 

2. Norcross J & Goldfried M. Handbook of Psychotherapy Integration: Second 
Edition. 2003. New York: Oxford Univ Press. 

3. Army Regulation 40-68, Medical Services, Clinical Quality Management (Revised). 
Issue Date: 22 May 2009, pgs 33 & 34. Department of the Army, Washington, DC: 
Author. Web link: http://www.army.mil/usapa/epubs/pdf/r40_68.pdf 

4. Disaster Response Network 1991 http://www.apa.org/programs/drn/index.aspx 
 
 
The Archives of Medical Psychology can be contacted at 815 S. Ash, Nevada, MO 
64772. http://www.AMPhome.org, Ward Lawson, Managing Editor, 417-667-8352 
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Military Mild Traumatic Injury Awareness for Civilian Practitioners 
 
 

M. Chris Wolf, PhD, ABPP 
TBI Service—Martin Army Community Hospital 

Fort Benning, GA 
 
 

Abstract 
Since the beginning of operations in 2001, the military services have provided 
approximately 2.5 million service members to the wars. Almost half have been deployed 
more than once to Operation Iraqi Freedom (OIF), Operation Enduring Freedom (OEF) 
and Operation New Dawn (OND). Many times that number of Americans have been 
affected when one includes spouses, parents, children, and friends. The signature 
wounds of these wars have been Traumatic Brain Injury and Posttraumatic Stress 
Disorder (PTSD). Comorbid mild Traumatic Brain Injury (mTBI) and PTSD represent a 
large proportion of those affected. Tens of thousands of service members are now 
returning to their home communities. The purpose of this article is to provide basic 
information and resources for community-based providers of behavioral health services 
regarding these disorders as they have affected military service members. 
 

Introduction 
The U.S. combat mission in Iraq (Operation Iraqi Freedom, OIF) ended in August 2010. 
A transitional force of U.S. troops remained in Iraq under Operation New Dawn (OND), 
which ended on December 15, 2011. Operation Enduring Freedom (OEF) is ongoing in 
Afghanistan but is scheduled to conclude at this time in late 2014. 
 
U.S. military casualties in the active OEF, as well as operations that have ended 
Operation New Dawn (OND, Iraq) and Operation Iraqi Freedom (OIF, Iraq) have been 
substantial. Traumatic Brain Injuries (TBI) and Posttraumatic Stress Disorder (PTSD) 
have been referred to as the signature wounds of these wars.1 Recently some military 
providers have also included chronic pain as another signature of the above wars as it is 
prevalent and pervasive among returning soldiers 
. 
Currently available data reveals that 253,330 service members have sustained a TBI 
from 2000 through the fourth quarter of 2012. Between November 2011 and October 
2012, there were more than 15,000 IED attacks against U.S. service members in 
Afghanistan, and 58 percent of all coalition casualties during that span were caused by 
the hidden bombs. 2  
 
Of the total TBIs, 194,561 or 77% have been classified as a mild Traumatic Brain Injury 
(mTBI). Data from the Department of Defense (DOD) would suggest that the U.S. Army 
has borne the brunt of the injuries since 147,536 of the 253,330 have been Army service 
members. 
 
From 2000 through December 3, 2012, 103,792 deployed service members have  
been diagnosed with PTSD.3 Among 327,388 OEF/OIF veterans using Veterans 
Administration Health services in 2009, 6.7% were diagnosed with TBI. Among those 
 
_________________________ 
Correspondence Address: M. Chris Wolf, PhD, ABPP, 1804 Free Terrace, Frederick, MD 21702 
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with TBI exposure, 89% were diagnosed with a psychiatric diagnosis. PTSD was the 
most frequent at 73%. Seventy percent had a diagnosis of head, back, or neck pain. The 
rate of comorbid PTSD and pain among those with and without TBI was 54% and 11%, 
respectively. 4 
 
Suicide is a greater risk factor among service members and veterans with these 
disorders. Service members with a history of TBI have been found to be at increased 
risk for suicidal ideation, attempts and completed suicide.5 Interestingly, longer duration 
of loss of consciousness has been associated with a deceased likelihood for any suicidal 
behavior. According to the Veterans Administration (VA), veterans composed 20% of the 
nation’s suicides with approximately 18 veterans killing themselves daily; five of whom 
were enrolled under VA care. Three of five veterans enrolled who completed a suicide 
were patients with a known mental health condition.6  
 
Other common co-morbidities with mTBI include headache, depression, and chronic 
pain. Recent research involving redeployed combat veterans revealed that sleep 
disturbances and problems with sleep disordered breathing are common. Those with a 
diagnosis potentially related to combat stressors (e.g., PTSD, major depression, anxiety 
disorder, etc) had a higher incidence of sleep disturbances.7 Understanding the interface 
between traumatic stress and mTBI injuries can be complex.8 

 
Marital and parent-child relationships have also been identified as a casualty of over 11 
years of war including multiple deployments not seen in other wars. Soldiers or veterans 
committing domestic violence may be suffering from undiagnosed PTSD. Regardless of 
the etiology, the data suggest that domestic violence and divorce have increased to 
levels not seen historically. According to the Department of the Army data, the total 
referral numbers for service member offenders of domestic violence increased by 50% 
(4,827 to 7,228), while child abuse referrals increased by 62% (3,172 to 5,149) from 
October 2008 through September 2011. Divorce for the first time in history is higher 
among active duty service members than in the civilian population.9 

 
There are significant shortages of clinical and medical psychologists within the military 
and veteran’s healthcare systems often complicated by antiquated and discriminatory 
hiring practices.10 A recent search of openings for psychologists within the federal 
service on https://www.usajobs.gov revealed 138 vacancies even during a hiring freeze 
due to the budget sequestration.  
 
More services members are leaving the military due to downsizing as a consequence of 
conclusion of recent wars. Consequently, it is reasonable to conclude that with the 
current downsizing of the military and shortages of mental health providers in federal 
service, more of the services will be shifted to community providers. Thus, it is 
incumbent upon community behavioral health providers to become familiar with the 
various disorders, including mTBI, that they are likely to confront. While most providers 
have a background in some or all of these disorders, they are less likely to understand 
how they are impacting the population of active duty service members and veterans. 
 

mTBI (Concussion) 
Concussion among military personnel has increased significantly since the beginning of 
the recent wars. As the chart below indicates, U.S. Army personnel have sustained the 
highest proportion of concussion injuries. 
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Causes of mTBI 
A mTBI or concussion may be caused by a blast injury, blow to the head during sports or 
combative training, vehicle accidents or falls. The most common cause of TBI among 
soldiers is blast injury.11 Blast injuries have been classified as primary, secondary, 
tertiary or quaternary.12, 13  
 
Primary blast injuries are caused by blast overpressure waves or shock waves to a 
service member who is close to exploding munitions. Ears, lungs and hollow organs 
such as the gastrointestinal tract are most affected. External injuries may not be present 
but injuries to blood vessels and brain axons are hypothesized. Military funded research 
is ongoing in order to define possible microvascular changes in the brain from primary 
blast injury. 
 
Secondary injuries are caused by fragments and objects such as glass, nails, stones or 
rocks propelled by the explosion. Tertiary injuries result when the person is displaced by 
the explosion and may be thrown against a solid object such as an armored vehicle or 
wall. Finally, quaternary injuries are other miscellaneous injuries such as flash burns, 
crush injuries, traumatic amputations and respiratory injuries. 
 
Blows to head often during sports or combative training exercises are another common 
form of military concussion. However, one of the most onerous injuries is a blast 
followed by a blunt head trauma such as might occur when a vehicle rolls over following 
the explosion. Vehicle accidents may occur while deployed to a combat zone but often 
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occur when on or off duty while in the United States. Finally, falls can also occur while in 
the combat zone such as traversing the mountains in Afghanistan or falling off a vehicle 
or guard tower. Certain military duties (e.g., paratrooper) increase the risk of sustaining a 
TBI from a fall. Concussions are often seen in soldiers who have had a “hard landing” 
during airborne training or while in combat airborne exercises.14  
 

TBI Classification 
While there are various systems of classification of TBI, the Department of Defense 
(DOD) classifies TBI in the following manner: (2) 
 
 
Table 1. Severity of Brain Injury Stratification 
 
Mild Moderate Severe 

Normal structural imaging Normal or abnormal 
structural imaging 

Normal or abnormal 
structural imaging 

LOC = 0-30 min LOC > 30 min and < 24 
hours LOC > 24 hours 

AOC = a moment up to 24 
hrs 

AOC > 24 hours Severity 
based on other criteria 

AOC > 24 hours Severity 
based on other criteria 

PTA = 0-1 day PTA >1 and >7 days PTA > 7 days 
GCS = 13-15 GCS = 9-12 GCS = 3-8 
 
AOC – Alteration of consciousness/mental state  
LOC – Loss of consciousness  
PTA – Post-traumatic amnesia  
GCS=Glasgow Coma Scale 
 
Note: For purposes of injury stratification, the Glasgow Coma Scale is measured at or 
after 24 hours  
 
This stratification does not apply to penetrating brain injuries where the dura mater is 
breached. 
 
Concussion/Mild TBI is characterized by the following: A confused or disoriented state 
which lasts less than 24 hours; loss of consciousness for up to 30 minutes; memory loss 
lasting less than 24 hours; and structural brain imaging (MRI or CT scan) yielding normal 
results. 
 
Moderate TBI is characterized by the following: A confused or disoriented state which 
lasts more than 24 hours; loss of consciousness for more than 30 minutes, but less than 
24 hours; memory loss lasting greater than 24 hours but less than seven days; and 
structural brain imaging yielding normal or abnormal results. 
 
Severe TBI is characterized by the following: A confused or disoriented state which lasts 
more than 24 hours; loss of consciousness for more than 24 hours; memory loss for 
more than seven days; and structural brain imaging yielding normal or abnormal results. 
Penetrating TBI, or open head injury, is characterized by the following: A head injury in 
which the dura mater, the outer layer of the meninges, is penetrated. Penetrating injuries 
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can be caused by high-velocity projectiles or objects of lower velocity such as knives, or 
bone fragments from a skull fracture that are driven into the brain. 
 

Common Symptoms 
Common symptoms seen in military personnel who have suffered mTBI include 
headache, dizziness, balance problems, tinnitus, blurred vision, sleep disturbance, 
anxiety, depression, irritability, anger, nightmares, fatigue, deficits in information 
processing speed, short-term memory problems, concentration problems and deficits in 
attention. Every concussion or mTBI is unique. While acute concussive symptoms 
usually resolve within two to 30 days, service members seeking treatment 
postdeployment are likely to suffer from lingering symptoms and co-morbid disorders. 
Some newer research using diffusion tensor imaging (DTI) has shown clear evidence of 
microvascular white matter changes in mTBI. (15) (We are currently engaged in two 
major studies of Postconcussion Syndrome and PTSD using sophisticated imaging 
techniques and assessment of other biomarkers).  
 
The impact of concussions on service members have included occupational and 
interpersonal relationship difficulties, domestic and other violence, and substance use 
(alcohol, drugs, and supplements). There is a difference between sports concussion and 
a concussion that has occurred in a military environment. The most obvious difference 
between military combat-related concussion or mTBI and sports-related concussion is 
the mechanism of injury. Combat-related concussions frequently involve blasts from 
various forms of explosive devices. Virtually all service members who sustain a 
concussion following a blast a also suffer from blunt trauma. This can happen when a 
vehicle that is hit by an improvised explosive device. In addition to the blast wave, 
service members frequently hit their head against the interior of the vehicle. Further, 
hormones and proteins that are produced due to increased sympathetic nervous system 
activity and the austere environments of combat, such as excessive heat in desert 
warfare affect those concussed in combat differently. 
 

Accommodations for mTBI 
Behavioral health providers need to be aware that the person with a mTBI may require 
modifications in the therapeutic approach. Irritability, anxiety, depression, and a change 
in personality are common concomitant symptoms to TBI. Other symptoms include 
restlessness, aggression, mood swings, anger, decreased libido, impulsiveness, loss of 
social judgment, and lack of ability to tolerate stress or alcohol. These symptoms may 
result directly from the TBI or postconcussion syndrome. However, complicating the 
clinical picture is that these symptoms may also be secondary to depression, anxiety or 
PTSD. 
 
Community providers should also be aware that pre-existing behavioral health conditions 
are common among service members who have been deployed. In a sample of 1,078 
U.S. military personnel who received mental health services while deployed to Iraq 29% 
had a previous psychiatric diagnosis (50% given 9 months prior to deployment).16 The 
most common disorders were ADHD (57%), anxiety disorders (44%), mood disorders 
(38%) and adjustment disorders (32%). 
 
Psychotherapy with cognitively impaired service members may require different 
communication, external aids and modifications in the therapeutic environment.17 
Behavioral health providers need to be aware that even though the patient may appear 
to be intact, subtle neurocognitive changes in attention, concentration and memory may 
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result in less than optimal outcomes if these issues are not addressed. Examples of 
communication would be to use simple and short sentences and summarize key points 
throughout the appointment. Environment changes might include more frequent and or 
shorter sessions or holding sessions during the patient’s best time of day. Helpful 
external aids might include diagrams, session agendas or use of written notes. 
 

PTSD 
PTSD and mTBI prevalence rates for service members returning from OEF and OIF 
have been reported as high as 13.5% and 19.5%.18 PTSD was a stronger predictor of 
postconcussive symptoms (PCS) than mTBI in a sample of 953 U.S. National Guard 
soldiers deployed to Iraq. Concussion/mild TBI (mTBI) was reported by 9.2% of soldiers 
in Iraq one month before returning home. One year later, 22% of this sample reported 
sustaining mTBI during that deployment. PCS were commonly reported by individuals 
with or without histories of mTBI or PTSD.19 
 
After accounting for PTSD symptoms, mTBI without PTSD at the first assessment was 
not associated with postconcussive symptoms, depression, problematic drinking, 
somatic complaints, social adjustment or quality of life at the second assessment. Report 
of PTSD symptoms at the first assessment more strongly predicted postconcussive 
symptoms and negative psychosocial outcomes than did mTBI history. 
 
Medications approved for treatment of PTSD include the selective serotonin reuptake 
inhibitors (SSRIs), serotonin norepinephrine reuptake inhibitors (SNRIs), serotonin 2A 
antagonist reuptake inhibitor (SARIs) Nefazodone (formerly known as Serzone), and 
noradrenergic and specific serotonin antidepressants (NaSSAs) useful also for sleep. 
Also determined useful are the dopamine and norepinephrine reuptake inhibitors 
(DNRSs) such as Bupropion IR (Wellbutrin IR), etc. Prazosin (Minipress) is being used 
for management of nightmares. At this time there is insufficient evidence to support the 
use of Prazosin, anticonvulsants, or atypical or typical antipsychotics as monotherapy for 
PTSD. Atypical antipsychotics are not recommended as an adjunctive therapy for 
PTSD.20  
 
For a more thorough review of the advantages, disadvantages, safety margin and 
efficacy of these medications can be found at the Defense Centers of Excellence for 
Psychological Health and Traumatic Brain Injury website http://www.dcoe.health.mil/.  
 
In a webinar presentation in 2012, Dr. Freidman recommended the following for 
comorbid PTSD and cognitive impairment: start low, go slow, avoid anticholinergics, 
avoid benzodiazepines, and consider stimulants and cognitive behavior therapy for 
mTBI. In fact, psychotherapy has been identified as the most enduring form of therapy 
for PTSD as patients tend to relapse following discontinuance of medications. There is 
some emerging evidence that, given a choice, patients would rather have CBT than 
medication.21 The Department of Defense (DOD) and the VA recommended Cognitive 
Processing Psychotherapy (CPT), Prolonged Exposure Therapy (PE) and Eye 
Movement Desensitization and Reprocessing (EMDR) psychotherapies for PTSD.22 
Problem solving psychotherapy and stress inoculation training are also considered 
potentially efficacious. 
 

PTSD vs. mTBI 
Since there are overlapping symptoms, differential diagnosis of the impact of PTSD and 
mTBI can be challenging. It is also believed that a service member will purposely 
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misattribute symptoms of PTSD to mTBI. Behavioral health problems are still 
stigmatized in the military, more so than brain injury. Some soldiers have not sought or 
have delayed seeking care for behavioral health problems due to concerns that seeking 
care will impede career advancement or their ability to obtain a security clearance. (1) 
Thus, soldiers may knowingly assign PTSD-related symptoms and emotional distress to 
the more acceptable diagnosis of mTBI. 
 

TABLE 1 
Overlapping Symptoms of mTBI and PTSD (23) 

Symptom      mTBI             PTSD 
Trauma Exposure     X   X 
Re-experiencing symptoms        
 Intrusive memories     X   X 
 Nightmares         X 
 Flashbacks         X 
 Psychological/physiological distress at reminders    X 
Avoidance symptoms         
 Avoid reminders (thoughts or activities)     X 
 Social detachments     X   X 
 Inability or partial trauma recall   X   X 
 Diminished interest in activities   X   X 
 Sense of foreshortened future      X 
Arousal symptoms 
 Insomnia      X   X 
 Irritability or anger outbursts    X   X 
 Concentration problems    X   X 
 Hypervigilance        X 
Exaggerated startle response       X 
 
 
 
Some other common symptoms and differences can be seen in the diagram below: 
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Military Culture 
Ethical practice requires that clinicians be familiar with the culture of the people they 
serve. The military services have their own cultural values and norms. Communication is 
vital in diagnosis and treatment of behavioral and health problems. 
 
It is advisable for clinicians to become familiar with military ranks and insignias. Among 
other places, that information may be accessed at http://www.defenselink.mil/specials/ 
insignias/. 
 
Understanding the experiences of combat veteran’s cultural norms is important to 
developing rapport and improving treatment outcomes. Be aware of the differences 
between Reserves and National Guard troops. For example, within the military culture 
are norms of high standards of discipline, professional ethos of loyalty and self-sacrifice, 
ceremony, emphasis on group cohesion and esprit de corps that connects service 
members to each other. 
  

Common Military Phrases and Acronyms 
Understanding the military culture is important to developing a good rapport and 
therapeutic alliance. Professional ethics also warrant that the clinician appreciate and 
understand the culture of the patients they serve. The following are some common 
phrases and terms used by service members with which it would be prudent that you 
become familiar. 
 
http://www.realwarriors.net/healthprofessionals/militaryculture/articles.php 
 
Blown Up – Exposure to an IED, VBIED, RPG or rocket attack sufficient to cause injury. 
 
CHU: Containerized housing Unit (pronounced “choo”) – aluminum boxes slightly larger 
(22’ x 8’) than a commercial shipping container, with linoleum floors and cots or beds 
inside.  
 
CP – check Point, Usually numbered. 
 
CSH – Combat Surgical Hospital. Pronounced “cash”. 
 
DFAC - Dining FACility where soldiers eat. 
 
Drive On – The ethos of the soldier. Just keep on going. Usual used in the phrase “Suck 
it up and drive on.” 
 
ETS – Estimated Term of Service or when the SM’s contract ends. 
 
FOB – Forward Operating Base 
 
GWOT – Global War On Terrorism 
 
IED – Improvised Explosive Device 
Inside the Wire – Inside the base or could refer to inside an enemy combatant detention 
facility. 
 
NCO – Non-commissioned Officer. A fancy way of saying sergeant. 
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NCOIC/OIC Non-commissioned Officer In Charge/Officer In Charge 
 
Outside the Wire – Outside the security perimeter surrounding the FOB. Soldiers go 
outside the wire to go on a mission. 
 
PPE – Personal protection Equipment 
 
REFRAD - Release from Active Duty 
 
RGP – Rocket Propelled Grenade 
 
SM – Service member 
 
VBIED – Vehicle born IED, i.e. Car or Motorcycle Bomb. 
  

Conclusion 
Community practitioners will have the opportunity to provide services to the many 
veterans returning from the recent wars. It is important that civilian practitioners have the 
knowledge, cultural sensitivity, and tools necessary to treat this population. Many 
resources for behavioral health providers are available through the federal government 
websites mentioned in the article. There are also numerous opportunities for continuing 
education, some of which is free to community providers. A considerable amount of 
research is ongoing sponsored by the DOD and VA. It is incumbent to all interested 
individuals to keep abreast of developments in veteran’s behavioral health care as new 
research is made available. Those interested in developing a more comprehensive 
understanding of acute evaluations, postdeployment assessments, rehabilitation, and 
disability determinations of concussion and comorbid deficits may refer to other 
sources.24 
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Abstract 
The topic of prescriptive authority for psychologists (RxP) remains a highly contested 
issue. This review article examines the benefits and liabilities of RxP from a program 
evaluation perspective. The effectiveness of RxP training sequence, consumer safety, 
arguments for and against the need for RxP training, research surveying the viewpoints 
of psychologists, training directors, and trainees, and other benefits and liabilities are 
presented and evaluated. The article concludes with ways to close the gap between 
proponents and opponents of RxP to help this initiative regain traction throughout the 
United States. 
 
Keywords: prescriptive authority, training, consumer safety, underserved 
populations, liabilities, benefits 
 
 

Exploring the Benefits and Drawbacks of  
Prescription Privileges for Psychologists 

In 1974, Nick Cummings created a task force to explore whether psychologists should 
pursue prescriptive authority (RxP), but the APA council chose not to support this 
initiative (Puente, 2011). This taskforce led to several states exploring whether their 
members were interested in prescriptive authority. Bascue and Zlotowsi (1981) did a 
Pennsylvania-based study and found only 36 % of their respondents were interested in 
pursuing prescriptive authority at that time. However, there has been a significant 
increase of support for RxP in the past 30 years (Fagan, Ax, Liss, Resnick, & Moody, 
2007; Sammons, Gorny, Zinner, & Allen, 2000). 
 
In 1984, Senator Inouye encourages psychologists propose a bill to allow psychologists 
prescriptive rights in the state of Hawaii (DeLeon, Fox, & Graham, 1991; Fox et al., 
2009; Murray, 2003; Van Winkle, 2010). In 1985, Resolution 159 was the first of nearly 
90 pieces of legislation across 25 states exploring the feasibility of prescriptive authority 
for psychologists (DeLeon & Sammons, 2010; Fox et al., 2009). Lieutenant Commander 
Michael Tilus (2008) reported Floyd Jennings, a psychologist, started prescribing in the 
mid-1980s as part of the Santa Fe Indian Health Services. 
 
The Department of Defense created a Congressionally-mandated Psychopharmacology 
Demonstration Project (PDP) in 1989 to train military psychologists to prescribe. This 
legislation was signed by President Bush in 1990 and the first training class started in 
1991 (Fox et al., 2009; Lavoie & Barone, 2006; Murray, 2003; Van Winkle, 2010). The 
 
_________________________________ 
Correspondence Address: Daniel Kaplin, MA, Department of Psychology, College of Staten Island,  
2800 Victory Blvd, Building 4S-108, Staten Island, New York, 10314. Email: daniel.kaplin@csi.cuny.edu / 
 



J o u r n a l  o f  t h e  A c a d e m y  o f  M e d i c a l  P s y c h o l o g y  

 13 

PDP program graduated 10 military psychologists, with 3 from the Army, 4 from the 
Navy, and 3 from the Air Force between 1994 and 1997 (Alpert et al., 2000; Lavoie & 
Barone, 2006; Oliveira-Berry, DeLeon, & Jennings, 2004; Sammons, 2010; Sammons & 
Brown, 1997).  
 
The final summary from American College of Neuropsychopharmacology (2000) stated 
that the program was effective at training and filling critical needs, produced outstanding 
individuals, had harmonious relationships with the psychiatric community, had few 
formulary restrictions, and led to greater training opportunities. Concerns were 
expressed about the resultant knowledge base of these psychologists relative to 
psychiatry residents. However, as a whole, the evaluation panel stated, there has been 
no adverse effects associated with the PDP and that the project as a whole was a “job 
well done.” 
 
Guam became the first territory to pass legislation to approve prescriptive authority for 
psychologists (Fox et al., 2009). This was followed by New Mexico in 2002and Louisiana 
in 2004(Ax, Fagan, & Resnick, 2009; Lavoie & Barone, 2006; Moore, 2010; Munsey, 
2008; Sammons, 2010; Shahidullah & Carlson, 2011). The successful implementation of 
RxP has led to a marked increase in support by the psychological community (Ax, 
Forbes, & Thompson, 1997; Fagan et al., 2004; Fagan et al., 2007; Sammons et al., 
2000) 
 
Nevertheless, the RxP movement also has a strong history of opposition within and 
outside the psychology community (Sammons, 2010). For example, the American 
Medical Association, American Psychiatric Association, and the American College of 
Neuropsychopharmacology strongly opposed the original Department of Defense project 
(Sammons, 2010; Van Winkle, 2010). There are also several psychologists who have 
opposed the development of the RxP movement (Bascoe & Zlotowski, 1981; Bush, 
2002; Sammons, 2010). 
 
Historically, several groups have opposed prescriptive authority such as American 
Association of Applied and Preventive Psychology (AAAPP), Committee Against 
Medicalizing Psychology (CAMP), and Psychologists Opposed to Prescription Privileges 
for Psychologists (POPPP) (Bush, 2001; Hayes, Walser, & Follette, 1995; Heiby, 2010; 
Kapalka, 2008; Politt, 2003). A review of the frequent arguments presented in favor and 
against RxP will be discussed below. 
 
There seems to be a strong association between knowledge of and support for 
prescriptive authority (Pimentel, Stout, Hoover & Kamen, 1997). The goal of this paper is 
to take the existing literature and debate on RxP and reorganize it through a program 
evaluation analysis. After discussing training issues and consumer safety, the paper 
examines the following program evaluation themes: (a) Is there a need for RxP (b) Does 
the RxP program adequately address this need? (c) Do current and future psychologists 
support RxP and (d) What are the benefits and drawbacks of RxP? 
 

Training Issues 
The starting point in developing a position in favor or in opposition of RxP would be to 
determine whether psychologists can be appropriately trained to prescribe medication. 
The American Psychological Association (2009) requires a psychologist at a minimum to 
have obtained a doctoral degree in psychology, licensure, and practice as a therapist to 
be eligible for training as a prescribing psychologist. The Department of Defense’s 
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Psychopharmacology Project was significant in the development of a training sequence 
to train psychologists to prescribe psychotropic medication (American Psychological 
Association, 2009; Campbell & Fox, 2010; Sammons, 2010).  
 
The current sequence of training incorporates the first iteration of the PDP, but has been 
revised to ensure it leads to proficiency (American Psychological Association, 2009; 
Campbell & Fox, 2010; Price, 2008; Sammons, 2010). This model includes a minimum 
400 hours of didactic training in the areas of (a) basic science (b) neurosciences  
(c) physical and laboratory assessment (d) clinical and research pharmacology  
(e) pharmacotherapeutics (f) research design and (g) professional ethics (American 
Psychological Association, 2009; Resnick, Ax, Fagan, & Nussbaum, 2012; Sammons, 
2010). Moreover, trainees must receive the appropriate clinical supervision dictated by 
the state licensure board, pass the Psychopharmacology Examination for Psychologists 
(PEP), and undergo continuing education to demonstrate and maintain competency 
(American Psychological Association, 2009; Bricklin & Ciuccio, 2003; Campbell & Fox, 
2010; McGrath & Muse, 2010). The American Psychological Association (2011), which is 
the largest professional association for psychologists, has reaffirmed their support for 
RxP by developing guidelines to regulate the use of psychopharmacology. 
 
Opponents to RxP argue the training for psychologists is inferior to those attending 
medical, nursing, optometry, dentistry, physician assistant and pharmacy schools 
because psychologists have minimal bachelor’s level experience in the physical 
sciences (Ball, Kratochwill, Johnston, & Fruehling, 2009; Heiby, DeLeon, & Anderson, 
2004; Heiby, 2010; Robiner et al., 2003). The medical community also argues only full 
medical training is sufficient to prescribe medication (Brown, 2003; Hayes, Walser, & 
Bach, 2002; Hayes, Walser, & Follette, 1995). Thus, opponents of RxP claim 
prescriptive authority would allow psychologists to use treatment methods in which they 
are not trained (Ball et al., 2009; Hayes et al., 2002). The implication of substandard 
training for prescriptive authority would be a risk to the general public (DeNelsky, 1996; 
Long, 2005; Price, 2008). This argument will be explored later in this article. 
 
Proponents argue the post-licensure training proposed by the APA is sufficient 
considering the pharmacology training required for psychologists’ is said to be equal to 
that of nurse practitioners and physicians (Fox et al., 2009; Ball et al., 2009; Muse & 
McGrath, 2010). McGrath and Muse (2010) challenge Heiby’s (2010) premise of inferior 
training for psychologists. However, even if Heiby (2010) and Robiner et al. (2003) are 
correct about the other prescribing professionals receiving more training in the natural 
sciences and systems, the proponents of RxP only wish to prescribe psychotropic 
medications, so the full medical training may not be necessary (Evans, 2003). Evans 
(2003) noted Robiner’s (2003) data was confounded and ignored their counterevidence. 
For example, undergraduate training in the natural sciences and psychopharmacology 
readings may not be necessary to be a competent prescriber (Evans, 2003).  
 
In respect to training, a parallel can be drawn between psychologists and optometrists. 
Optometrists are permitted to prescribe medication for eye-related diseases in all 50 
states even though they have very different training than ophthalmologists (Wallis & 
Wedding, 2004). Psychologists are experts in psychopathology, which makes 
psychologist’s training more consistent with the psychiatric model. Once the training is 
established to be adequate, the more appropriate question then becomes, “Does the 
training proposed by the American Psychological Association provide a minimum level of 
competency to ensure the safety of the general public?”(McGrath & Muse, 2010). 
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Consumer Safety Issue 
As noted above, opponents of RxP suggest it would be harmful to patients due to lack of 
sufficient medical training, and only complete medical training would be acceptable for 
providing the requisite expertise (Ball et al., 2009; Heiby, 2010). There is the potential 
risk of overlooking other medical problems, which can be similar to mental health 
problems (Ball et al., 2009). Psychiatrists and other prescribing professionals run at least 
an equal risk of ignoring personality factors. This will be discussed later in the paper. 
 
As noted above, the issue of training can come down to a minimum threshold of 
competency. Proponents of RxP would suggest this argument is best defined as a fear 
appeal designed to dissuade legislators, activists, and the medical and psychological 
communities from supporting prescriptive authority (Duke, Pickett, Carlson, & Grove, 
1993; Witte & Allen, 2000). Fear appeals can be both misleading and unethical (Duke et 
al., 1993; Lee, 2011).  
 
Critics of prescriptive authority have suggested prescriptive authority would lead to harm 
to the patients involved. The best way to counteract this statement is to evaluate the 
danger posed by psychologists who currently prescribe medication. Over 1,500 
psychologists have received training for prescriptive authority (Resnick et al., 2012). The 
10 prescribing psychologists from the PDP received adequate training, became well 
integrated with other members of the treatment team and showed without exception, 
clinical psychologists were competent in prescribing and did so with more efficiency than 
other medical trained professionals (Ball et al., 2009; Cox & Ellis, 2003; General 
Accountability Office, 1999). Louisiana and New Mexico have 70 psychologists who 
have been certified to prescribe psychotropic medication. Cumulatively, they have 
written over 250,000 prescriptions without any incident (Fox et al. 2009). Psychologists 
in the Indian Health Services network have been effectively serving their patients for 
roughly two and a half decades (DeLeon, Folen, Jennings, Willis, & Wright, 1991; 
Sammons, 2010; Tilus, 2008). As a whole, psychologists have been safely prescribing 
medication for 25 years. 
 
The overall proficiency of practitioners develops with additional years of experience and 
continued professional education (Chreptaviciene & Starkute, 2010; Neimeyer, Taylor, & 
Wear, 2009). However, licensure refers to a set of privileges acquired through 
demonstrating a minimal competency as per the state board (Rubin et al., 2007). It is 
both illogical and potentially damaging to the value of having a professional license if 
one were to challenge prescribing psychologists’ competency on the premise that other 
licensees have more hours or years of experience. 
 

Need for RxP 
There are many individuals in need of mental health services who are currently 
underserved (Ax et al, 2008). The populations who typically suffer from a shortage of 
available mental health professionals, particularly those who can prescribe psychotropic 
medications, are those in the military, prison system, and in rural areas (Fagan et al., 
2004; Harowski et al., 2006; Thorne, 2009). Primary care providers supply around 60% 
of mental health care in underserved areas (Geller, 1999; as stated in Harowski et al., 
2006).  
 
The overall rate of mental illnesses in rural areas, such as depression was found to be 
similar to urban areas, but diagnosis and treatments were significantly divergent (Rost, 
Williams, Wherry, and Smith, 1995). These researchers found rural areas experienced 
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reduced detection of depression, higher rates of inappropriate medication management, 
and lower referral rates to mental health providers than in urban communities (Rost et 
al., 1995). This reveals a need for increased services by psychologists to address this 
concern. 
 
Opponents of RxP believe the underserved will remain underserved due to limited 
assets accessible to hire and to provide training for these professionals (Ball et al., 
2009). Moreover, few psychologists have chosen to practice in these locations and RxP 
will not change this (Westra et al., 2006). Ball and colleagues (2009) argue practitioners 
in these areas are unlikely to pursue prescriptive authority due to high financial 
investments and the time it would take away from their responsibility to serve their 
current patients. DeNelsky (1996) argues there is no adequate evidence of insufficient 
access to psychotropic medications in rural areas. Consequently, collaboration with 
other prescribing professionals would do more than RxP with regards to the needs of 
these populations (Westra et al., 2006). 
 
The proponents of RxP suggest prescriptive authority would offer improved access for 
the underserved (Ax et al., 2008; Ball et al., 2009; Fagon, Ax, Liss, Resnick, & Moody, 
2007; Harowski et al., 2006). For example, prescribing psychologists can be useful in 
rural communities that lack psychiatrists to serve their psychotropic medication needs 
(Harowski et al., 2006). Secondly, psychologists already working with underserved 
populations would be inclined to obtain these privileges to expand their scope of practice 
and newly trained psychologists might be interested in beginning their careers in 
underserved areas (Ball et al., 2009). The United States Military and Sante Fe Indian 
Health Services serve as examples of how prescriptive authority can improve the quality 
of care in underserved areas (Ax et al., 2008; McGrath, 2010; Moore, 2010).  
 
Prescribing psychologists can provide the appropriate diagnosis and prescriptions as 
well as a sufficient follow up and monitoring of compliance and possible side effects 
integrated with the therapeutic process (Harowski et al., 2006). This benefit seems to be 
accepted and agreed upon by most psychologists. In a 2007 survey, the majority of 
members of the profession believe RxP would allow better services to certain subsets of 
the population (Fagan et al., 2007). 
 

What about the Other Prescribing Professionals 
Opponents of RxP feel psychiatrists and medical professionals can take care of any 
need for medical and mental health service. Hence, there is no need for psychologists to 
prescribe medication (Westra, Eastwood, Bouffard, & Gerritsen, 2006). If medication 
were necessary, then collaboration with a psychiatrist or other medical professional 
would suffice in order to help the patient (Dobson & Dozois, 2001; Stuart & Heiby, 2007; 
Westra et al., 2006). Heiby (2002) suggests collaboration of mental health treatment is 
already used and it is said to be of high quality and cost effective as opposed to a 
“medical” psychologist. Moreover, collaboration between psychologists and medical 
professionals, which all professionals benefit from, could be negatively affected by the 
RxP conflict (DeNelsky, 1996). 
 
Proponents of RxP believe better patient care supersedes the desire to defer to other 
prescribing professionals (Ax et al., 2008; Ax, Fagan, & Resnick, 2009; Fox et al., 2009). 
Managed care has also marginalized doctors by limiting them to 15-minute sessions, 
which is usually spent on diagnosis, monitoring side effects, and psychoeducation (Ball 
et al., 2009; Brown, 2003; Goin, 2001; McGrath, 2004; Regestein, 2000). Some 
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researchers report sessions as short as 10 minutes (Olfson, Marcus, & Pincus, 1999). 
The intervals between sessions can range anywhere between 1 and 6 months (Oliveira-
Berry, DeLeon, & Jennings, 2004). Regestein (2000) suggested managed care would 
also lead to less psychiatrists engaging in psychotherapy and less medical students 
becoming psychiatrists.  
 
Regenstein (2000) was correct on both points. Although psychiatrists have been 
traditionally trained to provide psychotherapy, only about 10% of psychiatrists engage in 
psychotherapy (Mojtabai, & Olfson, 2008). Medicals students also have little respect for 
the psychiatry specialization (Insel, 2012; Robertson et al., 2009). The American 
Psychiatric Association (2012) recently found the number of medical school students 
specializing in psychiatry has been declining consistently in the past several years. As a 
result, there is a shortage of psychiatrists serving non-urban settings (American 
Psychiatric Association, 2012; Kapalka, 2006). Moreover, these time restrictions on 
physicians have led to current psychiatrists and general practitioners prescribing more 
medication, inappropriate medication, and being used as a “quick fix” by their patients 
(Bush, 2002). It is worth noting that even where there is disagreement about the level of 
access available in rural areas, access to psychiatrists will continue to decline in these 
same parts due to declining numbers of psychiatrists coming out of training. Thus, 
prescriptive authority should not be opposed using the “access to care” argument. 
 
The compromised ability of primary care physicians to diagnose and assess mental 
illnesses can negatively impact the quality of patient care (Dozois & Dobson, 1995; 
Smith, 2012). As noted above, collaborative relationships with mental health 
professionals would be beneficial and lead to more effective diagnosis and care of 
patients in need of medications (Harowski, Turner, Levine, Schank, & Leichter, 2006). 
Few primary care physicians who prescribe psychotropic medications actually 
collaborate and consult with mental health care professionals (Ball et al., 2009). 
Research suggests one out of five Americans take psychotropic medications (Smith, 
2012). Kubiszyn and Carlson (1995) found less than 80% of therapists had been 
contacted by a physician about appropriate treatment for a patient receiving split 
treatment and 60% had been asked by a physician to perform an evaluation. Smith 
(2012) found a surge in inappropriate and ineffective prescribing of psychotropic 
medication amongst non-psychologists. 
 
Prescribing psychologists can use the skill of psychotherapy combined with the use of 
psychotropic medication when necessary. Naturally, psychotherapy should be the first 
line of treatment and psychotropic medication can be used as an adjunctive treatment. 
The combination of psychotherapy and medication has greater efficacy then 
psychotropic medications alone for many conditions (Ball et al., 2009; Cox & Ellis, 
2003). This integrated approach can lead to more successful psychotherapy outcomes, 
improved cost effectiveness, and efficiency for patients (Ball et al., 2009; Bush, 2002; 
Cox & Ellis, 2003).  
 
Psychologists meet with patients for longer sessions (typically 45 min to 1hr), much 
more frequently (typically weekly), and are more skilled in assessing the impact of 
medication treatment on mental status and emotional functioning (Barnett, 2000; 
Oliveira-Berry, DeLeon, & Jennings, 2004; Stuart & Heiby, 2007). Psychologists view 
psychotherapy as the first line treatment. As a result, prescriptive authority would also 
permit psychologists to reduce or completely eliminate the use of medications when 
appropriate (DeLeon & DeNelsky 1993).  
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Patients would also receive treatment in one location, by one provider, which will remove 
the burden of having to go to two separate appointments (split-treatment) with different 
providers (Burns, Rey & Burns, 2008; Johnson, 2009; Stuart & Heiby, 2007). This will 
reduce the need for collaboration with medical providers. This is extremely important 
because researchers have found minimal to no communication between the prescribing 
professional and the clinician (Avena & Kalman, 2010). This finding decreases the 
quality of care and increases the risk of harm to the patient (Avena & Kalman, 2010). 
Thus, the passage of legislation to permit prescriptive authority would reduce the rate of 
inappropriate prescribing, discrepant information to practitioners, and ethical concerns 
faced with sharing personal health information (Balon, 2001; Lazarus, 2001). Kapalka 
(2006) stated his RxP training led to him being able to take a proactive approach in 
collaboration with pediatricians regarding medication concerns and provide training to 
nursing staff in the hospital. Thus, RxP training might be useful towards providing 
informed recommendations to physicians to ensure the best care for our patients when 
permitted by state law.  

 
Safety Concerns Related to General Practitioners and Psychiatrists 

Heiby (2010) challenged psychologists’ amount of knowledge of the biological bases of 
behavior and use this as one basis of opposing RxP. Supporters of RxP are equally 
concerned about general practitioners, who currently prescribe the vast majority of 
psychotropic medication, do not have adequate knowledge of the interplay between 
psychological disorders and their appropriate medications (Balon, 2001; Cox & Ellis, 
2003; Marra, 1994; Rubio-Valera et al., 2012). In addition to the biological 
considerations, a practitioner is required to evaluate a patient’s psychological, 
developmental, environmental, and relational factors before formulating a diagnosis and 
subsequent treatment. General physicians receive 90 hours of behavioral science 
education in their training. This limits their ability to accurately assess and diagnose 
mental health problems (Chafetz & Buelow, 1994; as stated in Cox & Ellis, 2003). The 
physician’s training in behavioral science is almost 4.5 times less than the didactic 
training in pharmacology proposed by the American Psychological Association (2009). 
 
As noted above, there are significant differences in individual session length and 
intervals between sessions for a psychologist, psychiatrist, and general physicians 
(Barnett, 2000; Oliveira-Berry, DeLeon, & Jennings, 2004). Psychologists traditionally 
see a patient for 45 minutes. Whereas a psychiatrist/physician sees a patient for 15 
minutes. If a psychologist sees a patient weekly and a psychiatrist/physician sees a 
patient monthly, psychologists would spent 12 times the amount of time with their patient 
than other prescribing professionals. This difference in time jumps to 36 times the 
exposure for a provider that sees a client quarterly and 72 times the exposure for 
practitioners that see clients every 6 months. Because psychologists generally have 
greater exposure, more frequent sessions, and increased awareness of their patients, a 
patient would have a more difficult time seeking out prescriptions by multiple providers 
(referred to as “doctor shopping”). 
 

But Do Psychologists Want RxP 
A compelling case has been made for the effectiveness, safety, and need for 
psychologists to obtain prescriptive authority. However, one might ask whether 
psychologists want prescriptive authority? This is a very tough question to address 
because there is a very strong divide between the proponents and opponents who 
publish on the topic (Fox et al., 2009; Heiby et al, 2004; Heiby & Bush, 2002; McGrath & 
Sammons, 2011; Robiner et al., 2003). The writers of the present article believe the best 
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way to explore this question is to analyze the studies exploring the views of 
psychologists, students, and training directors.  
 
Bascoe and Zlotowski (1981) found psychologists in Pennsylvania were largely not 
interested in pursuing prescriptive authority. However, there has been a consistent 
increase of support for RxP by psychologists since 1981 (Sammons et al., 2000). 
Between 1990 and 2000, researchers found the psychology community to be more 
favorable. Support generally ranged from55 to 72% (Grandin & Blackmore, 2006; 
Sammons et al., 2000). Even Pennsylvania, which was the basis of the 1981 study, 
increased their support for RxP to 73% in favor and 18 % opposed (Bascue & Zlotowski, 
1981; Knapp & Bowers, 1997). Fagan and colleagues (2007) reported 64% of 
psychologists in independent practice supported prescription privileges, 21% opposed, 
and 14% were undecided about APA’s desire to pursue prescriptive authority based on a 
survey disseminated in 2004. 
 
Seventy-two percent of interns supported, 16% opposed, and 13% were undecided 
about APA’s desire to pursue prescriptive authority in 1995 (Ax, Forbes, & Thompson, 
1997). This study was replicated in 2000 and the researchers found 69% of interns 
continued to support RxP, 16% opposed and 15% were undecided about RxP (Fagan et 
al., 2004). The survey conducted in 2004 revealed 62% of interns and 71% of post-
doctoral residents supported, 16% of interns and 5% of post-docs opposed prescription 
privileges, and 20%post-doctoral residents supported and 22% of interns were 
undecided about prescriptive authority (Fagan et al., 2007). 
 
Research also found 72% of training directors supported, 18% opposed, and 11% were 
undecided about APA’s desire to pursue prescriptive authority in 1995 (Ax, Forbes, 
&Thompson, 1997). In 2000, the support for RxP went down to 62%, opposition went up 
to 20%, and uncertainty went up to 17% (Fagan et al., 2004). In 2004, 59% of directors 
supported, 24% opposed, and 16 % were undecided about APA’s desire to obtain RxP 
(Fagan et al., 2007). 
 
As the statistics above reveal, the vast majority of psychologists support RxP (Ax et al., 
1997; Sammons et al., 2000; Fagan et al., 2004; Fagan et al., 2007). However, there are 
still others who are undecided about RxP. Barnett and Neel (2000) felt training in 
pharmacology is essential for psychologists to provide effective treatment and 
supervision, regardless of the outcome of this debate.  
 
Walters (2001) did a meta-analysis of 17 articles addressing whether competently 
trained psychologists should prescribe, whether APA should support RxP legislation, 
and whether the individual would personally seek prescriptive authority. The researcher 
found if the 3 questions were combined, there is a noticeable split between those who 
support or oppose prescriptive authority (Walters, 2001). However, careful analysis 
revealed the vast majority (60% of respondents) agree; whereas 31% disagree with the 
statement “competently trained psychologists should prescribe” (Walters, 2001). This 
makes a 2:1 ratio in favor of obtaining prescriptive authority. In summary, the vast 
majority of interns, post-doctoral fellows, training directors, and independent practitioners 
support APA’s initiative to obtain prescriptive authority for psychologists. 
 

Cost-Benefit Analysis of RxP 
Readers might ask themselves at this point, “Is it worth it to pursue RxP?” There are a 
number of ways of approaching this question. The authors choose a cost-benefit 
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analysis as most comprehensive as it subsumes multiple arguments. The debate 
associated with the risks of prescriptive authority are presented and followed by the 
potential gains of supporting this initiative. 
 
Financial Implications. Critics of RxP state there would be extremely high costs for 
implementing programs for training and teaching as opposed to utilizing currently 
accessible medical professionals (Heiby & Bush, 2002; Wagner, 2002; Westra et al., 
2006). Proponents of RxP have suggested different models of training. A financially 
practical model suggested was to incorporate RxP training in the pre-doctoral curriculum 
(Ax et al., 2009; Resnick, Ax, Fagan, & Nussbaum, 2012). Nevertheless, the dominant 
view is to keep this training as a post-licensure sequence. Vector Research (1996) 
reported the PDP program was indeed effective. The writers of this article do not believe 
RxP should be opposed based on this logic. Moreover, opposing RxP on the cost of 
training would be an infringement on the rights of a psychologist to legally spend their 
money in any fashion they see fit. 
 
Loss of Identity .A second criticism of the RxP movement is prescriptive authority could 
lead to a loss of identity (Brown, 2003; Dobson & Dozois, 2001;Dozois& Dobson, 1995; 
Mantell, Ortiz, & Planthara, 2004; Robiner et al., 2002; Stuart & Heiby, 2007). The added 
training and responsibility would take away from psychotherapy which clinical 
psychologists effectively use (Cox & Ellis, 2003). This could water down the quality of 
care and credibility of the field (Boswell & Litwin, 1992; Dozois & Dobson, 1995; Bush, 
2001). Opponents of RxP further question, “What stops psychologists from behaving in a 
similar way as psychiatrists?” (McGrath et al., 2004). The general risk is this training 
could lead to putting an overemphasis on biological factors, which deviates from the 
general focus on psychological processes (Dozois& Dobson, 1995; Levine & Schmelkin, 
2006; McGrath et al., 2004) 
 
Proponents of RxP note there is a significant distinction between supporting prescriptive 
authority as a reasonable specialization within the field of psychology similar to a 
Forensic Psychologist, a Neuropsychologist, a School Psychologist, and so forth. 
Individuals who practice in these areas have the appropriate training to call themselves 
psychologists, but choose to become competent in a specialty area. With this being said, 
a “medical psychologist” or “prescribing psychologist” is still a psychologist. 
 
The RxP training need not be compulsory for all psychologists. This will have a 
protective effect for the professional identity of psychologists (Newman, 1995). Many 
proponents of RxP do not wish to go through the training program (Walters, 2001). 
Wiggins and Wedding (2004) found only 5% of nurse psychologists (dually trained as 
psychologists and nurses) pursued prescriptive authority. Even the students surveyed, 
who support RxP, felt it should not be mandatory for all psychologists (Grandin & 
Blackmore, 2006). These factors come together to demonstrate loss of professional 
identity as an argument against RxP is baseless (Ball et al., 2009; McGrath et al., 2004; 
Newman, 1995; Nussbaum, 2001; Resnick, 1996; Wiggins & Wedding, 2004). 
 
Increased Cost of Services. Opponents note there may also be an elevated cost of 
practice for psychologists. As a result, psychologists might increase fees for service, 
which would reduce access for patients who may be in need of these services (Cox & 
Ellis, 2003; DeNelsky, 1996). Because of the lack of parity, psychologists’ rates would 
still be less than psychiatrists. This rationale is also consistent with the finding that 
psychotherapy rates are lower in Master’s level mental health providers than 
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psychologists (Caccavale, 2002; McGrath & Sammons, 2011). Consequently, 
prescriptive authority for psychologists will still be a financially beneficial experience for 
the patient (Ax et al., 2008).  
 
Insurance and Malpractice Issues. Insurance premiums may also rise due to the 
possibility of malpractice (Brentar & McNamara, 1991; DeNelsky, 1996; Stuart & Heiby, 
2007). Psychologists would be medically liable for the prescriptions they write and may 
face consequences. If only a few malpractice suits against these prescribing 
psychologists result due to inadequate medical training, the insurance would raise 
considerably (DeNelsky, 1996; Stuart & Heiby, 2007; Westra et al., 2006). The APA 
insurance trust stated only individuals with prescriptive authority would have increases in 
premiums (American Psychological Association, 1991). Wiggins and Wedding (2004) 
also counter this argument by exploring Nurse Psychologists who prescribe. They found 
prescribing nurse psychologists had lower insurance premiums than licensed 
psychologists who did not prescribe. It is essential to weigh these risks against the 
potential benefits of RxP. 
 
Increased Accessibility and Quality of Care. As noted above, RxP has the potential to fill 
a void of psychological and psychiatric services to the military, prison system, and in 
rural areas (Fagan et al., 2004; Harowski et al., 2006; Thorne, 2009). Moreover, the 
increased duration and reduced interval between contact between the patient and their 
provider could lend itself to increased quality of care, fewer medication errors, reduction 
of split services, and amelioration of doctor shopping (Balon, 2001; Barnett, 2000; 
Lazarus, 200; Oliveira-Berry et al., 2004). 
 
Development of Psychology. The state of mental health treatment has changed 
drastically in the past 50 years. Researchers have been able to identify safer and more 
effective pharmacological treatments (Lavoie & Barone, 2006). In addition, the number 
of career paths providing training for mental health and psychiatric services has also 
expanded (DeLeon, 2008). Psychologists, social workers, mental health counselors, 
psychoanalysts, behavioral analysts, substance abuse counselors, and several others 
provide psychotherapy (Lavoie & Barone, 2006). Prescribing professionals include 
primary care physicians, physician’s assistants, nurse practitioners, psychologists, and 
several others (Fox et al., 2009; Lavoie & Barone, 2006).  
 
At the current time, no single provider has exclusive rights to prescriptive authority or 
psychotherapy. Every profession desires to expand their scope of proficiency and 
practice to remain relevant to address the rapid changes in health care (DeLeon, 2008). 
Psychologists are also faced with this problem. Psychotherapy services, which were 
once designated for psychologists, are going to other providers offering low-cost 
services (Caccavale, 2002; McGrath & Sammons, 2011). 
 
Proponents suggest these privileges are simply the natural progression of the 
psychology field (Ax et al., 2009). Psychology has evolved into a major health care 
profession looking to expand its scope of practice into new areas, new opportunities and 
new branches (Norfleet, 2002). RxP would allow for this as well as for new innovations 
of clinical psychological services within the original realm of mental health care (DeLeon, 
Fox, & Graham, 1991). Psychologists need to be knowledgeable of psychotropic 
medications because the number of patients who are already on medication (Norfleet, 
2002). As a result, training in psychopharmacology is a natural development of 
psychology. 
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Economic Survival. Psychology has the potential to thrive economically with the addition 
of prescription privileges in today’s competitive managed-care market as well as 
contribute to the survival of psychology as a profession (Caccavale, 2002). Opponents of 
RxP believe that becoming a prescribing psychologist would lead to loss of identity 
because it could replace psychotherapy. Moreover, opponents believe this will open the 
floodgates for other professions such as social workers and mental health counselors 
(Westra et al., 2006). Most psychologists agree their identity and survival is already in 
trouble from competing mental health professionals who provide similar services at lower 
rates (Ball et al., 2009). Increasing the role of psychologists in the health care system, 
which places more emphasis on psychopharmacological treatment over psychotherapy, 
would go far to help the promote survival of psychology as a profession (Ball et al., 
2009).  
 

Conclusions 
Research suggests a significant gap in mental health and psychiatric services to 
prisoners, military personnel, rural communities, and non-English speakers in the United 
States (Fagan et al., 2004; Harowski et al., 2006; Thorne, 2009). Moreover, fewer 
medical professionals are specializing in psychiatry (American Psychiatric Association, 
2012; Insel, 2012; Kapalka, 2006; Mojtabai, & Olfson, 2008; Robertson et al., 2009). As 
a result, the vast majority of psychiatric services are provided by general practitioners, 
who have minimal training in mental illness (Harowski et al., 2006; Kubiszyn & Carlson, 
1995). Having general practitioners prescribe psychotropic medication has led to larger 
intervals between service and errors in medication management (Balon, 2001; Barnett, 
2000; Cox & Ellis, 2003; Marra, 1994; Oliveira-Berry et al., 2004; Rubio-Valera et al., 
2012; Smith, 2012). This would suggest a need for additional prescribing professionals. 
Proponents of RxP highlight this gap in service as one of primary benefits of allowing 
psychologists to prescribe psychotropic medication (Ax et al., 2008; McGrath, 2010; 
Moore, 2010). Opponents challenge this argument by suggesting psychologists are not 
going to fill this void even if RxP is supported (Ball et al., 2009; Westra et al., 2006). 
However, the prescribing psychologists who were trained by the Psychopharmacology 
Demonstration Project, in the Indian Health Services, Louisiana, and New Mexico work 
in underserved populations. Moreover, with the decreasing number of medical school 
students seeking training in psychiatry, this gap in services will only become more 
pronounced if RxP continues to be opposed. 
 
The next major debate is whether the APA’s proposed curriculum effectively trains 
psychologists to serve as prescribing professionals. Opponents claim the curriculum is 
inadequate in both didactic and experimental training (Ball et al., 2009; Heiby et al., 
2004; Heiby, 2010; Robiner et al., 2003). Consequently, psychologists could have an 
increased likelihood of making medication errors (DeNelsky, 1996; Long, 2005; Price, 
2008). Proponents of RxP note the graduate-level training is equivalent to nurse-
practitioners and physicians (Muse & McGrath, 2010). Even if these researchers ignore 
undergraduate education, research has found undergraduate education has minimal 
impact on the quality of a practitioner (Evans, 2003; McGrath & Muse, 2010). Finally, 
RxP has over 25 years of safe prescribing history (Buie, 1989; DeLeon et al., 1991; 
Sammons, 2010; Tilus, 2008).  
 
Opponents of prescriptive authority contend this issue is still divisive and psychologists 
do not wish to seek prescriptive authority. Some opponents even suggest RxP was 
pushed by a small group that had less than altruistic intentions. This argument seems to 
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be the weakest proposed by the opposition. Research suggests support for RxP has 
increased significantly since it was initially proposed. Studies before the 1990s tend to 
yield lower support than more recent studies (Sammons et al., 2000; Walters, 2001). In 
fact, support for RxP by interns, post-doctoral fellows, training directors and private 
practitioners ranges between 50 and 70 percent (Ax et al., 1997; Fagan et al., 2004; 
Fagan et al., 2007). In contrast, the opposition to RxP hovers around 20-30% (Ax et al., 
1997; Fagan et al., 2004; Fagan et al., 2007).  
 
Lastly, proponents and opponents of RxP are divided over the risks and benefits of RxP. 
Opponents of RxP, tend to emphasize the drawbacks of RxP (Bush, 2004). Their 
arguments include patient safety, cost of training, loss of identity, and increased 
insurance premiums (DeNelsky, 1996; Stuart & Heiby, 2007; Robiner et al., 2003; 
Westra et al., 2006). The proponents tend to emphasize the benefit to society and 
psychology alike. Their arguments include increased quality and availability of services, 
extension of the scope of psychological training and practice, and increased economic 
opportunities (Ax et al., 2008; Fox et al., 2009; Lavoie & Barone, 2006; Norfleet, 2002). 
 
The results of these findings suggest an overwhelming momentum in favor of RxP. With 
this in mind, the writers of this paper believe the energy spent in opposition of RxP could 
be spent on: (a) developing regulations on the RxP curriculum (b) developing initiatives 
to increase prescribing psychologists desire to work in underserved areas and (c) 
determining whether psychologists should have independent prescriptive authority or 
require the supervision of a psychiatrist or other medical doctor. 
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Abstract 
This article attempts to provide needed individual and composite data regarding the 
practice of New Mexican Prescribing Psychologists and their impact in reducing the 
mental health care disparities, particularly among low income and rural patients. 
Although the legislation authorizing prescriptive authority for psychologists trained in 
psychophamicologically became law in 2002, no known assessment of the parameters 
and practical impact of these practitioners’ work has been conducted. Opponents of 
psychologists’ prescriptive authority predicted that prescribing psychologists would 
cluster in the largest cities as do other mental health prescribers and make little impact 
on the unmet needs of low income and rural residents. However, this survey of individual 
prescribing psychologists suggests that this has not been the case. 62.5% of patients 
treated live in rural areas of the state and 90% of prescribing psychologists surveyed 
accept Medicaid payments. National estimates of psychiatrist participation in Medicaid 
range between 40-45%, among the lowest of any medical specialty.  
 
Keywords: prescribing psychologists, rural, Medicaid  

 
 

Introduction 
In 2002, New Mexico became the first state to authorize psychologists to prescribe 
psychotropic medications in collaboration with the patient’s primary care provider (PCP). 
This milestone came after a three year grassroots campaign inspired by the long wait 
times for many patients to see a mental health prescriber, which was particularly acute in 
rural areas and for patients covered with Medicaid or uninsured. Opponents of the bill 
predicted that prescribing psychologists would provide services primarily to urban and 
middle to upper income patients as other mental health prescribers have done. A 2013 
national study of office based psychiatrists’ acceptance rates for Medicaid and Medicare 
found that only 43.1% and 54.8%, respectively accepted those patients (Bishop, 2013).  
 
Opponents also feared that the medical training psychologists received would be grossly 
inadequate to the task, resulting in numerous avoidable patient injuries or deaths. In 
New Mexico, in addition to completing a Master’s degree or certificate program 
consisting of 450 hours of academic instruction, prospective prescribing psychologists 
must also complete two physician supervised practica with a total of 480 patient contact 
hours and pass the national Psychopharmacology Examination for Psychologists. The 
New Mexico Board of Psychologist Examiners has never received a complaint against 
prescribing psychologists alleging patient harm of any kind (New Mexico Board of 
Psychologist Examiners, personal communication 3/7/14). 
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Correspondence address: Christina Vento, PsyD, ABMP, Clinical and Prescribing Psychologist Fox Therapy 
Inc, 1001 Luna Circle NW, Albuquerque, NM 87102, 505-266-0388, cevento@earthlink.net 



J o u r n a l  o f  t h e  A c a d e m y  o f  M e d i c a l  P s y c h o l o g y  

 31 

This study seeks to document how New Mexican Prescribing Psychologists are actually 
practicing and how that practice impacts access to mental health care. No study of this 
kind has been conducted to date so the actual practice patterns of working prescribing 
psychologists have been a matter of speculation. 
 
Methods: A simple survey instrument was emailed to all prescribing psychologists on a 
list serve for licensed prescribing and conditional prescribing psychologists. They were 
also asked to forward the survey to any prescribing colleagues who might not be on the 
list serve. The survey asked for estimates descriptive of each psychologist’s practice 
characteristics in 2013. When contact information was available, non-responders were 
contacted individually by phone or email to try to capture those who might have missed 
the list serve emails. 
 
Subjects: A total of 36 psychologists became licensed to prescribe medications by the 
beginning of 2013. Of those, seven are currently practicing outside of the State of NM, in 
the US Public Health Service, the Indian Health Service, in Federal Medical Facilities (as 
civilian contractors) and in the United States Military. One practices exclusively in a 
forensic inpatient setting. Seven psychologists prescribing in NM in outpatient settings 
2013 did not respond to the survey. 21 of 28 NM practicing outpatient prescribing and 
conditional prescribing psychologists returned the survey with estimates of their 2013 
practice for a response rate of 75%. 
 
 
Figure 1: Survey instrument sent to New Mexico prescribing psychologists 
 

 # of individual Patients seen  
by you in 2013 to date 

# Patient encounters in  
2013 to date 

Medicaid Patients    

Private Pay/Indigent   

Private Insurance   

Medicare Only   

Total # of Patients Treated   

   

% in Rural Location   

% in Urban Location*   

 
Figure 1 Caption 
*Urban location = patients residing in the cities of Albuquerque, Las Cruces, Rio Rancho 
and Santa Fe. These are the only four cities in New Mexico with populations over 50,000 
residents. Rural Location = patients living anywhere else in the State 
 
 
 
 



J o u r n a l  o f  t h e  A c a d e m y  o f  M e d i c a l  P s y c h o l o g y  

 32 

Table 1: 
 
Composite Results:  
Total Patients Treated 4329 
Total Patient Visits 24567 
Total Medicaid Patients Treated 2535 
Total Medicaid Patient Visits 14380 
Total Indigent Patients Treated 738 
Total Indigent Patient Visits 4480 
Total Private Insurance Patients Treated 872 
Total Private Insurance Patients Visits 4454 
Total Rural Patients Treated 2709 
Total Rural Patient Visit 14443 
 
Table 2: 
 
Summary Statistics:  
Percentage of patients served living in rural communities 62.6 
Percentage of patients seen who receive Medicaid benefits 58.6 
Percentage of prescribing psychologists who see Medicaid patients 90.5 
Total Medicaid + Indigent patients treated 3273 
Total Medicaid + Indigent patient visits 18860 
Mean number of Medicaid patients treated per prescribing psychologist 121 
 
 
 

Conclusions 
New Mexico psychologists with prescriptive authority, though still a small number of 
practitioners, are collectively making a significant impact on reducing mental health 
disparities among rural and low-income patients. More than 90% of prescribing 
psychologists surveyed accept Medicaid payments and 62.6 percent of patients served 
are living in rural areas with limited access to other behavioral health prescribers. This 
survey demonstrates that the grass roots efforts for psychologists’ prescriptive authority 
highlighting the mental health disparity in rural and low income communities has been 
successful in getting trained prescribers to help serve those most in need. 
 

Limitations of This Research 
The major limitation of this research is its reliance on estimated values as opposed to 
counting actual patient records to arrive at the totals. There is no ready way to determine 
how accurate each practitioner’s estimate of his or her practice actually is. Some 
practitioners with smaller practices were able to provide exact counts from their billing 
records but the majority provided estimates based on their typical weekly schedule 
extrapolated for the year. A major contributor to this is the lack of funding for electronic 
medical records systems for psychologists that is provided to other professions through 
the Hi-Tech Act, which pays up to 60,000 per medical practitioner per year to adopt a 
medical records system that is meaningfully used in patient care. Without an electronic 
system, practitioners have to manually review and count hundreds of patient records  
into the different categories, a very time and labor-intensive undertaking for busy 
practitioners. 
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Future Research 
Future research should include more precise estimates of patient data and also a more 
comprehensive array of demographic information to better document the cultural, 
linguistic and age diversity of patients served. A national study of the impact of 
prescribing psychologists and consulting psychologists with psychopharmacological 
training is in the early stages of development at this time. 
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Abstract 

Couples and family therapy (CFT) is efficacious for improving interpersonal relationships 
and treating specific mental and behavioral problems. Due to the growing appreciation of 
the benefits of integrated health care, psychological interventions, including CFT, are 
being increasingly applied to behavioral health disorders, such as cardiovascular 
disease and diabetes. This is grounded in the stress and coping literature, which 
includes the emerging research on the psychobiology of intimate relationships. The CFT 
efficacy literature regarding behavioral health problems and disorders is reviewed. It is 
argued that successfully treating serious mental illness and/or behavioral health 
disorders requires an integrated, systemically-oriented, service delivery model. Assertive 
Community Treatment (ACT) is presented as an illustrative model. The importance of 
senior, doctoral-level supervision is also discussed. This patient population is vast, 
underserved, highly complex, and epitomizes the necessity and importance of 
embracing the biopsychosocial model. Medical psychologists are well-suited for 
positions of leadership within such treatment models. It is also argued that medical 
psychologists should develop proficiency in family therapy or refer to a board certified 
family psychologist when treating this population.  
 

Efficacy of Family Therapy 
Couples and family therapy is a broad and general orientation to the science and 
practice of professional psychology that is based on a systemic epistemology.1, ² CFT 
understands human development, personality, and behavior within a systemic paradigm 
that recognizes the reciprocal interaction between individual, interpersonal, and 
environmental or macrosystemic factors over time.2, 3 Reviews of the literature have 
produced strong evidence to conclude that couple and family interventions are 
efficacious for a range of clinical disorders.4-11 This growing body of process and 
outcome studies that meet the highest standards of research methodology has been 
called the emergence of “family interventions science.3  
 
Family therapy models have effects substantial enough to suggest they should be the 
primary treatment options for child and youth behavior problems, substance use/abuse, 
eating disorders and the management of schizophrenia.12 Four family-based intervention 
models have significant research evidence from meta-analytic, qualitative, and individual 
clinical studies: 1. Functional Family Therapy for serious youth behavior, substance 
abuse, and relationship problems;12-14 2. Multisystemic Therapy for serious youth 
antisocial behaviors;15 3. Brief Structural Strategic Therapy for youth behavior and drug 
abuse problems,16 family psychoeducational approaches for schizophrenia treatment, 
and 4. Behavioral Family Systems Therapy for eating disorders.17 Family therapy has  
 
_________________________ 
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been found to be superior to individual therapy for adolescents with anorexia nervosa.18 
Couples therapy has been found to be efficacious for relationship satisfaction, alcohol 
and substance abuse, infidelity, intimate partner violence, and general mental health and 
depression.11 

 
Relationship dysfunction, stress, and behavioral health problems 

We have known for a long time from research conducted on individuals that stress has 
physiological effects on the human body. The early work of Walter Cannon and his 
studies of the “fight or flight” response and the activation of the sympathetic-adrenal-
medullary system,19 and Hans Selye’s work on hormonal responses of the hypothalamic-
pituitary-adrenal axis,20 demonstrated that prolonged or repeated activation of these 
systems is associated with immunological-suppression. Long-lasting immunological 
alterations are thought to have adverse consequences for physical and psychological 
health and well-being. However, it should be noted that not all researchers agree.21 
 
Stress researchers have expanded the scope of inquiry beyond laboratory studies of 
individuals to examining stress associated within social contexts. Interpersonal 
relationships are such a large part of the human experience and are ubiquitous. In 
population-based studies, most adults report at least one significant intimate 
relationship. For example, among persons aged 65 and older, only four percent report 
never having been married. 22 An additional portion of the adult-population is involved in 
same-gender relationships or other types of committed relationships, suggesting that 
almost all of us are part of a couple for some portion of our life.  
 
Further, the incidence of chronic illness is high and increasing. It is estimated that by 
2030, 150 million Americans will have a chronic illness, and although the likelihood of a 
chronic illness increases with age, most individuals with a chronic illness are under the 
age of 65.23 Taken together, these statistics tell us that our relationships, or lack thereof, 
are likely to affect and be affected by illness. 
 
There is growing evidence that the lack of an intimate relationship or being in a troubled 
relationship is associated with health problems. A review of six large, prospective studies 
that examined the relationship between health outcomes and the quality and quantity of 
social relationship provided evidence that mortality is higher among more socially 
isolated individuals. 24 Reviews of the literature have revealed social isolation appears to 
be a major psychosocial risk factor for the development of cardiovascular disease.25  
 
The associations between dyadic behavior in couples and psychophysiological 
functioning may be an important factor in understanding why partners in distressed 
relationships are more susceptible to disease.26,27 Negative dyadic interaction can be 
regarded as a significant stress that may directly result in acute physiological changes, 
i.e., endocrine, cardiovascular and immunological.28 Overall negativity as well as specific 
destructive interaction patterns (demand-withdraw, asymmetrical interaction pattern) are 
associated with stronger hormonal and cardiovascular reactivity and immunological 
down regulation. 
 
A review of 40 studies on couples and illness and conclude the effect of relationship/ 
marital variables on health are significant.29 This identified three types or levels of couple 
variables that could have an impact on health variables: (a) relationship status (whether 
or not one is in a significant relation), (b) relationship quality (satisfied versus 
dissatisfied), and (c) couple interaction, as assessed by the observation of specific 
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behaviors. The authors proposed a model of the association between intimate 
relationship and health status, which include interpersonal, intra-individual, psychological 
and physiological variables.  
 
The Adverse Childhood Experiences (ACE) Study is a large, ongoing research 
collaborative project between the Centers for Disease Control and Kaiser Permanente 
that examines this increasingly appreciated relationship between adversity in social 
contexts and mental and physical problems. Over 17,000 Kaiser patients undergoing 
routine health screenings volunteered for the study. The overall objective was to assess 
the impact of ACE on a variety of health behavior and outcomes, and health care use. 
This study revealed very powerfully how the short- and long-term outcomes of these 
childhood exposures is strongly associated with a multitude of health and social 
problems.30  
 
ACE was defined as childhood abuse (emotional, physical, sexual), parental separation 
or divorce, domestic violence, household substance abuse or mental illness, and 
incarcerated household members. These traumatic experiences are common, as nearly 
two-thirds of study participants reported at least one ACE, and more than one of five 
reported three or more ACE. The ACE Score was used to assess the total amount of 
stress during childhood. The study demonstrated that as the number of ACE increases, 
the risk for the following health problems increases in a strong and graded fashion: 
alcoholism and alcohol abuse, chronic obstructive pulmonary disease, depression, fetal 
death, illicit drug use, ischemic heart disease, liver disease, risk for intimate partner 
violence, multiple sexual partners, sexually transmitted diseases, smoking, suicide 
attempts, unintended pregnancies, early initiation of smoking, early initiation of sexual 
activity, and adolescent pregnancy. Thus, interpersonal dynamics and family functioning 
is highly influential in the developing child’s behavioral choices, personality development, 
and long-term consequences manifesting as susceptibility to disease and various co-
morbidities.  
 
It is noteworthy this list of health problems includes both psychological/behavioral and 
medical disorders. These disorders are often thought of as mutually exclusive with 
minimal thought given to potentially common etiological factors. Thus, it seems 
appropriate for health care providers, and the general public as well, to view family 
dysfunction and relationship stress as not only associated with psychological problems 
and high risk behavior, but a variety medical disorders as well. This necessitates the 
adoption a systemic epistemology with regard to prevention and treatment. Modern 
healthcare delivery systems are integrative. Adherence to the biopsychosocial model of 
human functioning requires a comprehensive approach to health care, intervening with 
the three spheres.31  
 

Intervention 
There is a growing trend to apply CFT to families with members who have behavioral 
health disorders. 32, 11 The application of CFT to high cost disorders has the potential to 
have a significant impact on individuals, their family, and national health care cost 
reduction. In terms of health care expenditures, five conditions (cardiac disease, 
respiratory disorders, cancer, metabolic disorders, and mental disorders) ranked as the 
most costly between 1996 and 2006. During this period, the expenditures for mental 
disorders, excluding nursing care and hospitalizations, rose from $35.2 billion in 1996 (in 
2006 dollars) to $57.5 billion in 2006.33 In 2006, the cost of treating chronic respiratory 
disease was $176.8.33 According to the American Heart Association, treating cardiac 
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related disorders and disease in 2009 cost $183 billion dollars.34 About $92 billion dollars 
per year, or four percent of health care dollars are spent on the overall direct costs 
related to diabetes. The Centers for Disease Control and Prevention predicts that 
spending on diabetes care will reach $192 billion in 2020 35  
 
As opposed to narrow, costly medications-only approaches, these conditions can be 
effectively treated with behavioral interventions, such as diet, exercise, and stress 
management, which include modifying family structure and dynamics to reduce family 
problems, etc., at sizable savings and with relatively few, if any, side effects. With the 
combination of appropriate lifestyle medical care and behavioral interventions these 
patients experience better health while reducing overall health care costs. 36  
 
Assertive Community Treatment. ACT is an example of highly systems-oriented 
treatment program that is applicable to mental and behavioral health problems. It 
evolved from the de-institutionalization movement in the 70’s to address the serious 
gaps that soon became obvious, as seriously mentally ill patients were turned out into 
the community with few resources. It is an intensive and highly integrated approach for 
community mental health service delivery. ACT programs serve severely mentally ill 
outpatients whose persistent symptoms and difficulties in living independently result in 
continuously high need services. ACT addresses serious functioning difficulties in 
several major areas of life, often including work, social relationships, residential 
independence, money management, and physical health and wellness. 37  
 
More than simple case management, ACT is a service delivery model with the primary 
goal being recovery through community treatment and rehabilitation. A flexible team 
approach is used, focusing on a small, shared caseload, using in-vivo, time-unlimited 
services. The team remains available for support whenever it is needed. Crisis 
management is available 24 hours a day, seven days a week. The ACT approach 
assumes responsibilities for all services. The team consists of psychologists, 
psychiatrists, nursing, social work, rehabilitation, substance abuse treatment, and 
employment counseling. Rather than working with patients in an office or hospital, ACT 
team members work with patients in their homes, neighborhoods, and other places 
where their problems and stresses arise and where they need support and skills. ACT 
team members with different types of expertise contact patients as often as necessary. 
Patients are never discharged from ACT programs because they are “non-compliant”. 
Rather, it is assumed that the team has not effectively defined the problem. Team 
members work closely with patients to develop plans to help them reach their goals and 
progress is assessed daily. If patient’s needs change or a plan isn’t working, the team 
responds immediately.  
 
Comprehensive intervention occurs on two levels. First, provide emotional and 
instrumental support to meet basic needs, addressing activities of daily living, housing, 
family life, education and employment, managing finances, and access to quality health 
care. Secondly, address problematic psychosocial issues beginning with accurate 
diagnosis and applying standard family systems therapy focused on breaking down 
enmeshment, encapsulation, fusion and undifferentiated family ego mass and 
impermeable boundaries. These tend to be isolated, withdrawn, and contemptuous/ 
paranoid family systems that have hostility and rejection of the world and impede child 
individuation. This results in acting out, underachievement, association with negative 
peers, addictions, nervous breakdowns, suicidal behavior and psychotic breaks.  
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CFT and associated therapies supports and fosters differentiation, identification with 
extra-familial identity objects (coaches, teachers, church youth pastors and leaders, 
recreational and hobby supervisors such as scouting, sports, exercise and fitness 
programs, etc.) and positive institution and positive activities for a healthier lifestyle 
overall, including diet, exercise, exposure to sunlight, and restorative sleep. 
Supplemental individual therapy is also utilized to exploit long-term potentiation and the 
neuroplasticity of the brain to develop of functional cell assemblies that promote healthy 
skill sets. This can be accomplished through mindfulness training, anger management, 
communication skills, etc). Again, ACT is time unlimited, as it takes a long time to grow 
new nerve cells and for apoptosis to occur with over learned, destructive behavior 
patterns.  
 
Supervision. The functionality of any system is linked to the effectiveness of the 
executive subsystem. Supervision is a key component of successful implementation of 
comprehensive programs such as ACT. Supervision is essential to monitor adherence to 
the treatment model and to achieve positive, sustainable outcomes. However, since ACT 
is less explicit in the supervision component, integration of the supervision concepts 
from Multisystemic Therapy (MST) is encouraged. Briefly, MST also is a highly validated, 
manualized family and community-based treatment program designed for adolescent 
antisocial behavior and those at imminent risk of out-of-home placement.15 Risk factors 
are targeted through individualized interventions. The interventions integrate empirically-
based clinical techniques into a broad-based ecological framework that addresses 
relevant factors across family, peer, school, and community contexts. Interventions focus 
on promoting behavioral changes in the youth’s natural ecology by empowering 
caregivers with relevant skills and resources. 
  
As noted above, MST is explicit about supervision, which is provided by doctoral level 
providers with clinical competence in family therapy, behavior therapy, and child 
development. As with ACT, a full-time program supervisor, or “team leader,” provides 
direct services at least 50% of the time. Conducted weekly in a small group format for 
approx two hours, but predicated on doing whatever it takes to achieve favorable patient 
outcomes. Supervisors, like clinicians, are available 24 hours a day, seven days a week. 
As in treatment, the objectives of additional supervisory meetings are clearly identified, 
as are the effective means of meeting those objectives. When families fail to improve, 
the clinician and the treatment team do not blame the family, but do identify those 
individual factors (e.g., parenting deficits, parental fear, or inadequate social support), 
systemic factors (e.g., few employment, educational, or positive leisure time 
opportunities), and treatment-related factors (e.g., intervention was ineffective or was 
implemented without sufficient practice) that thwart attainment of the family’s treatment 
goals.  
 
All clinicians require ongoing supervision because of the natural tendency to drift toward 
interventions that are over-learned, easy to implement, or emotionally satisfying (i.e., 
facilitating a patient’s dependency). Clinicians provide case summaries prior to 
supervision detailing clear, overarching goals, previous intermediary goals (i.e., weekly 
steps toward achieving larger goals), and barriers and advances encountered since the 
last supervision. Supervisors review case summaries prior to supervision, and prioritize 
the cases based on acuity that need special attention and determine if the analysis is 
logical and multidimensional (includes all pertinent factors across systems contributing to 
barriers or advances). 
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Conclusion 
Medical psychologists are among the most highly trained healthcare professionals, and 
are poised to function as team leaders, alongside physicians, in hospitals, primary care 
centers, nursing homes and mental health centers. As the landscape of healthcare 
continues its evolution into an integrated care delivery system, ACT and other similar 
evidence-based, systems therapies will become increasingly relevant and utilized. 
Medical psychologists will need to become well-versed in these systems-based models 
of care. 
 
The medical psychologist of the future will be operating from a senior position much like 
the team leader of an ACT-designed program. This supervisory and leadership role, 
sometimes referred to as “case management,” is a vital function of treatment in multi-
disciplinary teams. Integrative, multi-disciplinary service delivery has become the 
recommended approach for complex, high dollar risk disorders, i.e., severe and 
persistent mental illness, coronary heart disease, hypertension, diabetes, obesity, 
substance use, etc) and medical psychologists are invaluable senior members. Tasks for 
the medical psychologist include psychological evaluations, ordering various modalities 
of therapy and psychoeducation, ordering labs, writing behavioral scripts, and 
prescribing psychotropics if appropriate. Other tasks may include referring for ancillary 
services (e.g., dietary, occupational therapy, exercise programs), and ensuring the 
patient’s family members have relevant assessments and care. Coordination of care by 
medical psychologists and physicians for these complex cases is a central component of 
the Affordable Care Act. 38 While state and federal government health insurance plans 
have heretofore been insufficient to address the nation’s complex health care needs, the 
passage of the Affordable Care Act should prove to be the most exciting, beneficial, and 
cost-effective transfigurations for healthcare in the U.S to date.  
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Writing Psychological Prescriptions for Behavioral Healthcare 
 

 
Jack G. Wiggins, PhD 

 
 

Abstract 
Psychological prescriptions for behavioral health care are a means of integrating mental 
and physical healthcare. Guidelines for prescribing behavioral treatments are presented 
that follow the U.S. Drug Enforcement Agency Guidelines for prescribing medications. 
The DEA Guidelines requires that prescriptions for medication must be in written format 
with a valid signature of the healthcare provider. A treatment recommendation given 
orally by treating licensed psychologists could meet the DEA standard for a valid 
prescription when presented in written form with an authorized signature. Research has 
shown that psychotherapy and psychopharmacology are first-line treatments that are 
equivalent in effectiveness and when used together often provide an added benefit. 
Written psychological prescriptions for behavioral treatments have the potential of 
increasing the effectiveness of outcomes of mental aspects in healthcare. Current 
Procedure Terminology V codes, for the first time, include code 90863 for psychologists 
to bill for prescriptions associated with psychotherapy. 
 

Introduction 
The Patient Protection and Affordable Care Act has created unforeseen opportunities for 
the use of Psychological Prescriptions for behavioral healthcare in the integrated health 
care model. In order for medical psychologists to participate fully in the future of 
healthcare delivery they must follow existing standards, guidelines and templates to 
facilitate the integration of psychological procedures into the diagnosis, treatment and 
restoration of functionality of patients needing and seeking healthcare. Federal and State 
laws authorize licensed psychologists to diagnose, treat and rehabilitate patients with 
mental disorders, as well as, treat psychological effects as a consequence of disease 
and physical disorders.  
 

Integrating Psychological Treatments into Healthcare 
Psychologists’ treatment recommendations are widely used and accepted by other 
healthcare providers. However, behavioral treatment recommendations are often viewed 
differently from treatment recommendations for using medications. Regulation of drug 
recommendations for medications is by the U.S. Drug Enforcement Agency, whereas, 
behavioral treatment recommendations are not. This differentiation between behavioral 
treatments and medication treatments has been a major stumbling block in the treatment 
of mental disorders. This unnecessary distinction between psychological and drug 
therapy has been detrimental to health and welfare of 20% or more of the United States 
population that have been diagnosed with a mental disorder or classified as mentally 
disabled. 
 
The Food and Drug Act was signed into law in 1906 and was the stimulus for the Flexner 
Report of 1910 that resulted in the medical/industrial revolution of the 20th century.2 The 
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US Bureau of Chemistry established by the Food and Drug Act was reorganized and 
became the Food and Drug Administration in 1927. The DEA was created in 1973 to 
control drug trafficking and was assigned to the Department of Justice for regulation. 
Treatment recommendations involving the use of drugs now require written prescriptions 
to dispense controlled substances legally. (See Appendix A and B) Pharmacists were 
authorized to prepare, compound and dispense medications authorized by doctors in the 
industrial revolution of medicine of the 20th century. Traditional treatment procedures for 
healing were codified in State laws under State authority granted by the US Constitution. 
Medical and other healthcare procedures require diagnosis and treatment to be provided 
by licensed healthcare professionals, including psychologists, under the authority of 
State or Territorial law.  
 
The Medicare Law established the Center for Medicare and Medicaid (CMS) to oversee 
the reimbursement of medical services Medicare and Medicaid beneficiaries. CMS 
licensed the American Medical Association (AMA) to develop precise procedure codes 
(CPT) to avoid confusion in implementing doctors’ treatment orders.3 These Current 
Procedure Terminology codes are copyrighted by the AMA and are continuously revised 
as healthcare techniques are updated as new procedures are developed. Dr. Antonio 
Puente, was elected in 2008, as the first and only psychologist to serve as a 
representative to the CPT Board. He serves on a prestigious 17-member panel of the 
121-member CPT Board. Psychology codes include the Health and Behavior Codes and 
the new 90863 Code for psychologists to bill for prescribing medications associated with 
psychotherapy. 
 
A 31 member Relative Values Committee (RUC) for reimbursing physicians’ services is 
comprised of the AMA, the American Osteopathic Medical Association, 21 medical 
specialty societies. CPT Board has 6 seats on the joint CMS Relative Values Committee 
(RUC) that meets once annually. The American Psychological Association (APA) is 
without vote on the Relative Values Committee but sends a delegate to the RUC. In 
sum, the CMS, the CPT and the RUC control 20% of the gross national product related 
to health care.3 Medicare Law needs to be revised to include psychologists as 
“Physicians” in order to expect representation to the RUC. 
 
The foregoing brief history of the development of the health care system that is still 
evolving, demonstrates both its complexity and its glaring omissions of psychological 
healthcare. Written directions to document dispensing of medications of the treating 
doctors’ orders have been required the past century. In sharp contrast, behavioral care 
that is an integral part of treatment and healing procedures has not required a written 
order. Thus, behavioral treatments as a vital portion of healthcare have gone “under the 
radar” and making their value “invisible.”  
 
Cryptic notations on a written prescription may have little meaning for the patient 
regarding directions for use of the medication. Treating healthcare providers rely on 
pharmaceutical companies’ patient education “handouts” that are included in a 
dispensed medication to provide more detailed for use of the drug they have prescribed. 
However, patient information “handouts” are often painfully short in useful information  
for concomitant behavioral care. Therefore, it is proposed to make Psychological 
Prescription recommendations a visible part of health care. Written Psychological 
Prescriptions are an integral part of treatment recommendations for the patient that 
could be instrumental in developing CPT codes and being assigned Relative Values for 
reimbursement. 
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Prescriptions for Patient Instruction 
Writing a psychological or behavioral prescription for a health condition that has mental 
symptoms, as sequelae, may seem an unnecessary time wasting procedure for busy, 
time pressured healthcare providers. Therefore, justification for suggesting writing a 
behavioral recommendation in a prescription must be based on sound evidence of its 
added value to improving healthcare outcomes. Some of the purposes of this paper are 
to begin the process of writing psychological prescriptions for the benefit of the patient, 
improving healthcare outcomes and reducing costs of care. Writing Psychological 
Prescriptions will first address behavioral prescriptions of mental conditions where there 
is obvious need. Psychological Prescriptions for the behavioral aspects of other than 
mental health conditions that are suitable for CPT coding and reimbursement will follow.  
 
Writing a behavioral prescription should be an integral part of modern psychotherapy 
although it breaks from its historical beginnings in psychoanalytic practices for treating 
mental conditions. “Client centered” psychological therapy of Carl Rogers was described 
as “non-directive” care and stirred controversy. Professional arguments over the curative 
effects of “non-directive therapy” became the springboard for the development of 
evidence-based psychological treatments used today. Vestiges of this history remain 
when treating doctors of psychology do not give the patient “written” directions to follow 
except when to return for the next appointment. Clinical or medical psychologists provide 
references to reading materials and give oral directions to their patients. It is now time to 
develop protocols for providing effective Psychological Prescriptions that patients can 
understand and will carry out.  
 
Defining Psychological Prescriptions is the first step in integrating behavioral health into 
the healthcare system. The Webster’s II New College Dictionary lists several uses of the 
term “prescription” for rules and regulations.5 A prescription is defined in two ways even 
when it is restricted to its use in healthcare:  
1. “A physician’s written instruction for preparation and administration of a medication.”  
2. “To recommend or order a drug, remedy or treatment.”  
 
It is clear from this brief description of a prescription that “prescribing” has become 
wedded to medicine and drugs over time. Yet, this limited use of the term “prescription” 
does not use modern term of health practitioner that includes psychologists, instead of 
physician. To prevent confusion, it is necessary to define a psychological prescription 
precisely to distinguish it from a prescription for medication for the treatment of health 
conditions. The implicit use of Psychological Prescriptions to treat intrinsic behavioral 
aspects health conditions is associated with both mental and physiological health and 
must be made explicit in healthcare law. 
 
The history of psychology as a profession and its practice in State and federal law has 
been intimately associated with improvement of health and human functioning.6 For the 
last century psychology has established itself as a separate health profession that often 
collaborates with medicine.7 Thus, it is not unexpected that psychological and medical 
doctors frequently collaborate when medications alone do not result in the patient’s 
restoration to health and behavioral healthcare treatments are required. Rehabilitation 
psychology served as a model for clinical and medical psychology to become integrated 
into healthcare and regulated in laws regarding the mentally ill and/or psychologically 
disabled. 
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Use of Medications in Psychological Treatments 
The use of psychotropic medications for treatment of mental conditions and the licensing 
of clinical psychologists occurred simultaneously in the last half of the 20th century. The 
shortage of trained psychiatrists was mitigated by the use of clinical psychologists to 
provide mental treatment and collaborate in the management of health care of patients 
taking prescribed psychotropic drugs. The psychiatric shortage caused pharmaceutical 
companies to seek larger markets for their psychotropic medications. They began 
touting their psychotropic products as safe for primary care physicians, lacking specialty 
training in mental disorders, to prescribe. “Big pharma” promoted new healthcare laws of 
the 1990’s to advertise directly to the public to obtain their medications from primary care 
physicians and without recommendation from a specialist.  
 
Psychiatry has been marginalized in healthcare by lower fees for their services due to 
the success of advertising of prescribing psychotropic medications by general 
practitioners. Medicine has been unable recruit needed mental enough health providers 
(even with bonus pay and lowered training standards) due to the chronic shortage of 
psychiatrists worldwide that has existed for the past 50 years and still remains. 
Psychiatry has had to use special J-1 waivers from the Health Services Resource 
Agency to recruit 44% of its trainees from foreign medical personnel. Yet, many of its 
allocated and funded psychiatric residency slots remain unfilled each year.7 
Furthermore, psychiatrists trained with federal funds have the lowest participation rate of 
any medical specialty, (54%) in Medicare and (44%) in federal/state funded Medicaid 
programs.8 

 
Physicians lacking specialized training or interest in treating mental disorders turned to 
clinical psychologists to treat their patients with mental disorders and manage patients 
taking medications they prescribed. Medication management fell to clinical psychologists 
who became specialized as medical psychologists. They learned psychopharmacology 
through practice experience and specialty training. Medical psychologists sought and 
gained authority in New Mexico, Louisiana and Guam to prescribe and modify 
psychotropic medication regimens as patients improve and require reduced dosages of 
medications for their recovery.10 Medical psychologists have used the necessity to 
reduce medications for successful treatment of patients under their care as one of the 
several rationales for seeking prescriptive authority. 
 

Definition of a Psychological Prescription 
The Institute of Medicine reviewing the past 50 years of experience and research about 
the use of psychotropic medications in treating mental conditions reports that 
medications alone are of limited utility. Behavioral treatments have been demonstrated 
to be an effective first line treatment and provide equal outcomes to psychotropic 
medications. The IOM also recognized protocols combining psychotherapy and 
medications may result in greater benefits than either drugs or psychotherapy alone. 
These findings provide a basis developing a protocol for the use of psychological 
prescriptions in practice. The following definition of a Psychological Prescription for 
Behavioral Healthcare is offered: 
 
A Psychological Prescription for Behavioral Healthcare (PPBH) is defined as a written 
document by a licensed psychologist for their patients for the administration and 
implementation of behavioral health procedures to increase human functioning and 
sense of well-being and to eliminate health disorders, diseases, illnesses, or symptoms 
of these conditions or to reduce disabilities or the effects of handicapping conditions. 
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Advantages of this definition of a Psychological Prescription for 
Behavioral Healthcare 

 
1. Psychological Prescriptions for Behavioral Healthcare (PPBH) written by medical 

psychologists are independent of and separated from the stigmatizing effects of 
prescribing for psychiatric diagnostic labels. Psychiatric labeling of behavior 
considered normal by the public is being challenged by the government but is still in 
use by managed care companies and biologically oriented professionals.  

 
2. PPBH procedures focus on and address the perceived needs of the patient and 

provide measures of the effects of the care provided. PPBH prescriptions are non-
stigmatizing, identify prompt improvements of effective treatments and result in lower 
relapse rates. 

 
3. This definition of Psychological Prescriptions explicitly focuses on its purposes for 

behavioral healthcare. It is broadly written and can include prescriptions of 
psychotropic medications used for treatment of behavioral conditions where 
authorized by law. 

 
4. PPBH is designed to meet State and federal requirements for the delivery of 

behavioral health services by licensed psychologists.  
 
5. This definition integrates prescriptions written by psychologists at parity with those of 

other healthcare providers.  
 
6. PPBN provides documentation for the measurement of behavioral change and 

treatment efficacy.  
 
7. PPBH permits psychological prescriptions to be used for supervising and regulating 

the practice of behavioral healthcare.  
 
8. Psychological prescriptions can also serve as a rational basis for the reimbursement 

of psychological services without stigmatizing the patient with a diagnostic label.  
 
9. Psychological prescriptions can be conveniently included in a patient’s health record 

when transfer of information among health professionals as required for continuity of 
care of the patient. 

  
 

Purposes of Psychological Prescriptions 
Psychological prescriptions are written for restoring functionality and a sense of well 
being of the patient rather than relying solely on reduction of mental symptoms to 
provide relief. Use of PPBH for prescribing psychotropic medications, changing 
medications or reducing medications in regimen of treatment may seem controversial to 
some at first. People often think only of prescribing a drug for a given purpose or 
condition as prescriptive authority. However, in practice, the use of a single medication 
for a limited time for the treatment of mental disorders, such anxiety, depression, panic, 
compulsions or schizophrenia, is a rarity rather than a routine.  
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Current and proposed psychiatric diagnostic labels refer to clusters of behavior that are 
not unique concise entities. Thus, these clusters of dysfunctional behaviors may overlap 
diagnostic labels and result in using a combination of procedures and/or medications for 
the treatment of a patient with a mental condition. Mental treatment by medication is not 
and exact science and dependent upon drugs that are only partially successful 
eliminating symptoms.11 12 During the course of treatment use multiple medications 
creates a significant chance of adverse effects due to conflicting medications. Changing 
medications, modifying dosages and reducing medications to improve patient’s 
behavioral efficacy in daily living is part of managing mental disorders with which 
psychologists routinely deal.  
 
When responsibility of patient care is divided between two or more practitioners the 
problem of coordinating healthcare becomes complicated. This especially true in the 
treatment of mental conditions where one practitioner provides medications and another 
provides behavioral interventions for the same condition. Currently primary care 
physicians are writing 70% of the medication prescriptions for mental disorders while 
psychologists are providing the bulk medication management that patients receive after 
being diagnosed as having a mental condition.12 This is referred to as “the broken 
mental health system” because the practitioners with the least amount of mental health 
training prescribe the greatest amount of medications used. Too often primary care 
physicians make patients with mental issues second class because they are “too busy” 
with patients with other health conditions to do the necessary follow-ups of mental 
problems to evaluate the effectiveness of the psychotropic medications they have 
prescribed. Medicine has been unable recruit needed mental enough health providers 
(even with bonus pay and lowered training standards) due to the chronic shortage of 
psychiatrists worldwide that has existed for the past 50 years and still remains.  
 
Licensed psychologists, on the other hand, who have the greatest amount of training in 
mental health care have a limited scope of treatment authority to provide the necessary 
behavioral care services in which they are especially skilled. Psychologists have gained 
prescriptive authority for psychotropic medications in two States and one Territory but 
have not obtained grants or funds to develop enough training programs to meet public 
needs. A large percentage of the US population does not have access to the mental 
health care they need. It is believed writing Psychological Prescriptions will enable 
psychologists to provide a full range of evidence-based care necessary to meet public 
needs for behavioral care. 
 
The number of behavioral health prescriptions written is expected to rise dramatically 
since obesity was declared a disease by the American Medical Association. Declaring 
obesity a medical diagnosis does not resolve obesity treatment as a health issue. 
Scientific evidence shows obesity is a behavioral condition that is typically without a 
biological-basis. Medical prescriptions dealing with obesity have the un-intended 
consequence of being largely for behavioral disorders. This constitutes a challenge to 
psychologists to accurately define psychological procedures and demonstrate their 
effectiveness of behavioral treatments that are reimbursable as are prescriptions written 
as medical orders. Licensed psychologists can meet this healthcare challenge by writing 
Psychological Prescription for behavioral healthcare. Writing Psychological Prescriptions 
for behavioral healthcare can also facilitate the integration of psychological and medical 
healthcare by focusing on behavioral health procedures rather than diagnostic labels 
that have not been scientifically validated. Improved early access to effective behavioral 
treatments through the use of licensed psychologists minimizes the economic 
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handicapping of stigma from psychiatric diagnoses. Failure to secure prompt care due to 
treatment avoidance from the stigma of mental diagnoses tends to create chronicity in 
mental health conditions that are more costly to treat. 
 

The Changing Mental Health System 
The current diagnostic systems for mental health and codes for reimbursement are ripe 
for innovation in the health care system. The Center for Medicare and Medicaid has 
shifted away from the current use of a proprietary Diagnostic and Statistical Manual IV 
by developing codes that coincide more closely with the World Health Organization’s 
International Classification of Disease-10 CM. Dr. Thomas Insel, Director of the National 
Institute of Mental Health has roundly condemned the DSM system as lacking validity 
and consisting of labels with a list of behavioral symptoms attached.12 

 
Mental health care has been in a state of radical change since the enactment of 
Employee Retirement Income Security Act (ERISA) in 1974.7 ERISA abolished State 
mandated mental health insurance benefits in healthcare contracts. It allowed mental 
benefits to be regulated by private psychiatric corporations as a cost-saving measure but 
ERISA did not set standards for quality of care. Managed care companies used this 
omission in quality of care standards in the ERISA Law to create restrictive regulations 
that curtailed effective mental treatments using behavioral care by specialists. Instead, 
insurers substituted treatments for mental care by using psychotropic drugs as cost-
saving measures that could be prescribed and managed by primary care physicians.  
 

Pharmaceutical companies profited greatly from ERISA by creating new drugs to 
provide medical treatment for every mental condition listed in Diagnostic and Statistical 
Manual IV-TR of 1990. Pharmaceutical companies then lobbied and won federal 
authority advertise medications in television, radio and print media. This created an 
explosion in the use of psychotropic medication for the past 2 decades for untreated 
mental conditions of the public. 
 
Publication of DSM 5 in 2013 has complicated this complex diagnosis/medication 
circus further. DSM 5 has expanded from 106 diagnoses of DSM IV and now includes 
over 200 new diagnostic categories that add confusion to behavioral diagnosis and 
treatment. This adds even more demands on overburdened primary care physicians 
who must now learn the new DSM 5 system in addition to learning the mental health 
requirements of the Affordable Act. Diagnostic classification of mental disorders using 
the DSM system lacks a scientific basis for determining treatment procedures or 
predicting treatment outcomes. Thomas Insel, Director of the National Institute of 
Mental Health states, “The strength of each of the editions of DSM has been its 
reliability. The weakness is its lack of validity.” 12 

 
A major paradigm shift in the treatment of mental conditions is necessary to reimburse 
behavioral health procedures for improving behavioral care quality and document its 
benefits in evidence-based treatment outcomes. Government mental health regulations 
that focus on psychiatric diagnosis and reduction of symptoms actually stigmatize the 
patients health care professionals are trying to treat, thereby making the mentally ill the 
social lepers of modern society. Social isolation of the mentally ill by creating costly 
custodial mental hospitals was not a cure anymore than leper colonies of the past were 
a treatment for leprosy. Modern medical treatments reduced the scourge of leprosy and 
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tuberculosis. Modern behavioral treatment procedures can enhance and restore 
functionality of patients in need of mental care must be used since use of medication 
alone has not been the answer after 50 years of trial. 
 
The current model of healthcare that still reimburses delivery of mental health services to 
patients based on their psychiatric diagnoses rather than services rendered is subject 
gross financial manipulations by insurers. Managed care companies have limited the 
quality and quantity of mental care for the corporate benefit of themselves. Patients 
stigmatized with psychiatric labels avoid needed behavioral healthcare. “Treatment 
avoidance” is an uncalculated economic bonanza for insurers at the expense of the 
health of an untreated public. Failure to provide needed behavioral treatments lowers 
employee work performance, increases cost of employee sickness benefits and work 
related disabilities, thus inflating the cost healthcare to businesses and the government 
alike.9 

 
Present practices in clinical psychology focus on individually tailored psychotherapy to 
increase human effectiveness. Diagnostic labels of mental disorders and measurement 
of symptomatic behavior reduction are de-emphasized by practicing psychologists. 
Using psychiatric labels and symptom reduction for reimbursement of services has 
created a market for “managed care” companies to reimburse psychoeducational 
procedures performed by master degree providers as “evidenced-based” treatments for 
diagnostic mental health categories. These psycho-educational interventions have not 
yet been proven to be effective in improving mental healthcare outcomes, yet are 
claimed to be less costly. Use of such “managed care” company schemes has reduced 
the use of highly effective psychotherapy protocols and resulted in insurers reducing the 
reimbursement rates of treatments provided by specialists for their own profit. 
 
Medical psychologists writing psychological prescriptions produce documented 
evidence-based behavioral treatments. Primary care physicians accept and use 
prescriptions written by medical psychologists for behavioral healthcare in diagnosing 
and treating dysfunctional behaviors of patients. The Department of Defense created a 
Behavioral Health Optimizing Program (BHOP) that embeds medical psychologists into 
primary care physician (PCP) panels to provide online behavioral health 
consultation.13This has been well received by PCPs and early reports indicate that early 
behavioral interventions are effective and can save costs of ineffective and duplicative 
treatments. 
 
The DEA regulations that require written prescriptions for controlled substances and can 
be a model for psychological interventions.11 Writing Psychological Prescriptions for 
behavioral healthcare (PPBH) is a parallel process to writing DEA prescriptions for 
controlled substances. Thus, the PPBH process offers psychologists an easy and 
seamless transition from writing psychological prescriptions of behavioral care into 
writing medication prescriptions. Primary care doctors are familiar with behavioral 
prescriptions of psychologists. PPBHs can familiarize physicians with procedures written 
by licensed psychologists. PPBHs must be written in plain language (without using 
technical psychological terms) in order to make it easy for the patient and for the 
referring primary care doctors to understand the behavioral treatment plan. PPBH can 
facilitate a team effort in behavioral healthcare to improve treatment outcomes.  
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Guidelines for Writing Psychological Prescriptions 
The Food and Drug Administration was created to establish and monitor the safety of the 
food supply and use of drugs in the United States. The Drug Enforcement Agency (DEA) 
is assigned to the Department of Justice regulate the prescribing of controlled 
substances such as medications. The DEA requires six elements to be a valid 
prescription for pharmacists to dispense medications. These elements include:  

1. Drug Name 
2. Drug strength 
3. Dosage form 
4. Quantity prescribed 
5. Directions for use 
6. Number of refills 

 
It is noteworthy that a Diagnosis is not required for writing medication prescriptions since 
a drug or procedure may be used for more than one condition. Also, medications are 
often prescribed “off-label” for a purpose not recommended by the FDA. Similarly, writing 
Psychological Prescriptions should not be tied only to a given condition. 
 
Psychological Prescriptions for behavioral health follows DEA element requirements for 
Controlled Substances by substituting Procedure Name for Drug Name. This parallel 
formulation of behavioral elements develops and enumerates evidenced-based 
behavioral health procedure codes. Research references must be available to document 
the efficacy of a behavioral healthcare procedure for the procedure to be eligible for 
insurance reimbursement. The following representative list of behavioral health 
procedures includes but is not limited to:  
 
1. Procedure Name (These Procedures substitute for the DEA Drug Name) 

1. Cognitive Behavioral Therapy (CBT) 
2. Evidence-based therapy (EBT) 
3. Medication with or without CBT 
4. Specialized Techniques, e.g. Eye Movement Desensitization and  

Reprocessing (EMDR), Exposure desensitization, etc. 
5. Biofeedback and/or Neurofeedback 
6. Acupuncture 
7. Hypnosis 
8. Emergency Care Procedures 

 
[It is recognized that there are effort to pay medical treatments with flat sums and make 
the treating doctor responsible for the entire course of treatment. This would be an 
unworkable financial arrangement in behavioral healthcare where the patient must 
assume a major portion of their-own care and cure.] 
 
DEA Elements II (Strength), III (Dosage) and IV (Quantity) for Controlled Substances do 
not have corresponding equivalent concepts in behavioral healthcare language. 
Strength, Dosage and Quantity are measurable characteristics of a drug that have been 
found to affect the therapeutic benefits of the drug. When dealing behavioral health 
procedures there are measurable effects of the procedure that provide useful information 
to the doctor and patient alike. These effects include modifications in Frequency of 
Occurrence, Duration and Intensity of symptoms or other changes in behavior. Changes 
in Frequency, Duration and Intensity are useful signs of progress of care or lack of 
progress if changes in these affects are not found. While reductions in Intensity of 
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symptoms are often the most sought after effect of behavioral care, changes in 
Frequency of Occurrence and reduction of Duration of symptoms generally precede 
changes in Intensity. Changes in Frequency are generally the most observable effect 
that is sensitive to behavioral procedures. Therefore, Frequency of Occurrence is 
substituted for Dosage of a drug.  
 
 II. Frequency of Occurrence of Symptoms (Substitute for DEA Dosage) 

Behavioral interventions may require certain actions or activities to be carried out on 
a daily basis. How, when and how the patient engages in these assignments and 
how they affect the occurrence of symptoms can be reported by the patient to the 
doctor for modification of the procedures attempted. When the patient learns what to 
look for in the way of improvements they tend to become more active in the 
therapeutic process. This enables the patient to look for additional positive changes 
are rewarding to them. Failure of the patient to engage in the therapeutic process is 
diagnostic itself. Less than full cooperation or slackening of the patients’ efforts can 
also be noted discussed with the patient. Behavioral activity tends to vary according 
to circumstances on a daily basis. A positive therapeutic benefit would be to see 
lengthening of time between symptom episodes. 

 
 III. Duration of Symptoms (Substitute for DEA Quantity) 

Behavioral strategies to reduce the Duration or length of a symptom episode lasts 
are welcomed by most patients. Discussion about the effect on Duration of 
symptoms by applying of behavioral procedures is another way of involving the 
patient in therapy. Duration effects can be actively discussed with the patient in the 
same manner as Frequency of Occurrence changes can be. A positive therapeutic 
effect would be to reduce the length time spent in the symptom episode. This change 
stated positively is that the patient can enjoy more time being symptom free. Patients 
often take periods of being symptom-free for granted and the therapist needs to point 
out to the patient the progress they have made.  

 
IV. Intensity (Substitute for DEA Strength) 

Modification in the Intensity of behavioral symptoms tend to be related to strength of 
the therapeutic doctor/patient relationship built over the course of treatment. The 
doctor/patient working relationship tends to wax and wane as therapy progresses or 
stumbles. During a course of 10 to 12 sessions over a 90-day period, the 
doctor/patient working relationship should be firmly established and have resulted in 
marked changes in the Intensity, Duration and Frequency of Occurrence of symptom 
episodes. If this has not happened and progress has not been made then the patient 
should be re-evaluated and alternative behavioral strategies considered. 

 
 V. Directions for use. (DEA Direction for Administration of Controlled Substances) 

Printed directions on how to apply the recommended procedure should be given to 
the Patient at the time the written behavioral prescription is given to the patient. 
Positive benefits of the procedure as well as potential adverse effects should also be 
noted. 

 
VI. Time Limited Procedures (Substitute for DEA Refills) 

Time limit for application of procedures should be listed on the Psychological 
Prescription for behavioral healthcare. Placing a time on the procedure is intended to 
prevent overuse or abuse of the procedure by the patient. It can serve as a liability 
limitation to preserve the intent of the psychological procedure. Prescriptions for 
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controlled substances are limited to 90 days and require a renewal of the prescription 
for continuation of the drug. Thus, requiring a re-evaluation of the behavioral 
procedure within 90 days would be an important element in the psychological 
prescription for finite management to support the patient. Of course, regular 
appointment times can part of the prescription to take advantage of the positive 
effects of distributed practice. The importance of practice effects could be included in 
printed directions to assure the positive participation of the patient.  

 
Other Considerations Beyond DEA Guidelines 

Psychotherapy and pharmacotherapy are currently the major means of treating mental 
disorders that are reimbursed by insurers. This is not intended to exclude religious-
based procedures, e.g., prayer, used by Christian Scientist Practitioners or other 
treatments that are less frequently used. Eclectic treatments combining psychological 
procedures with pharmaceutical drugs provide the balance of reimbursable mental 
healthcare options that are available to the public. It is generally recognized that various 
forms of behavioral healthcare pervade all modern mental healthcare treatments. 
 
Patients having a written prescription to take out of the doctor’s office may be just as 
important for treatment outcomes as the medicine itself. British psychologist Philip Ley 
studied the fact that many patients could not even recall the diagnosis their doctor gave 
them 20 minutes after leaving the doctor’s office.16 Significant numbers of prescriptions 
for medication are never filled. Many times patients can’t read the prescription or 
pronounce it or understand the dosage or when to take the medications. Yet, a placebo 
effect regarding a medication has been established by giving a written prescription for 
medication for the patient to follow. It is re-enforced by the pharmacist explaining the 
prescription to the patient. 
 
Biologically oriented critics frequently disparage “behavioral healthcare” as a stand-alone 
treatment claiming that psychotherapy benefits are largely placebo effects. These critics 
ignore or minimize placebo effects of prescribing psychotropics and overemphasize the 
therapeutic value of the medications used. Therefore, it is important to examine what 
placebo effects are, how they come about and how they are to be measured and 
evaluated in behavioral therapies. 
 
The term “placebo” comes from the Latin meaning “I shall please.” ‘Placebo’ became the 
antiphon or first word in prayer when there was no healthcare system and medicinals 
beyond herbs were largely unknown. Tracing the convolution of the meaning of placebo 
into present day medical usage of placebo as ‘a substance containing no remedial value 
given to pacify or indulge a patient” is of interest to behavioral healthcare. The original 
meaning of placebo (I shall please) is derived from the traditional pledge of pleasing a 
higher power by the person pleading for relief and healing through prayer. The placebo 
became part of the vesper evening prayers of the early Roman Catholic Church when 
prayers for the dead, dying and ill were given. Thus, placebo was inevitably co-mingled 
with health by the supplicants. The original meaning of placebo should be re-considered 
in measurable evidence-based behavioral health outcomes using Psychological 
Prescriptions for behavioral healthcare (PPBH).  
 
Psychological Prescriptions for Behavioral Healthcare (PPBH) must be identified with the 
treating psychologist to get the best therapeutic effect since there is no pharmacist to 
reinforce the behavioral protocol. The Psychological Prescription for behavioral care 
should be about 25 words or less (Twitter length is limited to 140 characters) in order to 
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save time and be simple enough to be remembered and acted upon by the patient. A 
lengthy protocol regimen or recommendation to read a book is insufficient direction for 
evidenced-based health care. Psychologists will need to provide written description of 
procedures for patients to follow. Behavioral reinforcement will occur during 
development of the therapeutic relationship as the patient carries out the procedures 
recommended and agreed upon by the patient.  
 
State and territorial laws regulate the practice of psychology. Licensed psychologists are 
authorized to write prescriptions for behavioral healthcare (PPBH) according to the 
jurisdiction in which the practitioner is licensed to practice. Licensed psychologists are 
authorized to diagnose and treat mental disorders with psychological procedures. 
Several States and jurisdictions also authorize psychologists trained in psycho-
pharmacology to recommend psychotropic medications to prescribing practitioners. To 
my knowledge there are no State laws prohibiting the writing of prescriptions for 
behavioral healthcare. The federal government recognizes State licenses of 
psychologists and employs them to practice in a wide variety of care under federal 
regulations. For example, federal law permits licensed psychologists to practice 
electronically facilitated telehealthcare beyond state and territorial boundaries and even 
national boundaries. Civilian Licensed psychologists writing prescriptions for behavioral 
health care (PPBH) can contract with the military to provide services via telehealthcare. 
These contracting psychologists are considered acting under the agency of the federal 
government and subject to federal regulations. 
 

Examples of Psychological Prescriptions for Behavioral Healthcare 
The following examples of written Psychological Prescriptions are presented in abstract 
format due to space limitations and to maintain the privacy of the patient. Psychological 
Prescriptions are intended to be part of patients’ integrated treatment plan. There may 
be questions about the appropriateness of the Psychological Prescription due to 
omissions in drafting this presentation. If questions do arise, the reader should attribute 
this to the author’s drafting rather than the value of the Psychological Prescription. 
These examples of a Psychological Prescriptions come from the practice experience of 
a trained Medical Psychologist. Psychologists practice and provide some notion of the 
breadth of care. 
  
Each of these examples follows the DEA requirements for writing a prescription.  

 
Example 1. John 

1. Prior to discharge from the hospital, schedule an appointment with Dr. Ian Smith, 
or other psychologist, for outpatient cognitive behavioral follow-up evaluation 
and treatment.  

 
John, a 48 year-old male, had been admitted to the hospital for gastro-intestinal 
evaluation for a bleeding problem. A psychological consultation was requested 
when the patient became agitated after a family visitation. The patient confided to 
the consulting psychologist that the family turmoil was initiated by the patient but 
was not reported to the attending doctor. The Psychological Prescription directed 
the patient on post-hospital steps to be taken. The recommended psychological 
intervention did not require hospitalization for successful completion and would 
require interventions that were beyond scope of the hospital and required personal 
consultation before a family intervention could be considered. 
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Example 2. Cynthia 

 
2. Family psychoeducation and cognitive behavioral therapy for Cynthia to assist 

the patient with managing her feelings of anxiety, anger and resentment and 
about her husband’s faithfulness. Mindful training, thought stopping 
understanding of brain anatomy. 

 
Cynthia is a 38 year-old housewife with a teen-ager by her former marriage and 
two younger children by her present husband. She came from a dysfunctional 
background that provided a poor model for successful family life. She had poor 
organizational skills and her family life was out of control. Her husband is a truck 
driver and is trying to hold the family together. He expects more from his wife 
than she is currently capable and he needs help in providing direction to his wife 
and family. The psychological prescription is complex to deal the complications of 
this family’s numerous issues. This prescription is designed to provide support 
and direction for Cynthia to stabilize herself with better self-management and 
control within the context of this situation.   

 
 

Example 3. Chuck 
 
3 Schedule an appointment with Dr. John Jones for hypnosis skill building for sleep 

initiation and sleep maintenance as a substitute for sleeping pills. 
 

Comment: Chuck is busy 53 year-old salesman was having difficulty sleeping 
while on the road and had begun taking sleeping pills to reduce his restlessness. 
He found that the sleeping pills were causing after-effects that were interfering 
with his job performance and marital relations. His wife recommended he see a 
psychologist who wrote a Psychological Prescription for these procedures by a 
psychologist specializing in hypnosis as well as cognitive behavioral training.  

 
 

Example 4. Marvin 

4. Stress management strategies for anxiety episodes with instructions for caregiver 
on best approaches to deal with mood and pain and how to prevent escalation of 
these episodes.  
Recommendation to attending physician:  
Add 1. Aricept smp-qhs for dementia.  
Add 2. Paxil 10mgs-qhs (depression and anxiety) sexual obsessivenessl. 
 
Marvin is a 63 year old male who was admitted to a Skilled Nursing Facility 
suffering his second diagnosed CVA in the past 10 months. He is diagnosed with 
HTN; Cerebrovascular Disease; Type II DM; CAD; GERD; Osteoarthritis, and 
GOUT. He currently is prescribed Coumadin, an anticoagulation agent, Norvasc 
for HTN; Levemir (insulin) for Type II DM; Tramadol (Ultram) for O.A. pain; Lipitor 
for hyperlipidemia and Allopurinol for GOUT. Marvin had been prescribed Ativan 
0.5 mg.s QID for anxiety which was started 6 months ago BID and increased to 
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this dosage when he began to “act out” per nursing staff just before next dose 
administrations.  
 
His presenting symptoms are anxiety and depression. He cries episodically 
during the day and states “ I just want God to take me home.” He has no suicidal 
plan and states he would not attempt to harm himself, “I just want to get my life 
back and go home” or “just let me die”. Marvin is often irritated with the staff and 
is very demanding. He often curses the staff and seems “to never be satisfied” 
according to nursing staff. He frequently attempts to grab or touch female staff in 
sexually inappropriate ways when they attempt to bath him or assist him in 
grooming or dressing tasks. He often forgets what day of the week it is and 
misinterprets social situations in his environment. He can be combative at times 
with ADL assistance. He is not presently acutely psychotic but has occasional 
ideas-of-reference. Marvin often finds initial sleep difficult and his food intake is 
generally 25%-50% with a loss of 16lbs since admission or to 140lbs. 

 
 

5. Linda R. 
 

In this case, following prescription of medication and psychotherapies are suggested: 

1. Return Risperdal to baseline at O.smp – qrs 

2. Add a mood stabilizer, i.e, Topamax 50 mgs – qhs if not sensitive to this in the 
past and titrate to therapeutic dosage. This would assist in both stabilization of 
mood for depressionand mania symptoms, without possibly making the mania 
worse if Zoloft was further increased. 

3. Psychotherapy should target among other things:Stress management 
techniques; Interpersonal relational practice; Building adaptive coping strategies 
for her Bipolar behaviors.Over time, it is suggested that the Valium be reduced 
incrementally until discontinued as patients Bipolar symptoms are moderated and 
she has begun to utilize the coping strategies she has learned.  

Linda R. is a 65 year old white female. She was admitted to the nursing home 
with the following diagnoses: Paralysis, Muscle Weakness, Bipolar disorder, 
Depressive Disorder NOS, Anxiety Disorder NOS, HTN, and GERD. She was on 
the following medications prior to being seen by the psychologist on 10/03/2013: 
Risperdal 0.5 mgs qhs, Valium 2 mgs qhs BID, Zoloft 100 mgs qhs, Trazadone 
100 mgs qhs, and Aricept 5 mgs qhs. Her chart reflected that her Risperdal was 
reduced on 9/13/2013 to 0.25 and she began to display manic behaviors on 
9/16/2013. Her daughter stated that she has been on Valium “for so many years 
that it doesn’t seem to affect her anymore.” Prior to her current manic episode, 
she had been in a depressive state for three and one-half years. She displays 
anxiety and agitation behaviors. She verbalized disorganized delusions and is 
religiously preoccupied. She is displaying the following behaviors in her current 
state: demanding, manipulative, verbal aggression, at times resists care and 
treatment, conflictual interaction with staff and peers. In her depressive state she 
was very withdrawn and did not want to get out of bed and was constantly and 
consistently refusing to be seen by the psychologist. Her daughter informed the 
psychologist that her mother is very fearful of doctors and the “white coats that 
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they wear.” During the assessment, she informed the psychologist that her father 
had committed suicide when she was 23 years old. She is currently divorced and 
her marriage was “very dysfunctional” per patient and daughter.  

 
The foregoing examples of Psychological Prescriptions demonstrate that they facilitate 
successful treatment of patients and assist caregivers in the management of patient 
care.  
 
PPBH is a useful addition to case management where usual medical care is insufficient 
to meet the patient’s needs. PPBH allows efficient use of staff time in hospitals, 
Emergency Rooms, Skilled Nursing Facilities. Psychological Prescriptions are adaptable 
from adding a psychotropic medication to a treatment plan in 25 words or less—or to 
writing a paragraph to extend care for more complex patient needs by other medical 
staff. 
   
Psychologists should increase their skills in writing PPBH prescriptions in order to share 
with patients with a vision, the opportunity and confidence to lead more satisfying lives. 
The Academy of Medical Psychologists has established Guidelines for training and use 
of psychologists to write behavioral health prescriptions. The American Board of Medical 
Psychology can certify training of psychologists in writing behavioral healthcare 
prescriptions. The objective of Psychological Prescriptions is not aspirational or to define 
an ideal lifestyle for the patient should achieve. Behavioral health planning between 
doctor and patient should point out the risks and rewards of the patient’s current lifestyle 
in order to allow the patient to choose their own appropriate goals. Psychological 
prescriptions give patient the opportunity to examine the value and responsibilities 
required by treatments suggested and compare them with the risks and rewards of other 
treatment alternatives. 
 

Summary and Conclusions 
Written Psychological Prescriptions for behavioral health (PPBH) are recommended to 
overcome limitations of oral recommendations for treating mental disorders. A definition 
of Psychological Prescriptions is offered that parallels the DEA requirements for the 
prescription of medications. It is believed that PPBH provides a seamless way to 
integrate behavioral healthcare procedures into general healthcare. DEA regulations are 
presented that require prescriptions be written for a legitimate purpose. Such purposes 
include needed health care treatments and procedures but do not stigmatize the patient 
with a diagnostic label. Guidelines for writing Psychological Prescriptions are described 
that avoid the use of stigmatizing diagnostic labels.  
 
Psychological Prescriptions can be the basis for creating Current Procedure 
Terminology codes and assigning of Relative Value reimbursement to increase access 
to behavioral health care. Nine benefits of Psychological Prescriptions to advance 
mental healthcare are listed. Examples of Psychological Prescriptions are given and 
their uses are explained. It is proposed that PPBH can facilitate patient participation, 
improve treatment outcomes and reduce costs of mental health care.   
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APPENDIX A 
 
This excerpt is from the DEA 2010 Pharmacist’s Manual (p29).13 

 
Who May Issue  
A prescription for a controlled substance may only be issued by a physician, dentist, 
podiatrist, veterinarian, mid-level practitioner, or other registered practitioner who is:  
1. Authorized to prescribe controlled substances by the jurisdiction in which the 

practitioner is licensed to practice, and  
2. Registered with DEA or exempted from registration (e.g., Public Health Service, 

Federal Bureau of Prisons, military practitioners), or  
3. An agent or employee of a hospital or other institution acting in the normal course of 

business or employment under the registration of the hospital or other institution 
which is registered in lieu of the individual practitioner being registered, provided that 
additional requirements as set forth in the C.F.R. are met.  

 
Purpose of Issue: To be valid, a prescription for a controlled substance must be issued 
for a legitimate medical purpose by a practitioner acting in the usual course of 
professional practice. The practitioner is responsible for the proper prescribing and 
dispensing of controlled substances.(Ed. Emphasis added: A procedure can be a 
legitimate medical purpose those a diagnosis is not necessarily required.) 
 
 

APPENDIX B 
 
Except from DEA Pharmacist’s Manual 2010 Edition (p 34.)13  
 
A prescription must be filled after being signed by the practitioner. However, the 
pharmacist must determine that the prescription is still needed by the patient. While 
some states and many insurance carriers limit the quantity of controlled substances 
dispensed to a 30-day supply, there are no express federal limits with respect to the 
quantities of drugs dispensed via a prescription. However, the amount dispensed must 
be consistent with the requirement that a prescription for a controlled substance be 
issued only for a legitimate medical purpose by a practitioner acting in the usual course 
of professional practice. For a schedule II controlled substance, an oral order is only 
permitted in an emergency situation (see Section X, Emergency Dispensing). 
  
Refills The refilling of a prescription for a controlled substance listed in schedule II is 
prohibited (21 U.S.C. § 829(a)). Issuance of Multiple Prescriptions for Schedule II 
Controlled Substances The DEA has revised its regulations regarding the issuance of 
multiple prescriptions for schedule II controlled substances. Under the new regulation, 
which became effective December 19, 2007, an individual practitioner may issue 
multiple prescriptions authorizing the patient to receive a total of up to a 90-day supply of 
a schedule II controlled substance provided the following conditions are met:  
1. Each prescription must be issued on a separate prescription blank.  
2. Each separate prescription must be issued for a legitimate medical purpose by an 

individual practitioner acting in the usual course of professional practice.  
3. The individual practitioner must provide written instructions on each prescription 

(other than the first prescription, if the prescribing practitioner intends for that 
prescription to be filled immediately) indicating the earliest date on which a pharmacy 
may fill each prescription.  
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4. The individual practitioner concludes that providing the patient with multiple 
prescriptions in this manner does not create an undue risk of diversion or abuse.  

5. The issuance of multiple prescriptions is permissible under applicable state laws.  
6. The individual practitioner complies fully with all other applicable requirements 
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