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Academy of 

  Medical  
 Psychology 

It has been a pleasure and 

honor to serve as the Presi-

dent of the Academy of 

Medical Psychology! I have 

truly enjoyed working with 

your distinguished board. 

They work like a well-oiled 

machine, with teamwork, 

energy, passion for our spe-

cialty, regular communica-

tion throughout each week, 

and progressive thinking 

and action! Through the 

vision of the founding 

members the Academy has 

established itself the prem-

ier specialty in psychology, 

and as leaders in the current 

integrated health care envi-

ronment. I am confident 

this positive momentum 

will continue to build, en-

hancing the benefits of 

membership, the profes-

sional growth of each of us, 

the specialty, and the im-

proved mental and physical 

health of our patients. Presi-

dent-elect Dr. Gary 

McClure has done a great 

job as the Credentialing 

committee chair and will 

continue to lead well! 

Operating as volunteers and 

managing your money very 

thoughtfully and frugally, 

your board has been busy 

working, volunteering hun-

dreds of hours to keep us 

moving forward. I’ve been 

on other psychology spe-

cialty boards where most of 

the board members are 

looking to enhance their CV 

rather than truly advancing 

the specialty. We warmly 

welcome diplomates and 

society members who can 

help us. Proven volunteers 

who have demonstrated 

commitment and loyalty to 

the specialty or society are 

the ones that are nominated 

and elected to the board. 

The contrast in the focus 

and energy between our 

board and other boards is 

remarkable and would 

make true practice champi-

ons proud. An expanding 

Academy of Medical Psy-

chology continuing educa-

tion program and on-line 

master’s level Medical Psy-

chology program on tap at-

tests to our confidence that 

Medical Psychology holds 

an indispensable place in 

healthcare.  

The leaders of other health 

care disciplines recognize 

the mind-body connection 

and appreciate Medical 

Psychologists! Board certi-

fication in Medical Psy-

chology, designed to be 

flexible yet substantive, re-

quires extensive training at 

the post doctorate and post 

licensure level. More than a 

psychopharmacologist, a 

Medical Psychologist  diag-

noses and treats mental dis-

orders with psychotherapy 

and medications (LII and 

LIII functions) and applies 

state-of-the-art science to 

treat the psychological as-

pects of physical disorders 

with lifestyle etiological 

components, e.g., coronary 

heart disease, obesity, hy-

pertension, diabetes, sub-

stance use disorders, and 

other disorders identified as 

draining valuable healthcare 

resources and lost human 

potential. Because of this, 

one of our primary goals is  

(Continued page 11) 
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E X E C U T I V E  D I R E C -

T O R ’ S  C O L U M N  

 B Y  J E R R Y  M O R R I S ,  
P S Y D ,  M B A ,  M S  

( P H A R M ) ,  A B M P ,  A B P P ,  

A B B H P ,  N C S P ,  C C M   
 

As I look back over my years of 

service on this Board and as Ex-

ecutive Director of the most im-

portant Specialty and Society in 

Modern Psychology I am hum-

bled by the contribution of those 

who founded this organization 

against APAs and several state 

association's opposition! Many of 

those founders have gone on to 

get additional degrees in medi-

cine, nursing, business, and have 

published books and scientific 

and professional articles upgrad-

ing the national psychology litera-

ture and capacities in the US 

healthcare system.  Many have 

gone on to enrich their private 

practices and influence the quality 

of medical and psychological care 

at the grassroots!  Many of our 

founders and leaders have moved 

into ownership and management 

of healthcare facilities and have 

become leaders in Integrated Care 

Models in the US. 

 

Our Diplomates and society have 

been exceedingly loyal and stead-

fast.  Each year only about a doz-

en require great follow-up and 

efforts to keep their dues and sup-

port of our mission and specialty 

paid. This is so important for our 

work and when we don't have 

dues paid up, we have to spend 

other members dues for the col-

lection efforts with that small 

group.  That limits the speed with 

which we can forward the 

discipline's agenda for expanded 

CE center and ultimate post-doc 

master's degree, advocacy for 

practice and keeping up with key 

legislation and rules, marketing 

our specialty, and amassing the 

best science. 

 

We are increasingly communi-

cating with hospitals and health 

facilities to verify Board Certifi-

cation for renewal and appoint-

ment of privileges.  We are in-

creasingly working with various 

Government agencies to value our 

input and expertise. 

 

Here are issues I want you to be 

aware of in the next year!  First, 

we have a great online training 

program, recognize the VERITAS 

system, and recognize the post-

doctoral masters training pro-

grams, and medical and advanced 

nursing school programs as paths 

to qualification coupled with a 

doctoral degree and licensure in 

psychology as pathways to 

board certification.  We continue 

to recognize our written exam, 

and will allow VERITAS and 

PEP substitutions for our written 

exam.  We continue to require a 

two sample work product review, 

and Oral Examination as an addi-

tion to a written examination.  We 

continue to require a preceptor-

ship/residency that is appropriate-

ly supervised by a Medical Psy-

chologist, physician, or nurse 

practitioner and which includes 

diagnosing patients, reviewing 

labs and assessments, recom-

mending or providing medications 

that are scientifically supported 

for the diagnoses, educating pa-

tients 

about 

medica-

tion 

cautions 

and side 

effects 

and lim-

itations 

in a 

more 

scientif-

ically supported treatment plan 

that includes psychotherapies of 

indicated types, and functioning 

as a leadership doctor directing 

their recovery, adaptive lifestyle 

changes, and psychological 

growth toward 

long-term mental and physical 

health.  We currently offer a 

Skype Friday Preceptorship 

(distance supervision by Medical 

Psychologists) who prefer that or 

need it because local supervision 

is unavailable. We continue to 

add new diplomates each year are 

our numbers and growth are con-

sistent with the smaller boards in 

the ABPP/APA affiliate system! 

     Financially, the board has us in 

a well managed system with 

enough reserves to operate for 3-5 

years if we hit a bump in the ever 

changing US healthcare system 

and in psychological prac-

tice.  We operate with no regular 

salaries, a few consultants for 

clerical tasks 

related to dues collections, exami-

nations and transcript and 

documentation maintenance, elec-

tronic and web fees, and CE cen-

ter materials.  We operate mainly  

(Continued Page 8)  
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Emergency Department Mental Health Consul-

tation:  When a Medical Psychologist Should 

Consider Requesting Direct Examination by a 

Psychiatrist. 

Jerrold Pollak, Ph.D., ABPP, ABN 

Clinical Psychologist/Neuropsychologist, Emergen-

cy Services, Seacoast Mental Health Center, Ports-

mouth, New Hampshire 

Associate Clinical Staff, Division of Medical Ser-

vices, Section of Psychiatry, Exeter Hospital, Exe-

ter, New Hampshire 

John J. Miller, M.D. 

Medical Director, Brain Health, Exeter, New 

Hampshire 

Consulting Psychiatrist, Exeter Hospital, Exeter, 

New Hampshire 

Staff Psychiatrist, Seacoast Mental Health Center, 

Exeter, New Hampshire 

In recent years there has been a substantial increase 

in patients seen in Emergency Departments for 

mental health evaluation  ( Weiss, Barrett,  Heslin, 

& Stocks, 2012).   Nationwide, most psychiatric  

admissions result from assessments in this setting 

and often necessitate a transfer from the Emergency 

Department to an inpatient mental health unit. 

These evaluations are often  conducted by non- 

physician mental health clinicians including  medi-

cal psychologists  with “on-call” phone back-up 

consultation by psychiatrists. This consultation 

model  works reasonably well  and  obviates the 

need, most of the time, for direct examination by a 

psychiatrist to insure a satisfactory disposition. 

However, there are scenarios which warrant an in-

dependent on-site assessment by a psychiatrist. 

Many of these situations flow from the increased 

number of clinically complex patients seen in 

Emergency Departments  and the  deplorable  “new 

normal”  of psychiatric boarding - patients held in  

Emergency Departments, usually on an involuntary 

basis,  for days or weeks due to bed shortages at 

receiving inpatient mental health units ( Nicks &  

Manthey, 2012)  

Direct examination of the patient and face to face 

consultation by the on-call psychiatrist  with the  

medical psychologist who has completed an initial 

assessment as well as other Emergency Department 

staff  are indicated in the following situations: 

Cases which  involve potentially life threatening 

clinical syndromes:  Neuroleptic Malignant 

Syndrome, Serotonin Syndrome and Cata-

tonic states. 

 Atypical and/or confusing clinical presentations 

which can result in disagreements among 

medical and mental health staff regarding 

disposition. 

Clinical presentations that suggest a significant 

medical contribution to the patient’s com-

plaints/symptoms but which may not be 

readily evident based on initial evaluation 

by Emergency Department staff 

( Schildkrout, 2014 ).   This includes pa-

tients with complicated psychiatric medica-

tion regimes as well as , substance use, head 

trauma and/or chronic pain histories.   

These co-morbidities can “overshadow” a pa-

tient’s   serious mental health needs.  This 

sometimes leads to admission declines by 

inpatient units who consider the patient “too 

complicated” clinically and/or that the pa-

tient does not appear to have one or more 

primary psychiatric diagnoses that meet cri-

teria for inpatient level of care. 

Cases where an appropriate disposition cannot 

be made until additional laboratory results 

become available.  For example, there are 

situations that involve a negative urine toxi-

cology screen which may be a “false nega-

tive” due to the limitations of immunoassay 

urine drug screens. Based on the history and 

collateral information from informants the 

psychiatrist may determine that sending out 

the urine sample for more definitive results 

from liquid chromatography/mass spectros-

copy analysis will result in a more accurate 

assessment.  Another example would be the 

need to await the findings of a serum drug 

level of a particular medication which may 

be contributory to the patient’s clinical 

presentation.  

 (Continued Page 9)  
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A Tribute to Dr. Sam Feldman 

By Dr. Robert DeFrancisco 

I was saddened and shocked to hear of the 

passing of my friend and colleague Dr. Sam Feld-

man. Sam, as he 

was known by his 

friends, developed 

the first program in 

Psychopharmacolo-

gy for psycholo-

gists. In 1995, when 

the APA Council of 

Representatives for-

mally announced its 

objective to obtain prescription privileges, Sam ini-

tiated his program Prescribing Psychologists Regis-

ter (PPR). As Sam liked to say, PPR was the first 

and oldest training model for RxP for psychologists. 

Being the innovator that he was, Sam’s program 

which later became known as the International Col-

lege of Prescribing Psychologists (ICPP) allowed 

for live seminars on weekends, distance learning, 

and videotaped presentation of seminars to accom-

modate the busy schedule of a psychologist’s prac-

tice. He created a program that followed the APA 

guidelines of seventeen courses with 300+ hours 

and then expanded it to include 450 hours and 

twenty-five courses (meeting the 2002 New Mexico 

law allowing properly trained psychologists to pre-

scribe psychotropic medication). In addition, his 

program included a minimum of 100 patient con-

tacts (preceptorship) under a physician’s supervi-

sion over a year’s minimum. This, again was con-

sistent with the APA model program. As of comple-

tion of the year 2010, the PPR program graduated 

over 1000 psychologists. Many of these psycholo-

gists went on to pass a national proficiency exami-

nation in psychopharmacology such as the  Psycho-

pharmachology Exam for Psychologists( PEP), Ver-

itas, and the one developed by the American Acade-

my of Psychologists( AMP). But, in addition to the 

general structure of Sam’s program, what made it 

so appealing to psychologists, in my opinion was its 

low cost as compared to other psychopharmacology 

programs that soon developed in university settings. 

 As a graduate of his program that awarded 

me a Master’s certification is Psychopharmacology, 

I can say without hesitation and with true sincerity 

that I am a better psychologist today and more fully 

understand the mind and body connection and the 

importance of psychopharmachology in a psycholo-

gist’s practice. While it is true that Sam’s PPR pro-

gram became overshadowed and dwindled with the 

emergence of the University Psychopharmacology 

programs, 

Sam re-

mained 

steadfast 

and was 

never bit-

ter. If he 

was bitter, I certainly never knew it. 

 In closing, I knew Sam Feldman very well. 

As many have said, he will be remembered for his 

ingenuity with RxP, but more 

importantly, for the kind and 

generous soul that he was. Psy-

chopharmacology training for  

psychologists should never for-

get Sam Feldman and those of us 

who have pursued this additional 

training owe him a debt of grati-

tude. So long my friend, until we meet again. 

~ Robert DeFrancisco, Ph.D., FICPP-M, ABMP 
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 IMPORTANT NEW INTERNSHIP OPPORTUNITY FOR  
PSYCHOLOGY STUDENTS  

SEEKING AN APA ACCREDITED PRE-DOCTORAL INTERNSHIP  
 

 
 

One of AMP's specialists in medical-psychology, Dr. Mathew Nessetti is also a physician. He and his 

wife operate AllCare a comprehensive clinic in Flor-

ida providing medical, psychological and integrative 

healthcare services. AllCare is offering an APA ac-

credited psychological internship as described in 

the advertisement below. 

 

This looks like a fantastic opportunity to receive 

training toward completion of the trainee's degree in 

an integrated treatment environment. 

 

Here is the advertisement from AllCare: 

 

AllCare is a family owned organization providing primary healthcare to patients of all ages, from new-

born to aging adults. A psychological component is integrated throughout the primary healthcare prac-

tice, concentrating on the necessity to concurrently treat both the mind, as well as the body. Interns will 

provide psychological services, including individual and family therapy, to an outpatient population to 

children, adolescents, adults, and geriatrics that present with acute mental health issues. Interns will 

have the opportunity to provide neuropsychological assessments to patients presenting with psychologi-

cal, neuropsychological, and medical conditions. Interns will also provide comprehensive psychological 

assessments to children, adolescents, and adults for diagnostic clarity and treatment planning.  There are 

two internship slots available and one slot for a well qualified medical psychology resident.    

 

Please contact Kelly L. Nessetti Prather at AllCare (contact information below) for additional infor-

mation on the program and for information on applying:  

Kelly L. Nessetti Prather CPC 

Practice Administrator AllCare Medical Centers, P.C. 

5860 Ranch Lake Blvd.  

Suite 200 

Bradenton, Florida 34202 

Phone: 941-388-8997 

www.AllCareMedicalCenters.com 

kprather@AllCareMedicalCenters.Com  

Link to AllCare's facebook page: https://www.facebook.com/allcaremedicalcenters/  

 

http://www.allcaremedicalcenters.com/
https://www.facebook.com/allcaremedicalcenters/
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War on Opiates or Interference 

in Treatment? 

Rory Fleming Richardson, 

Ph.D., ABMP, TEP 

Recently, significant emphasis 

has been placed on the dangers of 

opioid use and abuse.  It is unfor-

tunate that the same level of at-

tention has not been give to ad-

dressing issues of pain and its 

cost on society.   Pain varies from 

acute (or temporary pain) to 

chronic pain.  Pain is essentially 

the body’s alarm system which 

draws attention to medical condi-

tions needing to be treated. Un-

fortunately, some conditions can-

not be effectively treated to the 

point that the alarm goes off. 

There are also cases where the 

condition initiating the alarm has 

been treated, but the alarm con-

tinues.  Everyone except for a 

very rare few with specific medi-

cal conditions experiences some 

level of pain in their early life.  

As we get older, the likelihood of 

experiencing some more pro-

found and enduring pain is high-

er.  When I was in the postopera-

tive recovery room from back 

surgery, I remember repeatedly 

passing out from pain unable to 

understand that I needed to press 

a button for painkiller to be re-

leased.  My wife finally inter-

vened telling the medical staff 

that I did not understand what to 

do. For months afterwards, I was 

struggling with residual chronic 

pain, even using all of the tech-

niques including self-hypnosis.   

Chronic pain is where despite 

available medical treatment of the 

specific condition the pain con-

tinues.  Some chronic pain can be 

tolerated with little impact on 

overall function, but higher levels 

of chronic pain are disabling, rob 

an individual of quality of life, 

and ability to function in daily 

life.  To complicate this, these 

individuals will experience epi-

sodes of acute pain which are not 

controlled by the presence of 

even adequate pain management.   

People who have not had to cope 

with severe, continuous chronic 

pain simply have no way of un-

derstanding what pain patients 

experience.  It is common to dis-

miss pain perception as some 

psychological issues.  There is a 

long history of medicine dumping 

patients who have conditions that 

they cannot “fix” or cure into the 

psychiatric and psychological 

clinics.   Psychological tech-

niques are important components 

to pain management, but they are 

only one of the components.  Dif-

ferent types of pain have different 

dynamics.  Some are more physi-

ologically based and required 

physiological intervention.  Un-

fortunately, pain is invisible to 

others, and can easily be dis-

missed as not being “that bad.”   

If we look through history, vari-

ous groups and governments have 

“declared war” on this substance 

or that substance.  These words 

are misleading.  The substance 

which may be a medication if 

properly used is not the problem.  

It is the misuse of the substance 

that is the problem.  Unfortunate-

ly, individuals with no practical 

and professional knowledge of 

the proper use of the substance 

make decisions which impact the 

lives of others.  In addition, these 

“declared wars” do not stop the 

substance abuser or addict, not to 

mention the recreational user.  

Prohibition only made many peo-

ple very rich through bootleg-

ging.   

The “war on opiates” was started 

during the Obama administration.  

This resulted in various govern-

mental agencies, especially the 

legal system, to focus on critiqu-

ing physicians and the medical 

community.  This resulted in a 

“knee jerk” reaction by the medi-

cal community with some physi-

cians being shunned.  Some phy-

sicians were harassed by the legal 

system, DEA and others.  Others  

(Continued on Page 10)  
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on volunteers and are always looking for diplo-

mates and society members who can help us do 

this and still accomplish great goals.  Our board 

elections and nominations come from proven vol-

unteers who have demonstrated commitment and 

loyalty to the specialty or society, and in that we 

avoid moving people who are simply attempting to 

achieve honors for academic advancement or per-

sonal career gain!  It makes us very different and 

made up of leaders with a very different personali-

ty and approach to practice and 

the practitioner movement. honors for academic 

advancement or personal career gain!  It makes us 

very different and made up of leaders with a very 

different personality and approach to practice and 

the practitioner movement. 

 

Looming on the near horizon for the practitioner 

movement and our specialty is "constant assault on 

the integrated care model", on "easy access to men-

tal health and lifestyle health approaches within the 

healthcare system", "to health institutions that are 

vulnerable", and dynamics to return us to a "failed 

medication only approach to mental disorders, sub-

stance abuse disorders, and chronic diseases with a 

lifestyle and psychological component"!  There are 

powerful and dark forces afoot!  A bill has passed 

in Congress giving the administration and Con-

gress the legal authority to Privatize the 

VA!  There are legislative efforts to destroy the 

ACA by going back to the times when there are no 

standards of coverage (mandates) and Insurance 

Companies can go back to selling Catastrophic 

(sham and shell policies which achieve lower costs 

by covering few illnesses).  This approach would 

certainly undo the Wellstone and Mental Health 

Parity achievements that psychology and the nation 

work for for a generation.  There is a move to with-

draw billions from Medicaid and Medicare and to 

privatize and voucher these systems.  That, coupled 

with the above will make mental health and sub-

stance abuse services optional and costly and 

reestablish the old barriers to access, early inter-

vention, and treatment of these disorders.  The pro-

posed system will put many, already financially 

strapped and Medicaid and Medicare dependent 

inner city and rural hospitals out of business result-

ing in less competition, ease of access, and in-

creased overall costs of care. There are local state 

efforts to undermine laws that protect those in 

the labor movement and labor societies, and this 

will result in less leverage for labor to arrange 

workplace healthcare coverage, or undermine the 

quality of these plans.  There are Tax Relief Bills 

proffered that would transfer much of the 

healthcare budget to major tax breaks for small 

sectors of the population robbing healthcare 

resources and functionally devaluing 

healthcare.  WE ARE APPROACHING 

AN ERA WHERE THE ADVOCACY FOR PA-

TIENTS AND THE PSYCHOLOGY PRACTI-

TIONER MOVEMENT HAS NEVER BEEN SO 

IMPORTANT, AND WE MUST BE ON THE 

FOREFRONT of educating Governments, Govern-

mental Agencies, and The Public! 

 

Because of you, I am proud of all of these things 

that have been accomplished and of your efforts, 

loyalty, and commitment!  I am so proud of the 

leaders in this organization and their tireless efforts 

for all in the specialty.  I am excited about those in 

training and starting to volunteer and who will be 

the next generation of leaders for the Board and 

Society.  We have an obligation to help you pro-

gress, learn, and get integrated in the leadership 

track.  I am so proud of the US system that has val-

ued our council and input and has recognized our 

expertise and motivation to do good for patients 

and the healthcare system!  I am so proud of the 

many Physician Champions who have helped our 

Medical Psychologists find important leadership 

and clinical positions in the emerging healthcare 

system and have welcomed us a important, valued, 

and necessary colleagues in the journey toward im-

proved patient care!  I am so proud of those of you 

who have let the Board and ABMP/AMP Leader-

ship get to know you, and work with you!  It has 

been a pleasure! 

 

 

(Continued from Executive Director Page 2) 
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  (Emergency Consultation continued from p. 3)  

Patients with persistent agitation, volatility and 

aggression who pose an ongoing elevated 

risk of danger to self and/or others.  These 

dangerous behaviors frequently escalate dur-

ing a protracted stay in the Emergency De-

partment.  While these symptoms often re-

flect one or more primary psychiatric diag-

noses the differential diagnosis is fairly 

broad and  includes a possible delirium due 

to one or more substance- based and/or 

medical etiologies. 

Cases of advanced Major Neurocognitive Disor-

der referred to the Emergency Department 

by assisted living and nursing homes.  These 

facilities  often predicate a readmission  on 

clearance from an inpatient Geropsychiatry 

service.  In this situation conservative inter-

ventions like a medication adjustment, a 

meeting with the family and telephone con-

sultation by the psychiatrist with the care 

facility can, in some instances,  be a more 

effective and prudent course of action than 

attempting to transfer the patient to a  Gero-

psychiatry  service at another hospital . For 

many of these patients such a  transfer  is 

not indicated and may actually serve to ex-

acerbate the patient’s precarious neuropsy-

chiatric status.  The  psychiatrist, after di-

rectly evaluating the patient, would be able 

to have an informed discussion with the 

medical psychologist  and family about the 

most appropriate disposition. 

Patients with clear indications for inpatient 

mental health level of care but who want to 

leave against medical advice and who do not 

clearly meet criteria for a civil commitment. 

Patients who are awaiting an involuntary admis-

sion, having been determined to constitute a 

danger to self or other(s), but then appear 

more cooperative and engaged.  They re-

quest transfer as a voluntary admission but 

do not appear suitable for this change in sta-

tus. 

The petitioner for a civil commitment has a 

“change of heart” and wishes to rescind the 

civil commitment and have the patient dis-

charged. 

A patient is being held on a civil commitment 

by completed by the medical psychologist  

and the patient and/or significant others are 

threatening a licensing board complaint and/

or legal action following this decision. 

There has been a clear deterioration in a pa-

tient’s neuropsychiatric status in response to 

prolonged psychiatric boarding in the Emer-

gency Department and/or other factors.  Fol-

lowing direct examination of the patient, 

psychiatrists can be helpful in minimizing a 

further decline and facilitating an admission 

by contacting the inpatient units reviewing 

the referral.  The psychiatrist can summarize 

the clinical issues that support moving the 

patient up on the wait list and advocate for 

an expedited decision regarding an  ac-

ceptance or decline of the referral. 

There are disagreements among the relevant 

parties regarding disposition:  The Emergen-

cy Department physician does not agree 

with the decision by the medical psycholo-

gist  and the on-call psychiatrist that the pa-

tient can be safely discharged or the medical 

psychologist  wishes to discharge the patient 

and the psychiatrist believes the patient 

should be hospitalized.   

Emergency Department collaboration between med-

ical psychologists and psychiatrists can be highly 

productive and result in improved diagnostic assess-

ments and outcomes for psychiatric patients while 

potentially lowering  liability risk. 
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2.  Nicks, B. A. & Manthey, D. M. (2012).  The im-

pact of psychiatric patient boarding in emergency 
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simply left the profession.  Still, 

others were arrested charged with 

drug trafficking.  The patients 

who were appropriately on pain 

medications ended up abandoned 

by physicians and the medical 

community.  Sudden discontinua-

tion of the medications resulted in 

patients going through torturous 

pain with little hope for the fu-

ture.  Some patients, abandoned 

by the medical community, 

sought to augment the “under-

treatment” of their pain with other 

legal substances unaware of the 

potentially deadly effects of some 

chemical combinations.  Some 

patients, seeing little hope for be-

ing able to have any quality of 

life, overdosed with the medica-

tions they had left.  

The bottom line is that “harm has 

been done” and continues to be 

done. First, it is unethical and in-

humane to suddenly discontinue 

opiate use without providing ade-

quate treatment for withdrawal. 

Second, if there has been repeated 

evidence of chronic pain that oth-

er methods have not been able to 

control, continuation of opiate 

treatment should be provided to 

the point that optimal functioning 

for the patient’s ability is 

achieved.  Third, the sources of 

the chronic pain must be identi-

fied, if possible, and steps taken 

to find best treatment is needed.  

Each patient is unique.  In one 

case, a chronic pain patient who 

had uses all the non-

pharmaceutical treatment options 

requires a specific level of opioid 

medications to control pain.  That 

same patient has long-standing 

seizure disorder which has only 

been able to be controlled through 

either phenobarbital or 

clonazepam.  To a poorly trained 

medical professional who fails to 

look at the full history of the pa-

tient, this would be unacceptable.   

Each patient has there own bio-

chemical and physiological re-

sponse which must be considered 

in treatment.   

There are several complicating 

factors to the issue of pain.  First, 

our world has been altered chemi-

cally and various groups of indi-

viduals have been exposed to tox-

ins over the last century which 

has impacted physical health and 

response.  The link between neu-

rotoxins from past and current 

pesticides and herbicides, even 

low levels when combined, have 

been made to autoimmune and 

other disorders which are sources 

of painful conditions.  Some of 

these chemicals, such as glypho-

sate, have been shown to increase 

retention of heavy metals while 

leaching the body of necessary 

vitamins and minerals.  Second, 

the knowledge of the long-term 

exposure to various medications 

is limited.  As new medications 

are brought out to treat the symp-

toms of conditions, rather than the 

cause, the long-term effects and 

impact of combining these with 

other medications and chemicals 

in different patients raise signifi-

cant questions of their safety.  

Promotion of medications by 

pharmaceutical representatives 

(not medically trained) has been 

the source of physician education 

with promotional toys and free 

dinners.  Simply watching some 

of the commercials on television 

with the cautions and risks should 

be more than enough to encour-

age most healthcare professionals 

to avoid use of many of the medi-

cations currently being pre-

scribed.  Except for a select num-

ber of physicians, knowledge of 

clinical chemistry and advanced 

neuropharmacology is limited.  

The practice of medicine is con-

tinuously challenging and de-

manding.  Even with the use of 

services such as Genelex which 

will analyze a patient’s DNA for 

potential medication issues and 

Youscript which will draw on all 

available research to determine  

(Opioid War continued from Page 7) 

(Continued Next Page)  
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interactions, the task of finding 

the proper combination which  

will do least harm is difficult.  

Third, we hear about the dangers of 

opiates, but if placed side by side 

with the long-term side-effects of 

NSAIDS use, the use of NSAIDS 

with liver and kidney damage would 

rank higher in potential damage.   

We hear of overdosing as a major 

risk but the details of the cause of 

overdoses, such as addictive use, 

combination of opioids with other 

drugs, suicide attempt, existing med-

ical conditions and others, are omit-

ted leaving the decision makers with 

only part of the story.   

I have worked with the legal system 

for many years finding that they 

want to have simple, definitive an-

swers to questions.  The reality is 

that neither psychology nor medicine 

can provide these.  Whenever you 

work in the health field with individ-

ual patients, you are faced with hav-

ing done the best investigative re-

search on the individual’s unique 

physiology and history and drawing 

their professional conclusions.   In 

treatment, these conclusions are con-

tinuously reevaluated to modify 

treatment in the best interest of the 

patient.  Designing a set of rules 

which apply to all is simply not pos-

sible.  One of the most insightful 

guidelines which I have read is the 

1970 Missouri Guidelines for the 

Use of Controlled Substances for the 

Treatment of Pain.  It states clearly 

that it is not intended to define com-

plete or best practice, but rather act 

as a guide. Within the Guidelines, it 

clarifies that: (1) that use of con-

trolled substances including opioids 

are a part of the medical treatment of 

pain with appropriate cautions, (2) 

physicians who prescribe opioids in 

the course of medical treatment 

should not fear actions against them, 

(3) providing adequate treatment for 

the relief of pain is needed, and (4) 

physicians are encouraged to learn 

more about pain conditions and pain 

management.  Despite this docu-

ment, the number of physicians will-

ing to prescribe controlled substanc-

es, especially opioids, has reduced to 

the point the majority of pain suffer-

ers are left untreated or under-treated 

in Missouri.  

Clinical judgement based on training 

and experience is essential to take 

research (evidence-based practice) 

and translate it to the application to 

any specific patient.  Except for a 

few brave and ethical physicians, 

many have been scared off from 

treatment of pain patients.  The ac-

cessibility to experienced pain man-

agement physicians who are experi-

enced in the proper use of opioid 

medications with other methods is so 

low that portions of the population 

around the world are lost in pain, 

suffering and disability.  This means 

that the talents and skills that these 

individuals have been lost.  This is 

likely to increase as the average age 

of the population gets older unless 

we focus on solving this complicated 

issue and return treatment decisions 

to the professionals who are ade-

quately trained and experienced.  

Back in the 1950s, patients would 

decide if they were getting adequate 

care given the level of medical ad-

vancement.  Now, asking the patient 

to evaluate the adequacy of treatment 

is a question that is avoided and, if 

given, omitted from reviews.  If we 

have a legal system and a medical 

community who both stop listening 

to the patient and their needs, we 

have failed.  ~ End 

——————————————— 

(President’s continued from p. 

1)  

to influence government policy 

so that Medical Psychology is 

mandated in all healthcare sys-

tems accepting Medicare and 

Medicaid, i.e., primary care 

clinics, hospitals, nursing 

homes, assisted living and resi-

dential care facilities, etc. When 

CMS recently published rules 

for reimbursement on the col-

laborative care model requiring 

a Physician and Psychiatrist, but 

excluding appropriately trained 

psychologists (prescribing or 

consulting, Level III, II, respec-

tively), your board swiftly sub-

mitted a letter objecting to the 

oversight and argued for a more 

inclusive rule. CMS responded 

but has not yet modified their 

rule. We are tracking this situa-

tion.  Thank you for allowing 

me the privilege to serve. There 

is much more exciting work to 

be done and I hope many of you 

will consider deepening your 

involvement in the Academy 

and join us in advocating for the 

most exciting, leading edge psy-

chology specialty!   

(Opioids Cont.’d from Previous Page)  
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“Greetings,” and Services Offered, From Our Highly Trained and Credentialed Membership 

~*~ 
Dear AMP members and ABMP diplomatEs:  

If you would like to have a copy of your business card included on the page please scan your card and email the scan to me, Dr. Jeff Cole, 

Editor “The AMP” at:  DrJeffDCole@gmail.com and, your card will be included on our Business Cards page with the next issue of "The 

AMP"!   
 

There is a $20 fee for the service, payable to "Academy of Medical Psychology" deliverable to our Nevada, Missouri corporate office 

address as shown on our home page.   
 

 http://www.amphome.org/ 
 

 Perk!: the $20 fee is waived for all Board members and AMP governance and for editorial staff of our "Archives of Medical Psychology" peer-

reviewed journal!! 
 
Dr. Cole 

 
Editor, “The AMP”  

mailto:DrJeffDCole@gmail.com
http://www.amphome.org/
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Invitation for Contributions  

“The AMP” NewsleTTer -- newsletter of the Academy of Medical 
Psychology (AMP) – invites you to contribute short articles 

and brief pieces for our upcoming issue! 
Our theme is the integration of psychological and medical theory and practice and move-

ments within psychology that increase psychology’s role in both mental healthcare and 

medicine, all falling under the rubric and specialty designation of “Medical Psychology”.  

Specific topics that past articles have addressed, or that would be welcomed, include but 

are not limited to the following:  

*Psychological and behavioral approaches as first-line treatments and in  

 combination with medication and other medical treatments  

*Behavioral health, placebo phenomena, and psychosomatics in healthcare and 

 mental healthcare  

*Interdisciplinary practice, e.g., Psychologists as part of — or leaders of — health 

 teams in clinics and institutional medical and mental health settings 

*Reviews and discussions of scientific and scholarly articles and books supporting 

 medically and psychologically- integrated understanding of psychiatric and 

 medical illnesses, e.g., research into stress and immune response, stress and 

 protective factors (e.g.., relationship and oxytocin phenomena), cardiovascular 

 health, epigenetics  

*Commentary, on matters associated with relevant to Medical Psychology e.g.,:  

DSM, and other diagnostic nosologies their uses, abuses and relevance  

 to healthcare; RDoc 

*Emerging Practice Trends, e.g., Articles on Telehealth and other alternative delivery 

  modalities 

 

 We have a column specifically dedicated to student writing. “Student” can include any

 one in the course of his or her formal learning process, e.g., undergrad, grad,  

post-doctoral or specialty/diplomat training  

 

If you would like to sample previous editions of “The AMP” to see what sort of entries are 

there, here is the link to our newsletter archives:  

 

 

http://www.amphome.org/newsletter.php 

 

http://www.facebook.com/l.php?u=http%3A%2F%2Fwww.amphome.org%2Fnewsletter.php&h=kAQH8yyS-&enc=AZMeC-E2h1Bllks6YoQEWUiquU2W7rGBl77SPuGPIwCZn-XBuDkIWcJnNrzT4KGFM3I-5XFTjZQGt2c4a36Osu4DtsIeQCp0mF0SYYhDJkOuDCqc-ASEii52AQ9SaFFyiJbKH1WkBAJ-j21mFeW3hV7p&s=1
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The Academy of Medical Psychology received final approval of its trademark and logo of the Ar-

chives of Medical Psychology in November 2009. The Board of AMP and ABMP seeks your assis-

tance in the editing and publishing of the Archives of Medical Psychology. 

The Academy of Medical Psychology was founded as an organization of practitioners for practition-

er interests through volunteerism. Service on the Board is an unpaid duty of psychologists dedicat-

ed to the advancement of Medical Psychology. Medical Psychology's goal is to enhance access to 

specialty behavioral health care that is in such short supply that it has been declared an emergen-

cy in some states and recognized by military and veterans’ services as a critical shortage. State 

prisons have been designated as mental health shortage areas by HRSA and prisons in some 

states are in the hands of federal receivership. Thus, the Academy has a crucial role as practitioner 

organization in advocating for the health and safety of the public at large and the military and other 

governmental agencies designed to serve public needs. The advocacy role for public health service 

must be a primary mission of the Academy. 

The Archives of Medical Psychology, on the other hand, is a repository of information that can serve 

this advocacy function of the organization and collect valuable new data for continuing education 

of members of the Academy. Editing of the Archives must be by people that have the necessary 

experience in medical psychology and the skills to carry out these functions. Editing also requires 

electronic communication skills for the actual publication of the Archives. The variety of the skills 

necessary for publication in the journal are unlikely to be found even in a complete Editor. Mem-

bers of the Board of the Academy are already assigned specific tasks and duties within the organi-

zation and cannot be expected to contribute routinely in the editing and publishing of the Archives. 

Therefore, the Board has begun a search for members of the Academy to volunteer in the editing 

and publishing of the Archives and ask your personal support.  The Board of AMP invites you to 

contribute your services to the Archives. We welcome AMP members with prior publishing experi-

ence and those with computer expertise who are willing to learn the rudiments of editing and elec-

tronic publishing. For further information contact Ward Lawson at ozarkscare@yahoo.com . 

 

 

 

 

 

 

 

                   

 

JUNE 2016 
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  Dr. Ward M. Lawson: Editor  

Archives of Medical Psychology 

        Call for Manuscripts 

The Archives of Medical Psychology completed its 

seventh year having released its Summer 2017 

issue in September. The Archives is now accept-

ing submissions for the next issue. We welcome 

original articles of interest to readers of medical 

psychology. For information about requirements 

for submission of articles go to 

www.amphome.org and click on Journal Archives 

in the left-hand column or simply type in Archives 

of Medical Psychology on Google.  

Editor at OzarksCare@yahoo.com. 

 

 

http://www.amphome.org/
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© 

S E E  T H E  A R C H I V E S  A T  O U R  W E B S I T E  

Manuscript submissions: 

Dr. Ward M. Lawson, Editor, 
at OzarksCare@yahoo.com 

Join the Most Sought After Specialists in 

the Emerging Era of Integrated Care  

Four opportunities that involve different designations in Medical Psychology; 

Medical Psychologist (American Board of Medical Psychology Diplomate). 

Fellow of the Academy of Medical Psychology. 

Member of the Academy of Medical Psychology, or Student Member of the Acad-

emy of Medical Psychology, is someone interested in the area, but not qualified 

for diplomate status at this time. 

Qualifications for each of these AMP Membership categories are described on 

our website at www.AMPhome.org. 

A Psychology Specialty Encompassing 

Behavioral Healthcare, 

Psychopharmacology, and Mental Health 

Treatment in Multi-disciplinary and team 

Treatment Approaches and Healthcare 

A M E R I C A N  B O A R D  O F  M E D I C A L  P S Y C H O L O G Y  

S E E :  W W W . A M P H O M E . O R G  

Affirmations to Diplomates:  Our society is a growing and vibrant specialty representing the highest 

trained and most relevant psychologists in America to the emerging healthcare system.  During the next 

year, our specialty will appear in The National Psychologist, The Psychology Times, and in various APA 

Scientific and Professional Journals.  We represent specialists and those interested in Medical Psycholo-

gy across America.  We are setting standards in our field and influencing practice standards with govern-

mental agencies.  We are becoming recognized by states and practitioner associations.  We are develop-

ing integrated care and hospital practices, becoming leaders in prevention and lifestyle management, 

and our specialists are being asked to present at national physician societies and professional work-

shops.  We prescribe complex psychological treatments, recommend and/or prescribe psychotropic 

medications, treat addictions, and establish treatment and prevention for patients with  chronic illness-

es such as obesity, diabetes, hypertension, asthma, etc.  You are a member of an im-

portant psychological and healthcare specialty! 

http://www.AMPhome.org


Academy of Medical Psychology 

815 S. Ash, 

Nevada, MO 64772 

 

E-mail:  cmhcjerry@sbcglobal.net 

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  

A N N O U N C E M E N T S  F R O M  Y O U R  E D I T O R   

The AMP 

AMP’s new journal needs specialty editors and authors.  Help us have a great place to keep our specialists aware of emerging practice is-

sues, science, and opportunities.  Volunteer! Sign up for the Journal at http://amphome.org/. 

Jeffrey D. Cole, PhD, ABMP   

Email address:  

DrJeffDCole@gmail.com 

Or  

By US Mail:     

 

1121 Upper Front Street  

Binghamton, NY 13905  

The Official Journal                                                               

of the American Board of Medical Psychology  

 In every issue of The AMP 

Newsletter a theme emerges as 

our attuned and attentive lead-

ership and membership tap 

into trends, energies and mo-

mentum of a young and grow-

ing specialty.  The current is-

sue’s theme could be called 

“Reflection and Appreciation”.  

Our President, Dr. Ward Law-

son and our Executive Director 

Dr. Jerry Morris, in their re-

spective columns lead off ex-

pressing their appreciation for 

a hard-working board, mem-

bership and specialists con-

stantly contributing time and 

effort to the growth and evolu-

tion of medical psychology 

and our society.   Every issue I 

am able to draw your attention 

to new developments in AMP 

as highlighted in Drs. Law-

son’s and Morris’s columns, 

including our governmental 

initiatives, Continuing Educa-

tion program and (now) our 

new Masters Level Certifica-

tion program in Medical Psy-

chology. In this issue, there is 

also some sadness expressed as 

Dr. Robert DeFranciso remem-

bers Dr. Sam Feldman founder 

of Prescribing Psychologist 

Register and their President for 

many years.  Many AMP psy-

chologists and specialists 

(including yours truly) got 

their start through Sam’s train-

ing program.  I appreciate Dr. 

DeFrancisco’s tribute to and 

expression of our shared sad-

ness over Sam’s passing a little 

over a year ago.  

In addition to these reflective 

pieces are the usual cutting 

edge contributions of Drs. Pol-

lak and Richardson.  These 

skilled professionals are also 

great writers and have provid-

ed The AMP some really great 

articles over the years.  Read 

Dr. Pollak’s article on Emer-

gency Room consultation with 

physicians and Dr. Richard-

son’s take on the Opioid crisis.  

Like Dr. Lawson and Dr. Mor-

ris I really appreciate our de-

voted and hardworking mem-

bership and leadership! 


