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PRESIDENT'S COLUMN

Did You Prescribe
Exercise This Week?

Michael W. Otto, Ph.D.

about exercise can evoke memories of successes or failures in

athletics in grade-school and beyond: memories of being picked first
or last for the kickball team, catching or dropping the fly ball in outfield, or
being cheered at the track or running laps as a punishment for not paying
attention in gym. Discussion of exercise may also evoke feelings of failure
relative to attempts to control weight or shape during the adulthood years.
However, the good news is that exercising for mood is a very different
undertaking than exercising for fitness (see below), and is deserving of
consideration regardless of an individual’s history with exercise or athletics.
And of course, clinicians routinely discuss loaded topics and help patients
create a fresh frame, so that new opportunities are not overly burdened by
past experiences.

@ Let’'s be clear, exercise is a loaded topic for many people. Talking

| believe it is time for exercise prescriptions to become a regular part of clinical
practice. Quite simply, exercise represents an undervalued but surprisingly
strong treatment for both major depression and anxiety disorders. Let me
burden you with some of the evidence. Meta-analysis of 23 randomized-
controlled depression trials showed that exercise offered benefits in the
range of large effect sizes over non-active control, and a moderate effect
relative to treatment as usual (Kvam et al., 2016). A smaller but still strong
literature shows efficacy for exercise for anxiety disorders, with benefits
rivaling those for antidepressant medications (see Asmundson et al. 2013).
There is also a wealth of evidence that exercise acts as a cognitive enhancer,
improving attention, memory, an some executive functions (McMorris & Hale,
2012; Smith et al., 2010), presumably as a result of effects on brain-derived
neurotrophic factor (BDNF, Szuhany et al.,, 2015). Exercise additionally
contributes to improved sleep (Kredlow et al., 2015).

In recent years, there has also been an expansion of the precision
application of exercise. For example, based on the rapid effects of exercise
on anxiety sensitivity (fears of anxiety-related sensations) as well as mood,
Smits and colleagues (2016) showed that exercise aids smoking cessation
for patients with elevated anxiety sensitivity scores. Likewise, based the
effects of exercise on memory enhancement and anxiety reduction, Powers
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and colleagues (2015) used exercise to enhance
exposure therapy in the treatment of posttraumatic
stress disorder. Finally, a number of research groups
have applied cognitive-enhancing effects of exercise
to ameliorate the cognitive deficits associated with
schizophrenia (Firth et al., 2017).

There is No Wrong Time to Prescribe Exercise

A recent article in JAMA Psychiatry recommended
exercise as an initial intervention in a stepped approach
to the treatment of anxiety disorders, prior to referral to
cognitive behavior therapy (CBT) or pharmacotherapy
(Stein & Craske, 2017). Exercise has also been
shown to be an efficacious adjunctive treatment to
either medication or cognitive-behavior therapy (e.g.,
Merom et al., 2008; Mura et al., 2014), and exercise
interventions have been shown to be an efficacious
alternative for treatment-resistant depression (e.g.,
Mota-Pereira et al., 2011). In addition to outpatient
applications of exercise, we have also shown that
patients in a partial hospital setting are responsive
to exercise for mood interventions, particularly if they
have a history of previous engagement in exercise
(Hearon et al., 2016). In other words, psychosocial
therapists are in an excellent position to offer exercise
interventions at the initiation of treatment, as an adjunct
to ongoing psychotherapy, as a strategy for enhancing
cognition or resilience for other interventions, prior to
referring for medication, or as an alternative treatment
for an individual who has failed to respond to previous
interventions.

Getting Used to the Idea of Prescribing Exercise

Exercise interventions fit more readily with therapies
that use weekly assignments as part of treatment.
Hence, exercise interventions are an obvious fit with
behavioral activation treatments for depression as well
as exposure-based treatment for anxiety disorders,
and fit fairly well with any treatment that relies on
active goal setting and monitoring, including value-
based, eclectic, or cognitive-behavioral interventions.
For more dynamically-oriented treatments, greater
consideration will have to be given for how to frame
the benefits of and strategies for regular exercise in
relation to the overall process of treatment. Admittedly
this may be a challenge, but the broad spectrum of
efficacy for exercise makes it a tempting tool for a wide
range of clinical applications.

Considerations for Exercise-for-Mood
Prescriptions

Based on the broader literature and treatment

resources (e.g., Hearon et al., 2016; Otto & Smits,
2011; Smits & Otto, 2009; for Division 12 CE on this
topic by Dr. Smits see https://www.div12.org/webinar-
recordings-non-members/), a number of principles for
exercise-for-mood prescriptions include:

» Exercise for mood is different. Exercise for weight
control, shape, or health is a difficult endeavor, requiring
months of regular workouts to achieve initial goals.
Unlike the delayed contingencies that define exercise-
for-health/shape goals, exercise for mood effects occur
much earlier. Indeed, many mood effects from exercise
are felt within 30 minutes of workout completion.

» Target moderate intensity exercise. High intensity
exercise (including interval training) can be a great way
to build muscle and burn fat, but it is also a great way
to hate exercise. Pleasure during exercise predicts
the amount of future exercise, and pleasure takes a
nosedive with higher-intensity workouts. Moderate
intensity exercise is clearly enough to confer mood
benefits (e.g., walking at a quick pace). If you can
talk comfortably while you are exercising, you are at a
moderate or lower level. The most common exercise
prescriptions for mood target 4 episodes of 40-minute
exercise per week.

* Target fun. A crucial part of the exercise prescription
is finding an exercise that sounds fun. If your patient
chooses walking, then the discussion should be about
where, when, and with whom to walk for the best views
and the best company. If your patient was a competitive
swimmer in college, then picking any exercise but for
swimming may be the best way to provide a fresh and
enjoyable exercise experience (and one thatis free from
perfectionistic expectations or intensive performance
demands based on a long history of training).

« Starting Off. Initiation of exercise is always a stepwise
process targeted to the level of fitness of the individual.
Although regular exercise routinely reduces cardiac
risk, the nature and intensity of exercise needs to be
matched to the current level of risk. Exercise approval
by the patient’s primary care physician helps facilitate
this process. Contraindications to exercise include
when it is used as an exclusive emotional regulations
strategy, or as a calorie neutralization strategy in eating
disorders.

* Remove barriers and cue exercise. Few people
complete a planned exercise if they have trouble
finding their left sneaker. Exercising before going home
(where the couch is waiting), keeping exercise gear in
a prominent location, putting a “do this for your mood”
card in your shoe, scheduling exercise with a friend,
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posting exercise goals on the fridge — these are all
good strategies for establishing an exercise program.

* Monitor benefits. Low moods can demotivate
adaptive actions, and so the application of exercise for
mood takes some training. Mood disruption becomes
the reason to exercise rather than a reason to avoid
exercise. | like the adage, “skipping a workout when
your mood is low is like specifically not taking an aspirin
when you have a headache.”

* Combine motivations. Music, audiobooks, time with
a friend — these are all excellent motivators to combine
with exercise to make the experience more pleasant.

» Consider attention. “My left knee hurts” is a poor
attentional focus for a walk or run. Learning to direct
attention to the most pleasant aspects of an exercise
experience is an emergent and valuable skill. For
therapists who provide mindfulness training, mindful
exercise is an excellent therapeutic goal.

« Attend to Self-Talk. Exercise can provide great
training to avoid perfectionistic expectations about
performance, and even a chance to become good
at being bad at something (a pre-requisite to enjoy
anything new in adulthood). Also, exercise provides a
great way to practice saying “good job” to oneself after
completing a planned effort.

Closing Comments

| have gotten all the way to the conclusion of this article
focusing on the mental health benefits of exercise-
-improved mood and wellbeing, reducing anxiety,
greater anxiety-related resilience, enhanced cognition,
and improved sleep—while delaying mention of the
obvious: regular exercise also has powerful effects on
physical health and longevity. By helping people focus
on the contingent and timely mood benefits of exercise,
rather than the important but delayed physical health
outcomes, psychologist may have a powerful role in
bringing more people to this mood-enhancing and life-
giving intervention. Have you prescribed exercise this
week? B4
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Upcoming SCP CE webinars!

Dr. Brad Karlin: Dissemination and Implementation of Evidence-Based
Psychological Treatments in Health Care Systems: Bridging the Great Divide

Thursday, July 27, 2017, 12 PM -1 PM ET

Overview: This webinar will be based on seminal research and practice in the area of dissemination
and implementation and the presenter’s significant experience and scholarship associated with leading
broad dissemination and implementation of evidence-based psychological treatments in large public and
private health care systems, including the largest dissemination and implementation of evidence-based
psychotherapies in the nation. Objectives:(1) Increase understanding of strategic models and principles
for promoting the dissemination and implementation of psychological treatments; (2) Promote awareness
of barriers and facilitators to the implementation and sustainability of evidence-based psychological
treatments; (3) Increase awareness of innovative approaches and tools for promoting the uptake and
delivery of evidence-based psychological treatments; (4) Target audience: Beginner, Intermediate, and
Advanced: The webinar will target psychologists and other mental health care professionals with limited
formal knowledge of the field of applied or scientific dissemination and implementation, though content will
also be appropriate for those with more intermediate and advanced level knowledge.

Dr. Sheri L. Johnson: Teaching Clients with Bipolar Disorder to Self-Monitor
for Symptoms and Triggers

Thursday, October 26, 2017, 12 PM -1 PM ET

Overview: This program will cover basic psychoeducational techniques that are core to many different
empirically supported approaches to bipolar disorder. A growing body of research indicates that psychosocial
treatments, including CBT, can reduce the rate of relapse, lower symptoms, decrease hospitalizations,
and improve quality of life among those diagnosed with bipolar disorder when offered as an adjunct to
medication. Techniques described here are commonly employed in CBT. The triggers will be summarized
based on a large literature focused on psychosocial predictors of symptom change within bipolar disorder.

CE Credits Available: 1

Cost: $15 for members and $50 for Non-Members

To register, go to: http://www.div12.org/dashboard/webinar-series/
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Society of Clinical Psychology/
Division 12 Election Results

We are very pleased to announce the results of the Society of

Clinical Psychology/Division 12 Elections. We had an impressive

slate of candidates this year, including many well established
leaders of the field.

President-Elect
Jonathan S. Comer, Ph.D.

Treasurer
Jonathan Weinand, Ph.D.

Council Representatives
Kenneth J. Sher , Ph.D.
Mark B. Sobell, Ph.D., ABPP

Congratulations to each of the elected candidates, and a sincere

thank you to all who ran. It is only with strong candidates that we

are able to ensure strong leadership and a prosperous future for

the organization. We hope a number of others will consider running
for leadership positions of the Society in the future.
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Jonathan S. Comer, Ph.D. - Editor

Some Current and Future
Directions in Mindfulness-
and Acceptance-Based
Behavioral Therapies

for Anxiety and Related
Challenges: Identifying
Common Factors and
Addressing Specific Contexis

Lizabeth Roemer, Ph.D.

Jennifer H. Martinez, M.A.
Elizabeth H. Eustis, M.A.
University of Massachusetts Boston

Susan M. Orsillo, Ph.D.
Suffolk University

We (LR & SMO) have spent the last sixteen

years  developing, refining,  delivering,

examining, supervising, providing training
in, and writing about acceptance-based behavioral
therapies (ABBTs), with a primary focus on a treatment
we developed to address generalized anxiety (GAD)
and comorbid disorders (Orsillo & Roemer, 2011; 2016;
Roemer & Orsillo, 2009 [new edition in preparation]).
Here we will focus on some of the most recent findings
regarding common mechanisms of change and their
clinical implications, and then explore two areas of
current/future directions aimed at meeting mental
health care needs: adaptations of ABBTs for use in
different contexts aimed at increasing access to care
and adaptations to address psychological symptoms
stemming from systemic discrimination.

We use the term (mindfulness and) acceptance-
based behavioral therapies to refer to a broad class
of treatments underneath the cognitive behavioral
therapy (CBT) umbrella that aim to enhance clients’
willingness to acknowledge and allow the presence
of internal experiences (e.g., thoughts, emotions,
memories, physical sensations) based on the model
that experiential avoidance and behavioral constriction,
driven by habitual critical entanglement and fusion with
internal experiences, maintain psychological distress
and diminished quality of life. Our ABBT for GAD draws
from CBT for GAD (e.g., Borkovec, Alcaine, & Behar,
2004), acceptance and commitment therapy (ACT:
Hayes, Strosahl, & Wilson, 2012), mindfulness-based
cognitive therapy (MBCT, Segal, Teasdale, & Williams,

2013), and
behavior therapy
Linehan, 1993).

dialectical
(DBT;

Studies of ABBT for GAD
have revealed significant
large effects on worry,
anxiety, depression,
quality of life, and number
of comorbid disorders
that are not seen in a
waitlist  condition  and
are comparable to an
empirically-based CBT for
GAD (applied relaxation
[AR]; see Roemer & Orsillo,
2014, for a review). Arch
and colleagues (2012a) similarly found comparable
efficacy for ACT and CBT in a mixed anxiety disorder
group. Identifying mechanisms of change, particularly
those that may be common across evidence-based
therapies, may help us develop more effective and
efficient interventions and adapt them for different
contexts and targets (Kazdin, 2007). We describe
some initial findings that we think have important
implications for clinical practice, although considerably
more research is needed.

Lizabeth Roemer

Potential common mechanisms of change

When we designed our randomized controlled trial
(RCT) comparing ABBT to AR, we predicted that ABBT
would be more efficacious because it directly targets
experiential avoidance (attempts to control or avoid
distressing internal experiences despite behavioral
consequences; Hayes et al., 1996) and a critical,
fused relationship with internal experiences. We were
careful to design an AR condition that delivered the full
intervention (early cue detection, relaxation training
leading to cue recall, and applied relaxation to early
cues; Ost, 2007; Bernstein, Borkovec, & Hazlett-
Stevens, 2000), was matched to ABBT in length of
sessions (AR was extended to 16 sessions), and
delivered competently. Although our therapists did not
directly suggest that clients in AR consider thoughts,
emotions, or sensations to simply be responses
that arise and abate or accept them, they also did
not encourage suppression or experiential control.
As described in Bernstein and colleagues (2002),
relaxation was presented as a new habit to apply
flexibly in response to early cues.

Partway through our RCT we began to wonder about
common mechanisms of change — therapists came
to supervision concerned that their clients in AR
spontaneously “discovered”, through monitoring and
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observation, that thoughts and sensations weren’t
necessarily dangerous and didn’t need to be controlled
or avoided. Adherence ratings confirmed that our
therapists didn’t violate protocol, yet the techniques
of AR led some clients to independently make
observations that were similar to those often made by
clients in ABBT (see Hayes-Skelton et al., 2012, for a
case series from the trial), without therapists leading
them in that direction.

Statistical analyses confirmed these anecdotal and case
study observations. We found that changes in reports
of decentering — the ability to observe experiences as
they are, as mental events that come and go instead
of as inherently self-defining truths (e.g., Fresco,
Segal, Buis, & Kennedy, 2007) — predicted subsequent
changes in reports of general anxiety symptoms in
both treatment conditions (Hayes-Skelton et al., 2015).
Arch, Wolitzky-Taylor, Eifert, & Craske (2012b) similarly
found that change in cognitive defusion (another term
used for decentering) mediated changes in worry,
behavioral avoidance, and quality of life outcomes
across both ACT and CBT in a mixed anxiety disorder
sample.

Although decentering (or distancing from thoughts)
has always been considered a core feature of cognitive
restructuring (Beck, 1982), little attention has been
paid to its relevance to other CBT techniques, such as
AR. Yet in AR, clients are encouraged to view thoughts
(and other components of the anxiety response) as
cues of rising anxiety and to respond to all cues by
practicing a relaxation response. In other words, clients
in AR are encouraged to cultivate a new relationship to
internal experiences that is less entangled and fused.
If future studies replicate findings that decentering
is @ mechanism common to both ABBT and AR, this
may have implications for clinical practice. As Hayes-
Skelton, Roemer, Orsillo, and Borkovec (2013)
suggest, therapists may want to use language that
explicitly cultivates defusion when teaching AR — for
instance “You noticed you had a thought that...” or “You
noticed sensations in your muscles...” Relatedly, early
cue detection and progressive muscle relaxation may
be strategies that could be used in ABBT to provide
experiential opportunities to observe responses in a
way that promotes decentering.

Analyses from our trial also provide evidence that
experiential acceptance may be a mechanism common
to different forms of CBT. Clients in both AR and
ABBT became less experientially avoidant (i.e., more
experientially accepting) over the course of therapy
(although the magnitude of the decrease in the ABBT
condition was significantly greater; Eustis, Hayes-

Skelton, Roemer, &
Orsillo, 2016). Across
condition, changes
in self-reported
experiential avoidance
significantly  predicted
improvement in both
worry and quality of life,
even after controlling for
changes in decentering.
At first glance, it may
seem surprising that AR
enhances acceptance
because attempting to
relax could be perceived
as an effort to control or
reduce anxiety. However,
Hayes-Skelton and colleagues (2012) suggest that
AR involves approaching anxiety — through imaginal
exercises to identify early cues, self-monitoring of early
cues, and continuing with the relaxation response even
as worrisome thoughts and sensations arise, which
could all help to promote acceptance.

Jennifer H. Martinez

Acceptance is also implicitly cultivated in another CBT
strategy — exposure therapy (Arch & Craske, 2008)
— which encourages clients to willingly experience
anxiety while approaching threatening stimuli.
Repeated exposure to a feared stimulus without the
feared outcome is thought to promote new learning
(i.e., inhibitory learning), such that a previously
feared stimulus (e.g., dog) acquires different context-
specific meanings (dangerous, safe). If acceptance
is a common mechanism underlying a broad array of
CBTs, strategies used to enhance acceptance in one
approach could be integrated into others. For example,
methods forimproving treatment delivery that draw from
inhibitory learning theory, like designing exposures that
maximally violate expectancies about the dangerous
outcomes likely when a feared stimulus is encountered
(Craske, Treanor, Conway, Zbozinek, & Vervliet, 2014)
may inform AR. The practice of applying relaxation
when anxiety arises provides numerous opportunities
for clients to use their newly developed coping skills
and violate their expectancies about their inability to
tolerate, cope with, or manage these contexts (Hayes-
Skelton et al.,, 2013). Therapists highlighting this
violation of expectancies more explicitty may help
consolidate the new learning and improve outcomes.

One important methodological feature of our
trial that should be considered when interpreting
our findings is that therapists saw clients across
conditions; consequently they were skilled in and had
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experience providing both ABBT and AR. Therapists’
experience with ABBT may have caused them to be
more observing and accepting of their AR clients’
anxious responses, a therapist factor that could at
least partially explain our finding that decentering and
acceptance were common mechanisms across the
two treatments. More research is needed to examine
this possibility; in the meantime, given findings that
mindfulness of therapists is associated with positive
outcomes (Grepmair et al., 2007), it may be beneficial
for therapists providing a range of CBT interventions
to explore some mindfulness- and acceptance-based
practices for themselves to promote these potentially
therapeutically beneficial responses. Moreover, some
studies have not found acceptance to be a common
mechanism; Niles and colleagues (2014) found that
early decreases in experiential avoidance predicted
improvements in social anxiety for clients in an ACT,
but not a CBT, condition. More research is needed to
determine if experiential acceptance is a common or
specific mechanism of change. It may depend on the
type of CBT and/or the disorder being targeted, as our
study differed from the Niles study on these features.

The finding of common mechanisms underlying
interventions that, on the surface, appear to have
contradictory goals highlights the importance of
attending to the function, rather than form, of our
interventions. Although it is possible that relaxation
strategies could be delivered in a way that promotes
experiential avoidance (e.g., as a potential method
of controlling or managing anxiety), mindfulness
strategies can also be used for this purpose. We have
worked with clients who try to use meditation as a way
to distract themselves from worries and achieve a state
of calmness. Attending to the function, and not the form,
of clinical strategies allows us to draw from a variety of
techniques, which may be more or less acceptable to
a particular client, to target the processes contributing
to the development and maintenance of psychological
problems (see Mennin, Ellard, Fresco, & Gross, 2013,
for another discussion of common function across
disparate techniques).

Acceptance-based behavioral approaches in
novel contexts

Despite advancements in the development of
evidence-based treatments, mental health service use
remains low, with most individuals meeting criteria for a
psychological disorder not receiving any care in the prior
year (Wang et al., 2005). Moreover, only one-third of
those who receive services get adequate or evidence-
based treatment (Wang et al., 2005). Consequently, we
must find ways to provide evidence-based interventions

to people in more abbreviated, accessible ways.
Innovative  work is

being done to address
this gap in service
delivery; we highlight
a few examples of
acceptance-based
behavioral approaches
here.

Primary care _
Given that the ) y
majority  of  people f 5 !

receiving services for a . .
psychological disorder Elizabeth H. Eustis

are seen by a general medical provider (Wang et al.,
2005), offering treatment in primary care is one way to
increase access to evidence-based care. Acceptance-
based behavioral approaches, specifically ACT, have
been developed to help patients in primary care relate
differently to arange of symptoms, engage in treatment,
and engage more fully in their lives (cf., Robinson,
Gould, & Strosahl, 2010). Glover and colleagues
(2016) recently examined the impact of a four-session
abbreviated group ACT group on the psychosocial
functioning of veterans presenting in primary care. At
post-treatment, veterans reported significantly better
quality of life and fewer symptoms of depression, and
a trend emerged suggesting a potential reduction
in anxiety. Fuchs and colleagues (2016) designed
an acceptance- and mindfulness- based group to
be feasible in the context of integrated primary care;
results indicated that participants experienced a
significant decrease in reports of depressive and
anxious symptoms.

University settings

College is a critical time during which individuals
experience transition and stress (e.g., Sieben, 2011;
Zivin, Eisenberg, Gollust, & Golberstein, 2009). Often,
universities don’t have the resources to meet the
mental health needs of students, and barriers such
as mental health stigma limit treatment seeking (e.g.,
Corrigan & Matthews, 2003). Health promotion efforts
in this context may effectively reach individuals just
developing habits of anxiety and may also provide
alternatives for individuals with clinical levels of anxiety
who are not receiving treatment.

Several studies have demonstrated that one or two-
session acceptance-based workshops provide some
benefit to students (e.g., Brown and colleagues, 2011);
here we focus on those conducted by our (SO and
LR) research teams. Danitz and colleagues (Danitz &
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Orsillo, 2014; Danitz, Suvak, & Orsillo, 2016) developed
the Mindful Way through the Semester (MWTS), a one-
session 90-minute ABBT workshop with three follow-
up “tips” sent via email or text over the course of the
semester to remind students to practice their skills.
Compared to those in a wait-list condition, students
who volunteered to participate in the MWTS reported
significantly lower depression and higher acceptance
at three-month follow-up (Danitz & Orsillo, 2014),
although a subsequent study investigating the impact
of the workshop embedded in a first year seminar
course found that, among those who received the
MWTS, only students with higher levels of depression
at baseline demonstrated a significant decrease
in depressive symptoms at follow-up. Increases in
acceptance over the course of the semester were
associated with reductions in depression in both
studies (Danitz & Orsillo, 2014; Danitz et al., 2016). A
similar 90-minute stress management workshop that
included psychoeducation about the nature of anxiety
was associated with significant decreases in social and
general anxiety that were maintained at the 4-week
follow-up assessment among a racially, ethnically,
and economically diverse sample of undergraduate
students (Eustis et al., 2017).

Taken together, these studies suggest that participation
in even a brief intervention may help university
students. The workshop format may be destigmatizing
and allow students to learn that others struggle with
stress and anxiety, which may help them to cultivate
self-compassion and acceptance of their responses.
Further, the availability of online mindfulness resources
makes it easier for students to choose to continue to
practice and build skills after a workshop, which may
make the impact of the workshop more long-lasting.
We (LR, EHE, JM), along with others, started offering
this workshop, as well as adapted versions of it, on
our campus in collaboration with various stakeholders.
We incorporate cultural and systemic considerations
into these workshops (described more below). We
have been struck by how positively students rate
the helpfulness of these sessions, and plan to more
systematically examine the impact of these offerings
when they are embedded in existing structures.

Technology-based approaches on campuses

Although scaling back the length of interventions and
bringing them into contexts where students already
are (e.g., classes or clubs) remove some barriers, it
may still be challenging for students balancing multiple
responsibilities, in addition to their coursework, to attend
scheduled sessions. Further, some students may be
wary of attending in-person workshops due to mental
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health stigma. Web-based interventions (accessed via
computer and/or mobile phone) have been proposed
as one way to address these barriers in the broader
context of mental health services delivery (e.g., Dimeff,
Paves, Skutch, & Woodcock, 2011a; Mufoz, 2010).

Recently, some studies have begun to investigate
the acceptability, effectiveness, and efficacy of web-
based mindfulness- and acceptance-based (MAAB)
approaches to addressing anxiety. Randomized
controlled trials comparing MAAB web-based programs,
with or without email support from a therapist or
administrator, ranging from 4-8 sessions, to waitlist or
open online support groups, have revealed significant
effects on anxiety, depressive symptoms, and related
outcomes (Boettcher et al., 2014; Dahlin et al., 2016;
Levin et al.,, 2017). An online version of the MWTS
without support did not produce significant reductions
in depression among participants compared to those
on a waiting list, although engagement in mindfulness
and values practice was associated with decreases in
depression (Sagon, Danitz, Suvak, & Orsillo, 2017).
Interestingly, participants in this study were more
symptomatic than those in previous studies (Danitz
& Orsillo, 2014; Danitz et al., 2016), suggesting that
online workshops may attract students at higher risk.
These findings suggest that a one-session workshop
delivered online without clinician support is likely not
powerful enough to produce enduring reductions in
depression.

A recent randomized controlled trial compared a
(brief) 3-session therapist-supported online version of
the ABBT health promotion workshop we developed
for the racially, ethnically, and economically diverse
students on our campus (Eustis et al., 2017) to a waitlist
condition. Preliminary findings (Eustis, Hayes-Skelton,
Orsillo, & Roemer, in preparation) indicate significant
effects on reports of general anxiety, depressive
symptoms and quality of life, as well as targeted
mechanisms of change of decentering and experiential
acceptance (and changes in these mechanisms were
significantly associated with changes in outcomes).
These findings suggest that a brief online program,
which included written practice assignments (self-
monitoring, mindfulness, valued action), and clinician
feedback and support, to facilitate skill development
and generalization, can have a meaningful impact on a
diverse sample of students facing numerous stressors
even over the course of the semester.

When developing and testing web-based approaches
for college students (and other populations) with the
aim to increase access to flexible evidence-based care,
it is critical that access to technology is considered.




We have delivered our
web-based program
via  software that
all students on our
campus have free
access to, to ensure
lack of technology
(e.g., personal laptop/
internet access,
smartphone) was not a
barrier to participation
(i.e., program could be
completed on school
computers if needed).
These considerations
are also important in
community and other
contexts (for an example see: Aguilera & Mufioz, 2011).

Susan M. Orsillo

Promoting adaptive, empowering responding to
systemic factors

Concurrent with these lines of research, we have
been working to better address cultural and systemic
factors within the context of ABBT delivery. As with
all therapies, cultural considerations need to be
incorporated in all aspects of delivery (see Hays, 2008;
Sue & Sue, 2015, for extensive discussions of these
considerations), including consideration of the role of
systemic inequities in our clients’ lives. Observations
by our study therapists and information from a small
qualitative study we conducted led us to identify ways
of improving cultural responsivity when delivering
ABBTs to individuals who present with a range of
marginalized identities (e.g., Fuchs et al., 2013; Fuchs
et al., 2016; Sobczak & West, 2013)1. Extensively
and explicitly validating the reality of clients’ pain and
the real external barriers that may limit their ability to
do things that matter to them is essential. Similarly,
acknowledging the ways in which intentional avoidance
and distraction in response to chronic injustice and
stressors can enhance physical safety and can be
functional, particularly if the response is not habitual or
generalized, is validating and contributes to alliance-
building. Therapists should explore concerns that their
clients may have about mindfulness, particularly that it
is not consistent with a client’s religious or nonreligious
cultural beliefs; exploring these, and considering
methods of cultivating the skills of mindfulness that
are congruent with cultural beliefs and practices is an
importantpart of establishing ashared conceptualization
and treatment plan (see also, Woods-Giscombé &
Gaylord, 2014). Relatedly, drawing explicit connections
between clinical strategies and the client’s concerns is

essential for promoting client engagement; clients may
react negatively to mindfulness (or other) exercises if
the practices are seen as unrelated to their presenting
problems (Fuchs et al., 2013; Sobczak & West, 2013).
Finally, the values clarification process needs to be
responsive to the client’s personal and cultural beliefs
and preferences. For instance, therapists need to
honor the beliefs of clients who hold collectivist views
and therefore choose to enact values held by their
family, rather than imposing a more individualistic
orientation on clients. Additionally, clinicians should
be sensitive to the possibility that values clarification
and valued actions may result in family conflicts due to
intergenerational differences in values, and help their
clients to navigate these conflicts in values-congruent
ways, as well as help clients reconcile internal conflicts
between collectivistic and individualistic values.

Although some participants in our qualitative study
appreciated the flexibility of ABBT and felt it was
responsive to their individual needs, some struggled to
find time to engage in out of session practices (Fuchs
et al., 2013; similar concerns emerged in Spears et
al., 2017). In our trials, we found that the frequency of
informal mindfulness practice (i.e., bringing the skills of
mindfulness to one’s engagement in daily activities) and
not frequency of formal practice (i.e., set aside time for
specific mindfulness exercises), was associated with
maintenance of gains following therapy (Morgan et al.,
2014). Thus, although we always work with clients to
try to find some time in their challenging, busy lives for
formal practices that can help with skill development,
we have seen some clients benefit from consistently
bringing mindfulness to daily activities like feeding their
baby or waiting for the bus. Further, clients reported
being more willing to engage in informal practices if
they tie mindfulness activities to cultural and communal
practices or images, such as religious practices,
spiritual hymns, “shelling peas”, or imagining one’s
grandmother on a rocking chair (Woods-Giscombe &
Gaylord, 2014). Attending to the function of the practice
(i.e., the skills we want them to learn and apply) can
help with adapting between session exercises to better
fit with the realities of client’s lives.

Research examining how best to address the
psychological impact of discrimination/marginalization/
hate crimes on clients’ lives is needed to inform
therapists working with clients with a range of
marginalized identities, particularly given the current
socio-political environment in the U.S. and other
countries (e.g., Otto, 2017). Findings on the most
effective methods of buffering the effects of discrete
personal and interpersonal stressors may not be
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generalizable to individuals coping with racism and
discrimination given that these stressors occur at more
complex, systemic levels and are often discounted,
denied, or ignored (e.g., Harrell, 2000). For example,
in one correlational study, general emotion regulation
strategies typically considered adaptive were actually
associated with poorer psychological functioning in the
context of systemic discrimination (i.e., oppression;
Perez & Soto, 2011).

Preliminary research suggests that acceptance-based
behavioral strategies may buffer the impact of racism
on psychosocial functioning. Correlational research
indicates that dispositional mindfulness is associated
with a reduced or eliminated relation between
experiences of discrimination and symptoms of anxiety
and depression (e.g., Brown-lannuzzi, Adair, Payne,
Richman, & Frederickson, 2014; Graham, West, &
Roemer, 2013; Lyons, 2016). We (JM, EHE, LR)
recently found that experiential avoidance moderated
the relations between reports of racial discrimination
and self-reported symptoms of depression and anxiety
among people of color, indicating that both frequent
and rigid use of experiential avoidance may exacerbate
these psychological costs of racist experiences
(Martinez et al., in preparation). Another correlational
study revealed that reports of living consistently with
values moderated the association between reports
of discrimination and symptoms of depression and
anxiety among a sample of Black Americans (Graham,
West, & Roemer, 2015), and an experimental study
found that a brief values clarification exercise reduced
reports of stress in response to a racist incident in a
small sample of Black Americans (West, Graham, &
Roemer, 2013). Several pieces written for a general
audience describe how flexible, intentional use of
mindfulness skills and values clarification and action
may be beneficial in response to experiences of racism
and discrimination (Graham-LoPresti, Abdullah, &
Calloway, 2016; Roemer, Suyemoto, Rollins, &
Abdullah, 2017; Suyemoto, Roemer, Abdullah, &
Rollins, 2017). Research that examines the temporal
unfolding of the use of these strategies in response to
a discriminatory experience and their consequences
is needed to enhance our understanding of the
complexities of coping effectively with these chronic,
ongoing external and societal stressors.

One psychological consequence of discrimination
that is important to target in therapy is internalization
of stigmatizing messages (e.g., Graham-LoPresti
et al., 2016; Speight, 2007). Individuals who
consistently receive both explicit and more subtle
(i.e., microaggressions) diminishing, stereotyping,
stigmatizing messages about one or more aspects of
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their cultural identity may, not surprisingly, incorporate
those views into their self-image, leading to a host of
clinical and social challenges. Cognitive interventions
can address these internalizations (see, Graham,
Sorenson, & Hayes-Skelton, 2013; Seager & Aldao,
2016, for examples). Additionally, psychoeducation
aboutthe process and consequences of being socialized
in a society that devalues components of one’s cultural
identity paired with mindfulness practices aimed at
cultivating a decentered stance toward internalized
thoughts and judgments may decrease the distress
associated with these thoughts and the influence they
have on behavior (e.g., Graham-LoPresti et al., 2016).
Correlational findings preliminarily support the potential
buffering role of decentering in the relation between
internalized heterosexism and psychological distress
among sexual minority participants (Puckett, Mereish,
Levitt, Horne, & Hayes-Skelton, 2017).

In collaboration with Dr. Karen Suyemoto, and our
doctoral students, | (LR) developed a 2-hour two-
session coping with racism workshop for students
of color2 that synthesizes methods of raising
awareness and understanding to promote validation,
empowerment, and resistance from the racism-related
stress literature (e.g., Brondolo et al., 2009; Harrell,
2000; Low, Okubo, & Reilly, 2012; Shorter-Gooden,
2004; Sue, 2003) with ABBT strategies aimed at
promoting awareness, validation, self-compassion/
self-nourishment, and intentional engagement in
valued actions. A lay description of the workshop we
have piloted a few times, is available at anxiety.org
(Roemer et al.,, 2017; Suyemoto et al., 2017). The
main additions/adaptations we think are beneficial are:
1) psychoeducation about various forms of racism
and its impacts, and an opportunity for participants
to share their experiences so group leaders and
members can provide validation3, 2) explicit use of
this information and sharing to enhance self-validation,
self-compassion, and awareness of the reality of
exposure to discrimination and its consequences,
3) a culturally responsive approach to describing
mindfulness (such as describing specific skills, like
awareness, instead of using the term “mindfulness,”
or exploring reactions to the term), emphasizing how
mindfulness/awareness can promote grounding, a
connection to one’s intentions and values, and an
ability to choose actions rather than reacting, while
also minimizing associations with “peace” or pleasant
emotions, which may not be feasible in the face of
discrimination, and 4) acknowledgment of external
barriers to valued actions (e.g., one may choose not to
respond to a racist comment, despite valuing genuine
communication, because of a power differential
between the speaker and recipient — e.g., professor




— student), and incorporation of empowerment and
resistance, relationally and societally, in discussions
of valued actions. We discuss methods of coping
while a specific incident is occurring, during recovery,
and in response to ongoing chronic discrimination, in
each case emphasizing self-nourishment, flexibility,
and intentional behavioral choices that take context
into account. We continue to refine this program and
plan to solicit additional feedback from participants and
assess the impact more systematically.

Conclusion

Despite promising findings suggesting that ABBTs can
be beneficial in the treatment of anxiety and related
disorders, considerably more research is needed to
better understand mechanisms of change and guide
adaptations of these treatments to contexts that will
increase their accessibility. We look forward to learning
more about how best to efficiently and responsively
meet the needs of clients in varying contexts. B4
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The Ethics of Soliciting
Client Testimonials
and Reviews

Adam Fried, Ph.D.

Fordham University

The Internet has become a primary marketing
l tool for mental health professionals. While
dramatically increasing the reach and visibility
of professionals, use of the Internet for advertising
can raise a number of unique ethical dilemmas for
psychologists, including the ethics surrounding client
testimonials and reviews.

The Importance of Testimonials and Reviews

Prospective psychotherapy clients look to many
sources to find a therapist that best fits their needs,
goals and personality. Clients may search through
possibly hundreds of therapist profiles (depending on
the geographical area) before finding the “right” one.
Many, if not most, psychologists in private practice have
professional websites where they provide information
directed at prospective clients about their training,
specialties, and approach. Therapists looking for novel
ways to make their websites stand out (both in terms
of visibility and content) may see testimonials on their
professional website and positive reviews on various
websites (such as Yelp and Google) as powerful
validators of their competence and effectiveness
and a demonstration of positive consumer feedback.
Miranda Palmer, co-founder of Zynnyme LLC, a firm
that provides private practice marketing advice and
consultation for mental health practitioners notes that,
“Online reviews and testimonials can be helpful for
search engine optimization and building credibility.
However, many therapists have built and continue to
build successful practices without using reviews or
testimonials.”

Some therapists are highly concerned about the impact
of positive (and negative) reviews on prospective
client decision-making and may go to great (and
sometimes unethical or at least ethically questionable)
lengths to solicit positive feedback. For example,
a psychotherapist recently wrote to the New York
Times Ethicist column (February 26, 2017) about her
concerns about the impact of a lack of client reviews
on her future business and asked whether it would be
ethically acceptable for her to write positive reviews
of herself posing as her own satisfied clients (using
fictitious client names). As another example, | recently

heard about a therapist who was considering a new
practice policy where she would forgo assessing a
financial penalty for a “no show” appointment if the
client posted an online review.

Other therapists may eschew reviews, wary of the
circumstances that lead some clients to post reviews
and the ethical issues associated with soliciting
testimonials. For example, a client unhappy with
the outcome of an evaluation may be tempted to
post a negative review out of anger, even though the
evaluation process and conclusion may have been
valid. Palmer notes that, “Mental health professionals
feel ambivalent about online reviews. They know how
easily reviews can be taken out of context and that
every situation is different.”

The Ethics of Testimonials and Reviews

Psychologists should be aware of the ethical standards
specific to soliciting testimonials. The American
Psychological Association (APA) Ethics Code standard
on testimonials (5.05) states, “Psychologists do not
solicit testimonials from current clients/patients or other
persons who because of their particular circumstances
are vulnerable to undue influence” (APA, 2017),
with the latter applying to individuals who may be
vulnerable to “undue influence” due to their mental
status, the circumstances surrounding their treatment
and termination, and the nature of the relationship.
For example, a client who is seeking an evaluation or
receiving court-ordered treatment may be particularly
vulnerable to undue influence and requests for
testimonials could be considered exploitative (Fisher,
2017).

Inadditiontothe standard ontestimonials, psychologists
should ensure that their actions do not violate other
standards, including Maintaining Confidentiality (4.01)
and Avoiding Harm (3.04). For example, psychologists
must be careful to avoid using names and other
identifiable information; this can be especially difficult
if the review or testimonial itself contains identifiable
information (concerns that may be particularly relevant
on public websites that can be accessed by anyone).
Another issue that many therapists struggle with is
addressing negative reviews posted by clients on
various websites. While psychologists may be tempted
to directly respond to negative reviews, doing so can
violate confidentiality rules and laws. Readers may
wish to read at the APA Monitor’s article “One-star
Therapy” for helpful recommendations on how to legally
and ethically address negative reviews (Chamberlain,
2014).
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Unsolicited Testimonials

Despite explicit rules about testimonials, Palmer warns
there continue to be other ethical “grey” areas, such as
unsolicited testimonials. Even when a client volunteers
to create a testimonial for the therapist, some caution
is warranted, especially if confidentiality cannot be
maintained by omitting or disguising the client's name
or details. For example, a client who posts a testimonial
video to a therapist’s Facebook page or who volunteers
to create a video for the therapist's website can raise
unique confidentiality concerns.

Another consideration for therapists with clients who
volunteer a testimonial is whether the client understands
what they are agreeing to and if there’s a mechanism
for them to change their mind about providing a
testimonial. The American Counseling Association’s
code of ethics includes language indicating that the
counselor has a responsibility to discuss with clients
the implications of their testimonial, which may be good
ethical practice for most therapists. Telling clients who
wish to provide testimonials about any confidentiality
risks (and methods implemented by the clinician to
minimize these risks) and that they can request to have
their testimonial removed in the future upon request
may be helpful in clarifying expectations and avoiding
misunderstandings.

Palmer also warns that client reviews may be solicited
without the therapist’s knowledge or consent. “Certain
websites actually email clients after sessions and
ask for a review of the experience and there isn’t a
setting for therapists to turn off this feature.” Therapists
may wish to include language on their website and/
or practice policies acknowledging the possibility of
a third-party request for review, making clear that the
therapist does not initiate these requests, and that the
decision to provide a review rests fully with the client
and will not affect services in any way.

Alternatives to Soliciting Client Testimonials

For therapists concerned about wusing client
testimonials, alternatives exist that do not violate
ethical standards and can be just as effective. Palmer
notes that clients are not the only ones who may be
able to provide valuable feedback that psychologists
can integrate into their marketing. “Many therapists
are finding a middle ground by asking colleagues who
have intimate knowledge of their clinical work to post
reviews of their work on Yelp and Google ‘My Business’
listings. Professionals may often ask for feedback from
psychoeducational trainings and ask if they can have
permission to share them and post those appropriately.”
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Finally, Palmer encourages therapists to think beyond
the notion that testimonials and client reviews are the
only way to effectively market a practice. “Ultimately,
prospective clients are looking to get to know the
therapists and whether they can trust them. One of the
best things you can do as a professional is to have
a website allows your community to get to know you,
your style of therapy, and what they can expect from
the process. Video introductions, video blogs, and
writing can be just as powerful as online reviews and
testimonials.”
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Become a If you are engaged in the practice, research, teaching,
administration, and/or study of clinical psychology, then
Mem Umﬁ. %OQQ | = the Society of Clinical Psychology (SCP) is the place for you!

SCP welcomes all individuals interested in the integration of
science and practice.
To learn more, visit divl2.org/membership.

REASONS TO BECOME A MEMBER OF THE SOCIETY OF CLINICAL PSYCHOLOGY
(SCP; DIVISION 12 OF THE APA)

*  Continuing education (CE) opportunities *  Enhanced identity as a clinical psychologist *  Opportunities for meaningful involvement and leadership on
»  Extensive online resources for the practitioner, including *  Opportunity to build community with like-minded Division and Section committees
Clinician’s Toolkit and archived/current webinars colleagues *  Opportunities to nominate (and be nominated!) for awards
*  The Therapist Directory, for advertising your practice *  Mentorship Program, for students and professionals at all *  Discounts on books, including the acclaimed Advances in
*  Free subscriptions to the Division 12 online newsletter, career stages Psychotherapy series
The Clinical Psychologist, and academic journal, *  Opportunity to affiliate with SCP’s special interest Sections *  Reduced dues for Student and Early Career Psychologists
Clinical Psychology: Science and Practice *  Multiple forums for professional networking *  Build your resume/CV by demonstrating affiliation and
*  Access to the Division 12 Listserv, a resource for job *  Advocacy for integration of science and practice involvement with the historic APA division that facilitated
opportunities, referrals, consultation, and more *  Special APA Convention programming, such as breakfast the rise of our profession; the #1 professional community for
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Kaitlin P. Gallo, Ph.D. - Editor

Section Il: Society
of Clinical
Geropsychology

Submitted by Victor Molinari, Ph.D., ABPP

The results of the SCG 2017 elections are in.
l Our new President-Elect is Nancy Pachana,

PhD, FAPS, FASSA U-Queensland, Brisbane,
Australia. Our new Secretary is Veronica Shead,
PhD from the St. Louis VA. We had a strong slate of
candidates and those who did not win the election have
been encouraged to consider joining a SCG committee
either as a member or chair.

Regarding a bylaws vote, we had strong majority
(>2/3 vote) support to eliminate the APA membership
requirement to be a member of SCG. However, the
Aging Leadership group consisting of members of all
the geropsychology organizations have recently raised
significant issues with this proposed change warranting
further board discussion. There were no pros & cons
statement attached to the proposed byways change
which Aging Leadership feels needs to be included in
any future bylaws changes.

There was also a noticeable decline in membership this
year, possibly related to problems with online renewals
via PayPal. SCG has been actively trying to remedy
the situation. The Action Plan to increase membership
includes the following points:

1) Development of promotional materials for highlight
benefits of membership in SCG

2) Setting up a separate link to PayPal for new/renewing
members

3) Work with education committee regarding
programming for members across the training spectrum,
from graduate student to mid-career

4) Recruit potential members from other aging interest
groups within APA

5) Recruit potential members from state associations in
states that have an aging or aging/ long-term care CE
requirement

6) Following up with possible collaboration via joint
membership for Division 20 (Adult Development &
Aging) and SCG

BECOME A DIVISION 12 MENTOR

Section 10 (Graduate Students and Early Career
Psychologists) has developed a Clinical Psychology
Mentorship Program. This program assists doctoral student
members by pairing them with full members of the Society.

We need your help. Mentorship is one of the most important professional activities
one can engage in. Recall how you benefited from the sage advice of a trusted
senior colleague. A small commitment of your time can be hugely beneficial to the
next generation of clinical psychologists.

For more information about the mentorship program, please visit
www.div12.org/mentorship to became a mentor today.
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Kaitlin P. Gallo, Ph.D. - Editor

Section IV: Clinical
Psychology of Women

Submitted by Kalyani Gopal, Ph.D.

Call to Action: Misogyny and Sexual Harassment

The old boys’ network has served for centuries
l to initiate boys into male dominated workplaces,

while women have had to prove themselves as

being tough enough to handle a “man’s” work. As
bosses, women without the antecedent role models to
show the way, have had to temper their tone, voice, and
carriage to accommodate male sensitivities. There is no
doubt thanks to extensive research that the male and
female brains are wired differently especially in areas
of spatial and emotional responsivity. One would think
that women would support other women, yet research
has shown that this is by no means linear. Further, 9/10
women have reported sexual harassment. Misogyny
is so pervasive that according to a recent Harvard
Graduate School of Education, Making Caring Common
Report (May, 2017):

“In our national survey of 18 to 25-year-olds, 87%
percent of women reported having experienced at least
one of the following during their lifetime: being catcalled
(55%), touched without permission by a stranger (41%),
insulted with sexualized words (e.g., slut, bitch, ho) by a
man (47%), insulted with sexualized words by a woman
(42%), having a stranger say something sexual to them
(52%), and having a stranger tell them they were “hot”
(61%). Yet 76% of respondents to this survey had never
had a conversation with their parents about how to avoid
sexually harassing others.” (https://mcc.gse.harvard.
eduf/files/gse-mcc/files/mcc_the_talk_final.pdf, page 2)

So, how is it that women who historically ran households,
sent men their merry way after birthing a child, and
selecting the next eligible male — are now struggling
against a tide of abuse and suppression? No matter
what the field of work, women find ourselves more often
than less in a sub-standard situation.

Take for example the police force. | was speaking to a
female police officer as a part of regular clinical intake
and she shared that sexual harassment in the workplace
is not uncommon where she came from. As she stated,
“The guys say there are three kinds of females, the
bitch, the crazy, the whore.” Apparently, the bitch is the
one who is your no-nonsense colleague or boss. The
current environment of misogyny that we are all being
exposed to in daily nauseating doses is truly nothing
more than what was once hidden or privately held views,
emboldened by the recent events. Moreover, three times
as many women own guns for solely for protection as
compared to their male counterparts based on research
on 1269 gun owners in the US (PEW Research, June
2017).
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While recognizing the embedded and now emboldened
misogyny, how do we combat it?

To answer this question, in June 2017, a group of
feminists got together at a family restaurant on the
Northside of Chicago to address concerns. Four teams
were formed. The “On the Table” Event co-sponsored
by the IPA Women’s Section, lllinois Kennedy Forum,
Chicago and the Chicago Community Trust held
a simple, “Can We Talk?” Forum. Dr. Colleen Cira
facilitated a table conversation in which the participants
discussed their personal experiences with gender bias,
identifying that it begins in infancy and gets worse over
time. They also discussed possible ways to overcome it,
focusing on psychoeducation about implicit bias and the
important role of empathy in terms of being able to truly
understand someone else’s perspective.

We can all take action against microaggressions or overt
aggressions, each of us in our own way, doing our bit to
change the conversation.

* Be assertive. If as a doctor someone calls you “honey”
or “darling” do not allow it unless you absolutely know it
does not come from a sexist standpoint

* Speak up. If you see sexism in the workplace report it
or walk up to the person and address it, especially if it is
a colleague you know.

* Have meaningful and constructive conversations with
young people about what it means to be “female” or
‘male” or “transgender.”

» Explore Stereotypes and question beliefs. What if?
Why? How?

* Talk to youth about what a mature dating relationship
can look like. How is your communication? What is the
body language? Verbal cues?

* Provide guidance. Answer questions honestly and
frankly. Educate what it means to be a victim of sexual
assault, the experience and the traumatic sequelae.

» Discuss the markers of healthy versus unhealthy
relationships. How does one make informed decisions
and the difference between infatuation, lust, and love.

* |dentify films and media that promote gender equality.

* Address ethical issues such as dating your best
friend’s girlfriend, age of consent, what consiitutes sex
versus rape, how to handle knowledge about two of
¥our closest friends when one is cheating on the other.

hti_s and many such discussions increase awareness of
actions.

» Create pockets of awareness via dance, music,
theatrical performances, and Sexual Assault Awareness
Days on campuses, workplaces, and in community
activities.

In the end, it is each person who is aware transforming
the culture of misogyny. The greater the anger and
sense of injustice, the greater the impetus to combat
what we all know exists in every single walk of life.
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Previously aired Society of Clinical Psychology webinars
available-NOW WITH THE OPTION OF CE CREDIT!

You can now view all of our archived webinars in our recorded webinars section at div12.org/webinar-
recordings! CE credit is also available for recorded webinars at a reduced rate.

Recording only: FREE for SCP (Division 12) members, $10 for non-members
Recording with CE credit*: $10 for SCP members, $40 for non-members

*To receive CE credit, email Central Office at division12apa@gmail.com with the webinar you viewed
and request for CE credit. You will receive a link to take the CE quiz. Results are emailed to Central
Office and a CE Certificate will be emailed to you within the week.

Previously aired webinars (1 CE credit each):

*David Tolin: Treatment of Obsessive-Compulsive and Related Disorders

*Todd Smitherman & Don Penzien: Behavioral Interventions for Recurrent Headache Disorders
*Eric Youngstrom: Working Smarter, Not Harder: Evidence-based Assessment in Clinical Practice
*Jacqueline Gollan: Using Behavioral Activation Treatment to Treat Perinatal Mood Disorders
*Bunmi Olatunji: Treatment of Disgust in Anxiety and Related Disorders

*Antonette Zeiss: Geriatric Primary Care: Psychologists’ Roles on the Interprofessional Team

*John Pachankis: Uncovering Clinical Principles and Techniques to Address Minority Stress, Mental
Health, and Related Health Risks among Gay and Bisexual Men

*Jennifer Moye: Promoting Psychological Health after Cancer Treatment

*Allan Harkness: Evaluation of Emotion, Personality, and Internal Models of External Reality: Implications
for Psychological Intervention

*Keith Dobson and Michael Spilka: Promoting the Internationalization of Evidence-Based Practice:
Benchmarking as a Strategy to Evaluate Culturally Transported Psychological Treatments

*David Tolin: Empirically Supported Treatment: Recommendations for a New Model
*Steve Hollon: Is Cognitive Therapy Enduring or Are Antidepressant Medications latrogenic?

*Kenneth Sher & Rachel Winograd: Binge Drinking and Alcohol Misuse among College Students and
Young Adults

*David Corey: Ethics of Consulting with Government Agencies
*Robyn Walser: Mindfulness and Mental Health: Creating Awareness, Flexibility and Freedom
*Robert Reiser: Bipolar Disorder — Advances in Evidence-based Practice

*David Tolin: Blending Science & Practice
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Earn 5 CE credits for reading

volumes of theAdvances in

New

Psychotherapy book series

“Clinical and counseling psychol-
ogists appreciate the importance
of ensuring that the treatments
they provide are grounded in em-
pirical research, but they often
have trouble keeping up with the
latest research findings. Advances
in Psychotherapy — Evidence-Based
Practice is a book series developed
by The Society of Clinical Psychol-
ogy (APA Division 12) to address
this problem.

The Society is delighted to be
working with the National Regis-
ter and Hogrefe to make books in
the series available to National
Register members at a substantial
discount along with the potential
for earning continuing education
credit. Reading these books will
inform your practice and expand
your skills.”

Danny Wedding, PhD, MPH, APT series editor

Morgan Sammons, PhD, National Register Executive Officer

How does it work?

Psychologists and other healthcare providers may earn
continuing education credits for reading volumes from the
Advances in Psychotherapy — Evidence-Based Practice book
series and taking a multiple choice exam.

This continuing education program is a partnership of Hogrefe
Publishing and the National Register of Health Service Psy-
chologists. National Register members can take these exams
free of charge, nonmembers can purchase each exam for
$25 or access to the entire series of exams for $200. National
Register credentialed psychologists receive a 15% discount
onvolumes of the book series. The National Register of Health
Service Psychologists is approved by the American Psycho-
logical Association to sponsor continuing education for psy-
chologists. The National Register maintains responsibility for
this program and its content.

Visit https://us.hogrefe.com/cenatreg to find out more!

The book series
Developed and edited with the support of the Society of
Clinical Psychology (APA Division 12)

Series editor:
Danny Wedding

Associate editors:
Larry Beutler
Kenneth E. Freedland
Linda Carter Sobell
David A. Wolfe

The series provides practical evidence-based guidance on
the diagnosis and treatment of the most common disorders
seenin clinical practice — and does so in a uniquely reader-
friendly manner. Each book is both a compact how-to
reference for use by professional clinicians in their daily
work, as well as an ideal educational resource for students
and for practice-oriented continuing education.

The first volume in a new strand dealing with methods and
approaches rather than specific disorders is now starting
with the release of Mindfulness.

() hogrefe
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New titles

Robert P. Reiser/
Larry W.Thompson/
Sheri L.Johnson/Trisha Suppes

Bipolar Disorder

R
Lar
s
"

Bipolar
Disorder

Vol. 1, 2nd ed. 2017. viii + 120 pp.
ISBN 978-0-88937-410-2
Also available as eBook

This extensively updated new edition integrates empirical re-
search from the last 10 years to provide clear and up-to-date
guidance on the assessment and effective treatment of bipolar
disorder.

The expert authors describe the main features of bipolar disor-
der based on DSM-5 and ICD-10 criteria, current theories and
models, along with decision trees for evaluating the best treat-
ment options. They outline a systematic, integrated, and em-
pirically supported treatment approach involving structured,
directive therapy that is collaborative and client-centered.

This new edition includes completely updated medication
management guidelines in the form of very concise and user
friendly tables.

William D. Spaulding/
Steven M. Silverstein/
Anthony A. Menditto

The Schizophrenia
Spectrum

The Schizophrenia
Spectrum

Vol. 5, 2nd ed. 2017. viii + 94 pp.
ISBN 978-0-88937-504-8
Also available as eBook

(O hogrefe

The new edition of this highly acclaimed volume provides a
fully updated and comprehensive account of the psychopa-
thology, clinical assessment, and treatment of schizophrenia
spectrum disorders.

The compact and easy-to-read text provides both experienced
practitioners and students with an evidence-based guide in-
corporating the major developments of the last decade: the
new diagnostic criteria of the DSM-5, introducing the schizo-
phrenia spectrum and neurodevelopmental disorders, the fur-
ther evolution of recovery as central to treatment and rehabili-
tation, advances in understanding the psychopathology of
schizophrenia, and the proliferation of psychological and psy-
chosocial modalities for treatment and rehabilitation.

Katie Witkiewitz/

Corey R.Roos/

Dana Dharmakaya Colgan/
Sarah Bowen

Mindfulness

Mindfulness

Vol.37,2017. viii + 80 pp.
r' ISBN 978-0-88937-414-0

> Also available as eBook
= @!

This clear and concise book provides practical, evidence-
based guidance on the use of mindfulness in treatment: its
mechanism of action, the disorders for which there is empirical
evidence of efficacy, mindfulness practices and techniques,
and how to integrate them into clinical practice.

Leading experts describe the concepts and roots of mindful-
ness, and examine the science that has led to this extraordi-
narily rich and ancient practice becoming a foundation to many
contemporary, evidenced-based approaches in psychotherapy.
The efficacy of mindfulness-based interventions in conditions
as diverse as borderline personality disorder, post-traumatic
stress disorder, depression, alcohol and substance use, atten-
tion-deficit hyperactivity disorder, chronic stress, eating disor-
ders, and other medical conditions is also described.

Mitch Earleywine
Substance Use
Problems

Substance Use
Problems

Vol. 15, 2nd ed. 2016.

viii + 104 pp.

ISBN 978-0-88937-416-4
Also available as eBook

The literature on diagnosis and treatment of drug and sub-
stance abuse is filled with successful, empirically based ap-
proaches, but also with controversy and hearsay. Health pro-
fessionals in a range of settings are bound to meet clients with
troubles related to drugs — and this text helps them separate
the myths from the facts. It provides trainees and profession-
als with a handy, concise guide for helping problem drug users
build enjoyable, multifaceted lives using approaches based on
decades of research. Readers will improve their intuitions and
clinical skills by adding an overarching understanding of drug
use and the development of problems that translates into ap-
propriate techniques for encouraging clients to change behav-
ior themselves. This highly readable text explains not only what
to do, but when and how to do it.
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All volumes at a glance

1. Volumes on a Disorder or Group of Disorders

Children & Adolescents

» Childhood Maltreatment
by Christine Wekerle /Alec L. Miller/David A. Wolfe /
Carrie B. Spindel (2006)

e Chronic Illness in Children and Adolescents
by Ronald T. Brown/Brian P. Daly / Annette U. Rickel (2007)

« Elimination Disorders in Children and Adolescents
by Edward R. Christophersen/Patrick C. Friman (2010)

« Growing Up with Domestic Violence
by Peter Jaffe /David A. Wolfe / Marcie Campbell (2011)

» Phobic and Anxiety Disorders in Children and Adolescents
by Aimee E. Grills-Taquechel/Thomas H. Ollendick (2012)

» Language Disorders in Children and Adolescents

by Joseph H. Beitchman/E. B. Brownlie (2013)
by Brian P. Daly/Aimee K. Hildenbrand/Ronald T. Brown (2016)

* ADHD in Children and Adolescents

Anxiety and Related Disorders

« Social Anxiety Disorder
by Martin M. Antony/Karen Rowa (2008)
» Hypochondriasis and Health Anxiety
by Jonathan S. Abramowitz/Autumn E. Braddock (2011
» Generalized Anxiety Disorder
by Craig D. Marker/Alison Aylward (2011)
» Obsessive-Compulsive Disorder in Adults
by Jonathan S. Abramowitz/Ryan J.Jacoby (2014)

°
o
o

Behavioral Medicine and
Related Areas

* Heart Disease
by Judith A. Skala/Kenneth E. Freedland/Robert M. Carney
(2005)

« Treating Victims of Mass Disaster and Terrorism @
by Jennifer Housley/ Larry E. Beutler (2006)

e Chronic Pain
by Beverly J. Field / Robert A. Swarm (2008)

« Public Health Tools for Practicing Psychologists
by Jalie A. Tucker/Diane M. Grimley (2011)

» Headache
by Todd A. Smitherman/Donald B. Penzien/Jeanetta C.
Rains / Robert A. Nicholson/Timothy T. Houle (2014)

« Multiple Sclerosis
by Pearl B. Werfel/Ron E. Franco Duran/ @
Linda J. Trettin (2016)

Addictions and Related Disorders

« Problem and Pathological Gambling
by James P.Whelan/Timothy A. Steenbergh/
Andrew W. Meyers (2007)

¢ Alcohol Use Disorders
by Stephen A. Maisto/Gerard J. Connors/Ronda L. Dearing
(2007)

« Eating Disorders
by Stephen W. Touyz /Janet Polivy/ Phillippa Hay (2008)

« Nicotine and Tobacco Dependence
by Alan L. Peterson/Mark W. Vander Weg/Carlos R. Jaén
(2011)

« Binge Drinking and Alcohol Misuse Among College Students
and Young Adults
by Rachel P Winograd/Kenneth J. Sher (2015)

» Women and Drinking: Preventing Alcohol-Exposed Pregnancies
by Mary M. Velasquez/Karen Ingersoll/Mark B. Sobell/
Linda Carter Sobell (2015)

« Substance Use Problems, 2nd ed.
by Mitch Earleywine (2016) @

Sexual Disorders

« Sexual Violence

by William R. Holcomb (2010)
« Sexual Dysfunction in Women

by Marta Meana (2012) @
« Sexual Dysfunction in Men

by David Rowland (2012) @
Other Serious Mental Illnesses

« Suicidal Behavior
by Richard McKeon (2009)
» Depression
by Lynn P.Rehm (2010)
» Nonsuicidal Self-Injury
by E. David Klonsky/Jennifer J. Muehlenkamp /Stephen P
Lewis/Barrent Walsh (2011)
» Autism Spectrum Disorder
by Lisa Joseph/Latha V. Soorya/Audrey Thurm (2014)
* ADHD in Adults @
by Brian P. Daly/Elizabeth Nicholls /Ronald T. Brown (2016)
« Bipolar Disorder, 2nd ed.
by Robert P. Reiser/Larry W. Thompson/
Sheri L.Johnson/Trisha Suppes (2017) @
« The Schizophrenia Spectrum, 2nd ed.
by William D. Spaulding/Steven M. Silverstein/ @
Anthony A. Menditto (2017)

2. Volumes on Methods and Approaches

* Mindfulness
by Katie Witkiewitz/Corey R. Roos/
Dana Dharmakaya Colgan/Sarah Bowen (2017)

@ CE credits available (more titles coming soon)
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Forthcoming volumes

« Alzheimer’s Disease and Dementia
by Benjamin T. Mast/Brian P. Yochim
« Panic Disorder and Agoraphobia
by Simon A. Rego
« Hoarding Disorder
by Jedidiah Siev/Gregory S. Chasson
« Childhood Obesity
by Denise E. Wilfley/John Best/
Jodie Cahill/Dorothy J.van Buren

« Dating Violence
by Jeff R. Temple
« Insomnia

About the editors

Danny Wedding, PhD, MPH, Distinguished
Consulting Faculty Member, Saybrook Univer-
sity. After retiring from the University of Mis-
souri, Danny taught for Alliant International
University and the American University of the
Caribbean. He has published 12 books, edits
PsycCRITIQUES, and is a Past President of the
Society of Clinical Psychology.

Larry E. Beutler, PhD, Professor, Palo Alto
University / Pacific Graduate School of Psy-
chology, Palo Alto, CA; Consulting Professor
of Psychiatry, Stanford University, School of
Medicine; Past President of the Society for
Clinical Psychology, of the APA Division of
Psychotherapy, and of the Society for Psycho-
therapy Research.

Kenneth E. Freedland, PhD, Professor of
Psychiatry and Clinical Health Psychology,
Washington University School of Medicine, St.
Louis, MO; Professor of Psychiatry and Clini-
cal Health Psychology, Washington University
School of Medicine, St. Louis.

by Ana J. Fins/William K. Wohlgemuth
» Body Dismorphic Disorder

by Fugen Neziroglu/Sony Khemlani-Patel
« Bullying and Peer Victimization

by Amie E. Grills/Melissa K. Holt

« Posttraumatic Stress Disorder
by Terence M. Keane

« Internet Addiction
by Daria Kuss /Halley Pontes

Linda Carter Sobell, PhD, ABPP, Professor,
Center for Psychological Studies, Nova South-
eastern University, Ft. Lauderdale, FL; Profes-
sor in the Center for Psychological Studies,
Nova Southeastern University, FL; Internationally
known for her clinical research in the addic-
tions field, particularly brief motivational in-
terventions

David. A. Wolfe, PhD, RBC Chair in Children’s
Mental Health, Centre for Addiction and Men-
tal Health,University of Toronto, ON; Professor
of Psychiatry and Psychology, University of To-
ronto, ON; Fellow ofthe American Psychologi-
cal Association and past President of Division
37 (Child, Youth, and Family Services).

Order and price information

The volumes may be purchased individually, by Series Standing Order
(minimum of 4 successive volumes), or as a complete package. The
advantages of ordering by Series Standing Order: You will receive each
volume automatically as soon as it is released, and only pay the special
Series Standing Order price of US $24.80 - saving US $5.00 compared
to the single-volume price of US $29.80.

Hogrefe Publishing

30 Amberwood Parkway
Ashland, OH 44805

Tel.800 228 3749

Fax 419 281 6883
customerservice@hogrefe.com
www.hogrefe.com
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Special prices for members of APA Division 12:

APA D12 members can purchase a single volume at US $24.80, and only
pay US $19.80 per volume by Series Standing Order — saving US $10
per book!

In order to obtain the membership discount you must first register at
www.hogrefe.com and sign up for the discount.




