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Kim Fromme

In this first opportunity to address the 
members of Division 50, I’d like to say it 
is a privilege to serve the Division and to 
represent your interests in the larger APA 
structure. Even though I ran unopposed 
(to be addressed later), I feel honored to 
follow in the footsteps of previous illustri-
ous Presidents of the division. In addition 
to Marsha Bates, Carlo DiClemente, and 
Kathy Carroll, who effectively led the di-
vision over the past several 
years, we have had many 
distinguished leaders. These 
include Jalie Tucker (our 
first Division 50 President) 
Mark Goldman, Bob Zucker, 
and Ray Hanbury, Jr., who 
also served two terms as 
President of our predeces-
sor organization: Society of 
Psychologists in Addiction 
Behaviors (SPAB). Tak-
ing the reins of Division 50 
is also a daunting chal-
lenge—both to shepherd ongoing projects 
to completion and to lead the Division in a 
positive direction.

In her final President’s Column, Marsha 
Bates extended her thanks to 22 members 
of the Division for their hard work and 
dedication. I’d like to echo those remarks 
and add a special thanks to Carlo DiCle-
mente for his continued commitment to 
Division 50. In my first column however, 
I’d like to address the approximately 1,079 
other Division 50 members, both those 
who have served the Division in the past 
and those who have not taken an active 
role in our organization. We have a diverse 
and accomplished membership with a 

variety of skills and expertise, yet there 
is relatively low involvement across the 
membership. For example, only 18% of 
members voted in the last election. Many 
candidates, like me, run unopposed despite 
the fact that we have a large number of 
highly qualified and capable potential 
leaders. I take this opportunity to ask 
“why?”

“Not enough time,” you reply. I suspect 
this is the number one reason for low 

involvement in division activities. 
Time is a valuable and limited 
commodity of which most of us 
have too little. Ask any col-
league how they’re doing, and 
the invariable response is “Busy. 
Too busy.” Like so many people, 
members of Division 50 are often 
balancing their careers with fam-
ily and/or community responsi-
bilities. If you’re a graduate stu-
dent, you’re balancing required 
courses and clinical training with 
dissertation and other research 

activities. As an early career professional, 
you’re in the tenure race, building a prac-
tice and/or resubmitting your next grant. 
Senior members of Division 50 are over-
committed with journal and grant review 
committees, while also managing success-
ful practices or laboratories or both!

I speculate that the number two reason for 
low involvement in Division 50 activities 
is the perception that APA is too big, and 
other organizations may better meet your 
needs and goals. On this point, I’d like 
to try to change your mind. Many of our 
members are also members of organiza-
tions such as the Society of Behavioral 

Kim Fromme



2 The Addictions Newsletter

(Continued from page 1)
President’s Column

Medicine, Research Society on Alcohol-
ism, and the Association for Cognitive and 
Behavioral Therapy. With smaller conven-
tions, if not smaller membership 
(e.g., RSA has 1,600 members), 
these organizations may attract 
greater member involvement. 
Like many of you, I belong to 
several professional organiza-
tions, but what impresses me 
most about Division 50 and APA 
is the breadth and potential influ-
ence that can be exerted through 
activity in this organization. APA 
is admittedly very large—with 
all of the bureaucracy that goes 
along with organizations of its size. It is, 
however, also extremely powerful and 
has directorates to address all potential 
issues that confront our members. With 
four major Directorates: Practice, Science, 

Education, and Public Interest, APA spans 
the range of interests of our membership 
and attempts to support the integrity of all 
aspects of our profession. There is indeed 
strength and power in numbers. I encour-
age you to explore the various activities 

of APA through active 
involvement in Division 
50.

Lastly, I believe that the 
number three reason 
for low involvement in 
Division 50 is a lack of 
awareness—both by the 
Board of Directors and 
the members. A given 
individual’s special skills 
and willingness to serve 

may be unknown to the Board, who are 
often called upon to nominate Division 50 
members for important APA committees, 
to run for Division 50 offices, or to serve 
on other special committees and projects. 

Members’ limited awareness about the 
various positions and related responsibili-
ties in Division 50 may also contribute 
to low involvement. You can’t do what 
you don’t know about. We have tried to 
remedy this in part by describing the roles 
of elected officials of the division through 
publication in The Addiction Newsletter 
(TAN). Alas, due to the number one reason 
(little time), TAN often sits alongside the 
other unread journals on our desks.

I’ve come full circle in attempting to 
explain, and hopefully redress, possible 
reasons that many of our members haven’t 
taken an active role in Division 50 activi-
ties. I’d like to invite you to reconsider the 
ways in which greater involvement in Di-
vision 50 might enhance your professional 
life. Please contact me (fromme@psy.
utexas.edu) or any of the other members of 
the Board to offer your services and to be 
sure that your voice is heard. We welcome 
your involvement!  

Nancy A. Haug

I would like to take this opportunity to 
summarize TAN activities in 2006. Over 
the past year, we published 3 newslet-
ters: Spring (Volume 13, No. 1), Summer 
(Volume 13, No. 2) and the current issue, 
Fall/Winter (Volume 13, No. 3). We now 
have several standing columns: President’s 
Column, Editor’s Corner, Council Reports, 
Committee Reports, Student & Trainee 
Perspectives, Federal Update, Abstracts, 
and Announcements. With help from the 
public policy and advocacy committee, 
we recently established a column called 
“Advocacy Alcove.” We continue to pub-
lish abstracts but have loosened the criteria 
slightly and are not using themes because it 
didn’t produce enough submissions. TAN is 
open to reviewing books and posting new 
book descriptions. We are publishing brief 
obituaries of members when submitted. 
TAN is used as a forum for electing officers 
and making bylaw changes. TAN is being 
posted to members on the Division 50 
Listserv, the Announcements-Only List-
serv, and current and archived newsletters 
are posted on the Division 50 website. We 
currently receive an adequate number of 
submissions for both abstracts and articles, 

Editor’s Corner
and readership feedback is quite positive. 

A central theme of this issue of TAN is 
becoming more involved in our Division. 
To that end, my 3-year tenure as TAN Edi-
tor is drawing to a close in 2007, and we 
are searching for a new Editor. I encourage 
interested members to consider applying for 
this position, as it is a wonderful chance to 
be involved in Division 50 at all levels. The 
editorial workload is minimal (compared 
to a journal), and you are permitted to have 
a local editorial assistant paid for approxi-
mately 10 hours each newsletter. In addi-
tion, we contract with APA to perform the 
lay-out editing, printing, and mailing. I was 
able to meet and work with the Division 
50 Executive Board, esteemed colleagues 
and outstanding students, all of whom are 
dedicated to the Division’s goals and mis-
sion. My work with TAN also resulted in a 
presentation on careers in addiction at the 
2005 APA Convention. The Editor position 
is not compensated monetarily, however, 
some funding is offered for travel to the 
annual APA meeting. I especially encour-
age young investigators to apply if you are 
interested in obtaining editorial experi-
ence. TAN offers a unique opportunity to 
practice editing and supervision skills, have 

overall responsibility for a publication, and 
network with people from different back-
grounds and organizations. 

In accordance with the Division 50 policy 
and procedures, applicants will be reviewed 
and selected by the Board of Directors. If 
you are interested in being a candidate for 
TAN editor, please email the President of 
Division 50, Kim Fromme, a brief let-
ter of interest and Curriculum Vitae at 
fromme@psy.utexas.edu and she will send 
you a copy of the policy and procedures. I 
continue to enjoy my time working on TAN, 
and I am happy to speak with interested 
candidates about my experience. 

The current TAN has many interesting fea-
tures so please continue exploring! We have 
updates from our various division com-
mittees, calls for nominations, and original 
pieces by John Kelly on moderators and 
mediators of treatment effects as well as 
Michael Flaherty and Debra Langer who 
present an exciting new model of preven-
tion and treatment of substance use disor-
ders. If you would like to submit an article, 
announcement, or abstract for our next edi-
tion, send them to TAN_Editor@comcast.
net by February 23, 2007. Happy Holidaze! 
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Sandra A. Brown 
Division 50 Council Representative

At its meeting during the New Orleans 
convention, the APA Council of Representa-
tives deliberated the role of psychologists in 
national security interrogations. 

As it has in its last two meetings, the APA 
Council of Representatives devoted con-
siderable time to discussion of the ethics 
of psychologists’ involvement in national 
security interrogations. Lt. General Kevin 
C. Kiley, Surgeon General of the U.S. Army, 
spoke about the work of psychologists in 
consulting to interrogation teams at the U.S. 
Naval Station at Guantanamo Bay, Cuba. 
Kiley emphasized his belief that military 
psychologists are able to do their jobs and 
adhere to the APA ethics code. Dr. Steven 
Reisner, a senior faculty member at Colum-
bia University’s International Trauma Studies 
Program, also spoke, expressing his belief 
that psychologists should not be present in 
any capacity at Guantanamo or places like it. 

The Council also received an update on the 
continuing work of the APA Ethics Commit-
tee concerning the ethics of psychologists’ 
role in national security investigations from 
Dr. Olivia Moorehead-Slaughter, chair of 
the committee. The committee is beginning 
work on a commentary/casebook, which will 
address how to define terms such as cruel 
and degrading. 

In a separate action, the Council adopted 
a resolution affirming the organization’s 
absolute opposition to all forms of torture 
and abuse.  The resolution also reiterated 
psychologists’ duty to intervene to attempt to 
stop acts of torture and abuse as well as the 
obligation to report any instances of torture 
or other forms of cruel, inhuman or degrad-
ing treatment. The resolution also affirmed 
the centrality of United Nations human rights 
documents and conventions to APA policy. 

Council also requested that APA President, 
Dr. Gerald Koocher, write a letter on behalf 
of the Council to all military psychologists 
and those working in the National Guard and 
Veterans Administration commending them 
for their many significant contributions and 
sacrifices.

APA Council Report: August 2006

In addition, Council:

Adopted Guidelines for the Undergradu-
ate Psychology Major. The guidelines 
provide support to academic depart-
ments by describing a set of learning 
goals and outcomes for the under-
graduate psychology major designed 
to improve the quality of learning and 
teaching in psychology. APA’s Board of 
Educational Affairs (BEA) Task Force 
on Undergraduate Psychology Major 
Competencies drafted the guidelines. 
The guidelines (www.apa.org/ed/re-
sources.html) address development 
of competencies in students seeking 
entrance to graduate or professional 
schools, as well as those entering the la-
bor force. The task force also developed 
a companion resource on effective as-
sessment strategies for the competencies 
called the “Assessment Cyberguide.” 
The guide is available online at www.
apa.org/ed/guidehomepage.html.

Adopted the report of the APA Working 
Group on Psychotropic Medications for 
Children and Adolescents. The report 
cites an urgent need for improved access 
to evidence based mental health care for 
children and adolescents and identifies 
serious gaps in the knowledge base for 
treatment of young people with mental 
health disorders. (A press release and 
full text of the report will be available 
the second week in September at http://
www.apa.org/releases/)

Adopted the report of the APA Zero 
Tolerance Task Force. The task force 
reviewed 10 years of research on zero 
tolerance policies in schools and found 
that they did not have the desired effect 
of reducing violence and disruption and 
in some instances can actually increase 
disruptive behavior and drop-out rates. 
The report recommends that zero 
tolerance polices not be abandoned but 
that teachers and school administers be 
given more flexibility in the implemen-
tation of disciplinary actions. 

Adopted the report of the APA Task 
Force on Socioeconomic Status and 
established a Continuing Committee on 

•

•

•

•

Socioeconomic Status. The Committee 
will look at the effects of socioeconomic 
status on psychological development 
and well-being. 

The Council took two actions concerning 
the accreditation of programs in profes-
sional psychology. The first item adopted 
the recommendations of the June 2005 
Summit on Accreditation as changes to the 
Association rules.  This included changing 
the name of the Committee on Accredita-
tion to the Commission on Accreditation 
and adding to the membership of that body. 
The membership changes include additional 
seats for internship programs, postdoctoral 
residency programs, a diversity seat, as well 
the inclusion of open seats. Further, these 
changes highlight the continued efforts of the 
Committee/Commission for the inclusion of 
individual and cultural diversity in all aspects 
of the accreditation process.  The second 
action deleted a clause in the Guidelines and 
Principles for Accreditation allowing for 
doctoral accreditation in “emerging substan-
tive areas” and set forward a mechanism 
that allows for “developed practice areas” 
to be added to the scope of accreditation for 
doctoral programs.

Additionally, Council passed the associa-
tion’s 2007 budget that included reauthoriza-
tion of the Association’s public education 
campaign, modified the eight-year dues 
ramp-up schedule for early career members 
and increased the members’ journal credit 
to $55. Dues for 2007 will be $270 for full 
members (dues increases are based on the 
consumer price index) and $50 for APAGS 
members.

Finally, the Council passed an action item 
restructuring the Membership Committee 
into a Membership Board and creating a 
separate Fellows Committee reporting to the 
new Membership Board. This action requires 
a change in the association’s Bylaws. The 
Bylaw amendment will be sent to the full 
membership for a vote in early November. If 
approved, the Membership Board will begin 
seating members in January of 2008.

This is my last report as Division 50 Repre-
sentative to APA Council. Jalie Tucker will 
assume these responsibilities for our Division 
at the January 2007 meeting of Council.  
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Harry K. Wexler, National Development & 
Research Institutes, Inc.

Gregory S. Brigham, Maryhaven & Uni-
versity of Cinncinnati, Columbus

Daniel R. Kivlahan, VA Puget Sound & 
University of Washington, Seattle

Nancy A. Piotrowski, Capella University

Professional organizations and the federal 
government are promoting identification 
and implementation of evidence-based 
practices (EBPs) in many areas of busi-
ness and medicine, including the area of 
addictions. During the annual convention 
in New Orleans, members of the Division 
50 Committee on EBPs convened, and we 
decided to prepare this overview on some 
of the history, current efforts, and avail-
able resources on EBPs. 

Current Efforts to Identify EBPs
Interest in EBPs spurred creation of sever-
al initiatives within health care to synthe-
size scientific and clinical knowedge. The 
Cochrane Collaboration1 is an example 
of efforts towards systematic literature 
reviews of intervention studies. The NIDA 
Clinical Trials Network2 and Criminal 
Justice Drug Abuse Treatment Studies 
cooperative3 provide examples of multi-
site clinical trials and related information 
dissemination efforts. The National Imple-
mentation Research Network4 provides 
an example of focused efforts on imple-
mentation science, as does the new open 
access journal Implementation Science.5 
Clinical practice guidelines6 also continue 
to develop to assist in EBP-related training 
efforts.

In addition to the above, other efforts 
have focused primarily on establishing 
criteria for evidence-based treatments, 
and identifying and rating programs and 
practices (e.g., the National Quality Forum 
(NQF), the National GAINS Center, and 
the National Repository of Evidence-based 
Programs and Practices (NREPP)). A 
bird’s eye view of such efforts is provided 
below.

Selected National Efforts Examining Evidence-Based Practice 
in Addictions

National GAINS Center. Funded by the 
Center for Mental Health Services of 
the Substance Abuse and Mental Health 
Services Administration (SAMSHA), 
this center has operated since 1995 for 
collection and dissemination of informa-
tion about effective mental health and 
substance use services for people with 
co-occurring disorders who are in contact 
with the justice system. To accomplish its 
goal of expanding access to community-
based services, the center is developing 
a comprehensive plan for information 
dissemination, knowledge application, and 
technical assistance strategies to further 
the implementation of evidenced-based 
programs. In 2005, the center convened a 
series of expert panel meetings to examine 
the evidence for six specific practice areas. 
These areas included assertive community 
treatment, trauma, housing, employment, 
illness self-management and recovery, 
and integrated treatment for co-occurring 
mental health and substance use disorders. 
Reviews of this work are available online.7

National Quality Forum. NQF is a feder-
ally chartered, private, not-for-profit 
membership organization created to de-
velop and implement a national strategy 
for healthcare quality measurement and 
reporting through voluntary consensus 
standards of care.8 In December 2004, 
with funding from Robert Wood Johnson 
Foundation, NQF conducted a workshop 
attended by payers, policymakers, and 
treatment providers to address effective 
treatment for patients with substance use 
disorders.9 The ongoing project10 builds 
on these workshop findings to achieve na-
tional consensus on effective practices for 
the treatment of a range of substance use 
conditions across the continuum of care. 
In addition to the strength of the evidence 
base, other criteria for selecting practices 
are applicability to broad populations, 
readiness for widespread adoption, and 
potential to serve as the basis for future 
quality improvement measures that can 
be used for public accountability. A public 
comment period on the recommendations 
is anticipated in December 2006 with 
subsequent vote by all member organiza-
tions of the NQF early in 2007. And note: 

Division 50 is represented on the NQF 
Steering Committee!

National Registry of Evidenced-Based 
Programs and Practices. NREPP was 
developed by SAMHSA to serve as a 
national resource for up-to-date informa-
tion on the empirical basis and practicality 
of interventions to treat or prevent mental 
and addictive disorders. Information 
on the web11 explains inclusion criteria 
and how to have a program considered 
for inclusion, and provides summaries 
of programs on the registry. Consider-
able information about interventions is 
available through the registry including 
a program summary, contact information 
outcomes, effect sizes, adherence effects, 
and estimated costs of implementation and 
maintenance. 

Continuing Questions
The efforts described above provide valu-
able information; programs and practices 
based on evidence are essential to the 
field. The end goal of improving the qual-
ity of addiction treatment and client out-
comes remains at the heart of why interest 
in this area persists. Certainly, the focus on 
EBPs has heightened attention to the im-
portance of evidence and implementation 
in encouraging good practice. However, in 
the developing EBP literature, a number 
of important questions need continued 
discussion. 

An upcoming conference in December 
that will be lead by the senior author and 
his associate, Steve Belenko12 highlights 
some of these questions in the areas of 
EBP criteria, efficacy and effectiveness, 
principles of effective treatment protocols, 
and program fidelity and manualized treat-
ment. For instance, in terms of criteria, 
current questions include, “What consti-
tutes evidence and best ways to evaluate 
the quality and applicability of evidence? 
How do we balance effect sizes and statis-
tical significance with clinical relevance, 
effects, and cost factors? What is the im-
pact of disseminating lists of EBP on regu-
lation and policy? What are alternative 
criteria that can inform treatment?” With 
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efficacy and effectiveness, the focus shifts 
to “What is the contribution of specific 
treatment protocols to outcomes (magni-
tude and meaningfulness) versus client, re-
lationship, and other factors? Do we need 
other alternative empirical methods (e.g., 
engineering, education) to study treatment 
effectiveness at the organizational and 
systems levels?” In examining effective 
treatment protocols, we consider “How 
much alignment to local conditions is 
feasible? What is the contribution of good 
treatment delivery practices to treatment 
effectiveness? Can “active” components 
of protocols be identified and adapted 
in different settings or with different 
populations?” With regard to fidelity and 
manualized treatment, “What is the role of 
expert opinions, consensus, and histori-
cal analyses in EBP? Can requirement of 
increased adherence to a manual reduce 
effectiveness? Can manuals be individual-
ized at the program, clinician, and client 
levels? To what extent is fidelity carrying 
out distinct activities in the manual, and to 
what extent is it an approach to treatment 
(e.g., focusing on behavioral markers, be-
ing Socratic rather than directive)?”  

Suggestions for Additional Reading
The questions noted above are impor-
tant—and in many ways the tip of the 
iceberg! Continued attention and discus-
sion must occur to make EBPs work in 
diverse settings. Therefore, in addition to 
the information noted above, we suggest 
some additional reading. For instance, 
EBPs have received considerable attention 
by psychologists in the addiction field (see 
excellent overviews by Miller, Sorenson, 
Selzer, & Brigham, 2006; Miller, Zweben, 
& Johnson, 2005; Tucker & Roth, 2006) 
and by APA in general.13 We hope read-
ers will explore these resources, consider 
their utility for your daily work, and how 
they may need to be adapted or further 
explored. 

Endnotes
1 http://www.cochrane.org
2 http://www.nida.nih.gov/CTN/ 
3 http://www.cjdats.org/ka/index.cfm
4 http://nirn.fmhi.usf.edu/aboutus/01_whatis-

nirn.cfm
5 http://www.implementationscience.com/
6 http://www.psych.org/psych_pract/treatg/pg/

pg_substance.cfm and http://www.oqp.med.
va.gov/cpg/SUD/SUD_Base.htm

7 http://gainscenter.samhsa.gov/html/resources/
publications.asp

8 http://www.qualityforum.org/
9 http://www.qualityforum.org/pdf/reports/

SUD.pdf 
10 http://www.qualityforum.org/projects/com-

pleted/substance_abuse.asp
11 http://www.modelprograms.samhsa.gov/tex-

tonly.cfm?page=nreppover
12 http://www.tresearch.org/centers/ceica.htm
13 http://www.apa.org/practice/ebpstatement.

pdf and http://www.apa.org/practice/ebpre-
port.pdf 
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The Committee is happy to report that 
2006 was a productive year. Committee 
members have been helpful in represent-
ing divisional interests to APA calls for 
comments on matters related to evidence-
base practices (EBPs) in addition. We 
submitted comments on items such as 
future priorities for NIMH epidemiology 
research, as well as providing input to 
public calls such as National Repository 
of Evidence-based Practices and Programs 
(NREPP) and to the National Quality 
Forum Substance Use Disorders Project 
(NQF-SUDP). Recently, the committee 
contributed comments on the APA Board 
of Educational Affairs Task Force Report 
on Competency Assessments. 

Note also that these efforts had impact. 

Update from the Committee on Evidence-Based Practices in 
Addiction

The Federal Register (see Vol. 71, No. 
49 / Tuesday, March 14, 2006 / Notices) 
cites committee commentary related to 
NREPP. Additionally, committee member 
Dan Kivlahan is now on the NQF-SUDP 
Steering Committee. Further, contributions 
of information resources to NQF from 
numerous division members will insure 
that input from psychologists in addictions 
is available for the work ahead. Thanks 
to Henry Balters, Alan Bellack, Greg 
Brigham, Bill Fals-Stewart, Reid Hester, 
David Hodgins, Janice Jones, Michael 
Levy, Michael Madson, Lisa Najavits, 
George Parks, Ed Rubin, Jalie Tucker, 
and Daniel Yalisove for their suggestions 
and other contributions on one or more of 
these matters! 

In this issue of TAN, members of the com-
mittee contribute an informational article 
on resources related to EBPs in addiction 
for the general membership use. The ar-

ticle is a taste of what the Committee Co-
Chair, Harry Wexler, and I hope to provide 
in developing divisional information 
resources related to EBPs in addiction. 
We also are collaborating with Division 
56 (Trauma Psychology) to expand the 
scope of such informational resources to 
address the specific needs arising from the 
combination of addiction and trauma. We 
are indebted to Ray Hanbury for his help 
in forging that connection and his contin-
ued commitment to that work, as well as 
to Judith Albert of Division 56!

Following last year’s successful sympo-
sium on EBPs in addiction, we co-chaired 
a symposium this year at APA in New 
Orleans entitled “Implementation Issues 
in Evidence Based Practice in Addictions 
Treatment.” This featured presentations by 
Greg Brigham, Tom Horvath, Dan Kivla-
han, Michael Levy, Harold Perl, and Joan 

(Continued on page 6)
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Zweben, with Perl and Horvath serving as 
discussants and Wexler facilitating a Q & 
A with the audience. The two-hour early 
morning symposium drew more than 50 
attendees who were able to earn CE credit 
for their time. And stay tuned: plans are 
in the making now for a follow up for San 
Francisco looking at EBPs in addiction 
from a business integration perspective.

As always, if any of this is of in-
terest, please send an email to 
napiotrowski@yahoo.com. Many oppor-
tunities to assist with ongoing and new 
projects exist, and we would enjoy learn-
ing about your interests. 

Update from the Committee 
on Evidence-Based Practices 
in Addiction
(Continued from page 5)

Division 50 Needs Your Votes!
In early November you will receive an apportionment ballot from 
APA. The vote this ballot represents will determine division and 
state representation on the governing body of APA: the Council 
of Representatives. You have 10 votes to allocate and you may 
be a member of several divisions. Because we are relatively 
small, Division 50 needs your votes 
to maintain a seat and address your 
professional and scientific interests at 
Council. This is the main mechanism 
for us to speak to APA about issues 
that concern our membership. Please 
allocate ALL of your votes to Division 
50 and mail in your ballot. This will 
ensure that we can represent your 
interests at APA Council!

Ron Kadden,  
Div. 50 Nominations and Elections Chair

The Division 50 annual elections cycle is 
about to begin. The first step is nomina-
tions, which will be accepted from now 
through January 31, 2007. 

This year, Division 50 has two positions 
to be filled, President-Elect, and Member-
at-Large of the Executive Committee. The 
position of Member-at-Large of the Execu-
tive Committee is for the position currently 
occupied by Doug Marlowe, whose term 
will expire by the next APA convention. 
The individual elected to this position 
will serve as the Board liaison to the APA 
Practice Directorate. Descriptions of these 
positions will be posted on the Division 50 
listserv.

A call for nominations and a form for 
submitting them appear in this issue of The 
Addictions Newsletter. The final list of can-
didates nominated for each position will 
be announced in February, and the election 
will take place in April. 

In recent years we have been follow-
ing a member’s suggestion that peri-
odic announcements be made, during the 
nominating period, about who has been 
recommended for nomination and whether 

Call for Nominations for Division 50 Officers
or not they have received enough ballots 
(2.5% of the membership) to be formally 
nominated. That procedure has stimulated 
more interest, and for several years now 
all candidates have exceeded the required 
threshold by the close of nominations. 
Given the success of that procedure, the 
names of all nominees will once again be 
posted biweekly on the Division 50 listserv 
during the months of December and Janu-
ary, in the hope of stimulating interest in 
the nominations process. If anyone has an 
additional suggestion for how to enhance 
membership involvement in the nomina-
tions and elections process, please write to 
me at kadden@psychiatry.uchc.edu.

All division members are urged to consider 
running for office, to submit nominations 
for the offices that are open this year—self-
nominations are welcome, and to vote in 
the election next spring.

As a service to our members, Keith Hum-
phreys has compiled lists of those who 
have served as officers since the official 
beginning of Division 50. Those lists are 
available on the Division 50 website at 
the bottom of the page listing all current 
elected officers: http://www.apa.org/divi-
sions/div50/fellows.htm. Simply click on 
the link labeled “past officers” to obtain 
lists of all those who previously served.

There are no restrictions on individuals 
running again for the same or for a differ-
ent office within the Division. It is also 
hoped that members who have not yet 
participated in the leadership of the Divi-
sion will step forward at this time. Your 
involvement is most welcome. 

Annual Division 
50 Call for Fellows 

Nominations

The Division 50 Fellows and 
Awards Committee invites 
nominations of Division 
members for potential election 
to Fellow status in the American 
Psychological Association. The 
deadline for receipt of nominations 
is December 28, 2006. The 
deadline for receipt of application 
materials (i.e., nominee’s materials 
and endorsers’ letters) is January 
18, 2007. Nominations may be 
made by any member or Fellow 
of the Division; self-nominations 
are acceptable. For further 
information, please contact 
kathleen.carroll@yale.edu
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Call for Nominations 
Division 50 Officers 

Division 50 is soliciting nominations for two offices: 

President-Elect
Member-at-Large of the Executive Committee 

The President-Elect serves for 3 years, as President-Elect, President, and Past-President.  

The Member-at-Large also serves for 3 years. The individual in this position will serve as the liaison to the    
APA Practice Directorate. 

The duties for each position are as described in the Division by-laws. Officers are expected to attend the 
annual APA convention and the mid-winter Board of Directors Meeting (some funding is available for travel 
to the mid-winter meeting).  

Division by-laws state that a nomination “must be supported by the signatures of at least two and one-half 
percent” of the members. Thus, each nomination should be supported by at least 26 members of the Division. 
Nominations of women and ethnic minority members are especially encouraged. 

Candidate biographies will appear in the spring issue of The Addictions Newsletter. The ballot for officers 
will be mailed from the APA Central Office in early April. 

Make nominations by indicating nominee and office below. Nominations may be sent by e-mail. Please 
provide nominator’s address, and phone number to permit verification. 

THE DEADLINE FOR NOMINATIONS IS JANUARY 31, 2007.

I nominate         for          of Division 50. 

I nominate         for          of Division 50. 

Nominating member’s name, address, and phone number (for verification): 

Name         Phone      

Street             

City          State    Zip   

Nominator’s signature           

Send nominations to: Ronald Kadden, Ph.D., Division 50 Nominations and Elections Chair 
 Department of Psychiatry    kadden@psychiatry.uchc.edu 
 UConn School of Medicine    FAX: (860) 679-1312 
 Farmington, CT 06030-3944    Phone: (860) 679-4249 

THE DEADLINE FOR NOMINATIONS IS JANUARY 31, 2007 
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Amee B. Patel and Alicia Wendler Gradu-
ate Student Representatives 

After the flurry of activity to prepare for 
the APA Convention and the whirlwind 
of a late summer conference, most of us 
return to our respective academic pro-
grams, internships, and/or dissertations to 
begin a new semester, rotation, or chapter. 
For many, the end of APA signals some 
sort of beginning or change. Rarely does 
this process occur with ease or leisure, 
and all too often we feel a lack of support 
and guidance. We find that our roles and 
responsibilities continue to expand with the 
expectation of increasing autonomy during 
our transition from student to professional. 
It is challenging to meet deadlines, balance 
personal and professional goals, and take 
advantage of our training as we navigate 
graduate school. In an effort to address 
these issues, we invite you to answer three 
questions that we, as your Division 50 
Student Reps, have been deliberating since 
APA.  

First, congratulations to all of you who pre-
sented at APA. The Division 50, Combined 
Division 28 and 50, and NIDA/NIAAA 
Early Career Poster Sessions were great 
events! It was exciting to see new research 
and ideas in addictive behaviors, and we 
were really glad to see the level of student 
involvement. For those of you with whom 
we were able to speak, it was a pleasure 
meeting you and witnessing the passion 
you hold for your respective interest areas. 
We also want to recognize this year’s Divi-
sion 50 Student Poster Winners:

1st Place: Amee B. Patel, The Univer-
sity of Texas at Austin

2nd Place: Amanda Ferrier, University 
at Albany, State University of New 
York

3rd Place: Gregory J. Kavanagh, Uni-
versity of Cincinnati

•

•

•

Student and Trainee Perspectives

Students...We Want to Hear From You!

There were two student-focused programs 
hosted by Division 50 this year: a round-
table discussion on interviewing for jobs in 
the addictions field and a roundtable discus-
sion about getting the most out of your 
graduate training in addictions. Given the 
small attendance at these two events, and 
the fact that it is never too early to begin 
planning, we ask the following question to 
our student readers:

What topics would you like to see in 
the form of a roundtable discussion 
or social hour activity at APA next 
year? 

We learned at the APA Division 50 Busi-
ness and Board Meetings that there has 
been a substantial increase in student 
membership in Division 50. In fact, Dr. 
Keith Morgen’s (Monmouth University) 
Membership Report showed 140 new stu-
dent members during 2006, which represent 
69% of all new memberships in Division 
50. As students, we represent 12.7% of the 
total pool of Division 50 members. This is 
a substantial student membership. We are 
strongly invested in how best to serve you 
and pose a second question: 

What student-focused issues would 
you like to bring to the attention of 
Division 50? 

Whether your interest lies in research, 
training, policy, or treatment; as student 
representatives we want to know what is 
important to you as you carve out a place 
for yourself in the field of addictions. Ad-
dressing student-focused issues can take 
the form of a future TAN article, a report 
of your concerns to us and the Division 50 
Board members, and/or suggestions for 
resources and support. 

Finally, as the 2006 year ends, both of us 
are at exciting junctures in our training. 
Alicia began her predoctoral internship 
training at a VA Medical Center this past 
June, with a primary rotation in the treat-
ment of co-occurring disorders. Amee will 

1.

2.

soon be conducting her oral defense of 
her proposed dissertation study on college 
student drinking. Working toward these key 
milestones in one’s academic training can 
be difficult, and we know we are not alone 
in our challenge to capitalize on avenues to 
address our training and research interests 
in addictions. This leads us to a final ques-
tion for our student readers: 

What are your struggles in address-
ing training and research interests in 
addictions?  

We feel that the common experiences of 
graduate students are often unheard in 
a constructive manner and invite your 
comments about training issues in your 
programs and ideas for improving addic-
tions training. Our goal is to continue to 
increase the student presence in Division 50 
and provide a forum for discussion among 
future addictions specialists. As two people, 
however, we cannot do this alone. We hope 
that our questions motivate you to contact 
us, as well as promote discussion among 
you and your colleagues. Amee can be 
reached at amee@mail.utexas.edu and Ali-
cia can be reached at wendlera@umkc.edu. 
We look forward to hearing from you! 

3.

Fred Rotgers to Chair 
CAPP-IG

Dr. Fredrick Rotgers, Division 50 
Liaison to CAPP, was elected 2007-
2009 Chair of the Committee for 
the Advancement of Professional 
Psychology Integration Work Group 
(CAPP-IG) of APA. Our sincere 
congratulation to Fred on receiving 
this position of honor, and our hearty 
thanks for his continued work in 
representing the members of Division 
50. This is a fabulous opportunity for 
Division 50 members to make their 
voices heard at the highest level of 
the APA Practice Directorate. Please 
let Fred know if you have any issues 
with respect to practice. He can be 
reached by phone at 215-871-6457 
or e-mail at fredro@pcom.edu or 
fred_etoh@yahoo.com.
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Advocates Alcove

Rebecca Kayo, Division 50 Federal 
Advocacy Coordinator, Co-Chair Policy 
and Advocacy Committee 

Brad Olson, Co-Chair Policy and 
Advocacy Committee, Member at Large

Psychologists are generally well-educated 
and highly trained professionals. We are 
often amazing leaders in providing clinical 
services, conducting innovative research, 
training/educating others and providing 
organizational leadership. However, we 
can be severely lacking in other important 
areas vital to ourselves, our profession and 
those we serve. Most pointedly, in the ar-
eas of advocacy, political giving, and pro-
fessional involvement, psychologists can 
be somewhat inactive and, at times, even 
avoidant. This may be because of the way 
we were trained, because we are too busy 
with our many roles, because the thought 
of getting involved in politics is somehow 
distasteful and for a variety of other rea-
sons. For these reasons, psychologists as 
a whole are more likely to leave the future 
of our profession in the hands of others 
than to step forward toward creating the 
forms of change that we know are best. 
We are here to encourage this change, and 
to encourage you to be more ready to help 
bring it about. Can you think outside of 
the box, step out of your office? Can you 
see that part of being a psychologist is also 
to be an advocate for people in recovery 
and for our profession? 

Everyday psychologists affect individual 
lives. Many of us utilize our clinical skills 
to directly impact our client’s quality of 
life and have seen dramatic changes in 
their alcohol and drug use. Now is the 
time to see the bigger picture and to reach 
for broader goals. The advocacy activities 
that we ask you to be a part of can impact 
a wide range of issues that directly affect 
each of us. These include (but are not 
limited to) the scope of practice, licensure 
laws, full mental health parity (includ-
ing substance abuse), drug court funding, 
inclusion of psychologists in Medicare, 
regulating managed care and the insurance 

Psychologists as Advocates
industry, government funding of substance 
abuse and mental health research, and a 
host of other important issues and initia-
tives. If we don’t lend our voice to these 
decisions, actions will be taken without 
us. Choices will be made by people who 
don’t have our interests in mind, who may 
not know all that we know, and who don’t 
always know how it will affect our clients 
or anyone in the search for recovery. 

In a report shared by the AAP Advance 
(Spring, 2002) comparing health profes-
sions on political giving, psychologists 

came in last. On average, psychologists 
give $1.05 each year (per person) for 
political purposes and advocacy activities. 
Nurses give at least $2.44, Social Workers 
give at least $4.42, Physical Therapists 
$4.70, Physicians $7.75, Dieticians $7.90, 
Chiropractors $20.35, and Optometrists 
at $22.35 per person. Many of the profes-
sions on this list make less than we do. 

This is one clear example of how much we 
may be behind in our efforts. Aside from 
giving money to causes, there are many 
ways to be an advocate. Where do you 
start? How do you begin? Below we have 
provided some helpful ideas just for you!

Get motivated to take action! Moti-
vate yourself by believing and under-

1.

standing why your voice is important 
and by becoming passionate about 
some of the issues.

Find a cause you are passionate 
about! If you decide there is one thing 
that you are really passionate about 
we guarantee that you are not the only 
one. Find other people or an organiza-
tion that has the same devotion and 
work with them. They will also most 
likely let you know when bills will be 
coming up that influence your area of 
interest. 

Become knowledgeable about the is-
sues! Read the information that comes 
your way regarding important legisla-
tion or policies. Seek out new ways to 
get information. For example you can: 

Make sure that you receive a copy of 
legislative bulletins and materials sent 
to you personally or to your organiza-
tion by state and national organiza-
tions. 

Watch for newspaper articles and 
schedules of committee hearings. 

Call the legislative information office 
for bill status and pertinent phone 
numbers for the legislative body. 

Obtain the daily and weekly status 
publications published by most legis-
latures when they are in session. 

Check for government web site access 
to legislative information (e.g., bills) 
from your state legislature. Some state 
websites will allow you to track a bill 
and to receive notices when the bill 
status changes. 

Look at websites such as www.join-
together.org; APA Practice Organiza-
tion; http://thomas.loc.gov; http://
www.ncsl.org

2.

3.

4.

•

•

•

•

•

(Continued on page 10)
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Call your Legislator! Three minutes 
spent calling your legislator can bring 
about significant change

Write your Legislator! Invest 5–10 
minutes into e-mailing or sending a 
letter to your legislator on an impor-
tant issue

Give your e-mail to your state psy-
chological association’s advocacy 
coordinator. She or he will contact 
you when important bills are going to 
be introduced. 

Give money to important causes or 
organizations! Even if you give $25 a 
year you can make a difference. Con-
sider the Association for the Advance-
ment of Psychology, which operates 
the profession of psychology’s only 
Political Action Committee, for mem-
bership and financial contribution. 

Write an Op-Ed piece for you local 
newspaper! 

Meet with your Legislator! When 
your legislator is at home for break it 
is easy to call and make an appoint-
ment. They really do want to hear 
from you.

Vote! Always let your choice be 
known. 

Together we must transform our profes-
sional identity and culture, so that being 
a psychologist automatically includes 
active participation in advocacy efforts. 
There’s no group better suited to direct our 
own professional concerns and to under-
stand unmet societal needs. We have the 
scientific skills, clinical knowledge, and 
communication abilities that allow us to 
be extremely effective advocates. It is up 
to you to choose to use them. 

4.

5.

6.

7.

8.

9.

10.

Psychologists as Advocates
(Continued from page 9) Be a Part of Division 50’s 2007 

Convention Program in San Francisco
Clayton Neighbors
Program Co-Chair, Division 50, APA 2007

The 115th Annual Convention of the American Psychological 
Association will be held in beautiful San Francisco from August 
17–20 (note this is Friday–Monday). The call for programs is 
available on the front page of the APA website (http://www.apa.org/) 
as are links for submitting individual presentation proposals (i.e., 
poster abstracts) and symposium proposals. Division 50 promotes 
advances in research, professional training, and clinical practice 
within the broad range of addictive behaviors including problematic 
use of alcohol, nicotine, and other substances and disorders 
involving gambling, eating, sexual behavior, or spending. Program 
submissions related to any of those topics are encouraged. All 
proposals must be submitted online by 11:59 PM, EST, Friday, 
December 01, 2006. No individual paper presentations will be 
accepted. Symposia submitters are encouraged to include early 
career professionals as co-chairs and to strive for diversity of 
presenters. Awards will be made for best student posters. 

As in previous years, Division 50 will collaborate with Division 28 
(Psychopharmacology and Substance Abuse) to offer a balanced 
program in addictive behaviors and to enhance visibility and 
attendance for all presentations with relevance to our membership. 
If you are interested and willing to serve as a reviewer of proposals 
in early December, please email claytonn@u.washington.edu and 
let me know your area of expertise. We are looking forward to 
receiving your submissions and to seeing you in San Francisco.

Call for APA Journal Editorship Nominations
The Publications and Communications (P&C) Board has opened 
nominations for the editorships of Journal of Applied Psychology, 
Psychological Bulletin, Psychology of Addictive Behaviors, 
Jocurnal of Personality and Social Psychology: Interpersonal 
Relations and Group Processes (IRGP), and Journal of 
Educational Psychology for the years 2009–2014. Candidates 
should be members of APA and should be available to start receiving 
manuscripts in early 2008 to prepare for issues published in 2009. 
To nominate a colleague or to self-nominate, go to http://editorquest.
apa.org. On the Home menu on the left, find “Guests”. Next, click on 
the link “Submit a Nomination,” enter your nominee’s information, and 
click “Submit.” Prepared statements of one page or less in support of 
a nominee can also be submitted by e-mail to Susan J.A. Harris, P&C 
Board Search Liaison, at sjharris@apa.org. Deadline for accepting 
nominations is January 10, 2007, when reviews will begin.
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The connection between drug abuse and 
crime is well known. Treatment offers the 
best alternative for interrupting the drug 
abuse/criminal justice 
cycle. Drug abuse treat-
ment can be incorporat-
ed into criminal justice 
settings in a variety of 
ways. These include 
treatment as a condition 
of probation, drug courts 
that blend judicial moni-
toring and sanctions with 
treatment, treatment in 
prison followed by com-
munity-based treatment 
after discharge, and 
treatment under parole 
or probation supervision. 
Drug abuse treatment 
can benefit from cross-
agency coordination and 
collaboration of criminal justice profes-
sionals, substance abuse treatment provid-

Federal Update

NIDA Announces New Publication on Criminal Justice and 
Drug Abuse
Principles of Drug Abuse Treatment for Criminal Justice Populations: A Research-Based Guide 
[NIH Publication No. 06-5316. September 2006]

ers, and other social service agencies. By 
working together, the criminal justice and 
treatment systems can optimize resources 

to benefit the health, 
safety, and well-be-
ing of individuals and 
their communities.

This guide describes 
the treatment prin-
ciples and research 
findings that are of 
particular relevance 
to the criminal justice 
community and to 
treatment profes-
sionals working 
with drug abusing 
offenders. The guide 
is divided into three 
main sections: (1) 
research findings on 

the addicted offender into 13 essential 
principles; (2) a series of frequently asked 

questions about drug abuse treatment for 
those involved with the criminal justice 
system; and (3) a resource section that 
provides web sites for additional informa-
tion. A summary of the research underly-
ing both the principles and the FAQs is 
available on NIDA’s website at www.
drugabuse.gov. Additional information is 
offered for families and offenders in treat-
ing drug addiction.

FAQ Example: Why should drug abuse 
treatment be provided to offenders?

The case for treating drug abusing offend-
ers is compelling. Drug abuse treatment 
improves outcomes for drug abusing 
offenders and has beneficial effects for 
public health and safety. Effective treat-
ment decreases future drug use and drug-
related criminal behavior, can improve the 
individual’s relationships with his or her 
family, and may improve prospects for 
employment. 

Cynthia Glidden-Tracey  
Co-Chair, Division 50 Education and 
Training Committee

I was fortunate to attend the 2006 Educa-
tion Leadership Conference (ELC) as the 
representative of Division 50, hosted by 
APA in mid-September. The conference 
focused on promoting excellence, using 
assessment to enhance teaching and learn-
ing. Two days of outstanding presenta-
tions covered wide-ranging dimensions of 
psychology education, including:

Assessment of competencies in pro-
fessional psychology

High school and undergraduate educa-
tion in psychology

•

•

Report on the APA Education Leadership Conference
Graduate-level psychology training 
in scientific research, professional 
treatment delivery and program ac-
creditation 

Legal and ethical issues regarding as-
sessment of student competence

Strategies for formative and sum-
mative evaluation in classroom and 
training evaluations of learning on 
diversity and ethics

Use of technology to enhance student/
trainee assessment

Legislative issues and processes influ-
encing psychology education

•

•

•

•

•

Advocacy training to access pub-
lic funds for psychology education 
programs

At the ELC, 138 Psychologists represent-
ing 60 organizations met for three days in 
Washington DC, engaging in lively discus-
sion. The conference was also addressed 
by Maine State Representative Elaine 
Makus and by Connecticut Congress-
woman Rosa DeLaura. Their impassioned, 
informative speeches taught this conferee 
much about the importance of advocacy 
and the mechanisms of government ap-
propriations. 

On the final day of the ELC, following an 
inspiring evening reception for Congress-

•

(Continued on page 12)
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woman DeLauro, conference participants 
employed our recent training by lobbying 
on Capitol Hill. Groups from each state 
met with staff of our Senators and House 
Representatives to request support for two 
psychology education programs. 

Specifically, we requested votes for: (1) 
restoration of the Graduate Psychology 
Education Program (GPE) to the earlier 
$4.5 million dollar allocation, and (2) 

Report on the APA Education Leadership Conference
(Continued from page 11)

full funding of the SAMHSA Campus 
Suicide Prevention Programs under the 
Garrett Lee Smith Memorial Act. GPE is 
the only federal program dedicated solely 
to the education and training of psycholo-
gists and is a competitive grant program 
supporting interdisciplinary training of 
psychology graduate students to work with 
underserved populations. The SAMHSA 
Suicide Prevention Program awards grants 
to support state and campus initiatives to 

educate communities about suicide and 
risk factors, including youth substance 
abuse, depression, and other mental health 
problems. 

More information about these ELC 
presentations and activities is available 
by contacting Cindi Glidden-Tracey, 
cglidden@asu.edu. 

Michael T. Flaherty and Debra Langer 
Institute for Research, Education and 
Training in Addictions, Pittsburgh, PA 

For the past two years the Institute for Re-
search, Education and Training in Addic-
tions (IRETA) has facilitated a collabora-
tion of national leaders to build a common 
vision for the prevention, intervention 
and treatment of substance use disorders 
(SUDs). This group consists of over 50 
diverse experts involved in addressing ad-
diction with representatives from the fol-
lowing perspectives: policy development, 
patient/family, practitioners, provider 
agencies, pastors, press, police, profes-
sors/researchers, purchasers (commercial 
and government), and payers (commercial, 
public, philanthropic). This mix of col-
laborators comprises the 10 P’s necessary 
for field evolution (Flaherty, 2003).

Initially, the group explored two ques-
tions: (1) Is substance dependence an 
acute or chronic condition? and, (2) On 
what understanding or basis is substance 
dependence treated? They concluded, 
based on Wagner’s chronic care model 
(Wagner, 1998), that substance depen-
dence in its most severe state is a chronic 
illness (Institute of Medicine (IOM), 1990; 
2006; McLellan, Lewis, O’Brien & Kle-
ber, 2000; RAND, 2001; Rawson, et al., 
2003; White, Boyle, & Loveland, 2002; 
Willenbring, 2001). It was also obvious to 
the group that substance use is typically 
treated based on principles of an acute 
illness (e.g., restricted number of paid 

A Model to Improve Resiliency, Wellness and Recovery From 
Addiction

treatment episodes; outcomes measured by 
treatment episode or unit; payment made 
on units vs. continual care, etc.). This does 
not mean that everyone diagnosed with a 
SUD has or will develop a chronic condi-
tion. However, when practitioners address 
the illness at any level, it is always better 
to understand the chronic possibility and 
to treat the condition present with intent 
to prevent it from progressing to a more 
advanced stage. 

From this perspective, the group then re-
examined prevention, intervention, treat-
ment and recovery over a “continuum” 
(versus single episode, level or unit) of 
care. They defined the best practices as 
those that link each level of care and that 
would help move the profession toward 
“anticipatory practice,” i.e., preventing 
movement of the individual to more se-
vere levels of illness as well as treating or 
preventing any related medical concerns, 
e.g. diabetes, depression, infection, etc. 
This approach arises from the principles 
of chronic care, which the group drafted 
based on Wagner et al. (2001). In brief, the 
chronic approach to substance dependence 
care would be:

Based on a healing relationship where 
care is continuous and not episodic. In 
addition, care would focus on treating the 
pathological condition presented while 
simultaneously preventing the advance-
ment of that condition and any potentially 
related conditions. 

2. Offered over a greater period of time 
and through a continuum of levels by a 
multidisciplinary team of practitioners. 
Within the continuum, the individual must 
actively participate in the design of all 
care and maintain the responsibility to 
implement all activities related to it.

Provided in a coordinated and continuous 
manner through all systems participating 
in addressing the individual’s needs; it 
must be both therapeutic and preventative; 
and it must be comprehensive but efficient 
while avoiding waste. 

Based on “real time” data or information 
that is shared freely between all involved 
in treatment.

Inclusive of self-care, prevention, inter-
vention and linkage to recovery supports 
with the understanding that incorporation 
of active self-care is complimentary to 
professionally provided care and a critical 
component contributing to the continuity 
of care.

Applied repetitiously and/or continuous-
ly—not as a single event. Care providers 
must also recognize that the systems sup-
porting treatment and recovery are com-
plex and adaptive (Anglin, 2006; Anglin, 
Kavenaugh & Giesbrecht, 2001; Holder, 
1998; Spear, 2005; Zimmerman, 1999; 
Zimmerman, Lindberg & Plesk, 1998). 
Within complex and adaptive systems, 
such as the continuum of addiction care, 
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no single application will change the sys-
tem—however well applied or intentioned. 

Supported by access to and linkage with 
recovery supports and those peer and com-
munity proven initiatives that can sustain 
the individual and family both while in 
formal treatment and afterwards. Care 
must support the principles of recovery 
which in turn must be supported by the 
health policies, research and payment 
methodologies that can provide each indi-
vidual the best opportunity for achieving 
recovery—every time.

 In the end, the group wrote that these 
principles would equate to one vision: 
the individual (family and community) 
receiving the right prevention, intervention 
and/or treatment and recovery support, at 
the right level, for the right period of time 
by the right practitioner/ agency/ spon-
sor, every time. No more, no less. In this 
vision would be the assurance of quality, 
efficiency and accountabil-
ity to all stakeholders and 
the assurance that every 
individual is receiving 
the greatest opportunity 
to achieve wellness and 
recovery.

Changing the Model—
Going From Pathology 
to Wellness and 
Recovery
With this vision, the group 
effectively shifted its focus 
from a model based only 
on the identification and 
treatment of pathology to a 
model that is based equally 
on both pathological and 
recovery benchmarks. 

This enhanced model incorporates the core 
belief that all treatment should be person-
centered or driven by individual needs as 
assessed by a trained and competent prac-
titioner. The individual needs will vary but 
must always be understood in a culturally 
relevant manner and viewed as factors that 
can maximize the opportunity for under-
standing, acceptance and active participa-
tion of the individual (and family) in his or 
her wellness and recovery plan. Treatment 
for substance dependence within a chronic 

or possible recurrent framework empha-
sizes a continuum of care approach. This 
includes ongoing care or preventative care 
and increasing but continuous participa-
tion by each individual in his or her care 
- from treatment inception throughout 
wellness and recovery. Recovery is 
defined by the progress (attained well-
ness) in addressing the current and related 
condition(s) and the “intent” to attain re-
covery. Based on this definition, recovery 
incorporates the traditional “abstinence” 
based model but also includes medication-
supported wellness and reduction of use 
i.e., use at a sub-clinical level as progress 
toward abstinence (White & Kurtz, 2005). 

Measures of progress, e.g., performance 
measurement, would include measurement 
of the system and agencies/practitioners to 
provide an “opportunity” for wellness and 
recovery based on known best practice 
and science. They would simultaneously 
include measurement of the individual’s 

progress in recovery or sustaining “well-
ness.” This “concurrent” measurement 
(Flaherty, 2006; McLellan, 2002) docu-
ments the effectiveness of prevention, in-
tervention and treatment as well as the true 
cost reduction brought about by sustained 
wellness. In such a system, managed care 
becomes care management in the best 
sense as resources are used to coordinate 
separate care elements allowing individu-
als to successfully move through systems, 
agencies, providers, levels of care and 
illness all currently fraught with barriers 

and expensive failure. When linked with 
recovery supports this becomes recov-
ery management (RM) or the enhanced 
combination of professional care, care 
management and the recovery community 
all directed to one purpose—attaining and 
sustaining wellness and recovery.

The above pictorial attempts to capture the 
components involved when approaching 
substance use and dependence through 
prevention, intervention and treatment 
linked with and surrounded by recovery 
supports and driven by the needs of a sin-
gle person within his/her community. The 
detail of the pictorial has been described 
by Flaherty (2006) and White (2005).

So what?

In 2001 the Institute of Medicine pub-
lished “Crossing the Quality Chasm: A 
New Health System for the 21st Century.” 
Within are listed the twenty (20) priority 

conditions the health care 
system must address if 
America is to improve its 
overall health. Unbeliev-
ably, substance use/depen-
dence was not listed. In 
2006 the IOM published 
a special addition to its 
2001 work devoted exclu-
sively to substance use and 
mental illness. The initial 
omission was not due to 
the numbers of individuals 
afflicted with SUDs but to 
the perception that there 
was no scientifically based 
common vision on how 
to approach or define this 
illness. Some saw an absti-
nence-only model fighting 
the new medication-as-

sisted treatments; others saw recovery as 
abstinence only; some argued that SUDs 
are psychiatric in origin; others saw the 
illness as more medical than psychiatric 
… and on and on. 

As psychologists we should ask, “Where 
and how does recovery occur?” The 
answer we propose is recovery occurs in 
the world of the client, in his/her space 
and life amidst numerous forms of support 
and intervention, one of which is psycho-

(Continued on page 14)
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logical intervention. This answer reveals 
understanding of our therapeutic role and 
what is best for the client. It is our role to 
provide one intervention amongst many 
and work with the client to understand 
his/her needs and his/her outside life so we 
can offer an individual the best opportuni-
ty to achieve wellness and recovery. With 
a common vision and understanding of the 
illness we can now truly begin to address 
the problem and its many implications for 
health policy, research, cost (public and 
private), payment methodologies, preven-
tion, intervention, treatment effectiveness 
and recovery. 
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Some of the most heavily researched 
interventions for the treatment of alcohol 
and other drug use disorders are cogni-
tive-behavioral therapies (CBT; Finney 
& Monahan, 1996; Miller & Wilbourne, 
2002; Roth & Fonagy, 1996). The prepon-
derance of that research has shown CBT 
interventions to be effective treatments for 

Enhancing the Detection of Mechanisms of Behavioral 
Addiction Treatments

substance use disorders (SUDs; Miller & 
Wilbourne, 2002). However, a review of 
the literature examining explicit tests of 
coping skills as the mechanisms account-
ing for CBT’s treatment effects concluded 
that such skills were rarely tested as 
mediators of CBT effects, or if tested, did 
not hold up using current conventions 
for mediational analyses (Morgenstern & 
Longabaugh, 2000). Similar conclusions 
have been reached with brief motivation-
enhancing interventions (Dunn, Deroo, 
& Rivara, 2000) These conclusions are 

somewhat disheartening since many 
clinicians expend great effort on making 
sure patients receive certain aspects of 
their treatment protocols, such as social 
skills and relapse prevention training. 
However, the findings suggest increasing 
such skills (or enhancing motivation) may 
not, in fact, be responsible for improved 
outcomes. With the increased emphasis 
on the dissemination and implementation 
of empirically-supported therapies and 
evidence-based practices, identifying the 
precise mechanisms and active compo-
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nents of CBT would lead to streamlined 
recommendations for the inclusion of 
essential therapeutic components.

Morgenstern and Longabaugh (2000) of-
fer some suggestion as to why very little 
evidence was found for CBT’s purported 
mechanisms, including the possibility that 
the underlying assumptions of CBT may 
be incorrect, that methodological limita-
tions, such as measurement error and/or 
inadequate statistical power, prevented 
detection of mediation, or that there may 
have been inadequate doses of treatment 
delivered. It is also possible that some 
additional factors might further explain 
the lack of findings for mediation in theses 
behavioral treatments. If specified, these 
might improve the precision of our effect 
estimates and elucidate the mechanisms of 
action. These are: (1) Assessing success-
ful therapy implementation (i.e., whether 
the patient actually “absorbed” what was 
delivered during treatment); (2) Specifying 
the expected “half-life” for the behavioral 
treatment (i.e., the expected onset and 
duration of the mechanism’s therapeutic 
effect); and (3) More accurately specified 
models that recognize the influence of 
moderating variables, such as motivation 
for abstinence/commitment to recovery 
and patients’ social and physical environ-
ments.

Addictive Behavior Change and 
the General Adaptation Syndrome 
(GAS)
Out of fashion, but heuristically useful, is 
the conceptual framework first proposed 
in the 1950’s by Hans Selye known as 
the General Adaptation Syndrome (Selye, 
1956). The syndrome describes how or-
ganisms respond to stress and explicates a 
sequential, three-phase model: Alarm-Re-
sistance-Exhaustion. Although the model 
was describing physiological processes, 
its terminology and broad, process-related 
elements appear to map well onto a cogni-
tive and behavioral paradigm in relation to 
attempts at behavior change in addiction 
recovery. 

When an individual with an alcohol or 
other drug addiction perceives a nega-
tive consequence with sufficient impact, 
a heightened state of cognitive alert or 
“alarm” could be said to occur. The nega-
tive consequence may result in an attempt 

to limit or decrease the amount and/or 
frequency of alcohol/drug taken or cease 
use altogether. Thus, the individual enters 
a stage of cognitive and behavioral “resis-
tance,” during which, a concerted attempt 
is made at altering behavior (e.g. stopping 
use of the particular substance) to elimi-
nate the negative consequence. However, 
even if initiated, few individuals are able 
to achieve this resistance on their own for 
very long with a subsequent resumption 
of substance use and, often, relapse. Even 
with continued cognizance of the “alarm” 
event, and subsequent attempts to resist 
resumption of substance use, “exhaustion” 
might be said to occur as the cognitive and 
behavioral resources needed to maintain 
“resistance” wear thin and the individual 
is no longer able to cope with internal 
or external environmental pressures and 
demands. 

With this model as background, I now 
return to the three recommendations of-
fered earlier for improving the detection of 
mechanisms of action in CBT.

Assessing Whether Patients Absorb 
What is Delivered During Treatment
Assessing whether the patient actually 
absorbed what was delivered is important 
in behavioral treatment and a prerequisite 
for assuming a treatment mechanism, e.g., 
application of coping skills, will produce 
positive outcomes. In pharmacological 
interventions, if the patient swallowed the 
pill, we know that the patient has actually 
received and internalized the intended 
treatment. However, although behavioral 
treatments, such as CBT, are delivered by 
healthcare professionals, we do not often 
measure whether the patient has internal-
ized the skills being taught. It would seem 
important in testing mediation to assess 
first whether patients have actually learned 
these skills. If only partial skill acquisition 
occurs, or the taught skills are not grasped 
at all, it would to suggest a failure in treat-
ment implementation (Suchman, 1967) 
and either a more intense, or different, 
approach should be used. If, on the other 
hand, patients demonstrate that they have 
internalized the skills to the degree theo-
retically specified, but this does not relate 
to the intended outcome (e.g., abstinence 
from substances), then this would indicate 
a theory failure. Morgenstern and Long-
abaugh (2000) argued that there has been a 

CBT theory failure, when it could be that 
coping skills have not been sufficiently 
internalized by the patients, thus, consti-
tuting an implementation failure. 

The “Half-Life” of Behavioral 
Treatment Effects
If one is going to identify mediators of 
treatment effects, one needs to specify 
when, and for how long, the purported 
mechanism is intended to exert a thera-
peutic effect. In pharmacologic terms, this 
relates to the concept of a “half-life” of a 
medication. As noted by others (McLel-
lan, Lewis, O’Brien, & Kleber, 2000), the 
SUD treatment field has often assumed, at 
least implicitly, that an intense, or con-
densed, but fundamentally acute, dose of 
behavioral treatment will “fix” the patient 
once and for all. Indeed, SUD treatment 
has been criticized because many patients 
are not completely “cured” after their 28-
day (or more contemporary, 2–8 day) stay. 
Such an expectation implies that behav-
ioral treatments have an infinite half-life. 

Specifying a half-life for behavioral treat-
ment, such as coping skills training, has 
important implications for determining 
mediating mechanisms. Since the notion 
of half-life implies therapeutic effects have 
a time-limited, decaying course, detect-
ing the effects from a “dose” of treatment, 
and the mediators of those effects, is 
dependent on when patient outcomes are 
measured and how they are aggregated 
over time. 

In a behavioral treatment when there is a 
significant beneficial effect of the inter-
vention, if the hypothesized mediator (e.g., 
drink/drug refusal skills) measured at the 
end of treatment, is then used to predict 
the substance use outcome during the past 
90 days at a 1-year follow-up, instead of 
the past 30 days at a 1-month follow-up, 
the mediator may have a weak (or non-
significant) relationship to the 12-month 
outcome, whereas if it was related to a 
1-month outcome the effect may be stron-
ger and statistically significant. Using the 
longer-term outcome scenario, one might 
conclude an increase in coping skills does 
not explain (mediate) the beneficial effects 
of that particular intervention (represent-
ing a theory failure) when, in fact, the 

(Continued on page 16)
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dink/drug refusal skills do explain the 
effects of that particular intervention, 
but at a different (short-term) time point. 
Hence, it may be that certain hypothesized 
mediators of CBT relate to outcomes more 
strongly at certain phases of recovery 
(e.g., immediately following the interven-
tion). 

As mentioned above, the idea that a 
purported mechanism may be related to 
outcome only shortly after the interven-
tion implies some kind of “half-life”, and 
thus, as with medications, some sort of 
“wash out” may occur. But what kinds of 
“wash out” occur in behavioral treatments. 
Beyond the possibility that the skills were 
never absorbed (i.e., patients don’t hear 
it or don’t listen) as considered above, 
it is possible that they are learned and 
absorbed, but quickly forgotten (similar 
to “cramming” for an exam), or that they 
are absorbed and remembered, but the 
therapeutic effects are “metabolized” at 
different rates depending on the degree of 
exposure to high or low risk environmen-
tal conditions; for example, patients in 
higher risk environments reach “exhaus-
tion” more quickly than patients returning 
to lower risk environments. This brings 
me to the final point of accurate model 
specification. 

Accurately Specifying Models of 
Change
 Even assuming that all patients are 
“absorbing” a prescribed dose of coping 
skills training, my guess is that if you 
were to ask 100 seasoned CBT substance 
use disorder treatment providers to give 
you a probability of the likelihood of 
patients remaining abstinent following 
treatment (all other things being equal) 
for the next: a) 10 minutes, b) 10 hours, 
c) 10 days, and, d) 10 months, you likely 
would obtain a linear decrease in those 
probabilities for abstinence over time. But 
why? The expected linear decrease seems 
at odds with CBT assumptions: teach 
the individual to fish for himself instead 
of continually providing him with the 
fish. Patients may leave treatment well-
equipped with the requisite skills and may 
be highly motivated for abstinence, but in 
spite of this, there may well be some linear 

decline in abstinence rates. Moos, Finney, 
and Cronkite (1990) talked about the 
treatment “black box”, but it is clear that 
there is also a “post-treatment black box”, 
the contents of which, may be even more 
captivating and influential. Clearly, there 
are non-specified forces operating.

The social and physical environmental 
context in which a patient lives seems 
critical to consider when testing media-
tion. Two patients may experience the 
same gain in coping skills during treat-
ment believed to be sufficient to “cope” 
effectively with high-risk relapse situa-
tions. However, what is seldom considered 
clinically, and almost never specified and 
measured in formal mediational tests, is 
the degree of intensity, pervasiveness, 
and chronicity of environmental stressors. 
For example, consider two individuals 
with cocaine dependence who at the end 
of treatment have responded very well 
and have acquired high, identical, levels 
of coping skills. However, one patient 
returns to a very high risk, urban neigh-
borhood where drugs are highly prevalent 
and whose father, with whom he lives, 
also sporadically drinks alcohol and uses 
cocaine. The other patient returns to his 
supportive, non-drug-using spouse, in 
a low-risk, suburban neighborhood. All 
other things being equal, one might expect 
that over time initial “resistance” may 
lead much more quickly to “exhaustion” 
in the first patient than in the second, 
despite their equal levels of coping skills 
measured at treatment discharge. Because 
the proximal post-treatment environment 
is so influential, its specification and mea-
surement as a variable would reduce the 
unexplained (error) variance in the model 
and increase the probability of detecting a 
relationship between the mediator and out-
come if it exists [10]. Further, including 
such environmental variables as a modera-
tor variable may allow the conditions to be 
identified under which a putative mediator 
(e.g., coping skills) is and is not likely to 
function as a mediator of treatment effects. 

A further factor to consider might be the 
degree of motivation for abstinence and 
commitment to recovery or the post-treat-
ment substance use goal of the patient. 

Considering recovery motivation/com-
mitment as a model variable and potential 
moderator of mediated effects would 
reduce error variance and increase the 
likelihood the detection of true mediators 
if they exist (Pedhazur, 1982).

Conclusions
In light of increasing emphasis on the 
dissemination and implementation of 
evidence-based therapies and practices, 
understanding exactly why certain psycho-
social intervention strategies do or do not 
work is increasingly important. More com-
plete specification of our treatment-theory 
models to include treatment implementa-
tion (e.g., acquisition of coping skills), 
time (i.e., the onset and duration of the 
mechanism’s effects) and environmental 
and motivational factors would enhance 
our ability to detect mediational effects 
if they are present. If we can perform ex-
plicit, accurate and relevant checks to see 
if it treatments are absorbed, specify more 
clearly when and for how long we expect 
a particular dose of treatment to influence 
behavior, be more conscious of where, 
how and with whom patients live their 
lives, and patients’ level of recovery moti-
vation/commitment, we may get closer to 
an understanding of how our therapeutic 
efforts affect our patients and identify 
more clearly what specific interventions 
should be delivered, at what rate and for 
how long.  
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Adams, J. B., & Madson, M. B. (in 
press). Reflection and outlook for the 
future of addictions treatment and 
training: An interview with William 
R. Miller. Journal of Teaching in the 
Addictions.

The development of motivational inter-
viewing (MI) has contributed to a signifi-
cant change in the zeitgeist of substance 
abuse treatment. Dr. William Miller has 
been instrumental in the direction MI has 
taken. Dr. Miller helped develop MI, guide 
research and training initiatives, and as a 
result set a solid foundation for the future 
of MI. In this article, we provide a brief 
biographical history of Dr. Miller’s career 
and an interview with Dr. Miller in which 
he reflects on his career as he prepares for 
retirement and provides his perspective on 
the future of substance abuse treatment and 
training. Specifically, Dr. Miller addresses 
the need for substance abuse treatment to 
become part of mainstream healthcare, the 
use of MI with non-substance use behav-
ioral problems, and the need for evidence 
based practice. Further, Dr. Miller, dis-
cusses the history of MI, the changes he has 
seen since its inception, and the future for 
MI. Dr. Miller’s recommendations for train-
ing therapists in MI are also highlighted. 

Grella, C.E., & Stein, J.A. (2006). Impact 
of program services on treatment 
outcomes of patients with comorbid 
mental and substance use disorders. 
Psychiatric Services, 57(7), 1007-1015.

Objective. This study examined the out-
comes of individuals with co-occurring dis-
orders who received drug treatment in pro-
grams that varied in their degree of mental 
health services integration. It was hypoth-
esized that patients treated in programs 

Abstracts

that provided more on-site mental health 
services and that had staff with special-
ized training would report less substance 
use and better psychological outcomes at 
follow-up. Methods. Participants (N=351) 
with co-occurring disorders were sampled 
from 11 residential drug abuse treatment 
programs for adults in Los Angeles County. 
In-depth assessments were conducted at 
treatment entry and 6-month follow-up. 
Information on program characteristics was 
obtained through surveys conducted with 
program administrators. Relationships of 
patient characteristics and program services 
with drug use and psychological function-
ing at follow-up were assessed with latent 
variable structural equation models. Re-
sults. Individuals treated in programs that 
provided specific “dual diagnosis” services 
subsequently had higher rates of utilizing 
mental health services over the 6-month 
follow-up period, and in turn, showed 
significantly greater improvements in psy-
chological functioning (as measured by the 
BSI and Rand SF-36). More psychological 
service utilization was also associated with 
less heroin use at follow-up. African Ameri-
cans reported poorer levels of psychologi-
cal functioning than others at both time 
points and were less likely to be treated in 
programs that provided mental health ser-
vices. Conclusion. Study findings support 
continued efforts at providing specialized 
services for individuals with co-occurring 
disorders within substance abuse treatment 
programs as well as the need to address ad-
ditional barriers to obtaining these services 
among African Americans. 

Kelly, J. F., & Myers, M. G. (in press). 
Adolescents’ Participation in Alcohol-
ics Anonymous and Narcotics Anony-
mous: Review, Implications and 
Future Directions. Journal of Psycho-
active Drugs.

Objective: Youth treatment programs 
frequently employ 12-step concepts and 
encourage participation in Alcoholics 
Anonymous (AA) and Narcotics Anony-
mous (NA). Since AA/NA groups are easily 
accessible at no charge and provide flexible 
support at times of high relapse risk they 
hold promise as a treatment adjunct in an 
increasingly cost-constricting economic 
climate. Yet, due to concerns related to ado-
lescents’ developmental status, skepticism 
exists regarding the utility of AA/NA for 
youth. This review evaluates the empiri-
cal evidence in this regard, identifies and 
discusses knowledge gaps, and recom-
mends areas for future research. Method: 
Searches were conducted in PsycINFO, 
Medline, relevant literature and by personal 
correspondence. Results: Findings suggest 
youth may benefit from AA/NA participa-
tion following treatment, but conclusions 
are limited by four important factors: 1) A 
small number of studies, 2) No studies with 
outpatients, 3) Existing evidence is solely 
observational; and, 4) Only partial measure-
ment of the 12-step construct. Conclusions: 
While surveys of adolescent SUD treatment 
programs indicate widespread clinical inter-
est and application of adult-derived 12-step 
approaches this level of enthusiasm has not 
been reflected in the research community. 
Qualitative research is needed to improve 
our understanding of youth specific AA/NA 
barriers, and efficacy, comparative ef-
fectiveness, and process studies are still 
needed to inform clinical practice guide-
lines for youth providers.

Leffingwell. T. R., Neumann, C., Leedy, 
M. J., & Babitzke, A. C. (in press). 
Defensively biased responding to risk 
information among alcohol-using col-
lege students. Addictive Behaviors.
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Previous research has found that individu-
als who engage in risky health behaviors re-
spond to health risk messages in a self-serv-
ing manner, limiting the impact of health 
messages among targeted individuals. The 
present study sought to investigate whether 
alcohol-using college students would 
respond to risk messages about alcohol use 
with a similar defensive bias. Both alco-
hol-using (N=244) and non-using (N=91) 
college students read a summary of alcohol 
risk information intended for college 
students. Participants then reported their at-
titudes about the seriousness of the problem 
of college drinking, personal risk, and the 
scientific credibility of the risk information. 
Results indicated that high-risk participants 
responded in a self-serving manner, with 
significantly lower ratings of problem 
importance among alcohol-using students 
and non-significant differences among as-
sessments of personal risk between groups. 
Further, alcohol-using students were more 
critical of the scientific merit of the risk 
information and more skeptical about 
the empirical claims. Defensively biased 
responding was more pronounced among 
more frequent and heavy drinking students 
than among lighter drinking students. The 
implications of these findings as well as 
possible ways to reduce defensive bias are 
discussed.

Leedy, M. J., & Leffingwell, T. R. (in 
press). Evaluation of a measure of in-
cidental legal risk behavior in college 
students who use alcohol. Journal of 
Drug Education.

The purpose of this study was to develop 
a new measure of incidental behaviors that 
put college students at increased risk of 
legal consequences while using alcohol, the 
Legal Risk Behaviors while using Alcohol 
(LRBA) scale. Two hundred and twenty 
one college students who used alcohol 
were recruited to complete an online study 
about their use of alcohol, specific behav-
iors engaged in while using alcohol, and 
associated consequences. Analyses revealed 
that the 19-item LRBA consisted of three 
factors – “Risky Behaviors,” “Protec-
tive Behaviors,” and “Private Settings.” 
Analyses suggested that the LRBA had 
adequate test-retest reliability and internal 
consistency. Initial results indicate that the 
LRBA may be a useful measure to help us 
better understand what behaviors college 
student engage in that increase their risk for 
experiencing a legal encounter.

Murphy, J. G., Barnett, N. P., & Colby, 
S. M. (2006). Alcohol-related and 
alcohol-free activity participation and 
enjoyment among college students: A 
behavioral theories of choice analysis. 
Experimental and Clinical Psychophar-
macology, 14, 339 - 349.

College student alcohol abuse remains a 
significant public health problem, and there 

is a need for theory-driven and empirically 
based models to guide prevention efforts. 
Behavioral theories of choice (BTC) as-
sume that the decision to consume alcohol 
is influenced by the relative value of alco-
hol versus other available activities. In the 
present study, a sample of college student 
drinkers (N = 108; 56% female; 44% male) 
who had previously completed a mandatory 
alcohol intervention completed a measure 
of alcohol-related and alcohol-free activity 
participation and enjoyment. The goals of 
the study were to examine the influence of 
drinking quantity and contextual variables 
on activity enjoyment and to identify enjoy-
able alcohol-free activities that take place 
on evenings when students might other-
wise be drinking. Overall, students found 
alcohol-related activities more enjoyable 
than alcohol-free activities, and drinking 
quantity was positively related to enjoy-
ment. However, alcohol-free activities such 
as watching movies, going to the theater or 
museums, going to bars or parties, hanging 
out with friends, eating at restaurants, and 
engaging in creative activity were gener-
ally as enjoyable as drinking. Alcohol-free 
activities that included peers or dates were 
more enjoyable than solitary activities. Men 
were less likely to engage in alcohol-free 
activities that included peers and reported 
less enjoyment related to alcohol-free ac-
tivities than did women. Further research is 
required to identify procedures for increas-
ing participation in alcohol-free activi-
ties and to determine whether increased 
alcohol-free activity participation results in 
decreased alcohol consumption. 

Abstracts
(Continued from page 17)

2007 CPDD URPOP Primm-
Singleton Travel Award
The College on Problems of Drug Depen-
dence (CPDD) is committed to increasing the 
presence and the involvement of under-rep-
resented minority researchers in the College. 
The Under-Represented Population Committee 
(URPOP) solicits applications for a limited 
number of travel awards to the 69th Annual 
Meeting of CPDD to be held in Quebec City, 
CANADA, June 16–21, 2007. 

Eligibility for URPOP Travel Award: (1) 
Graduate or medical student who has not 
received their terminal degree (e.g., PhD, MD, 

D.Sc.); (2) Demonstrated a commitment to 
research and/or teaching in substance abuse; 
(3) Member of an under-represented popula-
tion (i.e., African-American, Native-Ameri-
can, Hispanic-American, Pacific Islander, or 
Asian-American); (4) US Citizen or permanent 
visa residents are preferred; (5) Must not have 
previously received an URPOP award; (6) Not 
currently supported by an NIH training grant or 
NRSA F31 award.

Application Requirements (electronic sub-
missions only): (1) A cover letter (<1 page) 
indicating your eligibility and interest in 
pursuing research on drug abuse and depen-

dence, and how attending this conference will 
advance your career in research and education; 
(2) Complete contact information (e.g., name, 
title, mailing address, telephone number, and 
E-mail address); (3) Academic curriculum 
vitae; (4) Letter of recommendation from your 
mentor, advisor or an individual who is familiar 
with your work; (5) Copy of abstract (<250 
words) for presentation at the URPOP recep-
tion. Please follow the CPDD instructions for 
abstract submission posted at www.cpdd.org. 
Submission Deadline: January 16, 2007. 

Send inquiries and applications to: Rumi Kato 
Price, price@rkp.wustl.edu 
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National Multicultural Conference 
and Summit (NMCS) 2007
The Psychology of Multiple Identities: Finding 
Empowerment in the Face of Oppression will 
be held January 24–26, 2007 in Seattle, WA. 
The objective is to explore the intersections of 
social identities, to understand how individu-
als, groups and communities are empowered, 
and to elevate frequently unheard voices. This 
conference is designed to explore how psy-
chologists understand, intervene, and promote 
multiple identities. Reservations: www.multi-
culturalsummit.org or 202-621-9000.

Faculty Positions
The Department of Medical Humanities and 
Social Sciences, Florida State University Col-
lege of Medicine announces two junior tenure-
track faculty positions at new medical school 
committed to biopsychosocial model and serv-
ing rural, underserved, minority, and elderly 
populations. Research interest and expertise 
in any of the following areas is particularly 
welcome: patient-provider communication, 
medical education, minority health, substance 
abuse, or behavioral medicine. Send CV, 
statement of research, teaching, and profes-
sional interests, and names of three references 
to: Suzanne Bennett Johnson, PhD., Dept. 
of Medical Humanities and Social Sciences; 
Florida State University College of Medicine, 
Tallahassee, FL 32306-4300; 850 644 8462; 
Suzanne.johnson@med.fsu.edu. Review of ap-
plicants will begin October 1 and continue until 
the position is filled.

Postdoctoral Fellowships
The University of Texas M.D. Anderson 
Cancer Center, Department of Health Dispari-
ties Research, is accepting applications for 
Postdoctoral Fellowships in Disparities and 
Addiction Research (2–3 year appointments). 
Fellows will have the opportunity to participate 
in several NIH-funded smoking and alcohol 
intervention and mechanism studies. Treat-
ment approaches include using motivational 
enhancement therapies, mindfulness medita-
tion, and cognitive behavioral approaches. 
Assessment approaches include ecological 
momentary assessments and implicit cognition. 
Special populations of interest include Latinos, 
African Americans, low socioeconomic status 
individuals, pregnant/postpartum women, and 
women in general. 

The program is designed to prepare Fellows 
for independent academic research careers. 
Fellows will participate in the grant writing and 

publication process, and will share in author-
ship and investigator status in a manner com-
mensurate with their effort and responsibilities. 
Fellows will serve on project teams, imple-
ment research protocols, and oversee quality 
control and data management procedures. For 
interested candidates, there are opportunities to 
develop quantitative and statistical expertise. 
Fellows may also develop collaborative “add-
on projects” that can be used to further their 
own research interests. Salary is very competi-
tive with excellent fringe benefits. 

Qualifications include a doctoral degree or 
ABD in psychology, public health, or other 
relevant social science. Experience with di-
verse populations, addiction, health disparities, 
or quantitative methods is preferred, but not 
required. For psychologists seeking licensure, 
opportunities exist for obtaining postdoctoral 
hours and supervision. 

Applications will be reviewed as they are 
received until the positions are filled. Applica-
tion procedures: Email cover letter, curriculum 
vita, and the names and contact information for 
at least three professional/academic references 
to dwetter@mdanderson.org. David W. Wetter, 
PhD, UT M.D. Anderson Cancer Center 

Department of Health Disparities 
Research, NIH Loan Repayment 
Programs
Is educational debt inhibiting your research 
career? Let NIH repay your student loans! 
NIH Loan Repayment Programs will repay up 
to $35,000 a year of your student debt while 
you pursue a career in qualified research. The 
deadline for applications is December 1, 2006. 
Complete details are available online. Apply 
today at: www.lrp.nih.gov or call 1-866-849-
4047 for more information.

New Book on BCT
Tim O’Farrell and Bill Fals-Stewart are pleased 
to announce their new book: Behavioral 
couples’ therapy for alcoholism and drug abuse 
(2006) published by Guilford Press.

This eminently practical guide presents an 
empirically supported approach for treating 
people with substance abuse problems and 
their spouses or domestic partners. Behavioral 
couples’ therapy (BCT) explicitly focuses on 
both substance use and relationship issues, and 
is readily compatible with 12-step approaches. 
Provided are all the materials needed to 
introduce BCT; implement a recovery contract 

to support abstinence; work with clients to 
increase positive activities, improve communi-
cation, and reduce relapse risks; and deal with 
special treatment challenges. Appendices in-
clude a condensed session-by-session treatment 
manual and 70 reproducible checklists, forms, 
and client education posters. The large-size for-
mat and lay-flat binding facilitate photocopying 
and enhance the book’s clinical utility.

Founder of Nationally Acclaimed 
Addiction Center Honored
On Thursday, September 21, Mary Jane Hanley 
was recognized by the Johnson Institute at the 
America Honors Recovery Luncheon at the 
National Press Club ballroom in Washington, 
DC for founding a substance abuse treatment 
facility in West Palm Beach, Florida. Estab-
lished in 1986, Hanley Center is one of the first 
treatment facilities in the country to develop 
a program designed to address the specific 
recovery care needs of older adults. Held as 
part of National Recovery Month, the Johnson 
Institute’s America Honors Recovery Luncheon 
recognizes individuals who have been affected 
or afflicted by alcohol and other drug addiction, 
have overcome that circumstance, and have 
given back to their communities.

In Memoriam
Division 50 honors the life and work of Dr. 
Frank A. Holloway who passed on October 
5, 2006. Frank served for many years as the 
Executive Director of the Oklahoma Center for 
Alcohol & Drug Related Studies. He conducted 
landmark research in the areas of psychophar-
macology of alcohol and abused substances, 
neural mechanisms of motivation and bio-
rhythms. Contributions can be made in memory 
of Dr. Holloway by contacting Ms. Lynn 
Montgomery at Maggie-Montgomery@ouhsc.
edu. 

Mary Jane Hanley 
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