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ABSTRACT 

DistreEsed and impaired professionals represent a 

problem to the professions and the consumers of their serv

ices. Little dat~ is available on the distressed psychol

ogist. This study, endorsed by the Board of Professional 

Affairs of the American Psychological Association, was 

concerned with developing a data base in the following 

areas: 1) the prevalence and types of mental disorder among 

psychologists, 2) characteristics of distressed psycholo

gists, 3) ethical and legal violations committed by dis

tressed psychologists, 4) procedures for identifying and 

handling these psychologists, and 5) treatment resources. 

A questionnaire was sent to the fifty state licens

ing boards in psychology, the fifty state psychological 

associations, and one percent of the total number of licensed 

psychologists listed in The National Register of Health 

Service Providers. This one pe~cent was selected by a 

stratified random sampling by state. 

Results indicated that distressed psychologists rep

resent a significant problem to the profession due to the 

ethical/legal violations they commit and the adverse impact 

of their distress on professional performance. Distressed 

psychologists were also found to rate the impact of their 

ix 



distress on performance significantly less adversely than 

did their colleagues. 

x 

Most frequently occurring problems among distressed 

psychologists were depression, alcohol abuse/dependence, and 

personality disorder. Differences were found on the follow

ing dimensions between distressed psychologists who commit

ted no known violations and those who committed violations: 

rated adverse impact of distress on performance, type of 

problem, the frequency with which colleagues intervened, the 

frequency with which the distressed psychologists themselves 

took some action in regard to their problems, types of 

inter-vention made, and outcome. 

State licensing boards and psychological associations 

were found to have little contact with distressed psycholo

gists who commit no violations and few means of identifying 

the distressed among those who do commit violations. A few 

state psychological associ8.tions are exploring the issue of 

distressed psychologists in their states and developing 

referral and outreach programs. State boards who responded 

have not made special efforts for distressed psychologists. 

No special treatment programs were discovered. 

The profession is considered to be insufficiently 

prepared for assisting distressed psychologists and client 

care is endangered. Implications of findings ~or programming 

are discussed. 



CHAPTER 1 

INTRODUCTION 

To date, the profession of psychology, largely 

through the efforts of the American Psychological Associa

tion (APA) , has developed and implemented a powerful mandate 

for accountability to the public. APA attempts to ensure 

professional competence through its accreditation of profes

sional training programs. "Accreditation will protect the 

public by insuring that these psychologists will have re

ceived training that met national standards" (Kurz & 

Wellner, 1983). APA has developed and adopted a formal code 

of ethics outlined in The Ethical Standards of Psychologists 

(American Psychological Association, 1981), in addition to 

eight policy statements providing guidelines for specific 

areas of psychology such as conducting growth groups, educa

tional and psychological testing, and the provision of psy

chological services. APA has several committees, primarily 

the Committee on Scientific and Professional Ethics and 

Conduct, charged with the responsibility of hearing and re

sponding to complaints of unethical conduct by member psy

chologists. All APA members are bound by the ethical 

standards as a function of their membership. Koocher (1983) 

states that, although not all psychologists belong to APA, 
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"technically, most licensed psychologists in the United 

States ultimately become responsible for upholding the same 

standards or very similar analogues" (p. 81). APA affili-

2 

ated state psychological associations and statutory licenns-

ing authorities have adopted the APA Ethical Standards or 

other comparable standards of practice. 

Since 1977, the profession of psychology has been 

regulated by licensing and certification laws in all fifty 

states and the District of Columbia. 

The b~sis for such laws is the legislative intent to 
protect the general health, safety and well-being of 
the public. Thus, it is held that, in matters re
quiring specialized knowledge, skill and profession
al training, the public is best served when 
qualified members of the profession are appropri
ately credentialed and held legally accountable for 
their actions. (Stigall, 1983, p. 285) 

Professional Standards Review Committees, a system 

of peer review, also playa role in ensuring adherence to 

ethical standards by psychologists. Currently, each state 

and the District of Columbia maintain PSRC's under the 

auspices of state psychological associations, to which cases 

may be referred by the therapist, patient, or Fiscal Inter

mediary, usually an insurance company (Stricker, 1983). 

Psychologist competence and adherence to ethical 

standards can be adversely affected by impairment in psychol

ogical functioning. Principle 2f of the Ethical Standards 

of Psychology (1981) reads as follows: 



Psychologists recognize that personal problems and 
conflicts may interfere with professional effec
tiveness. Accordingly, they refrain from under
taking any activity in which their personal problems 
are like1y to lead to inadequate performance or harm 
to a client, colleague, student, or research parti
cipant. If engaged in such activity when they 
become aware of their personal problems, they seek 
competent professional assistance to determine 
whether they should suspend, terminate, or limit 
the scope of their professional and/or scientific 
activities. (p. 2) 

3 



CHAPTER 2 

LITERATURE REVIEW 

The Distressed Professional: 
The Problem and Responsibility 

The distressed professional creates difficulties for 

all human service professions, particularly for mental 

health professios since emotional disturbance itself is not 

unethical (Keith-Spiegel, 1977). Nathan, Thoreson, and 

Kilburg (1983) define distressed professionals as those suf-

fering from physical, emotional, legal or job-related prob

lems adversely affecting professional performance. The 

American Medical Association's Council on Mental Health 1973 

report defines physician impairment as the "inability to 

practice medicine adequately by reason of physical or mental 

illness, including alcoholism and drug dependence" (p. 684). 

However, the focus has been on alcohol and drug abuse and 

mental illness rather than physical illness, since the 

degree of impairment and limitations placed on the activi

ties of the physician by physical illness can be determined 

morg readily (American Medical Association, 1973). 

Two responsibilities are reflected in current litera

ture on impaired professionals: the responsibility of the 

profession to set standards for professional practice and 
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conduct, and the responsibility to care for those members 

suffering from a life or career-threatening problem (Nathan, 

et al., 1983). Koocher (1983) emphasizes the primary impor-

tance of consumer protection with regard to the "sick doctor" 

and states 

A psychologist should suspend him or herself from 
practice when there is any doubt about interfer
ence from emotional issues in his or her private 
life. When practitioners are blind to their weak
nesses in this regard, colleagues should step in to 
assist them in seeing the matter from another frame 
of reference. The same holds true for the col
league in need of training, supervision, or personal 
therapy even when the situation does not warrant 
total cessation of practice. (p. 88) 

Is the profession of psychology fulfilling its re

sponsibility to the public and to its distressed members? 

Information about the mental health of psychologists and the 

effects of aberrations in psychological functioning on the 

consumer is virtually nonexistent. There are few known 

programs for identification, support, or intervention. No 

data exist on the role of licensing boards and ethics com-

mittees with respect to handling distressed psychologists. 

Psychology is just beginning to address the issue, primarily 

through the efforts of the Board of Professional Affairs of 

the American Psychological Association and a few individual 

psychologists with a special interest in this area. 

Other professions have already begun to investigate 

this problem among their own members and have developed pro-

grams geared toward identification and intervention, in 



spite of a lack of data. Attention by the American Medical 

Association to the issue of emotionally impaired physicians 

began over ten years ago and, as a result, there are numer-

ous programs for physicians. The 1973 report of the AMA's 

Council on Mental Health states, 

Accountability to the public, through assurance of 
competent care to patients by physicians and other 
health professions, is a paramount responsibility 
of organized medicine. Occasionally such accounta
bility is jeopardized by physicians whose function
ing has been impaired by psychiatric disorders, 
including alcohol and drug abuse. 

The report continues 

A sampling of boards of medical examiners and other 
sources reveals a significant problem in this area. 
Also indicative of the problem, and the difficulty 
organized medicine has in coping with it, are the 
numerous requests for guidance received by the 
American Medical Association. (p. 684) 

6 

Other professional groups such as attorneys, nurses, and 

dentists have developed special procedures and treatment 

resources for their distressed members also with very limit

ed data regarding the nature and extent of problems in their 

professions. The available data from these other profes

sions should be able to assist psychology in outlining some 

of the parameters and issues of psychologist distress. 

Certainly, based on the established existence of 

distress among the ranks of other professions, it is quite 

likely that distress also exists among psychOlogists, who 

withstand similar stresses and for whose clients there are 

similar implications. Why then has there been little research 
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or programming? How do psychologists account for the fact 

that in research and practice, almost every possible sub

grouping of human beings except psychologists has been ex

amined and serviced? CherniEs, Egnatios, and Wacker (1976) 

write, "Although psychologists have devoted much time and 

energy to the study of stress and anxiety in others (elemen

tary school children, college sophomores, industrial workers, 

and survivors of disasters), they have neglected the study 

of stress in themselves and other professionals" (p. 428). 

Based on their research on public professionals, which in

cludes psychologists, Cherniss, et al. (1976) state that 

stress and anxiety exist at relatively high levels in this 

group. If this is indeed the case, what are the implications 

for psychologists and their clients? 

Does the profession assume that the existence of 

state licensing boards, APA and state psychological associa

tion ethical violation procedures, and PSRC's are sufficient 

to ensure public protection? It is generally held that only 

gross behavioral deviations come to the attention of these 

regulatory groups, yet this has not been formally investi

gated. It is likely that the majority of psychologists with 

mental health problems do not commit flagrant violations or 

exhibit bizarre behavior. This appears to be the case with 

alcohol abuse. "The literature supports the conclusion that, 

except in the late stages, alcoholism among psychologists 
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and other professionals is not manifest in obvious viola

tions of accepted work norms but impinges more subtly on job 

performance" (Nathan, et al., 1983, p. 14). 

What happens to these psychologists? Are their 

clients at risk? Greenberg and Staller (1981) conclude that 

therapist disturbance is anti therapeutic and possibly 

harmful to clients. Nathan, et al. (1983), in their survey 

of APA members, found that for psychologists with mental 

health and personal problems, the following work behaviors 

were reported to be affected: frequency of on-time job 

assignments completed. the quality and scope of work under-

taken and completed; the satisfaction of clients and 

students with the work done; and the degree of conflict with 

colleagues on the work site. Overall job performance dete

riorated for about 75% of colleagues with mental health 

problems; reputations were adversely affected in 30% of 

these instances. Similar difficulties were noted among psy

chologists with alcohol problems, except that alcohol abus

ing psychologists were seen to suffer greater job performance 

impairment, greater damage to reputations and greater impair-

ment in health. 

Denial of Distress by Professionals: 
Ethical Compromise 

Koocher's recommendations suggest that at least some 

portion of distressed psychologists, if they are behaving 
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ethically, should have suspended practice, evel1 in the face 

of economic loss and professional stigmatization. Have they? 

Jane Skorina (personal communication, April 19, 1982) reports 

informally that alcoholic psychologists tend to use their 

professional knowledge to deny their illness, leading to a 

delay in obtaining treatment. In a letter responding to an 

APA proposal for assisting distressed psychologists, one 

psychologist suggested that "Being relatively expert in the 

area of mental health, psychologists may not accept or iden

tify their own problems early enough to take (secondary) 

preventative steps" (Kilburg, 1982). The special knowledge 

of psychologists may well exacerbate problems rather than 

ameliorate them by preventing prompt treatment. 

This phenomenon is frequently cited in the impaired 

physician literature. Physicians tend to deny their own 

problems, resisting the patient role and recognition of the 

fact that any of their number can become ill (AMA, 1973). 

The physician "has been accustomed to doing the treating, 

not to being treated by others" (Pearson, 1982). According 

to Scheiber (1975), the physician has a need to be infalli

ble, immortal, and omnipotent, which is reinforced by expec

tations of patients. Scheiber indicates that, as a result, 

physicians cannot rely exclusively on themselves to deter

mine their state of emotional health. 
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Bernard Suran (personal communication, April 26, 

1982), a clinical psychologist who treats distressed judges, 

gives his clinical impressions that there is also a "power

ful counterdependent 'I can solve my own problems' strain 

that is active in the judiciary." It is of concern that 

these tendencies may prevent prompt treatment of needy pro

fessionals. Nathan, et al. (1983) also note that many psy

chologists adhere to the myth of infinite power and 

invulnerability, exacerbated by the power and status bestowed 

upon professionals by society. 

Not only are distressed physicians reluctant to rec

ognize their difficulties once they have become manifest, 

they are also reluctant to consult other physicians in the 

early stages with what they consider trivial problems, such 

as stress, tension, and dissatisfaction. This leads to 

further isolation (Hall, Stickney, & Popkin, 1978). Instead, 

these physicians may attempt to treat themselves, often 

with minor tranquilizers, evening sedatives, or alcohol. 

Reluctance to seek help is cited as a problem with distressed 

lawyers and judges as well, leading to the exacerbation and 

progression of their problems (Lawyers Concerned for Lawyers 

manual) . 

Do colleagues intervene as they ethica~ly should? 

Those involved in the area of physician impairment indicate 

that colleagues are reluctant to either report or become 
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involved with their distressed peers out of a discomfort in 

dealing with the issue or a fear of stigmatizing the physi

cian and contributing further to his or her difficulties 

(Scheiber, 1977); Smith & Steindler, 1982); Pearson, 1982). 

Pearson (1982) writes that delays in beginning treatment may 

be caused in part by family and colleague neglect via their 

rationalization that a physician, by virtue of being a physi

cian, ought to be able to take care of himself. Hall, et 

al, (1978) relate an example of an impaired drug-abusing 

physician whose office partners had been aware of his drug 

abuse and erratic behavior for at least two years, but had 

taken no action to intervene. The drug abuse was discovered 

when the physician was hospitalized with an amphetamine psy

chosis. Cases like this are not considered out of the 

ordinary. Few physician drug abusers seek treatment volun

tarily, yet, as noted above, colleagues experience signifi

cant difficulty dealing with their drug abusing peers (Hall, 

et al, 1978). In most cases of drug abuse, psychiatric 

treatment follows apprehension by authorities or the devel

opment of depression or drug-related psychosis. 

As a result, a "conspiracy of silence" often sur

rounds a distressed physician. This silence, together with 

a high degree of denial of their difficulties by sick physi

cians and the legitimate difficulty of colleagues in detect

ing manifestations of the problem are viewed by the AMA 
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Council of Mental Health as the three obstacles to construc

tive action on behalf of impaired physicians (Smith & 

Steindler, 1982). 

According to those who work with distressed psychol

ogists, a very similar state of affairs exists in the profe

sion of psychology (Larson, 1981). Nathan et al. (1983) 

found that 36% of psychologists who knew of colleagues with 

a problem of alcohol misuse confronted the colleague about 

the problem. Stigmatization is a legitimate concern. Suran 

(1982)observes that distressed judges who seek therapy are 

seen as "damaged goods," perhaps not only by the public but 

also by members of their own profession. 

Professional Distress: Prevalence 
and Types of Impairment 

A review of available literature reveals a lack of 

reliable data on precise numbers of persons in the general 

population or the professions afflicted by alcoholism, drug 

dependence, and incapacitating physical, behavioral and emo

tional disorders (Nathan, et al., 1983). The few studies in 

this area usually focus on alcohol and drug abuse. Data on 

the impaired physician is more extensive than that on other 

distressed professionals, although much of it consists of 

opinion and conjectu't'e. "The emotional problems of physi-

cians have not been well-studied, have been concealed and 

underreported, and have been poorly understood. All studies 
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suffer from the fallacies inherent in small samples, from 

attempts to generalize from limited data, and in most cases 

from poor controls" (Scheiber, 1977, p. 323). 

Estimates of prevalence have been generated from the 

number of ~ases handled by medical regulatory bodies. Fig

ures obtained from three State Boards of Medical Examiners 

on the percentage of actively practicing physicians subject 

to disciplinary action for alcoholism, drug dependence, and 

mental disorders revealed the following: Over an eleven 

year period in Arizona, action was taken against 3.2% of reg

istered physicians for alcoholism, 1.7% for drug dependence, 

and 1.3% for other mental disorders. In Connecticut, there 

are figures for drug dependence only. Over an approximately 

six-year period, action was taken against 0.9% of physicians 

actively practicing in that state. During a ten-year period 

in Oregon, 2.3% of physicians underwent disciplinary action 

for alcoholism, 2% for drug dependence, and 0.9% for other 

mental disorders (AMA, 1973). However, these figures prob

ably represent gross underestimates, according to Scheiber 

(1977), since the medical examining boards would become in

volved in only the most serious problems with the most overt 

behavioral deviations. 

In another study of all State Boards of Medical 

Examiners, only 37 physicians were reported as having been 

directly investigated for drug abuse in 1976 (Hall, et al., 
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1978). Thirty-one of the boards reported that no specific 

data were available concerning prevalence in their states. 

The other boards tended to ignore that portion of the ques

tionnaire requesting specific data. Hall, et al. contrast 

their data with that from the Dangerous Drug Division of the 

Health Protection Branch of Canada indicating that 142 phys

icians were investigated for drug abuse in 1975. 

Variability in figures from boards of medical exami

ners suggest that different states experience varying degrees 

of physician substance abuse problems and/or they differ in 

their access to and processing of abusing physicians. How

ever, based on his review of the available research, 

Scheiber (1975) estimates that 3 to 5% of practicing physi

cians are functionally and professionally impaired to vary

ing degrees by alcoholism, drug dependence, mental, physical, 

and aging problems (Scheiber, 1975). Attempting to account 

for underreporting, Steindler (1975) posits that as many as 

17,000 physicians, 5 to 6%, may be impaired due to alcohol

ism, drug addiction, or mental illness. Clearly, these esti

mates exceed those generated from the regulatory agencies 

and support the conclusion that many impaired physicians, 

and impaired professionals, in general, may never come in 

contact with professional regulatory bodies and ethics com

mittees. They may not be receiving any assistance and their 

clients and patients may be at risk. 
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Other studies on physician impairment utilize in

patient psychiatric admissions, psychiatric office practices, 

obituaries printed in the Journal of the American Medical 

Association, and studies of medical student populations. 

Generally, reports on physician alcohol and drug abuse show 

much variability, which is probably due in part to methodo

logical problems in the research and in part to the reluc

tance on the part of impaired physicians and colleagues to 

self-identify or report. Regardless of the variability of 

current estimates, the existence of a significant problem is 

clear, as well as the need for improved research. 

Although scant, data from other professions support 

the conclusion that not only do impaired physicians repre

sent a significant problem, but so also do impaired attor

neys, dentists, and nurses. The data on the prevalence of 

problems experienced by these other professions also refers 

primarily to alcohol and drug abuse. Nathan, et al. (1983) 

cite a national figure of 6 to 10% for alcoholism and note 

that "rates of alcoholism, influenced by certain cultural 

and demographic characteristics, are estimated to be some

what lower for professionals and executives" (p. :1..5). 

However, a Dentists Concerned for Dentists brochure 

estimates that the incidence of alcoholism and drug abuse 

among helping professionals may be as high as 20 to 30%, 

compared to the national figure of 10% generated by the 
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National Institute of Alcohol and Alcohol Abuse. This esti

mate far exceeds the majority of those actually obtained for 

physician drug and alcohol abuse. 

Lawyers Concerned for Lawyers, an organization for 

assisting distressed attorneys, indicates that experts esti

mate that the incidence of alcohol and chemical abuse for 

members of the legal profession is also higher than the na

tional rate of 10%. LCL indicates that probably more than 

50% of lawyers who have been involved in serious disciplinary 

proceedings had a destructive relationship with alcohol or 

other mind altering chemical and that chemical misuse did 

induce the controversial behavior which became the subject 

of the disciplinary action. There are many other attorneys 

who, although they have escaped disciplinary proceedings, 

have experienced deterioration in their professional stand

ards along with all other facets of their lives. 

Information on alcoholism among psychologists is 

quite sparse (Larsen, 1981). Nathan, et al. (1983) cite as 

factors in the neglect of alcoholic psychologists the lack 

of symptoms and impact on work performance in early stages 

of alcoholism, the lack of objective performance standards 

and performance evaluation for psychologists, the social 

distance the psychologist maintains with supervisors, the 

"social control" imposed on professionals, and the tendency 

for subordinates to protect rather than confront high status 
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superiors with a10ohol problems. They do venture an estimate 

of the incidence with which alcoholism occurs among psycholo

gists based on the somewhat lower than national rate cited 

for other professional/executive groups and the assumption 

that the drinking patterns of psychologists are similar. 

Selecting the lower national figure of 6% prevalence, they 

estimate that 6,000 of the approximately 100,000 or more 

doctoral level psychologists in the United States suffer from 

alcoholism. They add that this 6,000 may represent a conser

vative estimate given the established high rate of drinking 

among the college educated, the higher rates of drinking for 

men (a majority of psychologists), and the suggested parallel 

between alcohol consumption and academic achievement. 

The study of psychiatric disorders other than alco

hol and drug abuse has not been as extensive. Nathan, et al. 

(1983) conducted a thorough review of the literature on 

major medical and major psychiatric impairment among profes

sionals and found that research in this area was minimal, 

mostly relating to incidence among physicians and most of 

which were not carefully controlled studies. They found no 

references which related specifically to psychologists. How

ever, they state, "The literature that does exist suggests 

that the incidence of mental illness is at least as high 

among psychologists and other professional groups as is true 

of the general population" (p. 33). The APA Steering 
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Committee on Distressed Psychologists needs assessment sur

vey found that 69% of respondents reported knQwing colleagues 

with personal or mental health problems not primarily alcohol 

related; 33% reported knowing colleagues with a problem of 

alcohol abuse (Nathan, et al., 1983). Though there is little 

data, psychologists are clearly vulnerable to psychiatric 

disturbance. In the following discussion of the available 

research, which refers mostly to physicians, we can assume 

that a similar state of affairs exists within the profession 

of psychology. 

Various available studies have placed the prevalence 

of impairing psychiatric disorders among physicians at one 

to 1.5%. "This is not disproportionate between that of the 

general population, but does constitute several thousand 

physicians who should be receiving help" (Smith & Steindler, 

1982, p. 208). Depression, suicide, and marital difficul

ties follow drug and alcohol abuse as the most frequently 

encountered problems among physicians (Scheiber, 1977). In 

a survey of physicians treated at the Mayo Clinic, Duffy 

(1964, 1967) found the following diagnoses (in order of 

prevalence): affective psychoses, psychoneuroses, schizo

phrenia, personality disorder, and organic brain syndrome. 

"The psychotic reactions, without question, impair the ill 

physician's judgment and ability to practice, and a psycho

neurosis or personality disorder of sufficient degree ca~ 
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constitute a similar risk to the safety of the patient" (AMA, 

1973). Clearly, this has some implications for psychologists 

who are similarly disturbed. 

Pearson (1982) reports on his psychiatric treatment 

of 221 physicians. Of these, 54 were drug dependent and 26 

were alcohol dependent. Other diagnostic categories includ

ed manic-depressive illness (30), depressive neurosis (26), 

passive-aggression (29), transient situational disturbance 

(21), mixed type neurosis (7), schizophrenia (6), sexual 

deviation (5), involutional melancholia (4), psychophysio

logical disorders (4), chronic brain syndrome (2), anxiety 

neurosis (2), and phobic neurosis (2). Although this does 

not represent a controlled study, it gives an indication of 

the wide range of psychological problems experienced by phy

sicians, and undoubtedly, other professional groups. 

Suicide 

Suicide among physicians has been studied extensive

ly and affective disorder less so, although there is still 

much variability in reports and there are also significant 

problems in research methodology, such as small sample sizes 

and insufficient standardization (Von Brauchitsch, 1976). 

According to Freeman (1967), the most common cause of physi

cian suicide is the failure to recognize depression. Al

though rates of physician suicide vary, the most commonly 
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accepted figure is 100 physicians per year. This is assumed 

to be an underestimate by an indeterminate amount. 

Whether physicians demonstrate a higher suicide rate 

than the general population is unclear. Smith and Steindler 

(1982) report a 1977 national suicide rate of 13.3 per 

100,000. An examination of studies over the past several 

decades yielded a physician suicide rate of 30 to 40 per 

100,000 (Rose & Rosow, 1973). Smith and Steindler (1982) 

state, "It could be concluded that physicians are more sui

cide prone than other people ... if the entire United States 

population is used for comparison. If we look at white males 

over 25 in the general population, the rate differential 

lr-rgely disappears" (p. 213). However, socioeconomic status 

and education were not apparently controlled and undoubtedly 

affect suicide rates. High suicide rates are also cited as 

a problem for dentists (Dentists Concerned for Dentists bro

chure) . 

There is some suggestive evidence that female physi

cians are more suicide prone than male physicians. Smith and 

Steindler (1982) report that while male physicians have a 

suicide rate of only 1.15 times that of a comparable age 

group in the general population, female physicians have a 

rate of three times that of a comparable age group. They 

state, "Women have had, and undoubtedly continue to have, 

special role strain when entering and pursuing a career in 



medicine. That may account, at least partially for their 

disproportionate share of suicides" (p. 214). It is also 

possible that methods of suicide chosen by women may make 

suicide as cause of death more easily determined than for 

males. 
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While old age per se does not constitute psychologi

cal difficulty or impairment, aging physicians constitute an 

often neglected and vulnerable physician subgroup who are 

"often faced with adjustment and other emotional problems, 

if not organic mental disorder. Several state medical asso

ciations have identified the aged as being one of the most 

difficult segments of the physician population to deal with" 

(Smith & Steindler, 1982, p. 223). What are the special 

problelns, if any, for aging psychologists? 

Burnout 

Professional burnout has been the subject of much 

recent research in the human service professions. Currently, 

almost all of the existing research related to the mental 

health of psychologists refers to burnout in health and pub

lic service professions. The term "burnout" was coined by 

Freudenberger (1974) to describe the emotional and physical 

exhaustion of staff members of alternative health care insti

tutions in response to occupational stress, particularly 

emotionally taxing work. Symptoms of burnout may be exper

ienced in behavioral, physical, cognitive, and emotional 
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modalities. The specific manifestions of burnout tend to 

vary with individual personality characteristics, but certain 

symptops are commonly found. 

Behaviorally, burned out professionals often demon

strate a marked decrease in work efficiency, excessive com

plaining, increased risk-taking behaviors, and increased use 

of alcohol and drugs (Eastman, 1981; Freudenberger, 1974; 

Hall, Gardner, Peil, Stickney, & Pfefferbaum, 1979; Chessick, 

1978; cited in Nathan, et al., 1983). Cognitive symptoms 

may be seen in negative or suspicious attitudes, thoughts of 

omnipotence, and thought disorientation (Eastman, 1981; 

Freudenberger, 1974; Freudenberger & Richelson, 1980; Forney, 

et al., 1982; Patrick, 1979; cited in Nathan, et al., 1983). 

Physically, burnout may be manifested in exhaustion, sleep

lessness, shortness of breath, and increased susceptibility 

to illness (Cummings & Nall, 1982; Freudenberger, 1974; 

Watkins, 1983; cited in Nathan, et al., 1983). The psycho

logical effects include increased anger and irritation, de

pression, guilt, fears of helplessness, reduced self-esteem, 

and in later stages, suicidal ideation (Patrick, 1979; 

Watkins, 1983; Freudenberger, 1974; Hall, et al., 1979; 

cited in Nathan, et al., 1983). 

Although the work of psychotherapists is considered 

to be particularly emotionally taxing, Farber and Heifetz 

(1982) note the paucity of research on burnout and stress in 
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psychotherapists, They write, "Burnout is not only psycho

logically debilitating to therapists, it also critically im

pairs the delivery of mental health services" (p, 293)" 

According to Maslach's (1976) research, burned out profes

sionals "lose all concern, all emotional feelings for the 

persons they work with and come to treat them in detached 

and even dehumanized ways" (p, 16). They may become cynical 

toward their clients, blaming them for creating their own 

difficulties, or labeling them in derogatory terms (Farber & 

Heifetz, 1982). The inner experience of the therapist has 

come to be acknowledged as an important variable in the psy

chotherapeutic process (Burton, 1972), Pines and Aronson 

(1982) claim that the professional who suffers from extreme 

burnout is dysfunctional. Cause for concern is again two

fold: the potential risk for clients and the personal diffi

culty of professionals themselves. Currently, there is no 

data on how burnout specifically affects clients or whether 

burnout leads to actual ethical violations. The implication, 

however, is that client care is adversely affected. 

Sexual Contact with Clients 

Sexual contact with clients is not generally dis

cussed as part of the impaired professionals literature, 

although there is some data on this for physicians. This is 

also one of the few places where research on psychologists 

can be found. Sexual contact with clients is expressly 
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forbidden in the ethical standards of psychologists and 

could be considered a symptom of emotional diqtress on the 

part of the psychologist. In one study, 90% of the thera

pists who had sexual relationahips with clients said they 

were vulnerable, lonely, or needy at the time the relation

ship was begun (Butler, 1975). 

According to a study of 666 licensed Ph.D. psycholo

gists (Holroyd & Brodsky, 1977), 5.5% of the males had 

sexual intercourse with clients and 0.6% of females; 2.6% of 

males and 0.3% of females reported intercourse within three 

months after termination of therapy; 10.9% of male psycholo

gists and 1.9% of female psychologists reported erotic con

tact with clients, defined as "that which is primarily 

intended to arouse or satisfy sexual desire." These figures 

can be compared with those obtained in a study of male physi

cians in the Los Angeles Medical Society which indicate 

that 5 to 13% of physicians had erotic contact with patients 

and 5 to 7% had sexual intercourse. Figures for psychia

trists were 10 and 5% respectively. 

Regarding the figures obtained in their study, 

Holroyd and Brodsky write, "whether these should be consid

ered frighteningly high or comfortingly low depends on one's 

interpretation of the harm done by such practices." The 

authors are not able to make any conclusions about this 

based on current research and add, "There is a clear need 

for more information about the effects of sexual contact on 
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therapy outcome, particularly from the patient's point of 

view" (p. 848). This same observation can be made with re

gard to rulY of the figures on the psychological problems of 

psychologists and other professionals. It is difficult to 

interpret the data without knowledge of the impact of these 

problems on the consumer. 

Etiology and Related Factors 

Research on etiology assists the development of 

treatment and preventive measures. Are there causal or ex

acerbating factors which are different for professionals 

than for the general population? Information on the etiology 

of psychological distress in helping professionals, which is 

largely anecdote and opinion, focuses on two general aspects: 

the stresses inherent in the profession itself and predispos

ing factors in the professional. 

Stresses of the Profession 

The stresses of the profession are frequently cited 

in the burnout literature. Burnout, according to a study of 

60 psychotherapists, is primarily a consequence of the non

reciprocated attentiveness, giving, and responsibility 

demanded by the therapeutic relationship (Farber & Heifetz, 

1982). The primary source of stress for these therapists 

was a lack of therapeutic success. The investigators con

clude that "therapists expect their efforts to payoff. 



26 

Constant giving without the compensation of success apparent

ly produces burnout" (p. 298). 

Cherniss, et al. (1976), in their research on public 

professionals, find that sources of stress derive in part 

from gaps in professional training to prepare for the real 

world, for example, handling organizational dynamics and 

structure, which may be at odds with the service ideal. They 

write, "Clinical psychologists in mental health programs 

often must learn how to negotiate in a system characterized 

by feuding professional empires, each jealously guarding its 

prerogatives" (p. 430). Cherniss, et al. also found that 

role conflict and ambiguity are major sources of stress for 

the new public professional, factors that are also often ne

glected during training. The effects of the stressors dis

cussed by these investigators were virtually identical to 

those outlined in the literature on burnout. 

Professional lifestyle has been viewed by numerous 

authors on physician impairment as being pathogenic to mental 

illness, although this does not tend to be well-founded in 

careful study (Smith & Steindler, 1982). The AMA Council on 

Mental Health (1973) reports that physicians are at high 

risk for drug abuse because of the accessibility of drugs, 

but also because they often work under sustained pressure 

which may facilitate the seeking of drugs for relief. 

Scheiber (1975) states, "Medicine is a high risk profession" 

(p.934). Vaillant's (1972) 30-year prospective study 
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suggests that physicians are more vulnerable to psychological 

impairment than non-physicians. The subjects were 47 physi

cians and 79 matched controls, high achievers from similar 

socioeconomic backgrounds who were followed from their soph

omore year in college. Of the physician group, 17% had 

received psychiatric hospitalization during the period of 

study, compared to only 6% of the control group. There is 

no information regarding whether this difference is attribu

table primarily to the availability of drugs or other profes

sional variables. 

Drug abusing physicians themselves have reported the 

following as significant etiological factors in their abuse: 

overwork, chronic fatigue, physical illness, insomnia, mari

tal difficulties, impending retirement, professional dissat

isfaction, lack of intimacy, and fears of professional 

incompetence (Modlin & Montes, 1964; Green, Carroll, & 

Buxton, 1958; Winick, 1961). Many of these factors represent 

social/occupational variables which may become established 

during medical training. Many writers cite the constant 

giving and caretaking done by physicians during the working 

hours, which, when combined with excessive hours, contribute 

to an inability to meet the emotional demands of marriage and 

family (Hall, et al., 1978; Pearson, 1982; Scheiber, 1975). 

Scheiber (1982) states that the physician's personal life is 

often secondary to his or her professional life. He adds 

that a high community demand for the services of the 



28 

physician helps to create feelings of being indispensable 

which further aggravate existing stresses such as time pres

sure. Pearson (1982) cites a hurried existence as the most 

prominent early sign of emotional disturbance in many of the 

physician patients he treated. What are the implications of 

these professicnal demands and pressures for psychologist 

distress? Certainly, psychologists do not have the access 

to drugs that presents such a problem for physicians, but it 

does seem that psychologists may have to contend with most 

of the other pressures and lifestyle variables cited. 

Isolation appears to be a significant stress factor 

for some professionals. It was the most frequently cited 

special difficulty in the practice of psychiatry in a study 

by Bermak (1977). Isolation, in this study, consisted of 

several components: actual physical aloneness, the need for 

intimacy not being satisfied in the office, inability to 

communicate with others about patients due to the need to 

preserve confidentiality, and difficulties achieving intimacy 

outside of the office. Bermak (1977) cites other literature 

which supports the stressfulness of isolation and lack of 

support systems as contributing factors in physician dis

tress. A stable relationship with a significant other 

~ecre~sed suicide incidence in residents (Steindler, 1975). 

Due to their physical isolation, private practitioners may 

be more at risk (Scheiber, 1982). 
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Isolation may playa role in the development of psy

chological problems in two ways: one, collegial support 

systems for assistance in coping with stress may be lacking; 

and two, the isolated individual showing beginning signs of 

difficulties is less likely to be detected. Professional 

isolation is also considered to be a problem for dentists, 

enabling them to hide any difficulties in initial stages 

(Dentists Concerned for Dentists brochure). Professional 

isolation is a variable that warrants investigation in psy-

chologist distress. 

Farber and Heifetz' (1981) study provides some sup

port for the stressful role of isolation. Institutionally 

based therapists reported greater amounts of stress from 

factors such as the therapeutic relationship. working condi-

tions, and the psychopathological symptoms of patients than 

did therapists in private practice. They state, 

These results are likely to be due to the more "pro
tected" and autonomous nature of private work since 
these therapists generally work with less severely 
disturbed patients, who are more likely to benefit 
from psychotherapy, and since they avoid many 
stresses generated by work within a bureaucratic 
structure (p. 629). 

However, private practitioners did not differ from institu

tional therapists in extent of persor.al deplethm, which 

seems contrary to expectations given the differences in 

stress levels of the two environments. "It may be that the 

insular nature of private practice, though beneficial in 

some regards, impedes the formation of collegial support 



30 

systems that often serve to attenuate the personal depletion 

aspects of therapeutic work" (Farber & Heifetz, 1981, p. 629). 

Predisposing Factors 

Premorbid adjustment plays a role in the development 

of psychological distress among professionals. As with the 

general population, vulnerability to burnout and more severe 

forms of distress undoubtedly result from an interaction of 

personal, occupational, and social variables. 

The 1973 AMA report states, 

The presence of these occupational hazards (drug and 
alcohol abuse, unsuccessful marriages) appears strong
ly associated with life adjustment before medical 
school and those physicians who had the least stable 
childhoods and adolescent adjustments seemed to be 
especially vulnerable to these hazards (p. 685). 

According to Modlin and Montes (1964), overwork, fatigue, 

and physical illness are rationalizations, the key factors 

in physician drug abuse being drug availability and the pre

disposing personality. Overwork may be related to an in-

ability to say "no" to patients, referrals, committee 

assignments, or community obligations; fatigability is 

often related to a lack of satisfaction j.n marital and 

family relationships, lack of satisfying participation in 

community affairs, and lack of recreation and avocations 

(Scheiber, 1977). Modlin's (1975) study of addicted physi-

cians revealed that only 3% held their fathers in esteem, 

13% felt warmth toward their mothers, and over 50% had 

alcoholic fathers. Hall, et al. (1978) cite several studies 
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which indicate that physician drug abusers demonstrate a 

greater incidence of parental deprivation, prolonged or seri-

ous childhood illness, insecurity compensated for by academ-

ic overachievement, sexual inhibition, and emotional 

hypersensitivity than would be expected. 

Pearson (1982), based on his psychiatric treatmer.t of 

over 200 physicians, concludes that many of them exhibited 

masochism evident in chronically self-destructive, faulty 

work lives, characterized by excessively long hours and poor 

organizational habits. 

Many seldom remonstrated when patients failed to 
observe organizational office hours, nor did they 
schedule vacations or engage in physical activity. 
They lived a constricted existence, reading few 
medical books or journals, attending few or no med
ical meetings, rejecting professional self
improvement, and having no outside interests (p. 199). 

Only brief mention need be made of the fact that pro-

fessionals also suffer from schizophrenia, manic-depression, 

organic brain syndrome, and other major psychiatric ill

nesses not necessarily related to their professional status, 

lifestyles, or personality factors (Grindlinger, 1980). 

There is no reliable data on incidence of these disorders 

among professionals. 

Solutions to Professional Impairment: 
Issues and Answers 

As noted, the literature on distressed professionals 

raises two responsibilities: public protection and care for 

the distressed members of a profession. But whose 
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responsibility? This issue appears to have been resolved 

within other professions in which programs have already been 

established within their organizational structures. However, 

among psychologists there appears to be diagreement on this 

point. Many, including members of APA's Board of Profes

sional Affairs, feel that there is an ethical obligation to 

assist distressed colleagues beyond the individual responsi

bility to confront, a responsibility of the profession. 

Public protection is an unquestionable responsibility of the 

profession as a whole. The issue is, has this responsibility 

already sufficiently been addressed via state licensing 

boards, ethics panels, and peer review, etc.? Do distressed 

psychologists present any special difficulties to these qual

ity control systems? What happens to distressed psycholo

gists in our current system? Are they monitored? Suspended 

from practice? Returned to practice? Do distressed psychol

ogists present a risk to clients that our current system has 

not adequately addressed? As stated previously, only the 

most blatant problems typically come to the attention of 

quality control systems. Because of this factor, there may 

well be many clients who are receiving substandard care, 

regardless of whether the treating psychologists are dis

tressed or less than competent. The lack of answers to these 

questions is troublesome. Certainly any programs for assist

ing distressed psychologists would simultaneously improve 

quality of care within the profession. However, the agent 
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of responsibility for support and treatment resources ap

pears to be a point of some contention, as well as the need 

for additional resources. Some believe that psychologists 

have available to them the same resources as the general 

population, probably more, and that there is no need for the 

profession to become involved (Kilburg, 1982). 

Without data, the profession of psychology does not 

know how many clients are at risk or how many psychologists 

are not served by available resources and the reasons for 

any such lack of service. Such information is relevant to 

decisions of programming. Are we as a profession to be con

cerned with cost effectiveness or are procedures warranted 

to protect even one client who might be harmed by a dis

tressed psychologist? Some might state that very small num

bers do not warrant an investment of resources toward such 

programming while others would state that the profession 

bears a responsibility to prevent even one client from being 

harmed. 

A decision to assist distressed psychologists raises 

a host of other issues as to the structure and focus of ~ro

grams. Should special procedures be integrated into the 

existing structure of licensing boards and/or ethics commit

tees, or should a new system be developed specifically for 

distressed psychologists? Should such a system be under the 

jurisdiction of licensing boards or ethics panels or com

pletely autonomous? Should procedures be coercive or 
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voluntary? Disciplinary or strictly supportive? Should pro

grams be active in outreach? Should they become involved in 

treatment? Are we concerned with all distressed psycholo

gists or only those who have committed ethical violations? 

What about psychologists whose disturbance presents a poten

tial danger to clients? How would potential danger be deter

mined? Are monitoring and reentry procedures important? 

.Larson (1981) describes the plight of a psychologist 

in Texas whose license to practice was revoked after an inci

dent of sexual misconduct with a client. The psychologist 

had been in therapy at the time and stated that the violation 

occurred during a period of personal upheaval and stress. 

Larson writes, "Much to his dismay, he learned that neither 

the Texas psychological association nor any other state psy

chological association then offered established avenues of 

rehabilitation to distressed psychologists" (p. 16). After 

three years, via collaboration with the state board of exam

iners to design a reasonable program of rehabilitation, he 

was recertified as a psychologist in Texas. He will be eli

gible for licensing after passing a course in ethics offered 

by an APA accredited educational institution and completing 

a one-year supervised internship approved by the Texas State 

Board of Examiners. 

Such instances will pave the way for future program

ming. Other professions have already made programming de

cisions in spite of a lack of data to help answer these 
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questions. Within psychology, the Board of Professional 

Affairs, a few state associations, and some concerned indi-

viduals have proceeded with programs and program proposals. 

Some have been impelled by a particular need and others by a 

perceived general need based on experience and awareness of 

the significance of similar problems in other professions. 

Some states by now may have developed procedures for psychol

ogists, but nowhere is there published information on the 

subject. It would be useful to know how the structure and 

focus of such procedures were determined. How were answers 

to the previously posed questions formulated? There is pub-

lished information on programming in other professions, but 

information in psychology is obtained largely via word of 

mouth. 

The medical profession believes that it has a public 

responsibility to intervene in some manner with impaired 

physicians and, as a result, has established procedures for 

handling them as part of the structure of the regulatory sys

tem and overall professional organization. Medicine also 

has programs which have evolved outside of the organizational 

structure of medicine, as do the legal and dental professions. 

Procedures Within the Organized 
Structure of Professions 

Impaired physician procedures within the structure 

of organized medicine are multi-level (local, state, and 

national) and include, in most states, statutory support. 
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For example, some states have a mandatory reporting law which 

requires any licensed physician to report information indi

cating that a colleague is unable to practice medicine safely 

(CMH, 1973). The law also provides civil immunity for re

porting in good faith, although the reporting physician 

usually has to identify him or herself. 

However, experts in the field acknowledge that manda

tory reporting is problematic. Physicians are generally 

reluctant to report their distressed peers. Scheiber (1982) 

states that the mandatory reporting law can make it difficult 

for the physician to seek voluntary, anonymous therapy in his 

own state and may be self-defeating by delaying treatment 

seeking efforts out of fear of disciplinary measures. Con

sequences seen as punitive may playa role in physician re

luctant to report. 

To date, psychologists bear only an ethical mandate 

to intervene in some appropriate fashion with a distressed 

colleague whose work is being adversely affected (Koocher, 

1983). One might assume that psychologists report colleagues 

to the state psychological associations or licensing author

ities only as a last resort and only when the welfare of 

clients is at risk. As noted earlier, there is no informa

tion as to what extent the ethical mandate is followed in 

psychology. If psychologists are similar to physicifulS, 

there may be a significant reluctance to become involved 
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with distressed colleagues and an even greater reluctance to 

report them. 

Even for those who are willing to become involved, 

intervention is not a simple matter. Knutsen (1977) raises 

this issue with respect to psychiatrists: 

If we know a colleague who is giving signs of emo
tional difficulty but not at a level to warrant 
referral to an ethics committee, and the colleague 
is receiving either no or inadequate treatment, what 
do we do? On what basis do we make the decision of 
how intrusive and confronting to be? (p. 126) 

The decision to intervene is perhaps made easier when clients 

are clearly at risk or have actually been harmed. 

The bulk of procedures for handling impaired p"hysi-

cians are built into the state boards of medical examiners 

and state medical associations. Many hospitals also have 

procedures. The procedures in each segment of organized med

icine typically represent a mixture of coercive/voluntary 

and disciplinary/supportive elements. The issue of optimal 

amounts of each element generates considerable controversy 

in the area of professional impairment. 

The "sick doctor" statute, enacted in 37 states, pro-

vides for the handling of impaired physicians by the regula

tory arm of thE; meflical profession (Cloutier, 1982). 

Essentially, it has revised the grounds for professional 

discipline under the medical practice act of a state with 

the intent of better protecting the public. Thus, its pri

mary focus is discipline, not support or rehabilitation. 



38 

Prior to such statutes, a physician could not be disciplined 

even if his/her practice was substandard, but only if actual 

misconduct occurred and fault could be proved (AMA, 1973). 

The "sick doctor" statute specifically defines the 

inability of a physician to practice medicine with reasonable 

skill and safety due to one or more illnesses as cause for 

disciplinary measures. It eliminates the need to prove that 

clinical judgment is actually impaired or that a patient was 

actually injured. However, prior to action by the state 

board of medical examiners, probable cause must be estab

lished. If there is probable cause, then the physician is 

required to submit to a mental or physical examination via 

implied consent which comes with licensure. The doctrine of 

implied consent is further used to remove privileged commu

nication so that the results of the examination are available 

to the board. The physician has a right to copies of these 

results and can present testimony from his own expert wit

ness in a hearing. If the hearing finds the physician unable 

to safely practice, the board may suspend his/her license 

and put him/her on probation. It may compel the physician 

to seek treatment by someone designated by the board or 

simply restrict some areas of practice such as prescribing 

medication. The sick doctor is guaranteed an opportunity to 

demonstrate to the board that his/her license should be rein

stated when he/she is competent to practice again. Privi

leges are typically suspended only for the duration of the 
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impairment. The yhysician is further guaranteed that any of 

the information used in the hearing may not be used in any 

other legal proceeding. 

Under the sick doctor statute, a physician has fewer 

safeguards of civil rights than someone undergoing civil 

commi tment procedures. However, the laws ultima t-ely reflect 

public and professional sentiment, which in this case places 

a higher priority on public safety than physician rights. 

There appears to be no information in the literature on how 

this statute is actually interpreted and applied in various 

states. For example, how are reasonable skill and care de

fined and operationally determined? Specifically, what is 

considered probable cause for requiring a physical or mental 

evaluation? Can an allegedly mentally impaired physician 

adequately present a defense and gather expert witnesses? 

What is the impact of these procedures on a physician who is 

emotionally distressed? How is treatment outcome assessed 

and suitability for return to practice determined? John 

LaWall, M.D. (personal communication, 1982) states, "How 

severely the state board deals with a violation often depends 

on personal and societal biases, although it also looks at 

the severity, length, and circumstances of a physician's 

impairment." Sanctions are typically more severe for drug 

abuse than for alcohol abuse, which reflects a current bias 

in American society. However, given the frequently 
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acknowledged collegial protectionism among physicians, it is 

questionable how strictly "reasonable skill 8.l1d safety" will 

actually be defined in a hearing. 

Once a doctor has been determined to be impaired, he/ 

she is typically referred to a treatme~1t program by the med

ical board. The requirements of boards vary from state to 

state. A program for drug and alcohol abusing physicians in 

Georgia is frequently cited in the literature and represents 

one of the most restrictive and structured. The impaired 

physician must be admitted to a qualified facility for one 

month, followed by residence in a halfway house for disabled 

physicians, and undergo a period of supervision by another 

physician for reintegration into practice. He/she remains 

under the close observation of a disabled physican's commit

tee member for at least an additional eight months (Cloutier, 

1982). 

Concerns have been voiced that a primarily discipli

nary approach might be counterproductive by contributing to 

a reluctance to report or self-identify distress and by sub

jecting distressed professionals to hearing procedures, stig

matization, and possible loss of licensure. According to 

Exo (1981), an epidemic of suicide among physicians on pro

bation raises significant qUbstions about the use or misuse 

of regulatory discipline within the framework of rehabilita

tion for physicians. As a result of these concerns, less 

punitive, less coercive procedures have been developed within 
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organized medicine. Currently, the American Medical Associa

tion, the American Psychiatric Association, and the American 

Nurses Association all favor an approach which first offers 

the impaired professional an opportunity to voluntarily en

ter treatment without censure or punitive action. Only when 

the individual refuses offers of assistance are steps taken 

to revoke the professional's license. 

The AMA, nearly terl years ago, developed model legis

lation that impaired physicians be extended a chance for re

habilitation before having their licenses revoked (Larson, 

1981). Over 35 states have enacted legislation providing 

for nonpunitive therapeutic alternatives for impaired physi

cians (Larson, 1981). Recently, the California legislature 

required the establishment of a diversion program for physi

cians which avoids disciplinary action but provides individ

ualized treatment programs. The program is administered by 

the Board of Medical Quality Assurance, the licensing author

ity. Some physicians self-refer, but most are confronted by 

the Board through referral by Board investigators who have 

evidence of ineptitude in the physician's practice (Exo, 

1981). 

State medical societies have also been active in de

veloping less punitive procedures, which they can exercise 

only over their own members. A member who has been con

fronted by the society can always resign from the organiza

tion. While the medical societies do not typically have 
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statutory support for the implementation of their procedures 

and programs, they do utilize the threat of reporting to the 

board of medical examiners as a means of getting a physician 

involved in treatment (Cloutier, 1982). Therefore, even 

though medical society programs claim to be less punitive, 

there is always an implied element of coercion and discipli

nary consequences. Information on the incidence of medical 

societies actually reporting their distressed physician mem

bers to the medical boards is unavailable (Cloutier, 1982). 

Currently, most state medical society activities 

regarding impaired physicians take place via special impaired 

physician committees, whose formation tended to follow the 

enactment of sick doctor statutes. Previously, complaints 

regarding activities of impaired physicians were handled by 

the medical society's ethics and discipline committees. 

Forty-seven states to date have impaired physician committees 

(Smith & Steindler, 1982). These impaired physician commit

tees largely see their function as being therapeutic and re

habilitative: to assist distressed pnysicians in the 

recognition of their problems and to guide them into treat

ment before board involvement. In a few states, these 

committees are under the board of medical examiners and pos

sess the authority to implement the board's r8commendations. 

The impaired physician committees vary from state to 

state in how they approach the physician, relate to treatment 

facilities, and interact with boards of medical examiners. 
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Some are low key programs that keep no records and help only 

if the physician wants it. Others have an assertive out

reach approach, identifying for the distressed physician the 

need for treatment and taking the problem to licensing au

thorities if he/she does not cooperate and if he/she is im

paired to the extent that patients may be harmed. Most 

progr? .. ms fall somewhere in between these two extremes (Smith 

& Steindler, 1982). Smith and Steindler (1982) note that 

methods may vary but all have components of detection, con

frontation, or inT.ervention and inducement to enter treat

ment. "Some, if not most, maintain concern and function as 

an advocate of the physician throughout the process of 

treatment, rehabilitation, and reentry into practice" 

(p. 209). Scheiber (1982) states that the physician's com

mittees want licensing boards to refer impaired physicians 

to them before taking any action. In some cases, the rela

tionships between these two groups becomes strained when an 

issue of overlapping jurisdiction is perceived. Often 

boards do not see these committees as necessary and do not 

view their own programs as particularly punitive, stating 

that the only differences between them is their power to 

restrict licensure and dictate treatment. In Arizona, there 

is less cooperation between the licensing board and the 

Physician Health Committee than was initially hoped. There 

are now essentially two separate systems (Scheiber, 1.982). 
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Even these impaired physician committees are viewed 

by some as too punitive because of the final power to report 

a physician to the board. Approaches completely independent 

of the disciplinary arms of the profession are preferred. 

One might question whether the main priority is public pro

tection, not physician rehabilitation, but others argue that 

the ever present threat of being reported to the licensing 

authori.ty contributes to a reluctance of professionals to 

identify themselves and their colleagues when in distress. 

It might also be argued that there already exist disciplinary 

procedures which are used whenever a physician is known to 

have committed some ethical violation. Is it then necessary 

to connect all impaired physician programs to the discipli

nary structure? As stated earlier, this is one of the pri

mary issues at stake with regard to a profession's procedural 

response to its distressed members. 

Kilburg (personal communication, 1982), active in 

APA's Board of Professional Affairs recent efforts to assist 

distressed psychologists, expressed a belief that the medi

cal profession's system for impaired physicians is a failure 

and "is tied to a tin can of disciplinary procedures." 

Larson (1981) writes that, according to psychologists who 

work with the distressed, 

the disinclination of psychologists to admit their 
disabilities is often related to a fear of profes
sional'censure ... . Likewise, colleagues of a dis
tressed psychologist are frequently reluctant to , 



initiate actions which may threaten the status and 
livelihood of an impaired associate (p. 16). 
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Antoinette Appel, a psychologist whose resolution before 

APA's Council of Representatives inspired BPA's beginning 

efforts to address the needs of distressed psychologists, 

believes that attempts to assist distressed psychologists 

should be viewed as separate from ethical issues. "Threats 

of board action ... only contribute to the individual's already 

troubled situation" (Larson, 1981, p. 16). 

Independent Programs 

Hospitals are a setting where impaired physicians may 

be identified since physicians need hospital privileges to 

maintain professional standing. In hospitals there is a reg

ular contact with colleagues as well as quality ~eviews and 

medical audits which are conducted regularly (Cloutier, 1982). 

Twenty-eight states do require hospitals to report a revoca

tion of privileges to licensing authorities, but not any re

duction of privileges. Pearson (1982) describes the 

activities of the Committee on Staff Health, formed in 1979 

at the Institute of Pennsylvania Hospital. It is an advisory 

body only that uses a "best friend" approach to intervene 

with a physician when there is sufficient evidence of prob

lems. It attempts to get the physician into treatment, 

makes recommendations for psychiatric or medical treatment, 

and assists him/her in rejoining the hospital staff when 

able. It also assists families of distressed physicians. 
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Information/referral programs are one form of assis

tance provided by concerned members of a profession and are 

typically independent of the organized structure of the pro

fession. Physicians Serving Physicians was formed in 

Minnesota in 1981 to provide confidential assistance for al

cohol and drug dependent physicians. It is independent from 

either professional groups and organizations and "does not 

police, report, discipline, or otherwise threaten the career 

or reputation of a physician" (Physicians Serving Physicians 

brochure). Obviously, such a program would have difficulty 

existing in a state with mandatory reporting laws. Oregon 

has a similar organization called the Friends of Medicine, 

which consists of both physician and lay members. It also 

has evolved outside the structure of organized medicine in 

the belief that the group is more effective and more accept

able to the impaired physician. Dentists Concerned for 

Dentists is an independent organization comprised of recov

ering alcoholic dentists which provides assistance to alco

hol and drug abusing dentists via education, identification, 

and intervention. It does not provide treatment and is also 

confidential and anonymous. 

These information/referral programs vary in the de

gree of active case-finding and intervention. Lawyers Con

cerned for Lawyers in Minnesota, formed in 1976, is one of 

the most aggressive in this regard. Upon request by a 



47 

concerned person, several members of LCL will investigate 

the nature and. extent of alcohol or drug abuse. When data 

suggest the existence of a problem, these members will re

view the information with concerned persons (usually family 

members or colleagues) and aid them in selecting an appro

priate course of action. If the troubled attorney does not 

respond to offered assistance, the LCL members will assist 

the concerned person by arranging and conducting an "inter

vention," defined as a "group process by family, friends, 

and office members with the objective of intervening in the 

life of an alcoholic" (LCL manual, p. 5). Essentially, LCL 

serves as an information resource, educator and facilitator 

to the concerned person(s). All decisions are made by the 

closest family member and law partners with the goal of get

ting a commitment to abstinence and starting the process of 

change. After entering the recovery process, the distressed 

attorney is encouraged to participate in LCL activities where 

he/she has contact with other recovering attorneys, for ex

ample, at AA meeting for attorneys. Confrontation and peer 

group influence are considered primary components of LCL, as 

well as the fact that it is confidential and completely au

tonomous from any other organization. This is felt to be 

critical to c~ccess. However, LCL believes that it is also 

essential to nurture relationships with other professional 

organizations via liaison committees and consultation/ 
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education services. Some attorneys have been informally 

urged by ethics committees to seek out LCL. LCL also empha

sizes the importance of pUblicity in its success. The organ

ization writes articles and utilizes the local press and 

television. It advertises in the State Bar Association pub

lication and each year every licensed attorney in the state 

receives a letter describing LCL's purposes and activities 

with a request for contributions. 

Programs'Within the Profession of Psychology 

Most communities offer a range of treatment resources 

to which professionals as individuals have access. There 

are few treatment programs designed especially for distressed 

professionals. Involvement on the part of regulatory bodies 

and professional organizations with the treatment of their 

distressed members typically takes the form of referral to 

already existing treatment resources. Is this sufficient? 

This issue has been raised within psychology and other pro

fessions. 

In response to the Steering Committee on Distressed 

Psychologists proposal, several psychologists voiced their 

opinions. One wrote, "It seems to me psychologists who are 

distressed already have at their disposal substantially 

greater resources than do most citizens." This sentiment 

was echoed by several respondents. Others suggested that 

the profession~l population has special needs, for example, 



protection from stigmatization and career harm in their com

munities. One suggested that psychologists, especially those 

in isolated areas, may not seek help from local colleagues 

as communities are small and rumors travel quickly. Another 

expressed the belief that in his rural area, psychologists 

who are aware of their need for assistance do indeed seek out 

local resources. Identification of need may be the problem, 

not resources. 

This issue is discussed in the impaired physician 

literature as well. Hall, et al, (1978) state that the phy

sician is a unique patient who has an_idealized image in the 

community, therefore personal problems must be dealt with 

quietly. Scheiber (1982) expressed the belief that it is 

undesirable for the impaired physician to be treated close 

to home. This raises issues of how the physician in treat

ment would be able to maintain practice when able, since 

some have suggested that this may facilitate recovery. 

A few professional organizations in psychology have 

begun efforts to assist distressed colleagues that appear to 

follow the belief that support not discipline is the prior

ity. Perhaps this is because the disciplinary portions of 

our profession are already well-developed via the state ii

censing boards and ethics committees. The state of Arizona 

has a Committee on Distressed Psychologists that has oper

ated for more than two years as part of the Arizona State 



Psychological Association (Larson, 1981). The committee's 

goal is to aid not punish, with a focus on ensuring that 

distressed or disabled psychologists receive treatment by 

providing confidential referrals to these psychologists. 

Again, however, few psychologists appear to be willing to 

identify themselves as distressed out of fear that their 

careers will be jeopardized (Larson, 1981). 
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The Los Angeles County Psychological Association has 

established a Committee of Concerned Psychologists to assist 

psychologists who have already been cited for sexual mis

conduct with clients or who refer themselves for help con

cerning sexual intimacy with clients. Those who admit sexual 

misconduct are referred for therapy and reeducation. Re

education is viewed as important because graduate programs 

do not typically address these issues in training. Partici

pants in the program may be asked to limit their practice 

during treatment. Once rehabilitation is successfully com

pleted, restrictions on practice are removed (Larson, 1981). 

This program is not part of the licensing board but does 

work with it. 

Those who designed Volunteers in Psychology, a pro

posal designed by APA's Board of Professional Affairs Steer

ing Committee on Distressed Psychologists, chose a relatively 

autonomous, nondisciplinary structure, apparently from the 

personal conviction that such an approach would be more 

likely to be utilized. Volunteers in Psychology (VIP) called 
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for a centralized information/referral system in the form of 

a toll free telephone hotline manned by trained volunteers. 

It was designed as a public information program to communi

cate with the profession and public on resources available 

to distressed psychologists, the problems confronting dis

tressed psychologists, and approaches to service provision. 

It was to provide no direct treatment and was to work toward 

establishing prevention programs. However, the proposal did 

not receive the preliminary support necessary for presenta

tion to the membership of APA. 

Some of the informal feedback on the proposal raised 

some of the same issues that are relevant for programs in 

other professions. Several psychologists questioned whether 

the program was too passive in providing only for self

referral by the psychologist in need, while some programs in 

other professions allowed for the initiation of contact when 

someone in need has been identified. If a decision is made 

to initiate contact with those viewed as being in need, how 

intrusive should we be? Do we intervene only when a client 

has been harmed, whenoa client might be harmed, or when there 

is no indication that clients are in danger but the profes

sional is significantly distressed? These questions raise 

a host of others. At what point does psychologist distress 

become harmful to clients? What constitutes harm to clients? 

How harmful is an ethical violation versus a more subtle 
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disturbance in the relationship between psychologist and 

client? Another psychologist raised the issue of determina

tion of appropriate treatment resources. She asked, "Who are 

the providers that receive referrals and upon what basis are 

they included in the list?" (Kilburg, 1982). 

One psychologist questioned whether perhaps the re

sponsibility for such a program ought to lie with the state 

associations instead of APA. "Perhaps there is a reasonable 

division of responsibility that should apply here ... perhaps 

APA should deal with the education and public information 

aspects of the problem and leave the matter of services to 

the states" (Kilburg, 1982). Ethical issues were also raised 

and become especially pertinent when programs are separate 

from ethical committees and licensing boards. For example, 

what does a therapist do if he/she learns during the treat

ment of a distressed psychologist of sexual abuse of a ·child 

under the care of the distressed psychologist? What about 

lesser ethical violations? 

The Steering Committee has since revised and expanded 

the proposed plan. VIP is designed as an independent, not

for-profit corporation. Independence acts to reassure 

potential users of its services that the disciplinary arms 

of the profession will not be activated by contact with VIP. 

Nevertheless, VIP is considered to be accountable to 
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organized psychology and thus, its Board of Directors will 

be, appointed by the Board of Directors of APA. 

The proposal provides for a three-year experimental 

period during which the feasibility of the organization will 

be evaluated and after which its final disposition will be 

decided. The proposal in its updated form waits for presen

tation to and final approval by APA. App'roval is expected 

since in the Steering Committee's needs assessment survey of 

APA members, 95.3% of respondents favored the development of 

a plan to assist distressed psychologists (Nathan, et al., 

1983). 

VIP has two broad goals: to provide services to 

psychologists in distress a.nd to collect more reliable data 

on need and required services for pSjchologists in distress. 

The specific objectives of VIP are stated as follows: 

1) 

2) 

3) 

4) 

5) 

VIP shall establish and maintain a centralized 
information and referral service for psycholo
gists who are in distress. 
VIP shall establish and maintain a network of 
trained volunteers in order to provide these 
services. 
VIP shall strive to establish and maintain ready 
accessibility to its services and the services 
of other organizations ar.d individuals for psy
chologists in distress. 
VIP shall establish and maintain a public infor
mation program to communicate to the profession
al and to the public regarding the resources 
available to distressed psychologists, the prob
lems confronting these individuals and the 
profession as a whole, approaches to service 
provisions for these individuals, etc. 
VIP will work to establish programs to help 
prevent dysfunction and distress from arising 
in psychologists. 



6) VIP shall conduct other such activities that 
are necessary in support of the above goals 
(Nathan, et al., 1983, p. 42, 43). 
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Other important features of the proposed plan are as follows: 

1) 

2) 

3) 

4) 

Confidentiali ty is seen as absolutely 'essential, 
to ensure that potential clients will feel free 
to seek help from VIP without fear of unwanted 
disclosure to a family member or employer. 
Consultation with APA legal counsel will be 
sought whenever issues that might involve le
gal responsibility or obliga~ion for VIP and 
its representatives arise. 
Careful and complete records, consonant with the 
necessity to maintain confidentiality, will be 
kept in order both to provide client follow-up 
capabilities and to permit the most thorough 
possible evaluation of program usage and effi
cacy. 
Whenever a client involved in a situation that 
is potentially or actually criminal or unethi
cal contacts VIP, a carefully worded protocol, 
drawn up with the help of APA legal counsel, 
will be read to the client in order that he or 
she knows immediately what VIP's position on 
the matter in question may be (Nathan, et al., 
1983, p. 55). 

Treatment 

Although issues in the treatment of distressed pro-

fessionals have not been completely resolved, a few programs 

designed specifically for this population have been devel-

oped. In the medical profession, there are several estab

lished programs, primarily for drug and alcohol abusers. For 

these physicians, residential or similarly restrictive treat

ment programs are entered at the urging of impaired physi-

cian committees or state boards of medical examiners. These 

two bodies often recommend a supervised rehabilitation 
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program specifically for drug abusers. Some states, for 

example, California, recommend less restrictive treatment 

programs following the belief that rehabilitation is facili

tated when the doctor is still allowed to practice medicine, 

though perhaps on a limited basis (AMA, 1973). "In some 

cases, if the physician's ability to practice remains in

tact throughout the treatment process, most social and voca

tional reentry problems may be avoided" (Smith & Steindler, 

1982, p. 223). In all of the programs noted, there is a 

marked dearth of' information on special programs for the pro

fessional suffering from a disorder other than alcohol or 

drug abuse. 

One of the most traditional and available forms of 

treatment is individual psychotherapy. With regard to pro

fessionals and, again, psychologists in particular, we have 

absolutely no indication of the frequency with which this 

type of treatment is sought and the success with which it is 

met. There is very little information in the literature on 

this modality with regard to professionals. Several ques

tions arise such as: Are any special skills lleeded by the 

psychologist's psychologist? Who is qualified? 

This question is partially addressed by Pearson 

(1982), noted as the physician's physician. Based on his 

lengthy experience treating distressed physicians, Pearson 

feels that the collegial relationship between the physician/ 
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patient and the physician/therapist create special problems 

such as identification and a resulting denial of vulnerabi

lity in the therapist. He also feels that because of this 

relationship, "the caretaker-physician permits his doctor

patient to share in his own care and allows him to prescribe 

for himself" (p. 201). In other words, because of his ad

vanced knowledge, the physician/patient may receive less 

than adequate care. Pearson suggests that at the very first 

stage of treatment, the separate roles of therapist and 

patient be clearly defined. 

Self-help groups, which have proliferated in recent 

years as a treatment mode for a variety of client popula

tions, are considered by some to be particularly helpful to 

distressed professionals, but which are not typically avail

able in the current array of services. There is at least 

one known self-help group for psychologists, and a few in 

other professions as well, although these appear only infre

quently in the literature. Psychologists Helping Psycholo

gists is a group of recovering alcoholic psychologists that 

also offers consultation to assist in the formation of other 

similar groups. It is interested in educating the profession 

about the problems of alcoholic psychologists and contribut

ing via APA. Jane Skorina (personal communication, April 19, 

1982), a psychologist who helped to start the group, indi

cates that many of the psychologists were previously in 

treatment with therapists who lcnew little about alcoholism. 
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And, based on her experience, while the special knowledge of 

the professional did not impede treatment once it was begun, 

it did contribute to a delay in obtaining treatment via the 

psychologist's belief that he/she, by virtue of being a 

psychologist, ought to be able to handle any problem. 

Alcoholics AnDnyrnous has groups for different pro

fessional populations, typically near or in large metropoli

tan areas. The 1982 APA convention held an open AA meeting 

after the open forum on distressed psychologists as part of 

its beginning efforts to address the issue of distressed 

psychologists. There are two physician alcoholic groups, for 

individuals and couples, in the Tucson/Phoenix, Arizona area 

(Scheiber, 1982). Again, most of the information on such 

programs is obtained via word of mouth a~d active searching. 

More of these groups might exist across the country, but we 

have no indication of their numbers. 

Outcome 

If little data exist on treatment programs, even 

less is available on outcome. This is unfortunate, because 

program evaluation and outcome information playa critical 

role in program modification. Exo (1981), who has carefully 

researched the area of programs for impaired professionals, 

writes, "I have had great difficulty obtaining any evalua

tion studies in this area .... Many people tell me that this 



58 

has not yet been done" (p. 11). Systematic evaluation of the 

methods used to handle distressed professionals by the pro

fessional organizations and regulatory bodies is also not 

available. 

What one typically finds are reports of percentages 

of impaired professionals returned to practice after involve

ment in a particular program. Examples of outcome data are: 

after four years, the voluntary program of Wisconsin's state 

medical society has confronted a total of 20 physicians and 

about 70% are back in practice (Exo, 1981); a study in 1970 

by the California Board of Medical Examiners found that 85 

of 100 physicians referred to treatment for narcotics abuse 

were rehabilitated, 10 returned to drugs, and 5 committed 

suicide (AMA, 1973); a recent survey of 19 sta'ces found that 

more than 1600 impaired physicians had been contacted by 

the state impaired physician committees and more than 1200 

had been encouraged to seek treatment and about one-half of 

these had been successfully returned to practice (Larson, 

1981); by January 1981, Lawyers Concerned for Lawyers worked 

with over 250 attorneys and judges of whom a "preponderate 

majority" are recovering with most joining LCL to assist 

others (LCL manual); various stUdies report successful re

covery in from 27 to 92% of drug abusing physicians compared 

to a 5 to 15% rate for typical abusers (Hall, et al., 1978). 

Pearson (1982) reports that of 160 physicians undergoing 
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individual treatment with him, 67 either recovered completely 

or were much improved, 36 showed slight improvement, 51-

showed no change, and 6 worsened. 

Clearly, formal outcome studies that will enable us 

to compare the relative success of different programs as well 

as identify the most effective elements of each are needed. 

It would also be useful to know who fails and who succeeds 

and why some programs or procedures are better suited to more 

vs. less seriously disturbed individuals. Some of the pre-

viously posed questions might be answered; for example, 

whether programs including disciplinary components are more 

or less effective than those without. 

The deficit in adequate outcome data may result in 

part from haphazard methods of monitoring treatment and re

turn.to practice. There is little specific discussion of 

this in the literature describing programs and procedures 

(Exo, 1981). Exo describes the horror of a new staff member 

at. the Wisconsin Bureau of Health Professions Department of 

Regulation and Licensing upon discovering the random phone 

calls made by the administration staff to disciplined profes-

sionals. 

The random cqlls were unrelated to any therapy or 
treatment the professional was receiving and were 
delivered by staff untrained in therapy and reha
bilitation. We do not know a great deal about the 
effectiveness of monitoring practices as they re
late to the professionals' return to their work 
places and to other activities of daily life 
(p.10). 
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There are differing viewpoints on what constitutes a suffi

cient period of monitoring. Usually treatment and the return 

to practice are monitored via phone calls and visits by the 

board or committee or periodic reports by the treatment fa

cility or therapist. Boards often do not have resources for 

extensive follow-up. Exo writes, "Whether monitoring is a 

prime factor in the efficacy of the programs is yet to be 

discovered" (p. 9). The VIP proposal was designed with out

come and program evaluation components to specifically ad

dress such informational needs. 

Prevention 

Education and pUblicity are important elements of 

primary, secondary, and even tertiary prevention. Awareness 

may help to alert those in distress to the issue, as well as 

sensitize professional organizations and regulatory agencies. 

APA, through its allotment of convention time to a forum on 

distressed psychologists and the pUblication of two articles 

on the subject in the APA Monitor, has begun the process of 

educating its membership about distressed psychologists, the 

issues involved, treatment resources, and similar efforts in 

other professions. Related articles in psychology may be 

found on stress and burnout. Other professions are also 

attempting to educate their members, the most active being 

medicine. There have been a few multidisciplinary confer

ences and the AMA's Department of Mental Health sponsors 
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national conferences on the impaired physician on a continu

ing basis. The AMA also lends its expertise to state medi

cal associations and reprints conference proceedings as well 

as other materials. It publishes "The Impaired Physician 

Newsletter" which discusses current events in programs for 

physicians and keeps readers abreast of similar initiatives 

in other professions. In the legal profession, the Center 

for Judicial Conduct Organizations is a central information 

source about judicial discipline which collects cases, opin

ions, articles and reports and sponsors workshops (Exo, 

1981) . 

The prevention and remediation of distress also be

comes an issue during training. Graduate stUdents and in

terns are as vulnerable to psychological impairment as 

practicing psychologists. In fact, in a study of premature 

termination of interns, Tedesco (1982) found that the most 

frequent reasons given were signs of emotional instability 

and/or personality disorder. Actual termination was rela

tively rare, occurring approximately 2% of the time. However, 

a larger percentage of interns were considered for termina

tion but training directors decided against it and attempted 

to work out another solution. Specifically, in this survey 

of APA approved internship sites, it is reported among those 

responding that a total of 27 interns were asked to leave, 

24 left of their own choice, and 89 were considered for 

premature termination but ultimately retained. These 
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numbers clearly support the need to address distress during 

training, as well as the need for more research to answer 

questions about outcome for these interns. Do they encounter 

difficulty after finishing training? How do training pro

grams handle distressed students and interns who are not ter

minated? 

Education about professional distress and related 

issues during the process of training professionals could 

playa highly significant role in prevention, although, to 

date, little such education exists. The California program 

for psychologists disciplined for sexual misconduct with 

clients incorporated reeducation into its treatment precise

ly because the issue of intimacy between therapists and 

clients is not addressed in graduate training (Larson, 1981). 

Scheiber (1980) makes several recommendations to the medical 

profession on how the issue of physician impairment may be 

addressed in medical school and continuing education. He 

suggests that medical students can be educated about physi

cian vulnerability and treatment in psychopathology and 

pharmacy courses and about marital and family problems of 

physicians in human behavior courses. He advocates student 

and resident support groups to help integrate the concept of 

well-being and self care into priorities, activities, and 

relationships. He suggests that faculty must be willing to 

identify and assist troubled students and be good models of 

caring for themselves. Scheiber also indicates t~at the 
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highly competitive atmosphere of medical school is detrimen

tal and should be moderated by giving students permission to 

have another life, to get away, to say "No." At the medical 

school at the University of Arizona where Scheiber teaches, 

there is some incorporation of these suggestions into the 

training system. Medical students attend a lecture on stress 

and the impaired physician. In the second year, sensitivity 

groups are run on an episodic basis by psychiatric residents. 

Psychiatry offers workshops on the problem resident, defined 

as someone whose attitudes and social skills are impaired. 

Scheiber adds that if there is a suicide, the medical class 

meets to talk about it. Another suggestion for prevention 

is that counseling services should be more available to 

trainees (Loes & Scheiber, 1981). 

Gallissich and MacDonald (1981) describe group ana

logic methods for facilitating professional development in 

psychology students which might function as a prevention 

model. They describe a self-analytic peer group led by a 

trainer skilled in groups, where "Students' personal feelings 

and attitudes are discussed only as they relate to training 

goals." Such a group would allow for the monitoring of the 

effects of one's interpersonal style on others as well as 

meeting affiliative needs. When dysfunctional styles re

flect deep-level psychological problems, therapy would be 

recommended. Such a training group may build good habits for 
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the future such as an increased willingness to seek out sup-

port and consultation from colleagues. It may. be especially 

relevant if isolated therapists prove to be more vulnerable 

to distress than nonisolated ones. 

Education on ethics is also relevant for prevention 

since the ethical standards do address personal and collegial 

responsibilities regarding distress. Complete thorough knowl

edge of the ethical code may assist psychologists in better 

determining when personal problems are interfering in prac-

tice. Hare-Mustin, Marecek; Kaplan; and Liss-Levinson 

(1979) write, 

Few therapists are adequately prepared by their 
training to carry out the Ethical Standards in prac
tice. For example, it is unethical for therapists 
to practice beyond the limits of their competence 
yet training programs may not teach therapists how 
to recognize when they have reached those limits 
[orJ to know when psychological problems interfere 
(p. 5). . 

Personal therapy during training has long been advo

cated by psychoanalysts and has been raised also with re

spect to preventing professional distress. Opinions vary 

from not at all necessary for professional development to 

absolutely necessary. As noted earlier, Greenberg and 

Staller (1981) conclude that therapist disturbarlce is anti

therapeutic and possibly harmful to clients and therefore 

personal therapy offers the potential for improving patient 

treatment by decreasing the adverse effects of therapist 

maladjustment. Garfield and Bergin (1978) state that 
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results on the effects of personal therapy are contradictory. 

Of the few studies on personal therapy and client outcome, 

four showed no effect, two showed a positive effect, and two 

showed a negative effect. The negative effect appeared to 

be related to the combination of personal therapy and inex

perienced therapists (Greenberg & Staller, 1981). Such re

search bears relevance to the question of whether distressed 

psychologists should continue to see clients while in treat

ment, although the studies are methodologically inadequate. 

Rather than considering personal therapy as necessary for 

all trainees, it may be more applicable to the issue of dis

tressed psychologists as something that is helpful to 

students and professionals who are actually having difficulty. 

Should low cost psychotherapy be made available to troubled 

students or to students interested in personal growth? 

Would this have a preventive impact? 

Should graduate programs attempt to screen out mal

adjusted students? Even if it could be done, would it be a 

violation of civil rights? Garfield and Bergin (1978) re

port that there is "an embarrassing lack of definable meas

urable selection criteria that have been proven to select 

the best candidates for training" (p. 793). 

The Center for the Well-being of Health Professionals 

in North Carolina is a unique organization geared toward the 

prevention of professional distress primarily through con

sultation and education. It is striving to coordinate 
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information about health professinnals and to develop a net

work among researchers and activists in the field of sub

stance abuse, identification, treatment, and prevention. It 

offers consultation to professio~al organizations, hospital 

administrators, and faculty and administrators of health 

professional schools (Exo, 1981). It provides written mate

rials, offers workshops, and assists in program design. 

Research 

There have been some notable efforts aimed at mobi

lizing research energies. In Chicago, an arm of the American 

Bar Association, the Bar Services Association, has analyzed 

the sponsors and methodology of several state and local bar 

and judiciary programs for substance abuse and has developed" 

packets of information containing their analyses to be dis

tributed to interested bar associations across the country 

(Exo, 1981). The University of Maryland School of Medicine 

has an International Council of Research on the Impaired 

Physician. The Center for the Study of Ethics in the Pro

fessions was established in 1976 to promote research and edu

cation relating to the professions with special emphasis on 

the ethical and social responsibility issues associated with 

professional practice. 

There is need for continuing research in all aspects 

of this area for psychology: problems, causes, detection, 

intervention, treatment, outcome, and prevention. Important 
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unanswered questions have been raised throughout this paper. 

Until research provides answers to some of these questions, 

the clients of emotionally troubled psychologists can only 

be considered "at risk." Without good research to establish 

need, many funding sources may be reluctant to authorize 

spending on programs. 



CHAPTER 3 

RESEARCH QUESTIONS 

The purpose of this study was to provide the profes

sion of psychology with some very basic data on the current 

status of the distressed psychologist problem that may help 

to lay groundwork upon which needed future research may be 

built. It was officially endorsed by the American Psycho

logical Association, through the Board of Professional 

Affairs. This study was concerned with developing a data 

base in the following areas: 1) the prevalence and types of 

mental disorder among psychologists; 2-) characteristics of 

distressed psychologists; 3) ethical and legal violations 

committed by distressed psychologists; 4) procedures for 

identifying and handling these psychologists; and 5) treat

ment resources. 
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CHAPTER 4 

METHOD 

Data Sources 

The data sou~ces of this study were the fifty state 

licensing boards in psychology in the United States, the 

fifty state psychological associations in the United States, 

and one percent of the total number of licensed psychologists 

listed in the National Register of Health Services Providers 

1983 edition. This one percent was selected by a stratified 

random sampling by state in order to allow comparisons of 

obtained data on a state to state basis. If one percent in 

any state represented less than five psychologists, a minimum 

of five were selected. 

Due to the fact that mental disorder among psycholo

gists is likely to be significantly underreported and possi

bly largely undetected, figures on psychologist distress 

from any single source may be misleading. The three above 

named sources each have a different relationship to psycholo

gists, hence different access to distressed psychologists. 

Data from each source is complementary, thereby creating a 

more complete picture of the mental health status of psy

chologists than that from any single source. 
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Materials 

The materials for this study consisted of three 

questionnaires constructed by the author. The questionnaires 

were designed specifically fo!' each data source, but are com

parable (see Appendix A for original questionnaires). The 

general format of the questionnaires for types of distress, 

violations, procedures, and interventions was to list options 

which could be endorsed by the respondent, with an option in

cluded for "other," if needed. This allowed for standardiza

tion of responses. For types of distress, broad diagnostic 

categories were formed from basic DSM III diagnostic cate

gories. Ethical violation response options were drawn from 

the Ethical Standards of Psychologists (1981). A list of 

legal violations was formed from general, frequently occur

ring categories of legal offenses. A list of possible pro

cedures and interventions for distressed psychologists was 

developed based on a study of the literature in the area. 

The extent to which the questionnaire format and 

instructions were comprehensible and facilitated responding 

was tested via piloting in the state of Arizona (see Proce

dure). Based on the results of the piloting procedure, the 

instructions on board and association questionnaires were 

reviewed slightly to encourage these sources to respond to 

sections requesting procedural and treatment resource infor

mation even if no specific data were available on cases of 

distressed psychologists. 
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Procedure 

Questionnaires were mailed to data sources, accom

panied by a cover letter explaining the purpose of the study 

and requesting participation. The cover letter designated 

the project as APA endorsed and carried the signature of 

Richard Kilhurg, Ph.D., Administrative Officer of APA' s 

Board of Professional Affairs. Each questionnaire was accom

panied by a stamped, self-addressed envelope to facilitate 

response. Questionnaires to psychologists included a self

addressed postcard to be mailed upon return of the question

naire under separate cover. This procedure enabled the 

sending of reminder letters to psychologists who had not 

returned questionnaires, yet ensured anonymity. A second 

packet of materials was sent to psychologists who did not 

return the questionnaire after the reminder letter. All 

three cover letters are included in Appendix B. 

Data were requested for the years 1980, 1981, and 

1982 about three psychologist groups, defi~ed below: 

1) DISTRESSED PSYCHOLOGIST/No VIOLATIONS (DPNV) - a 

licensed/certified psychologist who is suffering 

from psychological difficulty of sufficient duration 

and intensity to fall within some DSM III diagnostic 

category, but who has committed no ethical or legal 

violations during the period of distress. 
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2) DISTRESSED PSYCHOLOGIST IN VIOLATION (DPIV) - a 

licensed/certified psychologist who is suffering 

from psychological distress of sufficient duration 

and intensity to fall within some DSM III diagnostic 

category, and who has committed an ethical or legal 

violation during the period of distress. 

3) NONDISTRESSED PSYCHOLOGIST IN VIOLATION (NDPIV) - a 

licensed/certified psychologist who has committed an 

ethical or legal violation and whose violation did 

not occur during a period of psychological difficulty 

of sufficient duration and intensity to fall within 

some DSM III diagnostic category. 

The study was piloted in the state of Arizona, fol

lowing the above procedure, in order to assess the effective

ness of the procedures and whether or not the questionnaires 

were comprehensible in their original form. Slight revi

sions were made in the instructions of the state board and 

association questionnaires as a result of the piloting pro

cedure. No changes were made in procedure. Since procedures 

were identical and the purpose of the study was to examine 

the problem with respect to the entire United States, pilot 

data are not reported separate from that of other sources. 

The pilot procedure is not believed to have altered the data 

received in any way and the goals of the study are best 

achieved by viewing data from all states together. 



CHAPTER 5 

RESULTS 

General Sample Characteristics 

A. Psychologist sample. The response rate of the 

psychologist sample was 64% (N=181). Ratio of males to fe-. -
males was 75.3% (g=136) to 24.7% (E=45) respectively. Mean 

age of the total sample was 46.3 years; mean age for females 

was 49.79 years and for males, 45.20 years. Age range for 

total sample was 30 to 75 years. Mean workload was 40.53 

hours per week; 35.11 hours/week for females and 42.3 hours/ 

week for males. Mean number of years licensed for total 

sample was 12.02; 10.55 years for females and 12.54 for males. 

B. State licensing boards sample. A total of 38 

state licensing boards responded to the questionnaire, yield

ing a response rate of 76%. Of these 38 boards, 34 (89%) 

provided some information about their procedures and re

sources for distressed psychologists and 12 (32%) provided 

data on psychologists with whom they had contact during 1980 

through 1982. 

C. State psychological associations sample. A total 

of 30 state psychological associations responded to the ques

tionnaire, yielding a response rate of 60%. Of these, 28 

(93%) provided some information about their procedures and 
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resources for distressed psychologists and 10 (33%) provided 

data on psychologists with whom they had contact from 1980 

to 1982, 

Distressed Psychologists 

Dimensions of the Distressed Psychologist Problem 

A. Data from psychologist sample. Forty percent 

(n=72) of respondents reported contact with at least one 

DPNV or DPIV during 1980-1982. Of these 89% (35% of total 

sample) reported contact with at least one DPNV and 29% (12% 

of total sample) reported contact with at least one DPIV. 

Only 15% (n=27) of the total sample reported contact with a 

NDPIV. Of the total sample, 16% (n=29) reported incidence 

of personal distress during 1980-1982; 69% (n=20) of this 

group classified themselves as DPNV and 31% (n=9) as DPIV. 

Combining reported cases of personal distress with 

reported cases of known colleagues in distress yields the 

following figures: for DPNV: in 1980, 64 cases; 1981, 75 

cases; and 1982, 112 cases. For DPIV: in 1980, 15 cases; 

1981, 14 cases; and 1982, 27 cases. For NDPIV: in 1980, 16 

cases; 1981, 18 cases; and 1982, 31 cases. 

Based on the above figures, one can see that the num

ber of reported distressed psychologists who commit ethical 

and/or legal violations (DPIV) is about the same as reported 

nondistressed psychologists who commit ethical and/or legal 

violations (NDPIV). The number of reported distressed 



psychologists who have committed no known ethical or legal 

violations (DPNV) is approximately four times that of re

ported DPIV and NDPIV. 
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B. Data from licensing board and psychological asso

ciation samples. Eighteen state licensing boards reported 

the following contacts: for 1980, 0 DPNV, 6 UPI", and 20 

NDPIV; for 1981, 2 DPNV, 8 DPIV, and 26 NDPIV; for 1982, 0 

DPNV, 8 DPIV, and 39 NDPIV. Twelve state psychological asso

ciations reported the following: for 1980, 0 DPNV, 3 DPIV, 

and 15 NDPIV; for 1981, 0 DPNV, 2 DPIV, and 15 NDPIV; for 

1982, 0 DPNV, 4 DPIV, and 22 NDPIV. 

Accurate estimates of the relative representation 

of DPNV, DPIV, and NDPIV among cases handled by state boards 

and associations cannot be generated due to the fact that 

these boards and associations did not typically distinguish 

between distressed and nondistressed psychologists. They 

handled cases primarily on the existence of ethical and/or 

legal violations. Most of the boards and associations re

ported cases of psychologists in violation under NDPIV. 

(For more information about this, see results relating to 

procedures.) As a result, many cases included under NDPIV 

may actually be DPIV. 

C. Board and association data compared to psycholo

gist data. The state and association data in their summa

rized form are not comparable to data from the psychologist 

sample due to the fact that psychologist data derived from 
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psychologistE representing all 50 states while board and asso

ciation data represented 18 and 12 states, respectively. A 

comparison was made on a state by state basis for those 

states where a licensing board and/or state psychological 

association and psychologists provided case data. 

Based on this comparison, it appears that board and 

association figures probably underestimate by an indetermi

nate amount the prevalence of psychologists in all three 

categories. The number of contacts with DPNV and DPIV in 

the 18 states in which licensing boards reported data is 

contrasted with DPNV and DPIV cases reported by psychologists 

in these same 18 states. Data for NDPIV derive from 17 state 

licensing boards and psychologists from those same 17 states 

(see Table 1). 

The number of cases of DPNV, DPIV, and NDPIV from 

the 12 associations which reported data is contrasted with 

that reported by psychologists in those same 12 states (see 

Table 2). 

Impact of Distress on Work Performance 

Concern for public protection makes data about impact 

of distress upon performance particularly important. This 

data derives from the psychologist sample. Psychologists 

reporting distressed colleagues rated the adverse impact of 

distress on the work performance of DPNV and DPIV groups 

(see Table 3). Self-identified DPNV and DPIV also rated 



Table 1. Comparison of Board and Psychologist Data on 
Cases of DPNV, DPIV, and NDPIV 

Group 

* DPNV 

1980 

1981 

1982 

DPIV 

1980 

1981 

1982 

NDPIV 

1980 

1981 

1982 

Boards 

o 

2 

o 

6 

9 

9 

20 

20 

39 

Source 
Psychologists 

21 

28 

38 

7 

5 

11 

4 

4 

10 
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* The number of psychologists reporting data on 
DPNV and DPIV in 18 states is 60. The number reporting data 
for NDPIV in 17 states is 50. 



Table 2. Comparison of Association and Psychologist 
Data on Cases of DPNV, DPIV, and NDPIV 

Source 
Group Association Psychologists 

DPNV 

1980 0 18 

1981 0 29 

1982 0 35 

DPIV 

1980 3 3 

1981 2 3 

1982 4 7 

NDPIV 

1980 13 6 

1981 14 8 

1982 26 10 

* The number of psychologists reporting data 
the 12 states is 43. 
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in 



Table 3. Impact of Distress on Work Performance of 
Colleague-reported DPNV and DPIV 

GroUl! 
* Impact DPNV DPIV 

Significant 14% 30% 

Modera"te . 32 52 

Slight 38 9 

No Impact 16 9 

* DPNV (n=191); DPIV (n=33) 

Table 4. Impact of Distress on Work Performance of 
Self-reported DPNV and DPIV 

Groul! 
Impact DPNV * DPIV 

Significant 0% 0% 

Moderate 15 0 

Slight 64 100 

No Impact 21 0 

* DPNV (n=28); DPIV (n=14) 
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the adverse impact of their own distress on work performance 

(see Table 4). Tables show the percentages of psychologists 

in each group whose distress adversely affected their work 

to the following degrees: significant, moderate, slight, 

and no impact. 

A one-way analysis of variance was performed to test 

for differences between these four groups: colleague

reported DPNV, colleague-reported DPIV, self-reported DPNV, 

and self-reported DPIV. Significant differences were found, 

F()/262)=9.698, n <.001. A Scheffe post-hoc procedure 

(n<.05) was used to locate the significantly different 

groups. Colleague-reported DPIV were shown to have a signif

icantly more adverse impact rating than colleague-reported 

DPNV, which would be expected given their status as violators. 

Particularly interesting are significant differences between 

adverse impact as rated by colleagues and adverse impact as 

self-rated by distressed psychologists. Self-identified dis

tressed psychologists viewed the impact of their distress on 

work performance significantly less destructively than did 

colleagues. This was true for both self-identified DPNV and 

DPIV, despite the fact that DPIV have acknowledged the commis

sion of ethical violations during the period of distress. 

Characteristics of Distressed Psychologists 

Psychologists reporting personal distress during 

1980-1982 were compared with psychologists who reported no 
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personal distress during 1980-1982 on a number of dimensions: 

sex, age, workload, years licensed, membership in profes

sional organizations, whether or not more than 75% of work 

time was spent alone (without regular contact with col

leagues), and knowledge of distressed colleagues. A discri

minant analysis revealed that only knowledge of distressed 

colleagues and age were significant, F(2/158)=13.024, 

~<.001. These two variables accurately categorized 72.4% 

of distressed psychologists and 68% of the nondistressed 

psychologists. Total number cases correctly classified was 

68.72%. Results of the analysis are presented in Table 5. 

Distressed psychologists (76%) knew far more dis

tressed colleagues than did nondistressed psychologists 

(37%), F(1/159)=20.50, Q<.OOl. Knowledge of colleagues was 

a more powerful variable than age, F(1/159)=5.03, Q<.025. 

The mean age of the distressed psychologist group was 41.41 

years; mean age of the nondistressed psychologist group was 

47.16 years. Distressed psychologists worked more hours per 

week (~=45.33) than did nondistressed psychologists 

(~=40.54), but this variable was not significant due to the 

size of the variance. 

The distressed psychologist ~roup was composed of 20 

DPNV and 9 DPIV. Only in workload did these two groups dif

fer more than slightly. The mean workload for DPNV was 43.95 

hours/week and for DPIV was 48.625 hours/week. The sample 
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Table 5. Characteristics of Distressed vs. Nondistressed 
Psychologists 

Distressed Nondistressed 
Characteristics !Yl SD !Yl SD E 

Colleagues# .81 .40 .37 * .48 20.50 

41.41 6.61 47.16 ** Age 10.82 5·03 

Workload 45.33 10.34 40.54 11.07 .88 

Professional 
membership 2.67 1. 71 2.79 1.24 .84 

Alone# ·33 .48 .38 .49 .17 

Sex 1. 22 .42 1.22 .42 .10 

Years licensed 10.18 5.54 12.51 6.66 .03 

# Knowledge of colleagues and time alone, origi
nally answered Yes7No, were converted to numerical form 
where Yes=l and No=O; for sex, Female=l and Male=O. 

* l2. < .001; **l2. tC. 025. 
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sizes were too small for a valid analysis, but these data 

are included because of the possibilities for future research 

on a larger sample. 

Types of Problems Experienced by 
Distressed Psychologists 

The prevalence of various diagnostic categories among 

distressed psychologists was based upon the combined data 

from psychologist~ reporting on distressed colleagues and 

psychologists reporting their personal distress. The diag

nostic classification of distressed psychologists by respond

ents was probably not based upon formal diagnostic assessment, 

except in the few cases where respondents were treating a 

distressed psychologist. Respondents were able to indicate 

on the questionnaire all distressed psychologists whom they 

felt unable to classify according to type of problem. It is 

then assumed that respondents as licensed psychologists did 

not place distressed psychologists under diagnostic catego-

ries without sufficierlt information for doing so. 

Fur DPNV across all three years for which data was 

solicited, the most prevalent diagnostic category was depres

sion, followed by alcohol abuse/dependence. Table 6 presents 

the percentage of cases of DPNV which involved particular 

types of psychological disturbance. 

For DPIV across all three years, the most prevalent 

diagnostic category was personality disorder, followed by 

depression and alcohol abuse/dependence. Table 7 presents 



Table 6. Diagnostic categories for DPNV 

Diagnoses 1980 

* Depression 42% 

Alcohol abuse/dependence 14 

Personality disorder 9 

Anxiety disorder 12 

Adjustment disorder 11 

Drug abuse/dependence 7 

Psychosexual disorder 4 

Thought disorder 4 

Bipolar disorder 3 

Other 3 

Year 
1981 

30% 

15 

15 

8 

11 

4 

4 

4 

0 

6 

1982 

44% 

11 

10 

14 

13 

1 

o 

2 

o 

5 
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* Three cases for each year involved a combination 
of problems, thus percentages will total over 100. 



Table 7. Diagnostic Categories for DPIV 

Diagnoses 1980 

Personality disorder 50% * 
Depression 6 

Alcohol abuse/dependence 19 

Adjustment disorder 13 

Anxiety disorder 6 

Drug abuse/dependence 6 

Thought disorder 6 

Bipolar disorder 0 

Psychosexual disorder 0 

Year 

1981 

47% 

20 

20 

7 

7 

7 

7 

0 

0 

1982 

32% 

25 

18 

7 

4 

7 

4 

7 

7 
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* Seven cases (1980-1; 1981-2; 1982-4) involved a 
combination of disorders, thus percentages will total over 
100. 



the percentages of cases of DPIV which involved particular 

types of psychological disturbance. 

Ethical and Legal Violations 

86 

DPIV did not commit significantly different ethical 

violations than NDPIV, ~2(7,n=76) = 4.76, ~ <.50(NS), when 

examined under general categories of violation as opposed to 

the specific circumstances of each violation. Table 8 pre-

sents the percentages of DPIV and NDPIV whose ethical viola

tions fell into each general violation category. 

There were striking differences between DPIV and 

NDPIV in the commission of legal violations. Among 27 re

ported DPIV in 1982, 11 legal violations were committed com

pared to one legal violation committed among 31 NDPIV in 1982. 

Over half of the DPIV legal violations involved alcohol or 

drugs. The number of violations committed were not suffi

cient for significance testing. Table 9 presents number and 

type of legal violations committed by each group. 

Act~ons Taken by Psychologists 
Toward Distressed Colleagues 

Do psychologists intervene with distressed colleagues 

as required by ethical standards? Data on this question were 

obtained from two sources: 1) psychologists reporting on 

their own actions toward distressed colleagues; and 2) dis-

tressed psychologists reporting on the actions colleagues 

took toward them during their distress. 
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Table 8. Ethical Violations Committed by DPIV and NDPIV 

Group 
.)1-

Violation DPIV NDPIV 

Incompetent treatment of clients 

Laok of recognition of limits of 
competence 

Sexual contact with client 

Improper maintenance of records 

Maintenance of dual rela.tionships 

Confidentiality not properly observed 

Incompetent supervision of trainees 

Improper testing or use of testing 

15% 

22 

17 

15 

15 

10 

2 

5 

26% 

23 

17 

6 

9 

9 

9 

3 

* This is based on 1982 data from psychologist 
sample since boards and associations do not typicallY 
discriminate between DPIV and NDPIV. 
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Table 9. Legal Violations Committed by DPIV and"NDPIV 

Grou12 
Violation DPIV NDPIV 

Driving while intoxicated 3 0 

Drug related offense 3 0 

Sexual assault 2 0 

Fraud 2 0 

Assault/battery 1 0 

Counterfeiting 0 1 
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Psychologists reported that they took no action in 

40% of cases of DPNV (n=216) during 1980-1982; no action in 

26% of cases of DPIV (n=43) during 1980-1982; and no action 

in 21% of cases of NDPIV (n=62) during 1980-1982. 

However, 75% of self-identified DPNV (n=28) reported 

that colleagues made no interventions with regard to their 

distress. Of self-identified DPIV (n=15), 33% reported that 

colleagues made no interventions regarding their distress/ 

violations. 

When psychologists did intervene with distressed col-

leagues, supportive interventions were made in a higher per

centage of cases than nonsupportive ones, such as reporting 

the psychologist to the licensing board. This was in con

trast to actions taken toward nondistressed colleagues in 

violation, for whom reporting to the state licensing board 

was the most frequently taken action. Table 10 presents the 

percentage of cases for all three psychologist groups in 

which various interventions were made. 

Actions Taken by Psychologists 
Regarding Their Own Distress 

These data derive from the psychologist sample and 

were based on reported voluntary interventions of DPNV and 

DPIV for 1982. DPNV differed from DPIV in the percentage 

of cases which took some voluntary action regarding their 

distress: 50% of DPNV (n=82) voluntarily took some action 

in regard to their distress and 30% of DPIV (n=20) took 



Table 10. Interventions Made by Psychologists with Dis
tressed Colleagues 

Groups 
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Intervention * DPNV DPIV NDPIV 

Actively helped to work out solution 

Made recommendations 

Consulted with supervisor or 
colleagues 

Consulted with family 

Reprimand or threat to report 

Notified supervisor or employer 

Notified state licensing board 

Notified state p.sychological 
association 

Notified other psychological 
association 

Other 

54% 
19 

12 

4 

8 

4 

4 

4 

o 

12 

24% 
18 

18 

29 

18 

18 

24 

6 

6 

7% 
14 

11 

o 

21 

o 

46 

21 

14 

* 1982 figures only. In some cases, multiple in
terventions were used, thus percentages will total over 
100. 
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voluntary action. This was not significant, ~2(1,rr=102) = 

2.13, :Q < .15(NS). The DPNV group included 16 cases for whom 

the intervention, voluntary or otherwise, was not known, as 

opposed to 0 for the DPIV group. Using only cases for whom 

interventions are known, DPNV taking volillltary action is 62% 

compared to 30% of DPIV. Conclusions must be based on the 

more conservative test, however. 

A larger percentage of DPNV sought treatment than did 

DPIV. Table 11 presents the specific voluntary interventions 

made and the numbers of DPNV and DPIV who made them. 

Outcome 

Outcome information was available for some DPNV and 

DPIV. Of 79 cases of DPNV in 1982 for whom such information 

was available, 51% were no longer distressed, 30% were in 

the recovery process, and 19% were still significantly dis

tressed. Of 20 cases of DPIV in 1982 for which there was 

outcome data, 25% were no longer distressed, 35% were in the 

recovery process, and 40% were still significantly dis

tressed. These differences are significant, F(1/98)=5.6, 

:Q <.02. 

Opinions 

Of all psychologists who responded to the question

naire, 58% believed there were sufficient resources for dis

tressed psychologists, 20% believed there were not, and 16% 

did not know. Opinions on this issue were also examined 



Table 11. Interventions Taken by DPNV and DPIV Regarding 
Their Own Distress 

GrouJ2 
* Intervention DPNV DPIV 

Treatment 35 3 

Work supervision 1 2 

Partial suspension of practice 2 1 

Full suspension of practice 2 1 

Education 3 7 

92 

* DPNV (n=41)i DPIV (n=6). Several cases involved 
multiple actions TDPNV-4 cases;- DPIV-l case) 



93 

according to the following psychologist groupings: 1) those 

who reported no personal distress during 1980-1982 and no 

distressed colleagues during 1980-1982 (Group NONE); 

2) those who reported distressed colleagues during 1980-1982 

(Group COLL); and 3) those who reported personal distress 

during 1980-1982 (Group PERS). Slight differences in opinion 

were revealed, but were not significant, F(2/177)=1.29, 

£ (.28. Table 12 presents the answers of the groups in re-

sponse to the question "Do you believe psychologists as a 

whole have sufficient resources for help with their own prob-

lems?" 

Table 12. Opinions of Psychologists on Treatment Resources 

Group 

NONE 

COLL 

PERS 

Yes 

60% 

58 

52 

Response 
No 

21% 

26 

41 

DK 

19% 

15 

7 
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Those with personal distress appeared to be less un

certain about resources and the change in uncertainty was 

directed toward there not being sufficient resources. 

Psychologists were also asked if they had fears of 

stigmatization such that they would not seek out local re

sources during a time of stress. As a group, 21% said Yes, 

62% said No, and 17% did not know. Examining responses 

using the above groups, NONE, COLL, and PERS, significant 

differences in opinions do exist, F(2/172)=3.41, ~ <.05. A 

Scheffe post hoc test (~<.05) revealed that the NONE group 

differed significantly from the PERS group, with the COLL 

group falling in the middle. Psychologists who experienced 

personal distress during 1980-1982 were significantly less 

likely to seek out local resources due to fears of stigmati

zation (see Table 13). 

Table 13. Opinions on Likelihood of Seeking Out Local 
Resources 

Res~onse 

Group Yes No DK 

NONE 17% 6Wo 1~ 

COLL 17 57 26 

PERS 41 48 10 
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Procedures for Distressed Psychologists 

State Licensing Board Procedures 

Data was solicited on procedures available for proc

essing DPNV, DPIV, and NDPIV and interventions available in 

the resolution of DPNV, DPIV, and NDPIV cases. These three 

classifications were not particularly useful for state 

boards. Almost uniformly, state boards do not a priori clas

sify on the basis of distress/nondistress. State licensing 

boards are typically concerned with investigating whether or 

not a psychologist has committed a violation and if so, with 

the resolution of the case. During resolution, the issue of 

distress becomes relevant, if it is addressed at all. 

The status of state boards with respect to procedures 

for handling distressed psychologists is best illustrated, 

not by division of procedures into the three psychologist 

classifications, but rather by examining which state boards 

have procedures specifically geared toward distressed psy

chologists, which have procedures which can be responsive to 

distressed psychologists, and which have procedures which 

are likely to overlook the possibility of distress. 

Licensing boards, as a result of their disciplinary 

function, deal almost exclusivelY with psychologists who 

have committed some type of violation. Twenty-one of the 38 

boards which responded to the questionnaire explicitly 

stated that they have no contact with DPNV. Thus, contact 
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with DPNV is negligible and procedures are essentially non

existent with a few exceptions. 

Those exceptions are three states (AZ, NH, ME) which 

reported having procedures for DPNV and one state (WA) in 

which procedures are being developed. Only Arizona indicated 

procedures for processing DPNV, consisting of active outreach 

to identify these psychologists, investigation of circum

stances surrounding the distress, voluntary psychologist 

evaluation, and due process procedures. Arizona, New 

Hampshire, and Maine each have several interventions avail

able for use in resolving cases of DPNV. All include both 

suspension and revocation of licensure, as well as less se

vere actions (see Table 14). None cited treatment referrals 

or mandating treatment as options. 

Generally, psychologists who have committed no vio

lations are not subjected to disciplinary action, unlike 

physicians in states with impaired physician statutes which 

allow intervention when practice is substandard, not only 

when actual misconduct occurs. It appears, considering the 

above data, that some state statutes may allow psychology 

boards the same power over DPNV. The Maine state board cited 

its rules, which are part of the law, as allowing suspension 

or revocation of licensure if "there is an incapacitating 

mental illness or condition" or "habitual intemperance." 

The law does not expressly provide for lesser interventions, 

but the Maine board will use them before acting to suspend 



Table 14. Boards with DPNV Interventions 

Intervention 

Education 

Reprimand 

Make recommendations 

Notify state association 

Turn case over to association 

Notify APA 

Mandate work under supervision 

Mandate partial practice suspension 

Suspend/revoke license 

AZ 

x 

x 

x 

x 

x 

x 

x 
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States 
ME NH 

x x 

x 

x 

x 

x 

x 

x 

x 

x x 
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or revoke licensure. In most cases, one would expect that an 

incapacitating mental illness or habitual intemperance would 

rarely occur without violation. Similarly, the Washington 

state board expects the passage of legislation this year 

which will allow it to intervene with DPNV, DPIV, and NDPIV. 

Currently, it has no disciplinary authority at all. The pro

posed legislation provides for a disciplinary committee which 

can tak'e action in cases of ethical violation, including 

sexual contact with clients, and also when the psychologist's 

"ability to perform professional services is significantly 

impaired by alcohol, drugs, illness, or other dysfunction." 

There was little data on the frequency with which 

these states took action against DPNV. Neither NH or AZ 

boards were able to provide data on contact with DPNV. Maine, 

however, 'reported contact with two DPNV in 1981. In one case 

the psychologist voluntarily sought treatment and the other 

attempted to work out problems on his/her own. The Maine 

board reported that both psychologists are no longer dis

tressed. These two DPNV were the only ones to be reported 

among all of the 18 boards with data on number of contacts. 

Almost all of the licensing boards which responded 

have procedures for handling psychologists who have committed 

violations, although for some, they are rarely used. Only 

three have no such procedures (AK, SC, HI). The Hawaii 

state board refers all cases with signed complaints to the 

Regulated Industries Complaint Office for investigation, 
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which then makes recommendations to the board for suspension 

or revocation of licensure. 

None of the state boards indicating procedures have 

a "special" set of procedures for distressed psychologists 

in violation. For some states, standard procedures have 

components which provide for psychological or physical evalu

ation of DPIV and/or interventions specific to the needs of 

DPIV. For others, there are no such components. In these 

states, it is unlikely that the distress of a psychologist 

in violation would be discovered unless the psychologist was 

flagrantly disturbed or announced his/her condition to the 

board. 

A number of state boards indicated that this is the 

case. For example, the Minnesota state board wrote that it 

"discusses 'distress' usually only if the psychologist re-

veals this when confronted by the Ethics Panel." The Utah 

state board wrote that there is 

no reason to assume psychologists in violation from 
1980-1982 were distressed. We have conducted sev
eral informal and several formal disciplinary pro
ceedings related to ethical and/or legal violations. 
In none of these hearings has there been an alle
gation or admission by the psychologist in question 
of personal "dis.tress." 

The Utah board added that it has had no referrals specifi

cally for distress in eight years. The North Carolina state 

board acknowledged that some of the psychologists in viola

tion with whom they had contact might have been distressed 

but there was no confirming information. The New Hampshire 
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board reported one case where a psychologist had his license 

revoked for a misdemeanor .offense with an underaged client, 

but added "the psychologist never acknowledged any distress 

or DSM III diagnosis as etiology for his condition." Thus, 

it would seem likely that in these states, a condition of 

distress might go unnoticed by the boards and not be ad

dressed in case disposition. 

Seven boards stated that they have no contact with 

DPIV. Another (NY) indicated that no distressed psycholo

gists were disciplined during 1980-1982. The Montana state 

board indicated that cases of distress are few and usually 

handled informally. Two state boards reported no contact 

with any psychologists in violation during 1980-1982 (AK, 

WV). Hawaii and Indiana boards indicated that no actions 

have been taken against any psychologists from 1980-1982. 

These data raise the possibility that not only are 

DPIV being overlooked or simply not identified, but all psy

chologists in violation. It is unlikely that in these states, 

psychologists never commit violations. 

Twenty-eight state boards specified their procedures 

for handling psychologists in violation. All follow a gen

eral format: some form of investigation of charges or com

plaints, a hearing, and due process procedures. Eighteen of 

these reported procedures for follow-up after dispensation 

of a case. Nine of these boards included psychological 



evaluation as a component of' their procedures, probably 

used on an as needed basis, but this inf'ormation was not 
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available. Three boards reported the use of' psychological 

evaluation as voluntary and f'our as mandatory. One of' the 

boards with mandatory psychological evaluation, Maryland, 

added that it may subpoena treatment records in its investi

gation of' a case, although acknowledged that this is contro-

versial. Table 15 specif'ies which state boards have these 

procedural components f'or processing psychologists in viola-

tion. 

Far more state boards reported having interventions 

which can be applied in the resolution of' cases in which dis

tress is a f'actor than did those reporting distress sensi~ive 

procedures. For most state boards, this probably operates 

similarly to the Wisconsin state board, which wrote, 

In the course of' f'ormal disciplinary proceedings, 
the board has occasionally encountered practi
tioners who appeared to be "distressed" or im
paired. In these instances, the board has 
recommended or required that the licensees involved 
seek treatment as part of' the resolution of' the 
disciplinary action. 

Some state boards, Maryland, f'or example, may make recommen

dations to a psychologist in a case where there are no clear 

violations. 

Thirty-one boards provided data on the interventions 

which are available f'or use in the resolution of' cases of' 

violation. Nineteen of' these indicated interventions which 



Table 15· 

Procedure 

Outreach 

Investigation 

Psych. eval. 

Hearing 

Due process 

Follow-up 

Licensing Board Procedures for Psychologists in Violation 

states 
AZ AR CO ID IL IN IA KS KY LA ME MD MN MO MT NM NC OH OK PA RI SD TN TX UT WV WI WY 

x x x x x 

x x x x x x x x x x x x x x x x x x x x x x x x x x x 

x x x x x x x x x 

x x x x x x x x x x x x x x x x x x x x x x x x x x x x 

x x x x x x x x x x x x x x x x x x x x x x x x x 

x x x x x x x x x x x x x x x x x x 

p 

o 
N 
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could specifically apply to DPIV: making treatment refer-

rals (9 boards), mandating treatment (13 boards); the use of 

psychological evaluation (2 boards); and consent agreements 

(2 boards). Consent agreements are essentially contracts 

between a state board and a licensee in violation in which 

the licensee agrees to fulfill the conditions of the agree

ment and the board agrees not to pursue the charges. The 

Ohio board wrote, 

We have found that by the use of consent agreements, 
the Board can make whatever demands it wishes of a 
psychologist, such as psychotherapy, retraining, 
working under the supervision of another practi
tioner, etc. While some of these things are speci
fically stated in the law, the practitioner agrees 
to them and they are tied to his discipline (i.e. 
if he fails to comply with the consent agreement, 
then charges will be reactivated). Consent agree
ments become very effective means of enforcement. 

Other state boards, while they did not cite these 

specific distress oriented options, did have interventions 

which could be useful in cases of distress, such as working 

under supervision and partial suspension of practice. Prac-

tically all state boards responding endorsed the option of 

making recommendations, which could include a recommendation 

to seek treatment. Table 16 presents the various interven

tions available to specific boards. 

Information was solicited from state boards on the 

number of DPIV and NDPIV cases referred from various sources 

since these sources to some extent may determine board access 

to distressed psychologists (see Table 17). 



Table 16. Interventions Available to Boards for Psychologists in Violation 

States 

Interventions AZ AR CO HI ID IL IN IA KS KY LA ME MD MN MS MO MT NH NM NC OH OK PA RI SD TN TX UT WV WI WY 

Education 
Reprimand 
Make recom-

mendation 
Notify state 

association 
Turn case over 

to assoc. 
Notify APA 
Mandate work 

supervision 
Mandate partial 

work suspension 
Mandate full work 

suspension 
Suspend/revoke 

license 
Notify employer/ 

supervisor 
Treatn,.;-n :, t·e

ferrale: 
~!ar:fh,te treatment 
Assist reentry to 

practice 
Consent agreement 
Psychological 

evaluation 
Other 

X X X 
X X 

X X 

X X 

X X 
X X 

X X 

X X 

X X X X X X X X X X X X X X X 
X X X X X X X X X X X X X X X X X X X 

X X X X X X X X X X X X X X X X X 

X X X X X X X X X X X X X 

X X X X X X 
X X X X X X X X X X X X X X X 

X X X X X X X X X X X X X X X X X 

X X X X X X X X X X X X X X X X X 

X X 
X X 

X X 

X X 

X X 
X X 

X X 

X X 

X X X X X X X X X X X X X X X X X X X X 

X X X X X X X X X X X X X X X X X X X X X X X X X X X X 

X X X X X X X X X X X 

X X X X X X X 
X XXX XX X X X X X 

X X X X X X XX 
X X 

X X 
X X X X 

X X 
X X 

X X X 

X X 

X X 
X X 

X X 

X X 

X 

X X 

X X 

X X 
X X 

X 



Table 17. Referral Sources to State Licensing Boards 

Referral Source 

Client 

Psychologist 

Other professional 

Insurance company 

Other 

* Data for 1982 only. 

DPIV 

4 

1 

o 

2 

2 

Boards 
* 

State Psychological Association Procedures 

NDPIV 

9 

19 

2 

o 

1 
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Information was solicited from state psychological 

associations on procedures available for processing DPNV, 

DPIV, and NDPIV and interventions available in the resolu

tion of DPNV, DPIV, and NDPIV cases. Twenty-nine associa

tions responded with procedural information. The DPNV, DPIV, 

and NDPIV categories were, as with state boards, not particu

larly useful. State associations are, primarily through 

Ethics Committees, generally concerned with psychologists 

who have committed violations. A few associations defer to 

state boards in this area. While many boards and associa

tions do have procedures and interventions which are 
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responsive to conditions of distress among psychologists, 

several associations have generated a more organized effort 

for addressing the needs of distressed psychologists. 

As with licensing boards, the status of psychological 

associations with respect to procedures for handling dis

tressed psychologists is best illustrated by examining which 

state associations have procedures specifically geare~ toward 

distressed psychologists, which have procedures that can be 

responsive to distressed psychologists, and which have pro

cedures which are likely to overlook distress. 

State associations rarely have contact with DPNV, 

even if they have procedures. Of the twelve associations 

which provided data on contacts with psychologists, none re

ported contact with DPNV. Only two states, (OK, ND) listed 

procedures for processing DPNV. For both of these state 

associations, these procedures are the same as those used 

for processing DPIV and NDPIV and neither has any procedures 

specifically designed for distressed psychologists such as 

the use of psychological evaluation. Their procedures con

sist of investigation, hearing, and due process procedures. 

While the Oklahoma association listed several interventions 

available in the resolution of cases of DPNV, that list did 

not include treatment referrals or mandated treatment. The 

Oklahoma association's Special Concerns Committee is pres

ently developing an outreach program for distressed psycholo

gists and compiling a list of psychotherapists. 



107 

Nine states listed interventions which may be used 

in cases of DPNV, if the need were to arise. These ranged 

from recommendations only to a multitude of options, includ

ing mandated suspension of practice. None of these associa

tions indicated the means by which they are able to enforce 

compliance with these interventions. Typically, associations 

lose influence over any psychologist who resigns hiS/her 

membership and their only recourse would be to contact li

censing boards, which, as noted, typically deal only with 

psychologists in violation. 

The Pennsylvania psychological association, despite 

a range of interventions, indicated that they have never been 

used to date. Only three associations have interventions 

which address treatment, although recommendations may include 

the suggestion of treatment. These associations give the 

impression that there are few "special" procedures for dis

tressed psychologists. Table 18 presents the interventions 

used by associations for DPNV. 

Most of the state associations which responded to 

the questionnaire have some procedures for handling psycholo

gists in violation. Like state boards, distress may be dis

covered in the process of dealing with the violation and few 

state associations have specific means of identifying those 

psychologists in violation who are distressed. Thus, there 

is clearly the potential for special needs to be overlooked. 
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Table 18. Association Interventions for DPNV 

State 
Intervention ID IL KS MI OK OR PA VA WV 

Education x x x x x 

Reprimand x x x x 

Make recommendations x x x x x x x x 

Notify state board x x x x x x x 

Turn case over to board x x x x x x 

Notify APA x x x x x 

Mandate work supervision x x x 

Mand. part. pract. suspension x x 

Mand. full pract. suspension x 

Suspend/revoke membership x x x x x 

Notify employer/supervisor x 

Treatment referrals x x x 

Mandate treatment x 

Assist reentry into practice x x 



The Washington association wrote, 

If the Committee (Professional and Ethical Standards 
Review) were to discover somehow in the course of 
its review that the psychologist was distressed, it 
would probably modify its recommendations, taking 
that fact into account. So far, however, we have 
not made a "discovery" of that sort. 
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Table 19 presents the association procedures for 

processing psychologists in violation. Only three include 

psychological evaluation. Seven associations indicated that 

resources for administration of these procedures are non-

existent, with procedures in name only. These states are 

identified in Table 19 under "No resource@." Two states (GA, 

AR) indicated that they have procedures, but neglected to 

specify them. 

Twenty-four state associations specified interven-

tions available for resolution of cases of psychologists in 

violation. Of these, twelve included interventions which 

specifically address treatment. Most make recommendations, 

which might include psychotherapy. Table 20 lists the inter-

ventions which associations have as available options. 

Several associations have begun to address the issue 

of distressed psychologists. Several others (VA, MT, SD) 

believe that there is little need for attention to this area 

in their states at this time. Most state association efforts 

to address distressed psychologists follow a format used by 

APA and many state medical societies: the formation of a 

task force or special committee. Seven state associations 



Table 19. Association Procedures for Psychologists in Violation 

State 
Procedure AL CO ID IL IA KS LA ME NY NC ND OK OR PA RI SC SD WA WV WY 

Outreach x x x 

Investigation x x x x x x x x x x x x x x x x x x 

Psych. evaluation x x x 

Hearing x x x x x x x x x x x x x x x 

Due process x x x x x x x x x x x x x x x x 

Follow-up x x x x x x x x x x 

Other: Case review x 

No resources' x x x x x x x 

I-" 
I-" 
o 



Table 20. Interventions Available to Associations for Psychologists in Violation 

State 
Intervention AL AR CO GA ID IL IA KS LA ~ MI MS MT NJ NY NC OK OR PA SC SD VA WA WV WY 

Education x x x x x x x x x x x x x x x x x 

Reprimand x x x x x x x x x x x x x x x x x x x 

Make recommendations x x x x x x x x x x x x x x x x x x x x x x 

:~ otify state board x x x x x x x x x x x x x x x x x x x x x x x x 

Turn case over to board x x x x x x x x x x x x x x x x x x x x x x 

Notify APA x x x x x x x x x x x x x x x x x x x x x x x 

Mandate work supervision x x x x x x x x x x x x x x 

Mand. part. pract. suspension x x x x x x x x x 

Mand. full pract. suspension x x x x x x x x x 

Suspend/revoke membership x x x x x x x x x x x x x x x x x x x x x x x x x 

Notify employer/supervisor x x x x x x x x x x 

Treatment referrals x x x x x x x x x x x 

Mandate treatment x x x x x x x x x x 

Assist reentry into practice x x x x x x x 

Other x 

..... ..... 

..... 
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reported action in this area. Connecticut reported that it 

is jus,t beginning to develop procedures for handling dis

tressed psychologists, but that they are too premature to 

specify. The Colorado association has formed a committee to 

discuss the issue of distressed psychologists. The Michigan 

association has formed a Distressed Psychologist Committee 

to identify resources in the state. In Texas, a Committee 

on Psychologist Health is developing pOlicies and initiating 

surveys as to how the state organization can best assist 

distressed colleagues. The Washington association has 

formed a task force to study the matter. The Iowa associa

tion is concerned about distressed psychologists in its state 

but is awaiting the adoption of procedures by APA before 

making specific plans. The Maryland association, via 

Maryland state board information, sponsors a committee that 

deals with impaired psychologists, which is just developing 

its referral program. The Maryland association itself did 

not respond to-the survey. 

Although Arizona and California associations did not 

respond to the survey, both have special committees for 

assisting distressed psychologists. 

Treatment Resources 

No treatment programs other than the ones already 

discussed in the literature review were discovered through 

psychologists, boards, or associations. Few boards or 
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associations had developed lists of persons who treat dis

tressed psychologists. Only three state boards indicated 

that they have a list of people to which they refer psycholo

gists for psychotherapy. 

Nor was there mention of any developing or existing 

treatment programs. The organized branches of the profes

sion of psychology appear to address the treatment needs of 

distressed psychologists primarily through the special com

mittees of state psychological associations, if at all. 

Little information was obtained on the specific plans of 

these committees. Outreach and referral programs are the 

primary means of assistance being developed by the commit

tees. Direct service provision apparently will not be a 

part of the association programs for distressed psycholo

gists, as is the case with APA's VIP proposal. 



CHAPTER 6 

DISCUSSION 

The purpose of this dissertation project was to 

assess the status of the profession of psychology with re

spect to distressed psychologists because of a two-fold re

sponsibility: to the public and to the distressed members 

of the profession. Part of such an assessment involves not 

only examination of solutions to the problem but also exami

nation of the extent of the problem since, in psychology, 

there has been little research to substantiate the existence 

of a problem. 

Distressed Psychologists 

Characteristics 

Few of the characteristics of distressed psycholo

gists are lrnown and the findings of this study do not con

tribute much information. Only two variables discriminated 

significantly between distressed and nondistressed psycholo

gists: lrnowledge of distressed colleagues and age. The 

fact that distressed psychologists lrnow other distressed psy

chologists is unclear in its implications. It may be rele

vant to prevention and programming efforts in that if some 

distressed psychologists are reached directly, others may be 

indirectly affected. 
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Distressed psychologists as a group were six years 

younger than nondistressed psychologists. One resulting 

hypothetical variable relating to distress might then be in

experience, except that this was disconfirmed by years li

censed lacking significance as a discriminating variable. 

Again, the implications of this finding are unclear. 

Distressed psychologists as a group worked approxi

mately five more hours per week than did nondistressed psy

chologists, but this variable also was not significant, in 

spite of the fact that overwork has some face value as a 

distress related factor. There was also a difference in 

workload between DPNV and DPIV. Workload was five hours per 

week higher for DPIV than DPNV, with DPNV falling between 

DPIV and nondistressed psychologists. However, sample sizes 

of DPNV and DPIV were too small for significance testing, for 

workload or any of the other characteristics investigated. 

The direction of the differences in workload among the three 

groups suggests that, in spite of the lack of significance 

in this particular study, it may still be an important vari

able. 

It was expected that those psychologists who spent 

more than 75% of their work time alone, without regular con

tact with colleagues, would have a greater representation in 

the distressed psychologist category, as has been suggested 

in the literature, but no significant relationship was found. 

Neither were differences found with regard to sex. 
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The results of this study on characteristics of dis

tressed psychologists may be misleading as the distressed 

and nondistressed groups may not be pure. The groups were 

composed of psychologists reporting personal distress from 

1980 to 1982 and psychologists reporting no distress during 

1980-1982. Psychologi.sts who were distressed prior to 1980 

could be represented in the nondistressed group. 

Types of Problems 

Results on the types of problems experienced by dis

tressed psychologists are essentially consistent with the 

information in the literature on distressed professionals. 

As expected, depression and alcohol abuse/dependence were 

the most prevalent categories of psychologist distress. 

Other commonly endorsed diagnostic classifications were per

sonality disorder, adjustment disorder and anxiety disorder. 

Drug abuse, which was not a problem for a large percentage 

of psychologists, did exist, as well as serious psychiatric 

conditions such as thought disorder and bipolar disorder. 

An interesting difference existed between DPNV and 

DPIV for most prevalent type of disorder. Among DPNV, de

pression was the most common problem, and among DPIV, person

ality disorder. The frequency with which personality 

disorder was reported to occur among DPIV is striking in 

comparison with its frequency among DPNV. The reasons for 

this difference are unknown, but further research is 
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indicated. Perhaps these two groups differ on some variable 

which is related to the commission of ethical violations. 

Such a variable may be the presence of longstanding person

ality problems. Perhaps distressed psychologists who commit 

ethical violations ,are perceived differently than those who 

do not, since the diagnostic classifications are largely 

comprised of data from colleagues, with only a small percent

age representing those reporting self-diagnosis. Some debate 

might arise as to whether personality disorder constitutes 

"distress" given that it is not a problem that a typically 

well'-functioning psychologist develops, but rather repre

sents the psychologist's mental health status over most of 

hiS/her adult life. However, personality disorder does fit 

within the definition of distress given by Nathan, et al. 

(1983), which emphasizes impairment in professional perfor

mance resulting from physical, emotional, or job related 

problems. 

The high prevalence of personality disorder among 

psychologists in violation has significant implications for 

attention to distress during training. If students with 

personality problems are prone to the commission of ethical/ 

legal violations during later professional life, then pro

visions need to be made for them. Screening applicants to 

graduate school or applicants for licensure for such prob

lems has been suggested and occasionally occurs, though 

rarely are such problems stated as reasons for rejection. 
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Since psychological problems per se are not unethical, this 

could be highly controversial if not legally unsupportable 

in terms of civil rights. However, distressed interns are 

sometimes terminated. When they are not, the reason is 

sometimes fear of lawsuit on the part of the internship 

progra~ (Tedesco, 1982). It is not known whether these dis

tressed interns enter and complete ~ther internship programs. 

There is also no published information on procedures for han

dling distressed graduate students and interns. 

Prevalence 

The data indicate that distressed psychologists are 

not a negligible group. Forty percent of a very small 

sample of psychologists reported having had contact with a 

distressed psychologist during 1980-1982. Sixteen percent 

of this same sample reported personal distress during 1980-

1982. In 1980, 79 cases of distressed psychologists were 

reported; in 1981, 89 cases; and 1982, 139 cases. The in

cidence of distress among psychologists may be increasing 

according to these figures, but this may also reflect a ten

dency to forget cases occurring farther back in time. Never

theless, given that such a small sample generated these 

figures, the number of actual cases of distress may be much 

larger and suggests that the opinions that a significant 

problem exists are warranted. The sample size is too small 

to generate an estimate of prevalence of distress among the 
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general population of licensed psychologists in the United 

States. 

The possibility exists that some respondents may be 

reporting the same cases. This possibility is considered to 

be slight, however, due to the fact that less than one per

cent of licensed psychologists in the National Register 

amounts to an average of five psychologists per state, with 

the exception of several largely populated states such as 

California. For some sparsely populated states, five psy

chologists represent more than one percent, since a minimum 

of five subjects were selected from each state. The subjects 

tended to be scattered in different areas of each state. The 

request that subjects report only distressed colleagues of 

whom they had personal knowledge, not knowledge based on 

hearsay, further diminishes the likelihood of multiple re

ports of the same cases. Multiple reports would be expected 

to increase with an increase in sample size. 

It is also possible that those psychologists reported 

as DPNV may have committed ethical violations unbeknownst to 

even their closest colleagues. If this were the case, it 

would represent an increased need for professional concern. 

Reported cases of distressed psychologists from state 

boards and associations are not considered to reflect actual 

numbers of distressed psychologists coming into contact with 

them, due to the fact that most boards and associations have 
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few mechanisms for identifying distress. This also prevents 

making accurate estimates of the relative rep~esentation of 

DPNV, DPIV, and NDPIV among cases handled by boards and asso

ciations. 

A comparison of data from boards and associations 

with data from psychologists in the same states suggests 

that boards and association reports underestimated by an in

determinant amount the numbers of psychologists in all three 

groups in their states. Boards and associations do not claim 

to process all violating psychologists in their states, nor 

to have contact with all distressed psychologists in their 

states, but several did justify their lack of procedures on 

the small size of these numbers. 

Because of the lack of distress identification pro

cedures, NDPIV categories are considered to be contaminated 

with some unknown number of DPIV. The finding that only 50 

psychologists in 17 states reported contact with approximate

ly one-fourth of the number of all NDPIV handled by those 

boards suggests that boards indeed do not have access to all 

of the violating psychologists in their states. A similar 

finding exists for associations. In 12 states, 43 psycholo

gists reported contact with one-third- to one-half of the 

total number of NDPIV reported by associations in those 

states. Since some of these NDPIV may in actuality be DPIV, 

the numbers of NDPIV having contact with boards and associa

tions and with psychologists may be even closer. 



121 

If actual numbers of violating psychologists in a 

state were reported by the board and/or association, one 

would not expect the reports of such a small percentage of 

the psychologists in that state to be so close to board and 

association numbers. Still, the percentage of total dis

tressed and/or violating psychologists in any particular 

state can not be estimated, nor can the percentage by which 

boards and association figures err. Without identification 

procedures for distress, board and association reports of 

both DPNV and DPIV are considered useless for determining 

the dimensions of the distressed psychologist problem in 

their states. 

Overall, these data on numbers of cases indicate 

that, yes, distressed psychologists exist and their numbers 

are not small. Because of the responsibility to both public 

and distressed psychologists, these r.umbers mean that the 

profession, in order to fulfill its responsibility, should 

have procedures for handling these psychologists and re

sources for helping them. 

Before elabcrating on procedures, it is necessary to 

emphasize the findings that distressed psychologists do pre

sent a risk to their clients. Distressed psychologists com

mitted ethical violations and appeared to be at a particular 

risk for the commission of legal violations, though the ma

jority of distressed psychologists had not committed any 

known violations. 
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Violations 

Distressed psycholcgists did not commit significantly 

different ethical violations than did nondistressed psycholo

gists, when examined under general categories of violation 

as opposed to the specific circumstances of each violation. 

Most frequen~ly occurring categories of ethical violation for 

both DPIV and NDPIV were, in order of prevalence: The lack 

of recognition of limits of competence/expertise; incompetent 

treatment of clients, sexual contact with clients; mainte

nance of dual relationships; and violations of confidential

ity. All of these directly affect client care. The 

literature on sexual contact with clients suggests that such 

behavior results from the psychologist's personal problems. 

Sexual contact was represented in equal percentages between 

DPIV and NDPIV in this study. Clearly, sexual contact is not 

un:formly viewed as a result of distress. This does not 

alter the need for attention during training to the problem 

of sexual contact. 

Distressed psychologists committed IT.~~kedly different 

legal violations than nondistressed psychologists, as well 

as a greater numb9r of legal violations. These results must 

be viewed with caution due to the extremely small total num

ber of reported legal violations. For 1982, 11 legal viola

tions were committed among 27 DPIV compared to only one legal 

violation committed among 31 NDPIV. This is striking. Over 

one-half of the legal violations committed by DPIV were 
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alcohol or drug related. This strongly suggests that the 

commission of these violations is directly related to the 

psychologists' distress. The implication of these results 

on violations is that professional performance is impaired, 

particularly in the case of DPIV. 

Impact of Distress on Performance 

Whether the numbers of distressed psychologists con

stitute a problem is also affected by the impact of distress 

on performance and the resulting effects on client care. 

According to psychologists reporting on distressed colleagues, 

an adverse impact upon performance existed for both DPIV and 

DPNV. In most cases of DPNV, the adverse impact was rated 

slight or moderate, although there were some cases in which 

this impact was rated as significant. In most cases of DPIV, 

the adverse impact was rated moderate and significant. These 

differences were statistically significant, which is not sur

prising given that the two groups were formed on the presence 

or absence of violations. 

Self-identified DPNV and DPIV rated the impact of 

their distress on performance as significantly less adverse 

than did their colleagues. This finding supports the opinion 

in the literature that distressed professionals exhibit a 

strong tendency to deny' their problems. In this case, these 

results do not represent a denial of the problems themselves, 

but rather a denial of their impact on professional function

ing. 
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This finding has serious implications for the profes

sion. With distressed psychologists having difficulty accu

rately assessing the impact of their problems on clients, 

they may be unable to act ethically in their own behalf. It 

will be imperative that colleagues fulfill their ethical 

obligations in this area. Clients cannot be expected to 

monitor their own treatment for psychologist dysfunction and 

probably are not capable of recognizing anything other than 

the more obvious problems, such as intemperance. Board and 

associations cannot fulfill their disciplinary functions 

without the participation of complainants. In addition, 

boards and associations only have contact with a small per

centage of actual psychologists in violation, which leaves 

psychologists themselves with the primary responsibility for 

assisting in informal or formal resolution of cases of dis

tress and/or violation. 

Voluntary Interventions 

As noted, with this difficulty in recognizing the 

impact of distress on performance, the distressed psycholo

gist's ability to behave ethically regarding his/her own 

distress may be hindered, which again emphasizes the impor

tant role of colleagues. Results differ between DPNV and 

DPIV, with DPNV appearing more likely to take some action to 

resolve their distress. Half of DPNV made some voluntary 

intervention -~~o address their distress. Conclusions about 
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this figure are difficult to make with regard to ethics since 

the mandate is to take action when personal problems inter

fere with practice. Some DPNV assess their distress as 

having no impact (21%). If they are accurate in their assess

ment, these psychologists are not bound to act. However, 

given the significant difference between ratings of adverse 

impact of distress by colleagues vs. self-identified dis

tressed psychologists, this accuracy is questionable. Col

leagues rated approximately one-half of DPNV as having a 

moderate to significant adverse impact. This does corre

spond to the percentage of DPNV which took voluntary action. 

This supports a conclusion that approximately one-half of 

DPNV tend to behave ethically with regard to their distress. 

However, the overwhelming choice of DPNV was treatment, with 

work supervision and partial or full suspension of practice 

occurring much less often. This is understandable from the 

distressed psychologist's point of view since the latter 

action represents considerable financial loss. However, the 

risk to a client is not eliminated by the fact that the psy

chologist is in treatment. The finding that only one-half 

of DPNV make some intervention to resolve their distress is 

not reassuring. Are the ones who do not act those who even

tually enter the DPIV category? 

An even smaller percentage of DPIV took voluntary 

action toward solving their distress. This is not surpris

ing given the finding that their judgments of impact of 
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distress on performance were strikingly benign, especially 

considering given their acknowledged status a~ violators. 

Perhaps DPIV are in violation precisely because they are less 

likely to get help. The diagnostic differences between DPNV 

and DPIV may also be relevant to the differences in volun

tary intervention. Individuals with longstanding personal

ity problems may not be as likely to be aware of any need 

for treatment or other intervention as would a normally 

well-functioning psychologist in acute distress. Among DPIV, 

therapy was not the most frequently chosen intervention; 

education was. Again, the available data on voluntary inter

ventions involves small numbers, so conclusions must be con

sidered tentative. 

These results suggest that the clients of distressed 

psychologists are not ensured adequate care nor freedom from 

potential harm. The clients of DPIV appear particularly 

vulnerable, yet without knowing the process by which a DPNV 

becomes a DPIV, all distressed psychologists must be a tar

get for professional concern and assistance. 

Interventions by Colleagues 

As noted, when psychologists appear unable to resolve 

their distress, colleagues should step in and assist them. 

Do psychologists intervene with distressed colleagues? The 

results suggest that they do, particularly with psychologists 

in violation. Psychologists appeared reluctant to intervene 
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with distressed psychologists who had committed no vio:ations, 

although even with this group, psychologists reported inter

vention in a majority of cases. This still leaves out a 

sizeable number of distressed psychologists. 

As a matter of fact, reports of self-identified dis

tressed psychologists showed higher percentages for noninter

vention than did reports of colleagues. For DPIV, this is 

only a slight increase, while for DPNV it is marked. These 

cUfi'erences probably represent those psychologists whose dis

tress went largely unnoticed by colleagues. This may mean 

that the number of reported cases of DPIV, and DPNV especi

ally, are underestimates. Thus, there may be a limit to the 

extent to which colleagues can intervene. Psychologists 

whose distress, and possibly violations, are unknown to col

leagues, cannot be assisted and are left to act in the best 

interests of themselves and their clients, action which can

not be depended upon in light of the findings of this study. 

This state of affairs emphasizes the need for the organized 

branches of the profession to become involved in educative 

and preventive efforts from training onward, for only through 

these types of interve.ntions can the "hidden" psychologists 

be ultimately affected. 

Psychologists who were able to recognize the distress 

of colleagues and did intervene with them were primarily sup

portive in their actions. Most prevalent actions were active

ly helping the psychologist to work out a solution, making 
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recommendations, and consulting with the psychologist's 

supervisor and/or colleagues. Interventions toward DPIV in

volved some form of reporting in a higher percentage of 

cases than for DPNV. Given their status as in violation, 

this would be expected. Yet, for a large percentage of DPIV, 

~ctions were still primarily supportive. Psychologists made 

few supportive interventions with NDPIV, however, reporting 

them to the state licensing board in almost one-half of the 

cases. Psychologists appeared to be sensitive to the dis

tress of their colleagues and their actions reflected this 

sensitivity. 

A limited amount of outcome information was available 

for DPNV and DPIV. These two groups differed significantly 

on this dimension, with DPNV showing higher percentages of 

being either no longer distressed or in the recovery process, 

which is consistent with findings that more of them made 

some intervention regarding their distress than did DPIV. 

The largest percentage of DPIV were still significantly dis

tressed. This is not a surprising finding, given that they 

less often take some action to resolve their distress. The 

difference may also be related to the diagnostic differences 

already noted. Perhaps DPIV experiencp. more severe disturb

ance within each diagnostic category, which might account 

for their violation status or their difficulty in recovery. 

These variables are probably interrelated. Such findings 

suggest that, despite the fact that colleagues intervened in 
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a majority of cases of DPIV, this group largely continued to 

be distressed. Perhaps colleagues did not follow through 

with these psychologists, having initially made some contact. 

Psychologists may need to be more actively involved on a 

long-term basis with their troubled peers. Perhaps this 

group was not receptive to assistance offered by colleagues. 

Other means of assisting this group are needed, in addition 

to collegial intervention. We need to know why this group 

fails to improve as much as DPNV. Few of them entered treat

ment. Why? Are available treatment resources insufficient, 

or possibly inappropriate? 

Many of the results thus far discussed suggest tllat 

DPIV, due to the significantly greater adverse impact on 

their performance, their own inability to recognize this im-

pact, their commission of legal violations, their tendency 

toward longstanding personality problems, and their diffi-

culties in recovery, are a group with cause for special con-

cern. Their clients are at risk. This group presents an 

obligation not only for colleagues, but for boards and asso

ciations, whose role is to deal with psychologists in 

violation, to develop means of attending to DPIV. 

Procedures for Distressed Psychologists 
Within the Profession 

At this point in time, few state boards and associa

tions have means of identifying the distressed among psychol

ogists with whom they come into contact, almost all of which 
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are charged with the commission of a violation. Approximate

ly half of the boards and associations providing procedural 

information can make treatment referrals or mandate treatment 

in cases where distress is discovered and treatment is deemed 

appropriate. A larger proportion make recommendations, which 

might include treatment. No data are available on the fre

quency with wh'ich such interventions are actually used. How

ever, overall procedures appear to be insufficient, not 

because of unavailable interventions, but because distress is 

likely to go undetected except in extreme cases or cases in 

which the psychologist announces his/her condition to the 

board or association. Both the lack of a means of identify

ing distress and the finding that only half of responding 

boards and associations have treatment oriented interventions 

indicate that the organized branches of the profession are 

insufficiently equipped for handling distressed psychologists 

in violation. This lack of procedures represents a serious 

breach in responsibility to both public and distressed psy

chologists, in light of the findings of this study indicating 

the degree to which psychologists do have psychological dif

ficulties and the impact of those difficulties on client care. 

Perhaps distressed psychologists prefer that boards 

and associations not be aware of their condition and attempt 

to hide their difficulties. This would be of less concern 

if results indicated that these psychologists take action to 

resolve their distress. Results suggest otherwise. As 
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noted, DPIV, the subgroup with which boards and associations 

are most li.kely to have contact, are a troubled group whose 

clients are at considerable risk. EducatioL, prevention, and 

referral programs need to be developed in order to have an 

impact on DPIV who try to hide their distress and are fearful 

of disciplinary consequences, as well as for distressed psy

chologists in general. To date, few such programs exist. 

No information is available as yet on the procedures which 

are most likely to be effective in identifying and interven

ing with DPIV, largely because few such procedures are avail

able. 

A few state association special committees and APA's 

Steering Committee on Distressed Psychologists are developing 

referral procedures and making efforts toward education and 

outreach. Several of the state association special commit

tees are exploring the dimensions and needs of distressed 

psychologists in their states. The specific procedures which 

will be developed by these committees are as yet unknown. 

The effectiveness of their programs, especially for reaching 

DPIV, remains to be documented. It also remains to be seen 

whether these procedures will be sufficient. 

The state boards have not made an organized effort 

for distressed psychologists, although several voiced a need 

to become more sensitive to the issue. The study itself 

created a sense of unpreparedness and an awareness of need 

for procedures among several boards and associations. 
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It is unclear if associations in other states will 

take on the responsibility for distressed psychologist pro-

grams. The Illinois psychological association writes, 

There is clear evidence of distressed psychologists 
in Illinois who have no official or formal recourse 
via IPA (i.e., we do not seek them out or offer 
resources, money, referrals, etc.). We would only 
learn of them via ethical violations and complaints 
brought against them. 

This suggests that DPNV may be the subgroup of distressed 

psychologists which are largely neglected, but the results 

of this study indicate that many DPIV also do not come into 

contact with boards and associations, and if they do they 

may not be identified as distressed. 

Boards and associations have virtually no contact 

with DPNV and few procedures for handling them. This may not 

present the problem that lack of procedures for DPIV presents, 

since results indicate that DPNV are more responsible regard

ing their distress than DPIV. This is fortunate since their 

distress often appears to go unnoticed by colleagues. Never

theless, only half of this group took voluntary action and 

their distress has an adverse impact on client care, which 

they tend to minimize. We may also assume that DPIV were 

once members o~ the DPNV group. Both groups should receive 

attention by the profession. 

The DPNV group may be generally inappropriate for 

processing through boards and associations given that they 

have committed no violations, unless the profession of 
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psychology plans to follow in the footsteps of medicine's 

impaired physician laws. This does not appear likely. Out

reach and referral programs may be sufficient for this group. 

As these programs develop, their effectiveness will need to 

be evaluated. 

Program evaluation will require research on a state 

by state basis, addressing, as has this study, the numbers 

of distressed psychologists, types of violations, numbers of 

psychologists processed, types of interventions, and outcome. 

This will necessitate state boards and associations develop

ing some means of record-keeping and follow-up. Approximate

ly half of the boards and associations participating in this 

study were unable to provide data on contacts, interventions, 

and outcome. The implication is that they may not keep 

these kinds of records. Such record-keeping will be critical 

to programming for distressed psychologists, especially those 

in violation. APA's VIP proposal provides for such documen

tation and follow-up. However, many boards and associations 

remain to be convinced of a need for programming in their 

states. Only one of the responding state associations, Texas, 

reported·plans for ne~ds assessment. 

Treatment Programs 

No special treatment programs for distressed psycholo

gists were discovered, other than the few noted in the litera-

ture. Most distressed psychologists appear to seek out 
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private services. Some small proportion may enter residen

tial or hospital programs for treatment of alcohol and drug 

abuse and serious psychopathology such as psychosis. The 

majority of respondents believe that there are sufficient 

resources in existence for distressed psychologists. Over 

half of the respondents who had experienced personal distress 

during 1980-1982 also believe that there are sufficient re

sources. The other half felt that resources were not suffi

cient, as did a smaller percentage of psychologists who had 

not experienced recent personal distress. These results sug

gest that resources probably vary from place to place. Re

sources may need to be addressed on a community level by 

local or county psychological associations. Distressed psy

chologists were far more sensitive to stigmatization and 

significantly less likely to seek out local resources than 

nondistressed psychologists. This also has implications for 

programming. While the few developing procedures are not 

addressing direct services, many are planning to provide 

referrals, which may be able to address this reluctance on 

the part of distressed psychologists to seek out local re

sources. 

Conclusion 

This study illustrates the tremendous need for con

tinuing research, needs assessment, and program evaluation 

in the area of distressed psychologists. In addition, many 
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boards and associations appear to process and intervene with 

all violating psychologists in a rather haphazard manner, 

keeping few records. In order to fulfill its responsibility 

to the public, the profession of psychology needs d~ta on 

its violating, as well as distressed, members. Without such 

data, there is no certainty that these psychologists are 

being effectively handled. In fact, it appears that the dis

tressed condition of very few is being addressed at all. Nor 

can the extent of need for prGvention and education be known 

without more data, although the need is clear. 

Programs will also require funding and professional 

psychology at state and local levels may encounter difficulty 

in obtaining necessary financial support. Continued research 

to identify needs must be conducted in order to generate 

financial support, especially for licensing boards. The fi

nancial resources of state boards are determined by state 

legislatures and much of their resources, financial and man

power, are expended on licensing and certification. 

APA, through the Board of Professional Affairs VIP 

proposal, has taken the position that distressed psycholo

gists are a responsibility of the organized profession. If 

the proposal is approved by the APA membership, the profes

sion will have made a beginning in meeting its responsibility 

to distressed psychologists and the public, along with the 

few state associations which have formed special committees. 

Hopefully, the VIP program will enable additional collection 
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of data to convince those who question a need for services. 

Hopefully, APA will.provide a model for state associations 

and boards. The danger exists that the profession, at both 

the individual and state level, will leave the matter of 

distressed psychologists to APA rather than pursue the local 

and state needs which the national organization cannot possi

bly meet. 

The response rate to this study was good and many 

boards, associations, and individual psychologists made sup

portive comments. A few boards and associations requested 

the results of the study for use in their own explorations 

of the problem. For others, the study itself provided the 

spark for exploration. Although psychology trails behind 

other professions in this area, these responses suggest that 

the outlook for continued research and provision of assis

tance to distressed psychologists is optimistic. 
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Questionnaires 

1. Psychologist 

2. State licensing board 

3. State psychological association 

137 



138 

Instructions: 

For the purposes of this survey, the following definitions apply: 

1. DISTRESSED PSYCHOLOGIST/No VIOLATIONS - a licensed/certified psychologist 
who is suffering from psychological difficulty of sufficient duration 
and intensity to fall within some DSM III diagnostic category, but who 
has committed E£ ethical or legal violations during the period of distress 

2. DISTRESSED PSYCHOLOGIST IN VIOLATION - a licensed/certified psychologist 
who is suffering from psychological difficulty of sufficient duration 
and intensity to fall within some DSM III diagnostic category, and who 
has committed an ethical or legal violation during the period of distress 

3. NONDISTRESSED PSYCHOLOGIST IN VIOLATION - a licensed/certified psychologist 
who has committed an ethical or legal violation and whose violation did 
not occur during a period of psychological difficulty of sufficient duration 
and intensity to fall within some DSM III diagnostic category 

Place an "X" next to any category with whom you have had !!.£ personal or 
therapeutic contact and ignore all survey questions pertaining to that group: 

DISTRESSED PSYCHOLOGIST/NO VIOLATIONS 

DISTRESSED PSYCHOLOGIST IN VIOLATION 

NONDISTRESSED PSYCHOLOGIST IN VIOLATION 

This survey requests data for a three year period (1980, 1981, 1982). 
Place a psychologist under the year(s) in which he/she was distressed or 
in violation throughout all questions. 

When you have completed the survey, return it anonymously in the stamped 
addressed return envelope. Return the enclosed post card bearing your 
name separately so that we will know you have returned the survey but 
your anonymity will be preserved. Please return survey by ____________ __ 
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~. Demographic info~ation about yourself: 

A. Age ___ _ 3. Sex----
C. List me::nbe:-ship in professional organi za.tions ttat relate tc your ·..ro:-k: 

D. Number of years as a licensed/certified psychologist ___ _ 

E. Average work load: ---- hours/week 

F. Ty?e of work: If more than one, check each that applies and estimate the 
percentage of time spent in each activity 

Inpatient treatment only 
___ Outpatient treatment only 

Inpatient/outpatient treatment 
____ Assessment 

_____ Consultation 
___ Teaching 
____ ?.esearch 
_____ A~nistration 

Other (please specify) ----- --------------------------------
G. Do you spend more than 75% of your work t~e alone, in a setting w~~to~t 

regular contact with other mental bealt~ professionals? 
____ Yes _____ No 

II. Info~ation on colleagues in distress ~~d/or ·r.Lolation 

A. Contact - Indicate which of the following three groups with wcom yo~ have 
had personal or therape~tic contact during the past tr~ee yea:-s 
(1980, 198l, 1982). Check all that apply. 

DISTRESSED PSYCHOLOGISTS/NO VICLATIO~S 
----- DISTRESSED PSYCHOLOGISTS IN VICLAT~ON 
--- NONDISTRESSED PSYCHOLOGISTS IN VIOLA:'ICN 

If you had contact with none of the above, go to III. If you had ccntact 
with any of the above groups, please answer the rest of secticn II -~t~ 
respect to the group(s) witt whom you did have contact. 

B. Cases - For each year, indicate the number of psychologists in eact ~oup 
with wham you had personal or therapeutic contact: 

1. DISTRESSED PSYCHOLOGISTS~10 VIOLATIONS 

Male /Female 1980 
Male /Female 1981 
Male /Fe::1ale 1982 

2. DISTRESSED PSYCHOLOGISTS Dl VIOLATION 

!viale /Female 1980 
Male /Female 1981 
Male /Female 1982 

3. NONDIS~ESSED PSYCHOLOGISTS IN VIOLATION 

Male /Fe-:r.ale 198C 
Male /Female 1981 
Male ;'Female 1982 



140 

C. Ethical violations -For each year, indicate the nuober in each group who 
committed the following ethical violations: 

1. DISTRESSED PSYCHOLOGISTS IN VIOLATION (violation must have been committee 
durin~ Period of distress) 
1980 . 1981 1982 

______ Incompetent treat~ent of clients 
______ Incompetent supervision cf trainees 
______ Improper maintenance of records 
______ Lack of recognition of limits of campetence/exper~ise 
______ Sexual contact with client 
______ Confidentiality not properly observed 
______ ~~intenance of dual relationstips 
______ Improper testing or use of testing 
______ Other (please specify) ______________________ _ 

2. NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 
1980 1981 1982 

______ !~competent treatment of clients 
______ Incompetent supervision of trainees 
______ Improper maintenance of records 
______ Lack of recognition of limits cf competence /exper~ise 
______ Sexual contact vit~ client 
______ Confidentiality no~ properly obserTed 
______ Haintenance of dual relationships 
______ Improper testing or use of testing 
______ Other (please specify) ______________________ __ 

D. Legal violations - For each year, indicate the number of each group who 
committed the folloving legal violatio~s: 

1. DISTRESSED PSYCHOLOGISTS IN VIOLATION (violation must have been committed 
durin~ period of distress) 
1960 ' 1981 1982 

Driving while intoxicated 
------ Child abuse 
______ Drug-related offense 
___ Theft/burglary 
______ Assault/battery 
______ Child molestation 
______ Sexual assault 
_____ Indecent exposure 
_____ Shoplifting 
_____ Fraud 
_____ Other (please specify) __________________ __ 

Other (please specify) ----- ------------------
How many of the above legal violations were committed against clie~~s? 

1980 1981 1982 Don't ~ow -----
2. !iOEISTRESSED PSYCHOLOGISTS IN 'nOtATION - Note: 'The commission of a legal 

offense may relate to a p~fchological disturbance. Ttis section ~s provided 
for psychologists who commi.t"ted a legal violation and are not considered 
to fit into the DISTRESSED PSYCHOLOGISTS IN VIOLA':': ON category. 
1980 1981 1982 

______ Driving w~~le intoxicated 
_____ Drug-related offense 
______ Shoplifting 
______ Fra"...:d 

Other (please specify) 
------Other (please specifY)--------------------

Hov m~~y of the above le~al ·nclations were cc~~~ei aza~~st c:ients? 
1980 198l 1982 ~on't ~~ow -----



E. I~act of distress - For each year, indicate the number in each group whose 
distress had the following degree of adverse i~act on work per
formance, in particular the welfare of cl~ents 

1. DIS7RESSED PSYCHOLOGISTS/~0 VIOLATIONS 
1980 1981 1982 

___ Significant 
Moderate 

---Slight 
--- Not at all 

2. DISTRESSED PSYCHOLOGISTS IN VIOLATION 
1980 1981 1982 

Significant 
--- Hoderate 
====Slight 

Not at all 

~. Diagnostic information - For each year, indicate the number in each group 
who fell into the following diagnostic categJries: 

l. DISTR.::SS:::D FSYCRCLOG!S~S/NO VICLAT!C!:S 
1980 1981 1982 

----
Alcohol abuse/denendence 

---Drug abuse/depende!'lce 
===Thought disorder (ex. sc!-..izop!-.re.r.ia) 

Deoression 
---Bipolar disorder (manic-depression) 
--- .Anxiet-J disorder 
--- Adjustment disorder 
---- Personal! ty disorder 
---Psychosexual disorder 
--- Other (please specii'"J) 
--- Other (please specify,-----------
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--- Combination of above (specify) 
C:ombination cf above (spec:!.fy)·-----------==== Cannot categorize 

2. DIS~ESSED ?SYCHOLCGISTS !11 "IIOLATION 
1980 1981 1982 

Alcohol abuse/denendence 
---Drug abuse/dependence 
:::::=Thought disorder (ex. sc!-..izophrenia) 
___ Depression 

Bipolar disorder (manic-depression) 
--- .Anxiety disorder 
---Adjustment disorder 
---Personality disorder 
--- Psychosexual disorder 
--- Other (please specify) 
---Other (please specii'y)------------
--- Combination of above (speci~y) 

Combination of above (specify)-------------=:: Cannot categorize 



G. Actions taken by you- Fer each year, indicate the number in each group 
·Nith whom you took the following actions: 

1. DISTRESSED PSYCHOLOGIST / NO "v"IOLATIONS 
1980 1981 1982 ' 

___ No action taken 
___ Reprimand or threat to report 
___ ?v!ade recommendations 
___ Actively helped to work o~~ a solution 
___ Notified colleague's St.."'Per.risor /employe:-
____ Notified state psychological association 
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___ Notified other professional org~~ization 
----~otified state licensing/certi!ication boa=d 
____ Consulted with colleague's supe!"Visor or colleagues 
___ Consulted with psychologist's family 
____ Other (please specify) ______ ~~------
---- C~bination of above (please specify) ___________ _ 

2. DISTRESSED PSYCHOLOGISTS L~ V~OLATION 
1980 1981 1982 

___ No action taken 
___ Reprimand or threat to report 
___ Made recommendations 
___ Actively helped to work out a solution 
___ Notified colleague's supervisor/employe:-
____ Notified state psychological association 
___ Notified other professional organization 
___ Notified state licensing/certification boerd 
_____ Consulted with colleague's S~'Pe!"Visor or co12.eagt:.es 
_____ Consul ted with psychologis""; 's family 
_____ Othe:- (please specify)~-------~~------------
---- Combination of above (please speci~J) ____________ _ 

3. :NCN:;)IST:'~S:E:D PS!CEOLOGISTS D VIOLATIC!l 
1908 1981 1982 

___ No action taken 
_____ Reprimand or threat to report 
___ Made recommendations 
___ Actively helped to work out a solution 
_____ Notified colleague's super.risor/employer 
___ Notified state psychological associat~on 
____ Notified other professional association 
___ Notified state licensing/cer"";ification boa=d 
____ Consulted with colleague's supervisor or co~eag~es 
____ Consulted with psycholog~st's family 
_____ Other (please specify) ________ ~~--------
--- Combination of above (please specifY) _________ _ 
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E. Interventions - For each year, indicate the number in each gro~~ for ~hom 
the folloving interventions were ~ade and who made the interventions: 
ex. licensing board, state association, psychologist him/herself 

1. DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 
1980 1981 1982 

education 
mandated 
voluntary 

-- reprimand 
----made recommendations 

worked under s~pervisicn 
mandated 
volunta!'Y 

~ practice partially suspended 
mandated 
voluntary 

-- practice fully suspended 
------ mandated 

voluntary 
license suspended 
license revoked 

----- associa'tion :;!embers:J.ip suspended 
---- association membership revoked 

B-J whom 

entered treatmen't 
mandated 
voluntary 

-- psychologist attempted to work out problems on owT. 
--- no intervention made 

don't know intervention 
--- other (please specify) 
---- combination of above (~-s-n-e-c~i~f~Y~)~------------
----- combination of above (speciI'y) '-------------------

2. DISTR~SED ?SYCl:l8LOGISTS IN VICLX;:ION 
~980 1981 1982 By who!: 

education 
mandated 
voluntarJ 

reprimand 
made recommendations 
worked under supervision 

mandated 
voluntary 

--- practice partially suspended 
----- mandated 

voluntaI7 
--- practice fully SUSPended 

----- manda'ted 
voluntary 

license suspended 
license revoited 



1980 1981 1982 
______ association membership suspended 
______ association membership revoked 
______ entered treatment 

mandated 
voluntar'J 
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By vCom 

______ psychologist attempted to w::lrk cut probler.s on own 
______ no intervention made 
______ don't know intervention 

other (please specify) 
------ c ombi nation of above (-s-p-e-c""!'i'""'f:-y'""'j,..------------------
______ combination of above (specify) ______________________ _ 

3. NONDISTRESSED PSYCHIJLCGISTS I~ VIOLATIOU 

1980 1981 1982 
______ education 

mandated 
voluntar'J 

______ reprimand 
______ made rec=rnmendations 
______ worked under supervision 

mandated 
volunta..7. 

______ practice partially suspended 
mandated 
voluntarJ 

______ practice fully suspended 
mandated 

---- volunta:-J 
---- license suspended 

______ license revoked 
______ association membership suspended 
______ association members pip revoked 
______ no intervention made 
______ don't know intervention 

By whon 

other (please specify) 
------ combination of above (-s-p-e-c""!'i'""'f,...y'""'j------------------

combination of above (specify) ----- --------------------
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I. Outcome -For each year, indicate to the best of your knowledge the numbe~ 
in each group vho fall into the following o~tcome categories: 

1. DISTRESSED PSYCHOLOGISTS /NO VIOLATIOnS 

198o 1981 1982 
______ No longer distressed 

in full practice 
in partial practice 
in supervised practice 
not in practice 

______ In the recoverJ process 
in ~ull practice 
ir.. partial practice 
in supernsed practice 
not in practice 

______ Still significantly distressed 
in full practice 
in partial practice 
in supervised practice 
not in practice 

______ No ou~came information 

2. DISTRESSED. PSYCHOLOGISTS IN VIOLATIO~ 

1980 1981 1982 
___ No longer distressed 

in full practice 
in partial practice 
in supervised practice 
not in practice 

____ In the recoverJ process 
in full practice 
in partial practice 
in supervised practice 
not in practice 

_____ Still sigr~ficantly distressed 
in full practice 
in partial practice 
in supervised practice 
not in practice 

______ No outcome information 

3. NONDIS'I'RESSED PSYCHOLCGIS7S IN ~liOLATION 

1980 1981 1982 
_____ In full practice 

In partial practice 
In superYised practice 

_____ Not in practice 
____ No outcome information 

J. Do you believe colleagues vho have recovered from distress are professionally 
stigmatized (Ex. collea~~es no longer refer clients)? 
____ Yes No Don't knov 
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J. Outcome- Indicate which of the ~olloving represents the outcome in your case: 

______ No longer distressed 
in full practice 
in partial practice 
in supervised practice 
not in practice 

______ In the recovery process 
in full practice 
in partial practice 
in supe!"'!rised practice 
not in practice 

______ Still significantly d!stressed 
in full practice 
in partial practice 
in superrised practice 
not in practice 

------· Never vas distressed; ir. viola~ion 
in :'ull practice 
in partial practice 
in superYised practice 
not in practice 

K. When you were experiencing distress, did you feel you had sufficie~t 
treatment resources at your disposal? 
------ Yes No 

L. What did not happen in your case that you feel should have? 

M. What did happen in your case that you feel should not have? 

N. If you have successfully resolved your distress, do you believe you are 
nqv professionally sigmatized as a result of havir.g been distressed 
(ex. colleagues will no longer refer clients to you)? 
______ Yes No 

IV. Role of organized psychology 

A. Are you aware of any established procedures that the professi:)n in yo-.:: 
state uses for handling DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS or JISTRESS~ 

·psYCHOLOGISTS IN VIOLATION? 
______ Yes No If YES, please describe: 

B. In your op~n~on, what is the best way for the profession to handle: 
(If more than one, rate each according to import~~ce where 1 = hig~est ) 
1. DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 

______ shouldn't handle 
______ support services 
______ consultation/education 
______ monitoring: fo~l 

______ referral services 
______ treatment services 
--~-- disciplinary proced~es 
info :-mal 

other (please specifY) ------ -----------------------------------
2. DISTRESSED PSYCHOLOGISTS IN V:CLATION 

____ shouldn't handle 
______ support services 

----- consultation/education 
_____ monitoring: formal 

____ re:'erral services 
_____ treatment services 
______ disciplinarJ proced~es 
informal 

_____ other (please specify) ________________________________ ___ 
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C. Which department or branch of our profession should bear the primary 
responsibility for handling: (If more than one, rate each according to 
importance where 1 = highest) 

1. DISTRESSED rSYCHOLOGISTS/NO VIOLATIONS 

_____ state licensing/certification boards 
_____ state psychological associations 
_____ American PsychoJogical Association 
_____ city or county J sychological associations 
_____ independent org· nization formed specifically for handling 

this group of d~ stressed psychologists 
_____ other (please Siecify) __________________________________ __ 

2. DISTRBSSED PSYCHOLOGISrS IN VIOLATION 

state licensing/certification boards 
===== state psycho~ogical association 
__ American Psychological Association 
_____ city or county psychological associations 
_____ independent organization formed specifically for handling 

this group of distressed psychologists 
other (please specify) __________________________________ ___ 

V. Treatment resources 

A. Do you believe psychologists as a whole have sufficient resources for 
help with their own problems? 
_____ Yes No Don't know 

B. Do you have fears of stigmatization such that you would not seek out 
local resources during a time of distress? 
____ Yes No Don't know 

C. Are :rou aware of ·my special treatment or other resources av3.ilable in your 
stat t~ for assisti~g DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS or DISTRESSED 
PSYCHOLOGISTS IN VIOLATION? 
______ Yes No 

If YES, please describe and give nruae and address of contact person(s): 

VI. Comments: 
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Instructions: 

This'survey requests two types of information. Sections I, II, 
III, IV, VII, and VIII request data on distressed psychologists 
with whom your board had contact. Sections V, VI, and IX request 
data on the procedures which your board uses in handling distressed 
psychologists and resources for these psychologists in your state. 
If no data is available on distressed psychologists, please respond 
only to sections V, V~, and, IX. 

For the purposes of this survey, the following definitions apply: 

1. DISTRESSED PSYCHOLOGIST/NO VIOLATIONS - a licensed/certified 
psychologi~t who is suffering from psychological difficulty of 
sufficient duration and intensity to fall within some DSM III 
diagnostic category, but who has committed no ethical or legal 
violation during the period of distress --

2. DISTRESSED PSYCHOLOGIST IN VIOLATION - a licensed/certified 
psychologist who is suffering from psychological difficulty 
of sufficient duration and intensity to fall within some DSM 
III diagnostic category, and who has committed an ethical and/ 
or legal violation during the perlod of distress 

3. NONDISTRESSED PSYCHOLOGIST IN VIOLATION - a licensed/certified 
psychologist who has committed an ethical and/or legal viola
tion and whose violation did not occur during a period of psy
chological difficulty of suffICIent duration and intensity to 
fall within some DSM III diagnostic category 

Place an "X" next to any category with which your board has abso
lutely no contact and ignore all survey questions pertaining to 
that group: 

_____ DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 

DISTRESSED PSYCHOLOGISTS IN VIOLATION 

NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 

This survey requests data for a three year period (1980, 1981, 1982). 
If your board had contact with a psychologist for a period of more 
than one of these years, include him/her in the data for each year 
of which you had contact. Place a psychologist under the yeat(s) 
in which he/she was distressed or in violation throughout all 
questions. 

A stamped, self-addressed envelope is enclosed for return of the 
questionnaire. Please return by 
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Name of state licensing/certification board:.-_______________ _ 

I. Incidence - For each year, indicate the number of psychologists in each group 
who were handled by the board: 

A. DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 

Male /Female 1980 
Male /Female 1981 
Male /Female 1982 

B. DISTRESSED PSYCHOLOGISTS IN VIOLATION 

Male /Female 1980 
Male /Female 1981 
Male /Female 1982 

C. NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 

Male /Female 1980 
Male /Female 1981 
Male /Female 1982 

II. Violations - For each year, indicate the number of psychologists in each group 
who were handled by the board for committing the following: 

A. Ethical violations 

1. DISTRESSED PSYCHOLOGISTS IN VIOLATION (violation must have occurred during 
period of distress) 

1980 1981 1982 

Incompetent treatment of clients 
====== Incompetent supervision of trainees 
___ Improper maintenance of records 

Lack of recognition of limits of competence/expertise 
--- Sexual contact with clients 
--- Confidentiality not properly observed 
---Maintenance of dual relationships 
--- Improper testing or use of testing 
--- Other (please specify) 
--- Other (please specify)------------

Don't know, no means of tracking 

2. NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 

1986 1981 1982 

Incompetent treatment of clients 
--- Incompetent supervision of trainees 
--- Improper maintenance of records 
--- Lack of recognition of limits of competence/expertise 
--- Sexual contact with clients 
--- Confidentiality not properly observed 
---Maintenance of dual relationships 
--- Improper testing or use of testing 
--- Other (please specify ) ____________ _ 

--- Other (please specify)-=-~__:~---------
Don't know. no means of tracking 
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B. Legal violations 

1. DISTRESSED PSYCHOLOGISTS IN VIOLATION (violation must have occurred 
during period of dtstress) 
1980 1981 1982 

Driving while intoxicated 
--- Child abuse 
___ Drug-rela.ted offense 
___ Theft/burglary 
___ Assau1.t/battery 
___ Child molestation 
___ Sexual assau1. t 
___ Indecent exposure 
___ Shoplifting 

Fraud 
___ Other (please specify) _________ _ 

Other (please specify) --- ~~-~~-------___ Don't know, no means of tracking 

For each year, how many of the above were committed against clients? 

___ 1980 ___ 1981 ___ 1982 ___ Don't know 

2. NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 

NOTE: The commission of a legal offense may relate to a psychological 
disturbance. This section is provided for any psychologists who 
committed some legal violation and are not considered to fit into 
the DISTRESSED PSYCHOLOGISTS IN VIOLATION category. 

1980 1981 1982 
___ Driving while intoxicated 
___ Drug-related offense 
___ Shoplifting 

Fraud 
--- Other (please specify) 
___ Other (please specify)----------

--- Don't know, no means of tracking 

For each year, how many of the above were committed against clients? 

___ 1980 Don't know ---___ 1981 ___ 1982 



III. Diagnostic information - For each year, indicate the number of psychologists 
in each group who fell into the following diagnostic categories. 
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-NOTE: If your figures do not differentiate between DISTRESSED PSYCHOLOGISTS/ 
NO VIOLATIONS and DISTRESSED PSYCHOLOGISTS IN VIOLATION, provide 
information under C below. 

A. DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 
1980 1981 1982 

Alcohol abuse/dependence 
--- Drug abuse /dependence 
--- Thought disorder (ex. schizophrenia) 
--- Depression 
--- Bipolar disorder (manic-depression) 
--- Anxiety disorder 
--- Adjustment disorder 
--- PersonaE ty disorder 
--- Psychosexual disorder 
--- Other (please specify ) _____________ _ 
--- other (please specify) 
--- Combination of above (:-p"':"l-e-a-se-s-p-e-c-=i-=fy:-"'t')-------

Combination of above (please specify ), _________ _ == Cannot categorize 

B. DISTRESSED PSYCHOLOGISTS IN VIOLATION 
1980 1981 1982 

Alcohol abuse/dependence 
--- Drug abuse/dependence 
--- Thought disorder (ex. schizophrenia) 
--- Depression 
--- Bipolar disorder (manic-depression) 
--- Anxiety disorder 
--- Adjustment disorder 
--- Personality disorder 
--- Psychosexual disorder 
--- Other (please specify) 
--- other (please specify)--------------
--- Combination of above (please specify) 
--- Combination of above (please specify)----------
~ Cannot categorize 

C. DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS and DISTRESSED PSYCHOLOGISTS IN VIOLATION 
1980 1981 1982 -

Alcohol abuse/dependence 
--- Drug abuse/dependence 
'--- Thought disorder (ex. schizophrenia) 
--- Depression 
--- Bipolar disorder (manic-depression) 
--- Anxiety di sorder 
--- Adjustment disorder 
--- Personality disorder 
--- Psychosexual disorder 
--- other (please specify) 
--- Other (please specify ),--------------
--- Combination of above (please specify ) _________ _ 

Ca:nbination of above (please specify ), _________ _ 
Cannot categorize 
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IV. Referral sources - For each year, indicate the nl~ber of psychologists in each 
group who came to the attention of your board via the following 
referral sources: 

A. DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 

1980 1981 1982 
______ __ ____ Licensed/certified psychologist 

______ ______ __ ____ other health/mental health prof~ssional 
Client complaint" 

______ ======: Self-report of distress by psychologist 
______ State psychological association 
______ other professional organization 
______ Court 
___ Other (please speci f'y )-::--:--~-:-_______ _ 
____ Don't know, no means of trackins 

B. DISTRESSED PSYCHOLOGISTS IN VIOLATION 

1980 1981 1982 
______ Licensed/certified psychologist 
______ ------ Other health/mental health professional 
_____ ----- Client complaint _____ == Self-report of distresshn:olation by psychologist 
_____ __ __ State psychological association 

______ other professional organization 
Court 

______ Other (please speCif'y)~~~~ ________________ __ 
______ Don't know, no means of tracking 

C. NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 

1980 1981 1982 
Licensed/certified psychologist 

----- other health/mental health professional 
--- Client complaint" 
======: Self-report of violation by psychologist 

State psychological association 
======: other professional organization 

Court 
--- other (please specif'y)~~~~ ______________ _ == Don't know, no means of tracking 

D. Are there any formal mechanisms by which the board is notified of the arrest 
of psychologists for criminal offenses other than minor traffic violations? 

Yes No 

E. Does your state law mandate that psychologists report colleagues who commit 
an ethical or legal violation? 

Yes No If YES, give a citation to the source. 
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V. Procedures 

A. Does your board have procedures for handling DISTRESSED PSYCHOLOGISTS/ 
NO VIOLATIONS'l 

Yes No If YES, please answer questions 1 and 2 below. 

If NO, does your board have any plans for instituting procedures? 
Yes No If NO, go to B. If YES, describe below, then go to B. 

1. Indicate which of the following components comprise your procedures: 
_____ active outreach to identify these psychologists 
_____ investigation of circumstances surrounding distress 

formal informal 
_____ psychological eValuation of psychologist 

mandatory voluntary 
_____ evidentiary hearing 

foroal informal 
____ opportunity for psychologist to defend self to board 
_____ follow-up after dispensation 

formal informal 
__ ~r (please specify), _________________ _ 

2. Describe your financial resources for administering these procedures: 
adequate marginally adequate == inadequate == nonexistent, procedures in name only 

B. Does your board have procedures for handling DISTRESSED PSYCHOLOGISTS IN 
VIOLATION? 

Yes No 
rr-YES, are these procedures the same as for DISTRESSED PSYCHOLOGISTS/No 
VIOLATIONS above? 

Yes No If YES, go to C. If NO, answer 1 and 2 below. 

If NO, does your board have any plans for instituting procedures? 
Yes No If NO, go to C. If YES, describe below, then go to C. 

1. Indicate which of the following components comprise your procedures: 
active outreach to identify these psychologists 

----- investigation of circumstances surrounding distress/violation 
-- formal informal 

psychological evaluation of psychologist 
----- mandatory voluntary 
_____ evidentiary hearing-

formal informal 
_____ ~rtunity for psychologist to defend self to board 

follow-up after dispensation 
----- formal informal 
__ ~r (please specify ), ________________________ _ 

2. Describe your financial resources for administering these procedures: 
____ adequate ____ marginally adequate 
_____ inadequate ____ nonexistent, procedures in name only 



C. Does your board have procedures for handling NONDISTRESSED PSYCHOLOGISTS 
IN VIOLATION? 
___ Yes ___ No 

If YES, are these procedures the same as procedures for: 
DISTRESSED PSYCHOLOGISTS/No VIOLATIONS 

--- DISTRESSED PSYCHOLOGISTS IN VIOLATION 

If YES, go to VI. If NO, please ansver 1 and 2 below. 

1. Indicate which of the following components comprise your procedures: 
___ active outreach to identify these psychologists 
___ investigation of circumstances of violation 

formal informal 
___ evidentiary hear~ 

formal informal 
opportunity for psychologist to defend self to board 
follow-up after dispensation 

--- formal informal 
__ ~r (please specify ) _______________ _ 

2. Describe your financial resources for administering these procedures: 
adequate marginally adequate == inadequate == nonexistent, procedures in name only 

VI. Possible interventions - For each group, which of thE: following actions are 
available to your board: 

A. DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 

education; reeducation 
--- reprimand 
--- make recommendations to psychologist 
---- notify state psychological association 
----- turn case over to state psychological association 
-- notify American Psychological Association 

, ---- mandate working under supervision 
---- mandate partial suspension of practice 
-----mandate full suspension of practice == suspend license 

revoke license 
make treatment referrals 
mandate treatment 

---- notify psychologist's supervisor/employer 
---- assistance in reentering practice == other (please specify ) ______________ _ 

How do you view the primary role of your actions for this group: 
supportive disciplinary 

-- both == other (please specify) ___________ _ 



B. DISTRESSED PSYCHOLOGISTS IN VIOLATION 
___ education; reeducation 

reprimand ::== make rp.commendations to psychologist 
___ notify state psychological association 
___ turn case over to state psychological association 

notify American Psychological Association 
===== mandate working under supervision 

mandate partial suspension of practice 
--- mandate full suspension of practice 
--- suspend license 
--- revoke license 

make treatment referrals 
mandate treatment 
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====== notify psychologist's supervisor/employer 
assistance in reentering practice 

====== other (please specify) _____________________ ~----------

How do you view the primary role of your actions for this ~oup: 
supportive disciplinary 

-- both == other (please specify) ____ -,. _________ _ 

C. NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 
education; reeducation 

---- reprimand 
----make recommendations to psychologist 
---- notify state psychological association 
--- turn case over to state association 
--- notify American Psychological Association 
--- mandate working under supervision 
--- mandate partial suspension of practice 
--- mandate full suspension of practice 
--- suspend license 
--- revoke license 
----- notify psychologist's supervisor/employer 
----- assistance in reentering practice === other (please specify ), ________________ -,. ______ _ 

How do you view the primary role of your actions for this ~oup: 
supportive disciplinary 

-- both === other (please specify ) ____ .---------
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VII. Actual interventions - For each year, indicate the number of psychologists in each 
group for whom the following interventions were made either by the board 
or by the psychologists themselves. 

A. DISTRESSED PSYCHOLOGISTS/No VIOLATIONS 
19Bo 19B1 19B2 

education 
mandated 
voluntary 

-- reprimand 
---made recommendations to psychologist 

state association took over case 
worked under supervision 

mandated 
voluntary 

-- practice partially suspended 
--- mandated 

voluntary 
--practice fully suspended 

--- mandated 
voluntary 

-- license suspended 
--- license revoked 

entered treatment 
mandatory 
voluntary 

-- psychologist attempted to work out problems on own 
--- don't know intervention 
--- other (please specify) 
--- combination of above (::s~p~e~c'i~fY~)----------
--- canbination of above (specify ) ____________ _ 

B. DISTRESSED PSYCHOLOGISTS IN VIOLATION 
19Bo 19B1 19B2 

education 
mandated 
voluntary 

-- reprimand 
---made recommendations to psychologist 

state association took over case 
worked under supervision 

mnndated 
voluntary 

-- practice partially suspended 
--- mandated 

voluntary 
-- practice fully suspended 

--- man dat,ed 
voluntary 

-- license suspended 
--- license revoked 

entered treatment 
mandated 
voluntary 

---- psychologist attempted to work out problems on own 
--- don't know intervention 
--- other (please specify) 
--- canbination of above (-s-p-e-c~i~f-y\)-------~---
--- combination of above (specify) ------------------



C. NONDISTRESSED PSYCHOLOGISTS m VIOLATION 

1980 1981 1982 
education 

mandated 
voluntary 

___ reprimand 
_____ made recommendations to psychologists 

state association took over case 
worked under supervision 

--- mandated 
voluntary 

-- practice partially suspended 
..... ---- mandated 

voluntary 
---practice fully suspended 

----- mandated 
voluntary 

-- license suspended 
----- license revoked 
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don't know intervention 
--- other (please specify) 
------ combination of above (:-s-p-e-C~i~f-y~)---------------------
----- combination of above (specify) '---------------------
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VIII. Outcome - For each year, indicate the number of psychologists in each group 
who fall into the following outcome categories: 

A. DISTRESSED PSYCHOLOGISTS /No VIOLATIONS 

1980. 1981 1982 
No longer distressed 

------ in full practice 
in partial practice 
in supervised practice 
not in practice 

-- In the recovery process 
------ in full practice 

in partial practice 
in supervised practice 
not in practice 

-- Still significantly distressed 
------ in full practice 

in partial practice 
in supervised practice 
not in pra(':tice 

____ No outcome information 

B. DISTRESSED PSYCHOLOGISTS IN VIOLATION 

1980 1981 1982 
No loneer distressed 

----- in full practice 
in partial practice 
in supervised practice 
not in practice 

____ In the recovery process 
in full practice 
in partial practice 
in supervised practice 
not in practice 

--- Still significantly distressed 
----- in full practice 

in partial practice 
in supervised practice 
not in practice 

No outcome information 

C. NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 

1980 1981 1982 
____ In full practice 

In partial practice 
------ In supervised practice 
------ Not in practice 

No outcome information 
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IX. Treatment resources 

A. Are ther~ formal treatment programs in your state for assisting DISTRESSED 
PSYCHOLOGISTS/NO VIOLATIONS and DISTRESSED PSYCHOLOGISTS IN VIOLATION? 

Yes No Don't know 

If YES, briefly describe and proviae name, address, and phone number of 
contact person(s): 

B. Do you have a listing of psychologists who treat colleagues in distress? 

Yes No If YES, could you provide that listing? 

X. Comments: 
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Instructions: 

This survey requests two types of information. Sections I, II, 
III, IV, VII, and VIII request data on distressed psychologists 
with whom your association had contact. Sections V, VI, and IX 
request data on the procedures which your association uses in 
handling distressed psychologists and resources for these psycho
logists in your state. If no data is available on distressed 
.psychologists, please respond only to sections V, VI, and IX. 

For the purposes of this survey, the following definitions apply: 

1. DISTRESSED PSYCHOLOGIST/NO VIOLATIONS - a licensed/certified 
psychologist who is suffering from psychological difficulty of 
sufficient duration and intensity to fall within some DSM III 
diagnostic category, but who has committed no ethical or legal 
violation during the period of distress --

2. DISTRESSED PSYCHOLOGIST IN VIOLATION - a licensed/certified 
psychologist who is suffering from psychological difficulty 
of sufficient duration and intensity to fall within some DSM 
III diagnostic category, and who has committed-an ethical and/ 
or legal violation during the perlod of distress 

3. NONDISTRESSED PSYCHOLOGIST IN VIOLATION - a licensed/certified 
psychologist who has committed an ethical and/or legal viola
tion and whose violation did not occur during a period of psy
chological difficulty of suffICIent duration and intensity to 
fall within some DSM III diagnostic category 

Place an "X" next to any category with which your association 
has absolutely no contact and ignore all survey questions per
taining to that-group: 

__ DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 

____ DISTRESSED PSYCHOLOGISTS IN VIOLATION 

NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 

This survey requests data for a three year period (1980, 1981, 1982). 
If your association had contact with a psychologist for a period 
of more than one of these years, include him/her in the data for 
each year of which you had contact. Place a psychologist under 
the year(s) in which he/she was distressed or in violation through
out all questions. 

A stamped, self-addressed envelope is enclosed for return of the 
questionnaire. Please return by 
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Name of state psychological associi.ation, _________________ _ 

1. Incidence - For each year, inCiJi.cate Ithe number of psychologists in each group 
who were handled ~r youx association: 

A. DISTRESSED PSYCHOLOGISTS /No VIOL~~TIONS 
Male /Female 1980 
Male /Female 1981 
Male /Fema1e 1982 

B. DISTRESSED PSYCHOLOGISTS IN VIO~TION 

Male /Female 1980 
Male /Female 1981 
Male /Female 1982 

C. NONDISTRESSED PSYCHOLOGISTS IN VlOLATION 

Male /Female 1980 
Male /Female 1,981 
Male /Female 1,982 

II. Violations - For each year, i~dicat~ the number of psychologists in .each group 
who were handled by yo~ ass9ciation for committing the following: 

A. Ethical violations 

1. DISTRESSED PSYCHOLOGISTE/ IN V[OLATION (violation must have occurred 
during period of distre~s) 
1980 1981 1982 

______ Incompetent treatment of clients 
_____ '_ Incompetent supervision of trainees 
_____ '_ Improper maintenance of records 
___ ~ Lack of recognition of limits of competence/expertise 

, Sexual contact with clients 
---,- Confidentiality not properly observed 
-----,- Maintenance of dual relationships 
----,- Improper testing or use of testing 
-----,- Other (please specify) 
'-----r Other (please specify)---------------------
---, Don't kn01ol', no means of tracking ----,-

2. NONDISTRESSED PSYCH0LOG+STS I:N VIOLATION 
1980 1981 1982 

_____ Incompetent treatment of clients 
____ '_ Incclmpetent supervision of trainees 

, Improper maintenance of records 
---,- Lacll: of recognition of limits of competence/expertise 
---,- SeJC1;lB.l contact with clients 
---,- Con1:identiali ty not properly observed 
----,- Maintenance of dual relationships 
---,- Improper testing or use of testing 
----,- OthE~r (please specify) 
-- OthE~r (please specHy)----------------
-- Don"t kn01ol', no means of tracking ----,-



B. Legal violations 

1. DISTRESSED PSYCHOLOGISTS IN VIOLATION (violation must have occurred 
during period of distress) 
1980 1981 1982 

___ DriVing while intoxicated 
___ Child abuse 
____ Drug-related offense 
___ Theft/burglary 

Assault /battery 
---- Child molestation 
____ Sexual assault 
____ Indecent exposure 
___ Shoplifting 
___ Fraud 
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_____ Other (please specify) 
_____ Other ,please specify)--------------------
_____ Don't know, no means of tracking 

For each year, how many of the above were committed against clients? 
___ 1980 ___ 1981 __ 1982 ____ Don't know 

2. NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 

NOTE: The commission of a legal offense may relate to a psychological 
disturbance. This section is provided for any psychologists who 
committed some legal violation and are not considered to fit into 
the DISTRESSED PSYCHOLOGISTS IN VIOLATI~category. 

1980 1981 1982 
____ Driving while intoxicated 
____ Drug-related offense 
___ Shoplifting 

Fraud 
------ Other (please specifY) _______________ __ 

____ other (please specifY )-=-.,.---:~--------
_____ Don't know, no means of tracking 

For each year. how many of the above were committed against clients? 
____ J.980 1981 ___ 1982 ____ Don't know 



III. Diagnostic information - For each year, indicate the number of psychologists 
in e~h group who fell into the following diagnostic categories. 

*NOTE: If your figures do not differentiate between DISTRESSED PSYCHOLOGISTS/ 
NO VIOLATIONS and DISTRESSED PSYCHOLOGISTS IN VIOLATION, provide 
diagnostic information under C below. 

A. DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 
1980 1981 1982 

Alcohol abuse/dependence 
--- Drug abuse/dependence 
--- Thought disorder (ex. schizophrenia) 
--- Depression 
--- Bipolar disorder (manic-depression) 
--- Anxiety di sorder 
--- Adjustment disorder 
--- Personality disorder 
--- Psychosexual disorder 
--- Other (please specify) 
--- Other (please specify)------------
--- Combination of above (specify) 
--- Combination of above (specify )------------=== Cannot categorize 

B. DISTRESSED PSYCHOLOGISTS IN VIOLATION 
1980 1981 1982 

Alcohol abuse/dependence 
--- Drug abuse/dependence 
--- Thought disorder (ex. schizophrenia) 
--- Depression 
--- Bipolar disorder (manic-depression) 
--- Anxiety disorder 
--- Adjustment disorder 

___ --- Personality disorder 
--- Psychosexual disorder 
--- Other (please specify) 
--- Other (please specify )-------------
--- Combination of above (specify) ___________ _ 
--- Combination of above (specify) === Cannot categorize ------------

C. DISTRESSED PSYCHOLOGISTS/No VIOLATIONS and DISTRESSED PSYCHOLOGISTS IN VIOLATION 
1980 1981 1982 -

Alcohol abuse/dependence 
--- Drug abuse/dependence 
--- Thought disorder (ex. schizophrenia) 
--- Depression 
--- Bipolar disorder (bipolar disorder) 
--- Anxiety disorder 
--- Adjustment disorder 
--- Personality disorder 
--- Psychosexual disorder 
--- Other (please specify) ______________ _ 
--- Other (please specify) 
--- Combination of above (-s-p-ec-i-:-fy':"'""')r---------

Combination of above (specify ), ___________ _ 
Cannot categorize 
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IV. Referral sources - For each year, indicate the number of psychologists in each 
group who came to the attention of your association via the 
following referral sources: 

A. DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 

1980 1981 1982 
_____ Licensed/certified psychologist 
_____ Other health/mental health professional 
___ Client complaint 
_____ Self-report of distress by psychologist 
____ State J.icensing/certification board 
____ other professional organization 

Court 
--- other (please specify)~:-----:--:--______ _ 
____ Don't know, no means of tracking 

B. DISTRESSED PSYCHOLOGISTS IN VIOLATION 

1980 1981 1982 
____ Licensed/certified psychologist 
___ ~ other health/mental health professional 
____ Client complaint 
___ Self-report of distress/vio~ation ryy psychologist 
____ State licensing/certification board 
____ other professional organization 

Court 
--- Other (please specify) 
____ Don't know, no means o"::f~t-r-a-c:-ki':"' n-g---------

C. NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 

1980 1981 1982 
Licensed/certified psychologist 

--- Other health/mental health professional 
____ Client complaint 
____ Self-report of violation by psychologist 
____ State licensing/certification board 
____ other professional organization 
____ Court 
___ other (please specify) _____________ _ 
____ Don't know, no means of tracking 

D. Are there eny formal mechanisms by wr~ch the association is notified of 
the arrest <.'! psychologists for criminal offenses other than minor 
traffic viol~tions? 

Yes No 

E. Does your state law mandate that psychologists report colleagues who 
commit an ethical or legal violation? 
___ Yes ___ No If YES, give a citation to the source: 



V •. Procedures 

A. Does your association have procedures for handling DISTRESSED PSYCHOLOGISTS/ 
NO VIOLATIONS? 

Yes No If YES, please answer questions 1 and 2 belOW'. 

If NO, does your board have any plans for instituting procedures? 
Yes No If NO, go to B. If YES, describe belOW', then go to B. 

1. Indicate vhich of the following components comprise your procedures ( 
_____ active outreach to identify these psychologists 

investigation of circumstances surrounding distress 
-- formal informal 

psychological eValuation of psychologist 
----- mandatory voluntary 
_____ evidentiary hearing 

formal informal 
opportunity for psychologist to defend self to association 

----- fol10W'-up after dispensation 
----- formal informal 
__ other (please specify) ______________________________ _ 

2. Describe your financial resources for administering these procedures: 
adequate marginally adequate == inadequate == nonexistent, procedures in name only 

B. Does your association have procedures for handling DISTRESSED PSYCHOLOGISTS 
IN VIOLATION? 

Yes No 

If YES, are these procedures the same as for DISTRESSED PSYCHOLOGISTS/ 
NO VIOLATIONS above? 

Yes No If YES, go to C. If NO, ansver 1 and 2 belOW'. 

If NO, does your association have any plans for instituting procedures? 
Yes No If NO, go to C. If YES, describe belOW', then go to C. 

1. Indicate vhich of the following components comprise your procedures: 
active outreach to identify these psychologists 

---- investigation of circumstances surrounding distress/violation 
-- formal informal 

psychological evalUation of psychologist 
---- mandatory voluntary 

evidentiary hearing-
----- formal informal 

opportunity for psychologist to defend self to association 
--- follOW'-up after dispensation 
-- formal informal 
__ other (please specify) ______________________ _ 

2. Describe your financial resources for administering these procedures: 
adequate marginally adequate 

===== inadequate ===== nonexistent, procedures in name only 



C. Does your association have procedures for ha;ndling NONDISTRESSED 
PSYCHOLOGISTS IN VIOLA~ION? 
___ Yes ___ No 

If YES, are these procedures the same as procedures for: 
___ DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS I 

___ DISTRESSED PSYCHOLOGISTS IN VIOLATION I 

If YES, go to VI. If NO, please answ'er 1 land 2 below. 
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1. Indicate which of the following components co~rise your procedures: 
__ active outreach to identify these psychologists 
___ investigation of circumstances of vriolation 

formal informal 
evidentiary hearing 

--- formel informal 
___ opportunity for psychologist to def/end sielf to association 

follow-up after dispensation 
--- formal informal 
___ . other (please specify) _________ .~-~----------

2. Describe your financial resources for adn)inistering these procedures: 
adequate ___ marginally adeq~te == inadequate ___ nonexistent, prqcedures in name only 

VI. Possible interventions - For each group, which of tl,le following actions are 
available to your assq)ciation: 

A. DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 

education; reeducation 
--- reprimand 
---- make recommendations to psychologist I 

--- notify state licensing/certification 1)oardl 
--- turn case over to state licensing/cer~ific~tion board 
--- notify American Psychological Association I 

--- mandate worldng under supervision I 

====== mandate partial suspension of practic~ I 

mandate full suspension of practice 
--- suspend membership 
--- revoke membership 
----- make treatment referrals 

mandate treatment 
====== notify psychologist's supervisor/emplpyer 

assistance in reentering practice ====== other (please specify) ________ ,. __ .,...... ______ _ 

How do you view the primary role of your actionsl for this group: 

supportive disciplinary I 

-- both ====== other (please specify)!, __________ _ 



B. DISTRESSED PSYCHOLOGISTS IN VIOLATION 

education; reeducation == reprimand 
____ make recommendations to psychologist 

notify state licensing/certification board 
===== turn case over to state licensing/certification board 
___ notifY Americal Psychological Association 

mandate working under supervision 
--- mandate partial suspension of practice 
____ mandate full suspension of practice 
___ suspend membership 
____ revoke membership 

make treatment referrals 
mandate treatment 

---- notifY psychologist's supervisor/employer 
---- assistance in reentering practice ===== other (please specify) __________________________________ _ 

How do view the primary role of your actions for this group: 

_____ supportive disciplinary 
both ===== other (please specify) __________________ ___ 

C. NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 

education; reeducation 
--- reprimand 
----- make recommendations to psychologist 
----- notify state licensing/certification board == turn case over to state licensing/certification board 

notifY American Psychological Association 
----- mandate working under supervision 
---- mandate partial suspension of practice 
-----mandate full suspension of practice 
----- suspend membership 
---- revoke membership 
----- notify psyr.hologist's supervisor/empl~yer 
---- assistance in reentering practice -== other (please specify), ______________________________ _ 

How do you view the 

____ supportive 
both 

primary role of your actions for this group: 

disciplinary ===== other (please specify) ___________________ __ 
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VII. Actual interventions - For each year, indicate the number of psychologists in each 
group for whom the following interventions were made either by the 
association or by the psychologists themselves 

A. DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 
1980 1981 1982 

education 
mandated 
voluntary 

-- reprimand 
======= made recommendations to psychologist 

state licensing/certification board took over case 
---- worked under supervision 

mandated 
voluntary 

--==== practice partially suspended 
mandated 
voluntary 

--- nractice fully suspended 
---- - mandated 

voluntary 
--- membership suspended 

======= membership revoked 
entered treatment 

mandated 
voluntary 

--- psychologist attempted to work out problems on own 
---- don't know intervention 
--- other (please specify) 
---- combination of above'(-s-p~e-c~i~fy~)---~--------

combination of above (specify) ____________________ __ 

B. DISTRESSED PSYCHOLOGISTS IN VIOLATION 
1980 1981 1982 

education 
mandated 
voluntary 

--- reprimand 
-----made recommendations to psychologist 
---- state licensing/certification board took over case 
-----worked under supervision 

mandated 
voluntary 

---- practice partially suspended 
------ mandated 

voluntary --= practice fully suspended 
mandated 
voluntary 

----membership suspended 
------membership revoked 
------ entered treatment 

mandated 
voluntary 

----psychologist attempted to work out problems on own 
------ don't know intervention 
----- other (please specify) 
----- combination of above (":s:::::p""e""c":;i""'fy::':"T)---------------
------ combination of above (specify) --------------



C. NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 

1980 1981 1982 
___ education 

mandated 
voluntary 

___ reprimand 
____ made recommendations to psychologi&t 
___ state licensing/certification board took over case 
___ worked under supervision 

mandated 
voluntary 

____ practice partially suspended 
mandated 
voluntary 

___ practice fully suspended 
mandated 
voluntary 

____ membership suspended 
____ membership revoked 

--__ ~~~~; (;~a!:t:~~~;~)n 
____ combination of above (-s-p-e-c-:-i-:::fy""\)~--------.-~_ ....... _ .. _ .. 
_____ combination of above (specify ), ____________ _ 
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VIII. Outcome - For each year, indicate the number of psychologists in each 
group vho fall into the following outcome categories: 

A. DISTRESSED PSYCHOLOGISTS/NO VIOLATIONS 

1980 1981 1982 
_____ No longer distressed 

in full practice 
in partial practice 
in supervised practice 
not in practice 

____ In the recovery process 
in full practice 
in partial practice 
in supervised practice 
not in practice 

____ Still significantly distressed 
in full practice 
in partial practice 
in supervised practice 
not in practice 

_____ No outcome information 

B. DISTRESSED PSYCHOLOGISTS IN VIOLATION 

1980 1981 1982 
____ No longer distressed 

in full practice 
in partial practice 
in supervised practice 
not in practice 

_____ In the recovery process 
in full practice 
in partial practice 
in supervised practice 
not in practice 

______ Still Significantly distressed 
in full practice 
in partial practice 
in supervised practice 
not in practice 

_____ No outcome information 

C. NONDISTRESSED PSYCHOLOGISTS IN VIOLATION 

1980 1981 1982 
___ In full practice 
_____ In partial practice 
____ In supervised practice 
_____ Not in practice 
____ No outcome information 



171 

IX. Treatment resources 

A. Are there ~ormal treatment programs in your state ~or assisting 
DISTRESSED PSYCHOLOGISTS/No VIOLATIONS and DISTRESSED PSYCHOLOGISTS 
IN VIOLATION? 
___ Yes ___ No ___ Don't know 

I~ YES, brie~ly describe and provide name, address, ani prone number 
. o~ contact person (s ) : 

B. Do you have a listing o~ psychologists who treat colleagues in distress? 

. _____ Yes No I~ YES, could you provice that listing? 

X. Comments: 



APPENDIX B 

Cover letters for questionnaires 

1. Initial cover letter sent with first questionn~ire' 

mailing 

2. Reminder letter 

J. Cover letter accompanying second mailing of qUl?stilOn

naire 
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THE UNIVERSITY OF ARIZONA 
T U C SON. A R I Z 0 N A 85721 

COLLEGE OF LIBERAL ARTS 

DEPAIlTMfNT OF PSVCHOLOGY 

The American Psychological Association's Board of Professional 
Affairs is investigating whether APA should sponsor some type of 
program to assist distressed psychologists. H<::7Never, due to the 
lack of data in this area, it is unclear whether a sufficient pro
blem exists to warrant expendi ture of APA nonies and other resources. 
The enclosed survey is designed to collect information on the 
dimensions of the distressed psychologist problem. Please note that 
this instrument is the second in a two part survey. Whether or not 
you participated in the first survey, we ask for ~~r participation 
in this phase. We realize that your time and resources are already 
considerably overcommitted, but we hope you will complete this 
survey since it is critically important to professional psychology 
and the consumers of our services. 

Sincerely, 

;tc k-"/ 1t:J:~:: 
Richard Kilburg, Ph~ 
Administrative Officer for Professional Affairs 
American Psychological Association 

ALL MATERIALS SHOOLD BE Rf.YlURNED ro MY RESEARCH ASSISTANI': 

Catherine L. Boyer 
Ph.D. Candidate 
University of Arizona 
P.o. Box 538 
Patton, CA 92369-0538 
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THE UNIVERSITY OF ARIZONA 
T U C SON, A R I Z 0 N A 85721 

COLLEGE OF LIBERAL ARTS 

DEPARTMENT OF PSYCHOLOGY 

We recently sent you a survey on distressed psychologists, an area 
which APA's Board of Professional Affairs is currently investigating 
in order to assess needs and current resources. I would like to 
urge you 'to corrplete the survey and return it to us as soon as 
possible. We realize that the survey will take sore of your tire, 
which is probably already overc:cmni tted, but your participation is 
critically important to both our profession and the consumers of 
our services. If by some chance you did not receive the survey 
materials, please let tots. Boyer know and we will gladly send another 
packet (see bottom of this l~tter). 

Sincerely, 

tc1..-.L~ 
Richard Kilburg, Ph.D. 
Administrative Officer for Professional Affairs 
Arrerican Psychological Association 

ALL MATERIALS SHOOLD BE RmURNED 'IO MY RESE'.ARCH ASSISTANT: 

catherine L. Boyer 
Ph.D. Candidate 
University of Arizona 
P.O. Box 538 
Patton, CA 92369 

Dear Ms. Boyer: 

I need another packet. Thank-you. 

your name 
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THE UNIVERSITY OF ARIZONA 
T U C SON, A R I Z 0 N A 85721 

COLLEGE OF LIBERAL ARTS 

DEPAIITMENT OF PSYOIOLOOY 

We recently sent you a survey on distressed psychologists, an area 
which APA' s Board of Professional Affairs is currently investigating. 
We are enclosing another copy of the survey in the hope that you 
would be willing to fill it out and return it to us. We realize 
that your time and resources are probably overconmitted, but your 
participation is critically iITpJrtant to both our profession and 
the consumers of our services. 

Sincerely, 

!~ J,'JNA k1bl' 
Richard Kilburg, Ph.D. 
Administrative Officer for Professional Affairs 
American Psychological Association 

ALL MATERIALS SHaJID BE RmURNED 'ro MY RESFAIOi ASSISTANT: 

catherine L. Boyer 
Ph.D. Candidate 
University of Arizona 
P.O. Box 538 
Patton, CA 92369 
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