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CODING AND BILLING

Crosswalk of ICD-9-CM to ICD-10-CM Codes
Use this reference list to help you with diagnostic coding for services delivered
on or after October 1, 2015, when ICD-10-CM codes went into effect.

T

his crosswalk was developed to help members of
the APA Practice Organization make the transition
to using ICD-10-CM diagnostic codes for services
provided on and after October 1, 2015. The list contains
many of the frequently used codes in the Mental, Behavioral
and Neurodevelopmental Disorders section (Chapter 5) of the
ICD-10-CM classification system. This list is also available
to APA Practice Organization members for download on
the Practice Central website at apapracticecentral.org/
reimbursement/secure/crosswalk-codes.aspx.
The diagnoses listed in the chart on the following pages
coincide with the wording in ICD-10-CM. These diagnostic
names may differ from those in the DSM-5, although the
authors of the DSM-5 do crosswalk the diagnoses to

ICD-9-CM and ICD-10-CM codes.
To download the ICD-10-CM, visit the Centers for Disease
Control and Prevention website at cdc.gov/nchs/icd/
icd10cm.htm and go to the “FY 2016 release of ICD-10-CM”
section. Select ICD-10-CM PDF format to access a PDF
version of the document. It directs you to an index of
compressed zip files. Within that index, select ICD10CM_
FY2016_Full_PDF.ZIP. This zip folder contains five files.
Open the final file labeled “Tabular.”
Note: The change to ICD-10-CM does not affect procedure
coding (Current Procedural Terminology, or CPT®) for
outpatient services.

Current Procedural Terminology (CPT®) copyright 2015 American Medical Association. All rights reserved.
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Crosswalk of ICD-9-CM to ICD-10-CM Codes
Attention-Deficit Hyperactivity Disorder
ICD-9-CM
Code

ICD-10-CM
Code

Diagnosis
Attention-Deficit Hyperactivity Disorder

314.00

F90.0

Predominantly inattentive type

314.01

F90.1

Predominantly hyperactive type

"

F90.2

Combined type

"

F90.8

Other type

"

F90.9

Unspecified type

Depressive Disorders
ICD-9-CM
Code

ICD-10-CM
Code

Diagnosis
Single Episode

296.21

F32.0

Mild

296.22

F32.1

Moderate

296.23

F32.2

Severe without psychotic features

296.24

F32.3

Severe with psychotic features

296.25

F32.4

In partial remission

296.26

F32.5

In full remission

296.20

F32.9

Unspecified
Recurrent Episode

296.31

F33.0

Mild

296.32

F33.1

Moderate

296.33

F33.2

Severe without psychotic features

296.34

F33.3

Severe with psychotic features

296.35

F33.41

In partial remission

296.36

F33.42

In full remission

296.30

F33.9

Unspecified

300.4

F34.1

Dysthymic disorder
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Crosswalk of ICD-9-CM to ICD-10-CM Codes
Common Anxiety Disorders
ICD-9-CM
Code

ICD-10-CM
Code

Diagnosis

293.84
300.21
300.22
300.23
300.01
300.02
300.3
309.21

F06.4
F40.01
F40.02
F40.11
F41.0
F41.1
F42
F93.0

Anxiety disorder due to known physiological condition
Agoraphobia with panic disorder
Agoraphobia without panic
Social phobia, generalized
Panic disorder
Generalized anxiety disorder
Obsessive-compulsive disorder
Separation anxiety disorder of childhood

Bipolar Disorder
ICD-9-CM
Code

ICD-10-CM
Code

Diagnosis

296.40

F31.0

Current episode hypomanic

Current episode manic without psychotic features
296.41

F31.11

Mild

296.42

F31.12

Moderate

296.43

F31.13

Severe

296.44
296.45
296.46

F31.2
F31.73
F31.74

Severe with psychotic features
In partial remission
In full remission
Current episode depressed

296.51
296.52
296.53
296.54
296.55
296.56

F31.31
F31.32
F31.4
F31.5
F31.75
F31.76

Mild
Moderate
Severe without psychotic features
Severe with psychotic features
In partial remission
In full remission

Autism Spectrum Disorder
ICD-9-CM
Code

ICD-10-CM
Code

Diagnosis

299.00

F84.0

Autistic disorder
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Crosswalk of ICD-9-CM to ICD-10-CM Codes
Common Eating Disorders
ICD-9-CM
Code

ICD-10-CM
Code

Diagnosis
Anorexia nervosa

307.1

F50.01

Restricting type

"
307.51
"

F50.02
F50.2
F50.8

Binge-eating / purging type
Bulimia nervosa
Other eating disorders (e.g., Binge-eating disorder)

307.50

F50.9

Unspecified feeding or eating disorder

Trauma- and Stressor-Related Disorders
ICD-9-CM
Code

ICD-10-CM
Code

Diagnosis

313.89
308.3
309.81

F94.1
F43.0
F43.10

Reactive attachment disorder of childhood
Acute stress disorder
Posttraumatic stress disorder, unspecified
Adjustment disorders

309.0
309.24
309.28
309.3
309.4
309.9

F43.21
F43.22
F43.23
F43.24
F43.25
F43.20

309.89

F43.8

With depressed mood
With anxiety
With mixed anxiety and depressed mood
With disturbance of conduct
With mixed disturbance of emotions and conduct
Unspecified
Other reactions to severe stress

Psychotic Disorders
ICD-9-CM
Code

ICD-10-CM
Code

Diagnosis

295.30
295.90
295.70
295.70
298.9

F20.0
F20.3
F25.0
F25.1
F29

Paranoid schizophrenia
Undifferentiated schizophrenia
Schizoaffective disorder, bipolar type
Schizoaffective disorder, depressive type
Unspecified psychosis not due to a substance or known
physiological condition
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LEGAL AND REGULATORY ISSUES

Do You Know Your State Breach
Notification Law?
Federal HIPAA requirements related
to breach notification aren’t the only ones
psychologists may need to know.

M

any psychologists are following the health care
world’s general shift to maintaining protected
health information (PHI) in electronic form (ePHI).
The greater portability and accessibility of ePHI, while
advantageous, may increase the risk of unauthorized persons
gaining access to protected health information and violating
the Privacy Rule under the federal Health Insurance
Portability and Accountability Act (HIPAA).
HIPAA calls this unauthorized access a “breach.” The
HIPAA Breach Notification Rule1 requires HIPAA-covered
psychologists to alert patients in the event of a breach of PHI.
Many psychologists are aware of the HIPAA rule. Fewer are
aware that 41 states have their own laws that also apply
to breaches.
This article focuses on those laws and what additional
obligations or penalties (beyond the HIPAA rule) those state
laws pose for psychologists if they have a breach.

The law in your state
As noted in the chart on page 7, psychologists in nine
states are not subject to any state breach notification laws
and therefore need only follow HIPAA requirements. Of
the 41 states with breach notification laws, only 16 impose
additional breach notice requirements or penalties on
psychologists beyond the requirements of HIPAA. In many
of those 16 states, psychologists can avoid the additional
state requirements or penalties by removing from their
patient records “identity theft” information like social
security numbers (SSN). Only seven states specifically
protect “medical” information through their breach
notification laws, while all states protect government
identification and financial information. The reason is
that state laws are primarily aimed at data breaches that
1 HIPAA Breach Notification Rule, 45 C.F.R. §§ 164.400-414 (2015).

can give rise to identity theft and other financial harm –
as opposed to HIPAA’s focus on protecting the privacy
of health information.
The 16 states, plus D.C., identified in the chart that impose
additional requirements most often require additional
notifications to the state attorney general and consumer
credit reporting agencies. Florida, New Jersey and Vermont
provide examples of the different types of breach laws seen
in these states.
A psychologist who complies with HIPAA requirements will
be in compliance with Florida’s breach notification law with
two potential exceptions.2 First, if more than 500 patients
are affected by a given breach, the psychologist must notify
the Florida Department of Legal Affairs within 30 days of
discovering the breach. Second, if more than 1,000 patients
are affected, the psychologist must also notify the national
consumer credit reporting agencies.
Like Florida, New Jersey requires notification to consumer
reporting agencies in the case of a breach affecting more than
1,000 people. However, New Jersey requires psychologists to
report any breach, without regard to the number of patients
affected, together with “any information pertaining to the
breach,”3 to New Jersey’s Division of State Police in the
Department of Law Enforcement and Public Safety. This must
be done before any notification is made to the public.
Vermont has one of the most detailed and demanding
state breach notification laws. Fortunately, it only requires
three significant additions to HIPAA.4 First, psychologists
must notify affected patients of a breach within 45 days of
discovery, instead of HIPAA’s 60-day requirement. Second,
the state attorney general must be notified within 14 days of
discovery of the breach or when affected patients are notified,
2	Fla. Stat. § 501.171 (2015).
3 N.J. Stat. Ann. § 56:8-163(c)(1) (West 2015).
4 Vt. Stat. Ann. tit. 9, § 2435 (2015).
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No State Breach Notification Law Applies to Psychologists
Alabama

Kentucky

New Mexico

Ohio

Arizona

Maryland

North Dakota

Rhode Island

South Dakota

State Breach Notification Law is Generally Satisfied by HIPAA Compliance
Arkansas

Illinois

Mississippi

Oregon

Utah

Colorado

Indiana

Missouri

Pennsylvania

Virginia

Delaware

Kansas

Nebraska

South Carolina

West Virginia

Hawaii

Louisiana

New Hampshire

Tennessee

Wisconsin

Idaho

Michigan

Oklahoma

Texas

Wyoming

State Breach Notification Law Imposes Requirements Beyond HIPAA
Alaska

Florida

Massachusetts

New Jersey

California

Georgia

Minnesota

New York

Connecticut

Iowa

Montana

North Carolina

D.C.

Maine

Nevada

Vermont

Understanding what information is protected
under state law is necessary to ensure you are
maintaining patient information correctly.
whichever is sooner. Finally, if more than 1,000 patients are
affected, the psychologist must notify the national consumer
credit reporting agencies.

Protected information
Understanding what information is protected under state
law (in addition to HIPAA) is important. HIPAA and state
laws generally define a breach as unauthorized access to
legally protected information. State breach laws use the
term “personal information,” while HIPAA uses the term
“protected health information” (PHI). The definition of
protected information is split into two components, format
and content. Format refers to the way the information is
stored (such as encrypted and de-identified), while content
refers to the type of information (such as name and SSN).
The format component is consistent across federal and state
laws. HIPAA and all state breach notification laws apply only
to “unprotected” information – patient information that is not
maintained or transmitted in an encrypted or de-identified
format. Therefore a breach of encrypted data need not be
reported unless the encryption key (most often a password)
is part of the lost data. Many states also specifically

Washington

exclude sufficiently redacted data from breach notification
requirements – for example, in Virginia, a SSN showing five
or fewer digits5. Redacting data involves removing or deleting
sensitive information from a document prior to releasing
it. The details of such requirements vary by state, so it is
important that psychologists check their state laws.
HIPAA defines PHI as individually identifiable health
information that (1) relates to the past, present or future
physical or mental health condition of a patient; providing
health care to a patient, or the past, present or future payment
for the patient’s health care; (2) identifies the patient or could
reasonably identify the patient; and (3) is transmitted or
maintained in any form or medium.6 This definition of the
content of PHI is expansive under HIPAA.
By contrast, the content component of protected health
information varies across states. Many states’ definitions
of protected information require there to be a first name or
first initial, last name and one or more additional elements
such as government ID number or financial information.
Government ID numbers always include a patient’s SSN and
state driver’s license number, with some states including
passport numbers or other additional information. Financial
information is generally defined as some combination
of financial account numbers and password information
sufficient for unauthorized use or access.
5
6

Va. Code Ann. § 18.2-186.6(A) (2014).
45 C.F.R. § 160.103 (2015).
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FOCUS ON HIPAA BREACHES

How HIPAA Breaches Occur

HIPAA-covered entities of all sizes are vulnerable to
breaches of patient health data. The Department of
Health and Human Services (HHS) indicates that the
majority of HIPAA breaches are the result of ordinary
theft and loss of laptops, cellphones and other portable
devices.1

14%
19%
12%

For example, a health plan in Arkansas experienced just
such a breach, reporting to HHS after an unencrypted
laptop containing the unsecured ePHI of 148 patients
had been stolen from an employee’s car.2 This
precipitated an HHS audit, which led to the discovery
of additional HIPAA violations, for which the plan
eventually agreed to a $250,000 monetary settlement.
No matter the size or nature of one’s practice, potential
patient data breaches are events that psychologists
must be aware of and have a plan for correcting if
they happen. It is good to be cautious and prepared. A
breach could lead to a HIPAA compliance audit, which
might turn up additional HIPAA violations beyond
those tied to breach notification.

HIPAA breach notification requirements
The HIPAA Breach Notification Rule sets forth
standards and requirements that providers must follow
in the event a breach of patient data is suspected.3
These requirements are covered in detail in The HIPAA
Final Rule: What You Need To Do Now resource
available to members of the APA Practice Organization
at apapracticecentral.org/update/2013/07-25/secure/
hipaa-final-rule.pdf. In brief, however, HIPAA requires
psychologists to notify affected patients of a breach of
PHI “without unreasonable delay” and in no case later
than 60 days after discovery, setting out detailed rules
for what the notification must contain and how it must
be made. HIPAA also includes detailed requirements for
notifying the Secretary of HHS.

1 	HIPAA Data Breaches on the Rise (April 14, 2015),
Medpage today http://www.medpagetoday.com/
MeetingCoverage/HIMSS/50983
2	Stolen laptops lead to important HIPAA settlements (April
22, 2014), U.S. Dept. of Health & Human Services http://
www.hhs.gov/news/press/2014pres/04/20140422b.html.
3	45 U.S.C. § 164.400-414 (2015).

55%

Theft
Loss
Unauthorized access
Other

HIPAA Data Breaches on the Rise (April 14, 2015),
MEDPAGE TODAY http://www.medpagetoday.com/
MeetingCoverage/HIMSS/50983

State breach notification laws were originally motivated
by concerns of identity theft and financial fraud. As noted
previously, all state breach laws protect government ID and
financial information, while only seven states specifically
protect “medical” information. Those states define medical
information in generally the same manner as HIPAA defines
PHI. Apart from government ID, financial information and
medical information, some states include biometrics, tax
information and even mother’s maiden name. Georgia and
Oregon protect “any combination” of listed information
sufficient to perform or attempt identity theft, without
requiring a patient’s name to be part of the data for it to be
deemed protected information.7
Even in those states that do not include medical information
in the definition of protected information, the state breach
law will apply if your patient record contains both patient
names and a unique government ID number, such as SSN
or state driver’s license number. (See Recommendation 2 on
page 9.)

Notification procedures
Like HIPAA, state breach notification laws prescribe
acceptable methods of notification in case of breach. All
states accept written notification to the affected patient’s
postal address without other requirements. Almost all states
also accept email and telephone notification, but often
impose additional requirements. For example, telephone
notification may have to be directly to the affected patient.
7

Ga. Code Ann. § 10-1-911(6) (2015), Or. S.B. 601 (2015).
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If notifying by email, the psychologist would need to obtain
prior patient consent for email communications as required
by federal or state law.

Penalties
The potential penalties for violation of a breach notification
law vary greatly between the states. Civil penalties are the
most common, followed by liability for actual damages and
court costs, and then criminal liability in a number of states.
Some states impose a combination of all three.
Civil penalty provisions vary by state. For example, Alaska’s
maximum civil fine is $50,000 per breach incident whereas
the maximum in Texas is $300,000. Louisiana imposes no
penalty except to allow patients whose information was
compromised to sue for actual damages resulting from
the breach. Arkansas, by contrast, punishes knowing and
willful violation of its breach notification law as a Class A
misdemeanor, a criminal charge which would likely have to
be reported to the psychology licensing board.

Recommendations
Consider the following recommendations for minimizing the
risks associated with breach notification laws.
1.

Encrypt data stored on mobile devices

Federal and state breach notification laws do not apply to
encrypted data because encryption converts the data into a
“scrambled” format that is difficult for unauthorized users to
decode. While encryption of an entire computer system may
be daunting, it is possible to encrypt a file or folder on your
computer or tablet to protect ePHI in case the device is lost
or stolen. Refer to the article “ABCs and 123s of Encryption”
in the Spring/Summer 2014 issue of the APA Practice
Organization’s Good Practice magazine for more information
about encryption and different types. The National Institute
of Standards and Technology guide on encryption, available
at 1.usa.gov/1FDQPx9, may also be a helpful resource. A
consultation with an IT professional may help you weigh
your options and decide how best to use encryption to
your advantage.

ADDITIONAL RESOURCES
Recommendations of the National Institute of
Standards and Technology of the Department of
Commerce. This publication describes three types of
encryption solutions and makes recommendations for
implementing and using each type.
1.usa.gov/1FDQPx9
HIPAA Privacy Rule Primer
This publication answers basic questions that
psychologists often ask about the Health Insurance
Portability and Accountability Act (HIPAA) Privacy
Rule, as modified by the HIPAA Final Rule that the
U.S. Department of Health and Human Services (HHS)
issued in January 2013.
apapracticecentral.org/business/hipaa/hippa-privacyprimer.pdf
Are you aware of HIPAA breach notification
standards?
This article provides information on the September
2013 breach notification rule and procedures for
practitioners who have questions on what to do if
they experience a breach such as stolen or improperly
accessed protected health information (PHI).
apapracticecentral.org/update/2014/10-23/hipaabreach.aspx
HIPAA Compliance on Practice Central
This section contains information and resources
related to the Final Omnibus Rule (or Final Rule) of
the Health Insurance Portability and Accountability
Act (HIPAA) released in January 2013. These resources
help psychologists know the steps they need to take to
comply with the HIPAA Privacy and Security Rules.
apapracticecentral.org/business/hipaa/index.aspx

3. Make notifying patients easier for yourself
2. Limit the patient information you put in the record
Many states’ breach notification laws protect a narrow
definition of personal information, such that excluding basic
elements like SSN and driver’s license numbers may be
enough to avoid triggering state requirements. Consult with
your attorney or professional liability company on the details
of what information is protected under your state’s law and
adjust your record-keeping accordingly, if possible.

Many states, and HIPAA, allow notification via email but
require prior notice or consent from the patient. Obtain the
necessary consent from new and existing patients now to
reduce potential breach notification costs in the future.
4. Consult with an attorney or professional liability
company to confirm you are in compliance with HIPAA and
state law.
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TELEPSYCHOLOGY

Reviewing Options for Videoconferencing
This article helps practitioners assess alternatives for
videoconferencing related to telehealth service delivery.

I

ncreasing patient demand and the growing availability
of technology have driven a significant upsurge in the
delivery of health care services via telehealth.* For many
licensed psychologists, the use of telehealth may still be a
new and perhaps daunting prospect. While phone therapy
may seem familiar and easy to use, the idea of using other
technology may not.
Psychologists may find themselves contemplating the use
of telehealth in response to patient demand. The typical
scenario is that a patient has asked to conduct some of
his or her regularly scheduled appointments by Skype or
FaceTime because the individual is either home-bound due
to illness or health issues, is traveling for a period of time or
has temporarily relocated. Sometimes the patient may be in
a location where the psychologist is not licensed to practice.
Whether the patient wants to use insurance benefits or pay
out-of-pocket for his or her telehealth therapy sessions varies
from one situation to another. But the common question for
practitioners is: Can I use telehealth to provide therapy or
other services to a patient in another location?
APA has developed guidelines for telepsychological practice
(available at www.apa.org/practice/guidelines/telepsychology.aspx) that address issues a psychologist should consider
when deciding whether to engage in telepractice. This article focuses on technological considerations psychologists
should take into account if they decide that telepsychology
is appropriate for a particular patient.
Federal, state and payer policies recognizing coverage
for telehealth services identify videoconferencing as the
acceptable modality for providing telehealth services. This
article examines important features that psychologists ought
to think about when reviewing videoconferencing platforms
for providing telepsychological services.

Videoconferencing platform versus online therapy
platform
There has been an uptick in the past several years in
companies offering both online therapy tools and/or online

Checklist for Assessing Videoconferencing
Options
This checklist identifies several questions to consider
when researching videoconferencing options:
■■ Is this videoconferencing platform a tool by which
I can communicate with my patients? Or is it a
videoconferencing platform that offers online therapy
service to the public and seeks to recruit me as a
provider?
■■ Is the videoconferencing technology easy to use?
Is it offered through a web-based platform? In other
words, can the psychologist and patient separately
log onto the site? Or does it require specific hardware
or downloading proprietary software? What is the
video and audio quality?
■■ Is the videoconferencing platform Health Insurance
Portability and Accountability Act (HIPAA)-compliant?
■■ What are the costs?

therapy services. Therefore, it is important to discern
whether the videoconferencing website you are viewing is
providing access to technology tools to facilitate telepractice
or soliciting your participation as a therapist to offer online
therapy services to users who subscribe to the company’s
services – either through videoconferencing or sometimes
through text messaging.
The analysis for companies offering videoconferencing
capability as a practice tool is much simpler and more
straightforward as compared to companies offering online
therapy services. If the company offers online therapy
services and markets its services as an opportunity for
additional income and practice expansion to therapists as
a recruiting tool, you need to consider carefully how the
company markets its services to consumers.
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One particularly important
consideration is the
interjurisdictional practice issue.
A psychologist’s ability to practice
is governed by the psychologist’s
professional license. Licensure
is defined by state law, and a
number of state licensing boards
specify that health care providers
be licensed in the jurisdiction
where the patient is receiving
health care services.
It is important to be aware of whether you might be
providing online therapy services to patients who are in
other states where you may not be licensed. For example,
at least one online therapy site offers consumers the option
of accessing online therapy services anonymously. Thus
it is possible that as a participating online therapist, you
might not know where the consumer is located. Likewise,
it is important to know what licensure and credentialing
information the online therapy site offers about its
therapists. The consumer may be able to confirm that the
therapist is licensed and what the therapist’s licensed
profession is, but not know where the therapist is licensed
to practice.
Another issue to consider is that some companies have
disclaimers about the limits of the therapy services offered.
A common disclaimer is to refer potential users who may
be in crisis or suicidal to a suicide hotline or the nearest
emergency room. Other disclaimers may include no
services to minors, to individuals diagnosed with a severe
mental illness or to those required to undergo therapy by
court order or other authority. Some websites may specify
that the services offered may not be covered by health
insurance. If the services involve online messaging, it is
very likely that those services would not be covered by
most health plans.

Ease of use
It is important to ascertain whether the videoconferencing
platform is accessible through a web-based portal on any type
of communications device (for example, desktop, tablet or
smartphone) or if it requires a specific software program to be
downloaded to each user’s device to communicate. Using a
web-based portal that is compatible with all kinds of devices
is likely the most user-friendly option. It may also be the most
secure, as the additional portal login could protect private
patient information from being accessed by others who
may have obtained the patient’s tablet or smart phone, for

example. Increasingly, developers
are creating more simplified
technology solutions that can be
easily accessed online.
Many developers offer a free
consultation where they can
guide you through their system
and demonstrate the various
functionalities offered. This
could provide a first opportunity
to assess the quality of the video and audio transmission. Is
the video stream clear and in high-definition or is it often
pixelated? Is the audio clear or is it sometimes out of sync
with the video transmission?
While the psychologist is not expected to be a technical
expert, it is incumbent on the practitioner to be familiar
with the platform’s functionality. If there is a technical
problem or disruption, know where or how to get technical
assistance or customer support. Psychologists who are
not technologically savvy ought to take steps to become
more comfortable with the particular modality before
incorporating it into their practice.

HIPAA compliance
Most psychologists who are health service providers
are subject to the requirements of the Health Insurance
Portability and Accountability Act (HIPAA) and the Health
Information Technology for Economic and Clinical Health
(HITECH) Act. HIPAA and HITECH focus on how covered
entities, including providers, must maintain patient health
information and have reasonable safeguards in place to
protect against unauthorized or unintended disclosures of
such information.
In particular, HIPAA’s Security Rule governs electronic
patient health information, requiring covered entities to
take reasonable steps to protect against any unintended or
malicious disclosure, alteration or loss of patient health
information. Such steps may include implementing
access controls (for example, password protection) to
block unauthorized individuals or parties from accessing
certain data, security controls (such as encryption) to
impede others from accessing or intercepting protected
health information and audit controls to determine what
information may have been breached and who may have
accessed that information inappropriately.
Some companies offering videoconferencing capability
cite the “conduit exception” – provided for in the HIPAA
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final rule – to avoid complying with HIPAA. However,
this exception is a very narrow one that the Department
of Health and Human Services (HHS) has stated is
“intended to exclude only those entities providing mere
courier services, such as the U.S. Postal Service or United
Parcel Service and their electronic equivalents, such as
internet service providers (ISPs) providing mere data
transmission services.”1 To clarify the definition, HHS
“modified ‘business associate’ to include a party who
‘creates, receives, maintains, or transmits’ (emphasis
added) protected health information on behalf of a covered
entity.”2
Given that a number of videoconferencing developers
have included other functionalities such as scheduling
or appointment calendars, secure messaging or secure
document sharing, those companies clearly do not qualify
as conduits. Therefore, they are business associates under
HIPAA.
What does this mean for psychologists who must
comply with HIPAA? It means that not only should the
psychologist look for a videoconferencing platform that
claims to be HIPAA-compliant offering secure, encrypted
transmissions; the company should also be willing to sign
a business associate agreement – either one developed by
the company or the psychologist. This agreement should
acknowledge that the business associate may perform
certain functions or provide services to a covered entity
that involve the use or disclosure of protected health
information. Under the agreement, the business associate
agrees that it will appropriately safeguard the protected
health information it receives or creates on behalf of the
covered entity and, in the event of a breach, will take
reasonable steps to remedy the breach.3
Often information about HIPAA compliance and business
associate agreements is not easy to find on the websites
for these videoconferencing platforms. Sometimes, the
company’s policies can be found in a Frequently Asked
Questions (FAQ) section, under its terms and conditions
or in its privacy policy. If it is not readily accessible,
the psychologist should contact the company directly
to confirm whether the company is HIPAA-compliant
and, equally as important, whether it is willing to sign a
business associate agreement.
1	HIPAA Omnibus Final Rule, Federal Register, Vol. 78, No. 17,
January 25, 2013, p. 5571.
2 Id. at 5572.
3	HHS-OCR Guidance on Business Associates, available online
at http://www.hhs.gov/ocr/privacy/hipaa/understanding/
coveredentities/businessassociates.html

APA PRACTICE ORGANIZATION

SAMPLE VIDEOCONFERENCING SITES
Here are several websites that market videoconferencing services to health care providers. The
sources in this list state that their platforms comply
with HIPAA, and they all offer a business associate
agreement. Please note that this list is not exhaustive
nor does it represent endorsement of the individual
videoconferencing service providers by the APA
Practice Organization.
cloudvisittm.com
etherapi.com
hipaachat.com
thera-link.com
virtualtherapyconnect.com
wecounsel.com
zoom.us
Having signed business associate agreements with any
third parties that might have access to patient health
information maintained in a psychologist’s practice (for
example, billing/claims service, accountant, attorney,
practice management software, etc.) should be part of
the psychologist’s overall Security Rule risk assessment
and compliance plan. More information on Security Rule
compliance is available at apapracticecentral.org/business/
hipaa/index.aspx.

Costs
Because some web-based videoconferencing services
are free, it is not surprising that psychologists and their
patients may be reluctant to use a videoconferencing
platform that charges for use of its technology. However, it
is important to note that the fee structures for accessing this
technology vary by company.
Some may offer a free trial or free access if the service is
used less than a certain number of minutes per month.
Most have tiered pricing structures based on estimated
usage within a month period. Some of the pricing options
may be per individual provider, while other options may
allow access for several providers per subscription. Those
costs would be incurred by the psychologist as the service
subscriber. By contrast, those platforms that offer directto-consumer online therapy services bill the patient or
consumer rather than the provider.
Whether the psychologist may bill the patient for the
technology-related costs will depend on several factors.
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The psychologist might decide that based on the frequency
(or infrequency) of using videoconferencing, he or she will
absorb the costs as part of the business of practice.
The psychologist would also need to determine whether
the patient is using insurance coverage for therapy. If so,
the psychologist needs to determine whether the state
where he or she practices has enacted a telehealth mandate
that prohibits insurance companies from refusing to cover
services provided via telehealth if those same services
would be covered if provided in-person. Also, if the patient
is using insurance benefits and the psychologist is an innetwork provider, the psychologist may not be permitted
to bill the patient for the technology costs associated with
the telehealth service as those may be beyond what is
allowed under the plan – such as a co-pay or co-insurance.
This relates to the larger informed consent discussion that
the psychologist ought to have with the patient prior to
initiating telehealth about the potential risks and benefits,
along with billing considerations.

Conclusion
The prospect of incorporating videoconferencing into your
practice may seem intimidating, or it may be a logical
next step. However, the deliberation should not end at
whether the psychologist and patient are comfortable
with videoconferencing. The psychologist ought to
consider the issues outlined in the APA Guidelines for the
Practice of Telepsychology and discuss those issues with
the patient at the outset as part of the informed consent
process. And as part of the psychologist’s self-assessment
about technological competence, the psychologist
should carefully consider the type of videoconferencing
platform selected, being mindful of HIPAA compliance
requirements.
*The terms “telehealth,” “telepsychology” and
“telepractice” are often used interchangeably to describe
the provision of psychological services using devices and
electronic communications where the psychologist and the
patient are not in the same location.
Please note: The information in this article should
not be used as a substitute for obtaining personal legal
and technical advice and consultation prior to making
decisions regarding individual circumstances. The
service providers and products mentioned in this article
are provided simply as examples and do not constitute
endorsements by the APA Practice Organization. There may
be similar products and services available on the market
that are not identified in this article.

T H E N AT I O N ’ S L E A D E R I N

Overcoming

Failure to Launch
Syndrome

Residential and Outpatient Day Programs

A world full of pressures, sometimes
combined with a variety of mental
health issues, can cause blocks
that create a failure to launch into
adulthood.
Failure to Launch Syndrome describes a young
adult who seems to be stuck, not moving forward or
maturing in a way that seems appropriate for their
age. Optimum Performance Institute, a JCAHOaccredited treatment center for young adults
ages 17 to 28, has developed a proven system
for helping young adults achieve success with
intensive residential and outpatient day programs.
At OPI, we achieve syndromal stabilization and
facilitate functional growth that allows young adults
to launch to the next stage of development, whether
that be college, work, or living independently.

www.opiliving.com • www.failuretolaunch.com
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EVOLVING ROLES FOR PSYCHOLOGISTS

A Patient-Friendly Approach to Health
Practitioner Profile: Nancy B. Ruddy, PhD

I

f you had told
psychologist Nancy
Ruddy, PhD, a few
years ago that she would
now be working at a
communications and
marketing company – one
affiliated with the very
firm made famous by the
television show Mad Men –
she wouldn’t have believed
it. In fact, when McCann
Health offered her a job as
Nancy B. Ruddy, PhD
vice president for patient
engagement in 2013, she
was confused about why they had hired her. Almost two
years later, it’s a different story.

managing their illnesses,” she says. “Just selling a pill and
getting professionals to write a prescription isn’t enough.”

“It makes perfect sense,” says Ruddy, who can walk to her
job in Parsippany, New Jersey. “I’m taking my skill set and
applying it differently than I applied it before.”

Ruddy works with an interdisciplinary team which
consists of health educators, marketers, copywriters and
graphic artists as well as biologists, chemists and other
scientists. They work together to translate complicated
health information into patient-friendly language. They
create many different types of communications for
patients to help them engage in healthy behaviors and
disease self-management. They might create a website and
brochure that give patients information about a disease
and its treatment, or mobile apps that remind them to take
medication at the right time. Sometimes the focus is on
helping patients improve their social support by creating
and marketing social media tools they can use to connect
with others who have the same problem.

After more than 20 years as a faculty member
training family practice residents and other health
care professionals in ways to engage effectively with
their patients, she now uses those same skills to help
pharmaceutical companies and other clients ensure that
patients stay healthy.
“Having worked in primary care so long, I know how quick
encounters between physicians and patients are,” says
Ruddy, noting that patients often don’t remember what
instructions their physicians have given them. “Our job is
to step into that void, engage people and get them activated
to take care of themselves.”

Helping patients manage illness
Before she took the job, Ruddy worried about “going
to the dark side” by working with the pharmaceutical
industry. But, she says, the experience has changed her
mind. There’s a paradigm shift happening in the industry,
she says. “Companies are recognizing that they have to
give patients something they can use to be successful in

Whether the client is a pharmaceutical company, insurance
company, health care system or an employer, the work of
Ruddy’s team is much the same. They begin by developing
a “patient journey” to educate the marketing team about
how patients experience a given illness and various
pathways the team might follow to educate the patient.
This entails doing a literature review, interviewing health
care providers and people with heart disease, diabetes or
some other disorder. The process culminates in a graphic
representation of the timeline of patients’ experience and
their interactions with the health care system. “It’s like
a needs assessment: What do they need to manage their
illness that they’re not getting now?” says Ruddy, who is
the only psychologist on the team.

Another approach involves supporting the call center
staff in a patient support program to effectively respond to
patient requests. The ultimate goal? Increasing awareness
of diseases and the products used to treat them, helping
people use those products correctly and supporting
patients as they manage their diseases.
“Almost a third of all prescriptions are never filled, and
even fewer are taken and refilled,” says Ruddy, explaining
that often people just don’t understand the medication’s
purpose. “And when people don’t take their medicine at
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all or take them incorrectly, they may suffer poor health
outcomes.”
Ruddy noted that while she has learned a great deal
about marketing from her McCann colleagues, she has
also expanded her skills in health literacy and program
development.

Promoting integrated care
Ruddy’s current role is a natural outgrowth of her past
professional life. Between 1991 and 2013, she worked
alongside and taught family practice residents how to explain
things to their patients, make health care decisions together
and encourage patients’ self-care.
Ruddy got into integrated care by accident. After earning a
doctorate in child clinical psychology from Bowling Green
State University in 1990, she planned to go into private
practice treating children. She was working at an agency
serving kids when she received a fateful call: Susan H.
McDaniel, PhD, now APA’s president-elect, needed someone
to see children at the University of Rochester Medical Center,
where Ruddy had done her internship. What started as a one
day a week gig turned into a faculty position in the family
medicine department – and a career.
The experience also sparked Ruddy’s passion for integrating
psychology into primary care. When there’s a psychologist
in primary care, she says, patients seeing the physician can
get immediate help not just with depression, anxiety or other
psychological issues but with managing their physical health.
“Primary care is the grocery store of medicine: Everyone goes
to the grocery store to buy food and to primary care to get
help when they’re sick,” she says. “It’s a way to be available
to people where they’re already seeking care.”
In 2000, Ruddy left Rochester when her husband – industrialpsychologist Thomas Ruddy, PhD – got a job as vice president
of human resources at a large medical technology firm.
But when Ruddy began teaching family practice residents
at Hunterdon Medical Center in New Jersey, she was
shocked to discover that not every medical setting was as
integrated as Rochester’s. “I didn’t know that it was unusual
at that time for mental health people and physicians to talk
openly and share care,” she says. The discovery prompted
her to co-author the 2008 APA book The Collaborative
Psychotherapist: Creating Reciprocal Relationships with
Medical Professionals. She later taught family practice
residents at Mountainside Hospital from 2008 to 2013.

“Integrated primary care is going to be the
norm in 10 years.” – Nancy B. Ruddy, PhD
Back in the mid-2000s, integrated care was just emerging,
says Ruddy. “Most of my friends from grad school would
ask, ‘What is it you do? What’s this integration thing?’” she
laughs. “Now it’s very mainstream.”
With the Affordable Care Act pushing integrated care, Ruddy
has become even more committed to ensuring that the next
generation of psychologists is well-prepared to work in
integrated health care environments. “Integrated primary
care is going to be the norm in 10 years,” she predicts, noting
that that’s already the case in the VA, Department of Defense
and some states.
To meet that need, Ruddy and other members of the
Integrated Primary Care Committee of APA’s Div. 38 (Health
Psychology) have created a directory of doctoral, internship
and postdoctoral programs offering training in primary care
psychology, available at www.apa.org/ed/graduate/primarycare-psychology.aspx.
The committee is now finishing what Ruddy describes
as a “plug and play” course in integrated behavioral care
that graduate school and internship programs can use
to explain what integrated care is, its benefits and the
specific skills needed to practice this way. Ruddy says that
many psychologists aren’t trained to do integrated care in
primary care settings. “It’s not 50-minute psychotherapy
sessions,” Ruddy observes. In 2013, Div. 38 recognized
her accomplishments by giving her the Timothy B. Jeffrey
Memorial Award for Outstanding Contributions to Clinical
Health Psychology.
Now Ruddy is applying the skills she is learning in her new
job to other professional arenas. Her new understanding of
how to make materials engaging rather than academic has
informed the plug-and-play course, for example. In fact, the
committee hired an artist Ruddy knows from McCann to do
the graphic design.
“You have to look at your skill set and what you’re
passionate about and be flexible about how you apply it,”
says Ruddy, who spends one day a week in the private
practice she has maintained throughout her career. “My
skill is helping people be healthier: I applied that skill in
primary care for 22 years, and now I’m applying it in a way
that is available to thousands of people.”
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MARKETPLACE TRENDS

Benefits and Risks of Apps
As mobile mental health and behavioral apps gain
in popularity, psychologists need to understand their
helpful uses as well as potential limitations.

G

iven an exponential rise in the use of smartphones
and tablets, mobile applications (apps) designed to
support a user’s health and wellness – including
mental and behavioral health apps – have gained in
popularity. More than 40,000 health, fitness and medical
apps are available across the digital marketplaces through
Google Play, iTunes, Windows and other sources. Nonpsychologist users of these apps may find them appealing
because they often provide tips related to behavioral health
and even allow for assessing symptoms of concern, such as
stress and anxiety.
This growing trend presents new opportunities for
psychologists to connect with patients through mobile apps
in ways that could supplement the therapeutic relationship
and provide additional support to patients. However, the
sheer number and variety of apps that are available can
make it difficult for psychologists and patients to determine
which apps are the most effective, safest and most useful.
This article helps educate psychologists about the potential
benefits and risks involved in using mental health and
wellness apps as an adjunct to therapy.

through increased awareness and understanding of
different disorders and symptoms, along with helpful
tips for use of the app at home. Self-reporting measures
included in some mobile apps can also serve to improve
functioning by helping patients monitor themselves and
enhance their awareness of stress, anxiety and depression.
• Providing practice management support. There are
applications that help health care professionals run
the office – for example, practice management apps
and HIPAA-compliant note-taking apps. Resource and
research apps include ICD-10-CM, DSM and a mental
health dictionary.
• Gathering data about your practice. Some mobile
apps can generate graphs or tables showing consumer
improvement or areas that need improvement. A provider
can use them to help determine which interventions are
working best and which ones should be changed. Health
care professionals can use this information individually
for patients or gather information into a chart for the
whole practice to determine how interventions are
working broadly across their patient population.

Potential benefits

Possible risks

Several benefits of using apps include:

Among the potential risks posed by the use of apps:

• Supplementing the therapeutic relationship. Apps can
be helpful as an adjunct to therapy. For example, they
can provide worksheets and tools that the provider can
“assign” to a patient between sessions in order to save
time for face-to-face interaction during therapy sessions.
• Maintaining connection with patients between sessions.
Apps that provide for real-time symptom and activity
monitoring offer a useful tool for helping patients
maintain learning between sessions while tracking
behaviors and building on skills learned in therapy. With
some apps, providers can “check in” on patients as the
week progresses to determine how they are doing.
• Enhancing patient awareness and improving client
functioning. Patient functioning may be improved

• Lack of research. While research exists about the use
of mobile apps in conjunction with therapy, research is
generally lacking about how these apps are developed,
with one exception: If the apps are products of the federal
government, like the Substance Abuse and Mental Health
Administration (SAMHSA) or the US Department of
Veteran’s Affairs (VA)/Department of Defense (DOD),
they generally include information about app
development. (For more information, see Research
Highlights on page 18.)
• Lack of knowledge about apps and incorrect use. Mobile
apps can prove troublesome if the provider or patient
lacks knowledge about how apps work in general and is
unable to use them correctly.
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64%

of adults owned a smartphone
as of 2015, an increase from
35 percent in 2011.

42%
own a tablet
computer

32%
own an e-reader

62%
have used their phone to
look up information about
a health condition

Pew Research Center, 2015

• Technical issues. Mobile applications may look
different depending on the operating system where
they are based. For example, if a psychologist is using
the app on the Apple interface and the patient is using
the app on the Android interface, it may prove difficult
for the provider to try to teach the consumer how to use
the app.
• Potential expense of in-app purchases. Many
applications are free; however, some mobile apps
do have an initial expense to download or involve
expenses at a later time, for example, to download
“extras” within the app. It is important that the
psychologist be aware of these potential expenses and
inform patients as applicable.
• HIPAA compliance/security. Providers should
encourage patients to use apps that are HIPAA
compliant. However, it is important to realize that
patients are not regulated by HIPAA, so they can use
any apps that they feel suit them well. Providers who
will be using an app to store patient data must choose
one that is HIPAA-compliant.

• Big data and passive/active data collection issues
Big data is collected when you surf the internet,
download an app or order a prescription. “Cookies”
from different internet searches you conduct or apps you
download may lead to information being gathered so that
you get ads from different companies. For example, a
consumer does a search on Amazon for books on treating
depression. The next day, they see an ad for depression
medication on their Facebook page. This is an example of
big data at work.
Mobile mental health apps can be broken down into
either passive or active apps. Active apps require direct
participation from the patient – such as completing
mood logs, self-symptom ratings or recording personal
experiences. Passive apps are able to access information
independently and gather data through smartphone
functions such as GPS without the patient or provider
even noticing. Though it may be beneficial, some
people may not like the potential invasion of privacy
associated with this type of data gathering.
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Play with the app. Providers should
familiarize themselves with any apps that they
would want to recommend to patients.
Steps to mitigate risk and learn more about apps
Taking several steps can help you educate yourself about
apps and mitigate potential risks related to their use:
• Talk to your colleagues who have used mobile health
apps in practice. Have they found particular apps
useful or not? Are there any apps that they specifically
recommend to clients or other providers? Do they avoid
certain apps because they are difficult to use?
• Play with the app. Providers should familiarize
themselves with any apps they would want to
recommend to patients. It is important that the provider
knows how the app works and can explain its use clearly
to patients.
• Psychologists should be able to inform patients of any
basic issues with the app related to privacy and security.
Much of this information is available on the initial page
that displays when you click on an app or by contacting
the company that developed the app.
• If an application has an expense associated with
downloading or using it, make sure to inform clients of
that if you are requesting that they download app for use
in conjunction with therapy.
• Develop a general understanding of big data and passive
data issues (see preceding section) in order to explain
potential issues to patients.
• Determine the appropriateness of using mobile apps
with patients on a case-by-case basis. Not all apps are
appropriate for all patients. It is important that the
provider consider how the app works, the extent to which
the patient is knowledgeable about technology use and
whether the app will benefit the patient. If the provider
decides that an app is appropriate for the therapeutic
intervention chosen and that the patient likely will
benefit from using the app outside of therapy, the
provider should take time to educate that patient about
how the app works.
• Read the research and reviews. Research on mobile
apps is just picking up. Many agencies and non-profit
organizations are looking into mobile apps with an eye
to providing resources for practitioners as they adopt the
apps. The IMS Institute for Healthcare Informatics, Pew
Research Center, The Food and Drug Administration
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RESEARCH HIGHLIGHTS
Federal, foundation and private-sector organizations
are providing resources to support the development of
new mobile technology-based treatments. Additionally,
industry representatives such as mobile phone
providers are also pushing for the implementation
of broad mobile health interventions (Tomlinson,
Rotheram-Borus, Swartz, & Tsai, 2013). However,
despite the growing development and usage of such
apps, research examining the efficacy of mental health
smartphone apps remains limited.
A recent literature review conducted by Torous and
Powell (2015) identified ten studies that examined the
use of apps tailored to assist in the treatment of mood
disorders, specifically depression and bipolar disorder.
Several of the studies identified focused on mobile
treatment delivery and demonstrated self-reported
improvement of depressive symptoms for individuals
who used apps that encouraged behavioral activation,
mindfulness activities and other cognitive behavioral
therapy program activities. Mobile mental health apps
have also been recently developed and pilot-tested for
the treatment of schizophrenia (Ben-Zeev, D., Kaiser, S.
M., Brenner, C. J., Begale, M., Duffecy, J., & Mohr, D. C.,
2013 & 2014), and for comorbid borderline personality
and substance abuse disorders (Rizvi, S.L, Dimeff, L.A.,
Skutch, J., Carroll, D., Linehan, M.M., 2011).
Several studies identified in a recent literature review
examined the usability, helpfulness and satisfaction
ratings of consumers using mobile mental health apps
(Donker et al., 2013). The authors found that app
adherence rates are high, and that consumers perceived
apps as a useful way to access evidence-based
monitoring and self-help for mental health concerns
and disorders.

and the Office of the National Coordinator are all good
resources. Use the search box on these websites to find
information on “mobile applications.”
• Read user reviews of apps in the app stores for Android,
iPhone and Windows devices. Also consider using app
rating sites such as PsyberGuide, ADAA Mobile Apps and
Health Apps Library (based in England).
Please note: The service providers and products mentioned
in this article are provided simply as examples and do not
constitute endorsements by the APA Practice Organization.

LIVING WELL WITH DEMENTIA
HOW PSYCHOLOGISTS CAN HELP
Dementia is a syndrome caused by a variety of brain illnesses that affect memory, thinking, behavior
and the ability to perform everyday activities. Alzheimer’s disease is the most common type of
dementia, accounting for 60 to 80 percent of cases.
New research suggests that people are often correct when they think their
memory is declining. Individuals may pick up on subtle signs before they are
obvious to others. Memory problems normally associated with aging don’t
adversely affect everyday life. If someone forgets where they put their keys, it may
be because that individual is not well organized. However, if someone forgets
what keys are used for or how to unlock doors, it may be a more serious matter.
A diagnosis of dementia can be emotionally overwhelming for the individual
as well as the family. Individuals with dementia require more intensive care and
assistance as the dementia worsens. Though there may not be a way
to completely alleviate symptoms of dementia, maintaining sleep patterns,
a healthy diet, regular exercise, cognitive stimulation and socialization can
help people with dementia maintain an adequate level of functioning for as
long as possible.

Seeing a Psychologist About Dementia
Psychologists work to assess, diagnose, treat and support individuals with
dementia and to lighten the burden on the families that care for them.
Psychologists have developed methods for measuring memory capabilities to
assess what is likely normal aging versus the first signs of dementia. They can
also help sort out when memory loss might be associated with treatable causes
like depression or sleep disturbance.
Psychologists help minimize the changes in mood and behavior associated
with dementia and work with the family to design living environments, provide
tools and put procedures in place that allow a person with dementia to function
as well as possible. Psychologists also facilitate communication among family
members to help identify preferences early in the process for things like: support
services, such as home health aides; financial and legal planning; and day-to-day
activities. Once the person with dementia is no longer able to make decisions on
their own, the psychologist can help families implement these plans.
In the earliest stages, individuals with dementia as well as their family members
may experience anxiety, sadness and even depression. Psychologists can provide

CAREGIVER STRESS
Caring for a loved one with dementia is a
big job. Nearly 60 percent of Alzheimer’s
and dementia caregivers rate the
emotional stress of caregiving as high
or very high, and more than one-third
of them report symptoms of depression.
The demands of physical caregiving and
constant supervision combined with
the emotional toll of seeing a loved
one so altered by dementia can be a
lot to handle. However, the best thing
caregivers can do for their loved ones is
to stay mentally and physically strong.
Psychologists can encourage caregivers
to improve their well-being in a number
of ways:
• Actively manage stress by taking
time to exercise, meditate or talk to a
friend. Finding positive, healthy ways
to manage stress can lower the risk for
negative health consequences.
• Accept the changes that the person
with dementia is facing. Even if they
can’t remember a name, they may still
recognize and have feelings for their
friends and family.
• Understand that no one can do this
alone. Seek support from friends,
family or a support group. For many,
this support may be enough. But if
a caregiver finds himself or herself
overwhelmed, a psychologist may be
able to help.

continued >>
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strategies to manage these emotions. As the dementia
progresses, psychologists can assist caregivers and families
by helping them maintain their loved one’s quality of life.
In long-term care settings, such as nursing homes,
psychologists may be called upon to help develop and
implement treatment plans that use approaches to manage
behavioral changes without medication because of the
high risks associated with people with dementia taking
antipsychotic medications.

Developing a Treatment Plan
Psychologists may work with individuals with dementia and
their families independently through a private practice or
as part of a health care team. Psychologists will work with
the individual and family to develop strategies to improve
quality of life and manage emotions related to the dementia
diagnosis.
In working with a psychologist, an individual with dementia
and those who provide care for them may discuss what is
already being done well to manage the dementia and which
behaviors may be improved. The psychologist may ask the
individual or caregiver to do homework. One example is
practicing memory tools, which can help individuals
become more organized to better manage their symptoms
of memory loss. These tools might include:
• Using an alarm as a reminder to take medicine
• Using a combined calendar, to-do list and journal as a
memory substitute
• Establishing routines to identify, plan and carry out
pleasant activities within the capacity of the care recipient

PsychologistLocator.org
Find a Psychologist

Tips for Caregivers
Remember that people diagnosed with dementia are
not completely helpless. Dementia progression is usually
fairly gradual. Live one day at a time and cope with things
as they come.
Involve the person with the diagnosis as much as possible
in future plans for their care. Plan as many things in advance
as possible when it comes to future care so that, later on,
family members will be able to follow their loved one’s plan.
Set up the environment for success. Design the space
where the individual with dementia lives to enable him or
her to function well. For example, the caregiver might use a
piece of paper to draw an outline for a place setting so their
loved one can set the table, or label shelves so they can put
groceries away on their own.
Use memory tools. Just like when vision starts to decline
and people wear glasses to read, those with dementia
use memory tools like alarms and to-do lists to remember
things like birthdays, doctor appointments and to take their
medicine.
Emphasize remaining strengths. It is possible for a person
with mild or moderate dementia to continue to learn using
remaining learning and memory systems. Try to facilitate
daily successes by:
• Simplifying tasks and routines
• Breaking larger tasks into small steps
• Identifying and engaging in activities that are pleasant
and meaningful to the person with dementia
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for Applied Research in Dementia in Solon, Ohio; Kelly O’Shea Carney, PhD, CMC, Executive Director, Phoebe Center for Excellence in Dementia
Care in Allentown, Pa.; Rebecca G. Logsdon, PhD, Research Professor of Psychosocial and Community Health at the University of Washington;
Susan McCurry, PhD, Research Professor of Psychosocial and Community Health at the University of Washington; and Glenn E. Smith, PhD, ABPP,
past Principle Investigator for the Education Core at the Mayo Alzheimer’s Disease Research Center, for contributing to this fact sheet.

Websites for Therapists
MADE EASY

Everything You Need For A Complete,
Effective Web Presence
$0 Set-up Fee | $59 per Month.
NO EXTRA CHARGES. 30-DAY MONEY-BACK GUARANTEE
•

Mobile Responsive

•

Online Appointment Requests

•

Unlimited Customer Support

•

Search Engine Optimized

•

Unlimited, Easy-To-Customize
Pages

•

6 Months FREE
Online Listing Through

W E B S I T E

F R E E

B U I L D

Y O U R

www.TherapySites.com |

F O R

A T

CALL TODAY 866.288.2771

