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Neuropsychology Postdoctoral Fellowship Program

James A. Haley Veterans Hospital, Tampa
Glenn Curtiss, Ph.D.
Director of Clinical Training (116B)

13000 Bruce B. Downs Blvd.


Tampa, FL 33612 

(813) 972-2000 x7118
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Applications due: January 1
Accreditation Status

The two-year Neuropsychology Postdoctoral Fellowship at the James A. Haley Veterans Hospital, Tampa is accredited by the Commission on Accreditation of the American Psychological Association. 

The next site visit will be during the year 2018.
Questions related to the program’s accredited status should be directed to the Commission on Accreditation: 
Office of Program Consultation and Accreditation 

American Psychological Association 

750 1st Street, NE, Washington, DC 20002 

Phone: (202) 336-5979 / E-mail: apaaccred@apa.org 

Web: www.apa.org/ed/accreditation
Application & Selection Procedures 

APPLICANT QUALIFICATIONS AND PROCEDURES 

Qualifications 

1. Applicants must be United States citizens and have completed an APA-, CPA-, or PCSAS-accredited clinical, counseling, or combined counseling-school psychology training program and an APA-accredited internship prior to beginning the post-doctoral year. Matched postdoctoral residents are subject to fingerprinting, background checks, and a urine drug screen. Male applicants born after 12/31/1959 must have registered for the draft by age 26 

Application Packet: 
1. A Vita, 

2. A letter of interest outlining training goals for the postdoctoral residency year and detailing future professional goals, 

3. A letter from the Internship Training Director describing the clinical experiences and overall performance of the applicant during the internship year. (Successful completion of an APA accredited internship prior to the post-doc is required, and this letter should state if successful completion is expected.), 

4. Some demonstration that the doctoral degree has been obtained from an APA accredited doctoral program or that the applicant will graduate prior to the beginning of the residency year (if all doctoral requirements are completed prior to the beginning of the post-doc, and the applicant will be awarded the doctoral degree within 4 months of the beginning of the post-doc, and the Graduate Training Director documents this in writing, then the applicant will be considered to have met this requirement), and 

5. Three or more other letters of recommendation, one of which must be from an internship supervisor. 
6. A brief (one paragraph minimum) statement detailing your experiences with and/or commitment to diversity.
Applications packets and letters of recommendation must be submitted electronically via the APPIC site: https://appicpostdoc.liaisoncas.com/applicant-ux/#/login 
Questions to:

Heather G. Belanger, Ph.D., ABPP-CN 
Assistant Training Director, Neuropsychology Postdoctoral Program

Psychology Service (116B) 

James A. Haley Veterans' Hospital

13000 Bruce B. Downs Blvd.

Tampa, FL 33612 

Phone: (813) 972-2000 x 4757

FAX: (813) 903-4814

Application packets must be complete by January 1st. Earlier submissions are preferred. We are a member of the Association of Postdoctoral Programs in Clinical Neuropsychology (APPCN) and participate in the APPCN Resident Matching Program.
Selection Procedures

We strongly encourage applications from candidates from underrepresented groups. The Federal Government is an Equal Opportunity Employer.

We have four postdoctoral residents and two openings per year. Each resident completes two full years. Application materials will be reviewed for completion. A selection committee composed of post-doctoral rotation supervisors and current residents will review and rank order all completed applications. The top candidates will be offered interviews (by telephone). Following interviews, the selection committee will again rank order applicants. We participate in the APPCN Resident Matching Program and are a member of the Association of Postdoctoral Programs in Clinical Neuropsychology (APPCN). This residency site agrees to abide by the APPCN policy that no person at this facility will solicit, accept, or use any ranking-related information from any residency applicant.  Details of the APPCN can be found at: http://www.appcn.org/matching.html
Psychology Setting 
The Psychology Service is comprised of over 80 doctoral level psychology staff representing a variety of theoretical orientations and specializations.  Psychologists have major leadership roles within hospital clinical and research programs and have recognized national expertise and leadership within VHA as well as psychology organizations.  Many staff hold faculty appointments at the nearby University of South Florida.  Staff psychologists have authored textbooks, written numerous professional articles, and developed or helped develop prominent psychological tests. In addition, psychologists have served on national VHA Work Groups, Polytrauma Task Forces, and QUERIs.

Seventeen doctoral level staff are involved in the neuropsychology fellowship, of these 16 are potential primary or secondary rotation supervisors, 3 have a diplomate in clinical neuropsychology (ABPP-CN), and 1 has a diplomate in rehabilitation psychology.  

In addition to our American Psychological Association (APA) accredited two-year neuropsychology postdoctoral fellowship program (four fellows), we also have an APA accredited psychology internship program (eight interns), a two-year Rehabilitation Psychology Postdoctoral Fellowship (2 fellows) and a Clinical Psychology Postdoctoral Fellowship with an emphasis on pain (1 fellow), health (1 fellow) or PTSD (2 fellows).
Training Model and Program Philosophy
Our philosophy is that sound clinical practice is based on scientific research and empirical support.  Our training model is the Scientist-Practitioner Model of Training -- research and scholarly activities inform and direct clinical practice, and clinical practice directs research questions and activities.  

Our clinical training focuses on scientifically-based and empirically-supported general psychological principles and theories for evaluation, psychotherapy, and consultation. We believe these principles and theories provide the foundation of clinical training and are essential for competent practice of psychology across settings and populations. However, we also recognize that future clinical jobs may call for specialized training. Therefore, we have structured the internship program to be a generalist training model that is scientifically-based, with opportunities for focused training within that generalist model. Thus, a Scientist-Practitioner “general-flexible” training model best characterizes our program. 

Program Goals & Objectives

The primary goal of the program is to train residents who will become licensed psychologists prepared to assume positions in public sector medical center settings serving specialized patient populations with neurological conditions. Residents completing the program should have solid foundational preparation to initiate ABPP certification in Clinical Neuropsychology.  The neuropsychology program is designed to be consistent with recommendations of the 1997 Houston Conference for Training in Clinical Neuropsychology. These overall training goals are consistent with our program’s and the VA’s mission to provide training and research opportunities which further the quality clinical care of veterans with these important needs.

Our expectation is that our fellows will become licensed psychologists. In pursuit of its primary goal, the training program is designed such that six primary objectives are pursued.  Specifically, journeyperson level proficiency is expected in each of 6 primary areas of competency: 1) neuropsychological assessment, 2) psychotherapeutic interventions, 3) consultation/ supervision/teaching, 4) professional and ethical behavior, 5) diversity issues, and 6) scholarly inquiry and critical, empirically-based evaluation of clinical and research activities. 

The Psychology Service serves an integral role in the hospital’s training function. The hospital and the Psychology Service are pleased to have the opportunity to contribute to the professional development of interns and residents.  Their presence stimulates and enhances our services to the thousands of patients who are entrusted to us for effective and caring treatment. In return, we believe that the rich training experience at our hospital, and at our affiliated institutions, will make a vital contribution to your professional growth and development.

The psychology staff regards the training of new psychologists as a serious responsibility and this is demonstrated by a commensurate investment of staff time and energy in all facets of the training program. The didactic and clinical experiences of this program are designed to facilitate the professional attitudes, competencies, and personal resources essential to the provision of high quality patient care in contemporary psychology service settings. As mentors, psychology staff members demonstrate, and encourage resident participation in, the professional roles of clinician, consultant, team member, supervisor, evaluator, and researcher. The professional growth and development of residents is enhanced by consistent supervision, varied clinical responsibilities with diverse patient populations, and ongoing didactic training. 
Program Structure
TRAINING PLAN

An orientation period serves to familiarize residents with the Medical Center, the various treatment units, and the staff psychologists and their various roles. During this time, residents attend VA required New Employee Orientation sessions and also visit potential rotation sites and supervisors. Following the orientation period, the resident is requested to prepare his/her own training program proposal. The proposal indicates the rotations desired, research ideas and projects, didactic activities desired (above and beyond the required didactics), etc. The Director of Training, representing the Training Committee, reviews the proposal with the resident, taking into account the resident’s prior experience and professional goals. When mutual agreement is achieved concerning the plan, the plan is reviewed with the Psychology Postdoctoral Training Subcommittee for approval.  Residents may request training plan changes at any point during the year through the Director of Training. In order to offer each resident maximal exposure to a variety of patients and settings, training plans may allow rotations through a variety of service and training areas. 

There are four major components to the training program:  
(a) clinical rotations

(b) didactic seminars
(c) ongoing research activities,
(d) provision of supervision.  
The didactic seminars are designed to provide an advanced level of training in neuropsychological and psychological assessment, interventions, advanced multivariate statistics, ethics, law, and human diversity issues.  The clinical rotations allow practical application of past skills, current and prior didactic instruction, and ongoing competency development in assessment, intervention, and consultation, and the impact of ethics, law and human diversity issues on these professional activities.  Postdoctoral residents also play an active role in providing first line supervision and training to psychology interns, under the overall supervision of their clinical rotation supervisor(s).  This allows hands-on professional development in the areas of supervision and teaching, and furthers their professional development and sensitivity to ethical, legal, and human diversity issues.  In addition, neuropsychology postdoctoral residents are responsible for co-teaching portions of a neuropsychology seminar in which they provide didactics well as arrange for others to present on selected topics.  Again, this helps further their professional development in the area of supervision/teaching.  Finally, research and scholarly activities are developed through required participation in a variety of research studies and involve critical literature reviews, statistical and methodological sophistication, and scholarly manuscript preparation.  

ROTATIONS

During the two-years of training, residents complete four 6-month clinical rotations. In addition to the clinical rotations, residents attend training seminars and participate in research activities. 

The Neuropsychology Fellowship requires that the resident complete 1) the Traumatic Brain Injury/Polytrauma Rehabilitation rotation and 2) the Memory Disorder Clinic/Outpatient Neuropsychology rotation. The third and fourth rotations may be selected from other rotation offerings, but must be approved by the Neuropsychology Postdoctoral Training Subcommittee according to the resident's training needs and goals.  Residents may complete one off site (non-VA) rotation among the available rotations.  

Availability & Timing of Rotations

Residents in Clinical Neuropsychology Tracks normally complete their required 6-month rotations during the first year. The sequence for their remaining rotations will be mutually determined by them and the Clinical Training Committee on the basis of availability during a given rotation period. 

SEMINARS 

The development of clinical skills requires not only day-to-day patient contact but also ongoing didactic training. To accomplish this, the neuropsychology postdoctoral training program includes seminars which focus on theoretical as well as applied aspects of clinical work. Regular attendance at two year-long seminars is required for all residents: Neuropsychology Postdoctoral Seminar and Professional Development Seminar. Residents are also welcome to participate in the seminar series offered to the psychology interns which include a Fundamentals of Neuropsychology Seminar (required for residents who have not completed it previously), a general Assessment Seminar, and a Psychotherapy Seminar.  USF Medical School Psychiatry Grand Rounds, USF Department of Psychology Seminar series, brain cuttings, and additional didactic opportunities are also available.

RESEARCH

A number of Psychology Service staff maintain active involvement in clinical research, provide research consultation to other services within the VA and at the University of South Florida, serve on VA and USF research committees, provide reviews for a wide variety of professional journals, and serve on journal editorial boards. 

Residents are required to demonstrate competence in methods of scholarly inquiry by conducting and/or participating in research project(s) within their special focus area.  Residents are expected to participate in at least one research project.  Residents must submit a scientific presentation to some annual professional meeting such as APA, INS, NAN, AACN, American Pain Society, ASCIP, etc.  Typically these are then submitted to a journal for possible publication.  Development of a grant proposal and submitting it for funding would also meet the research requirement.  Residents wishing to do more are encouraged to do so. Several staff members are actively involved in funded research projects providing role models, research opportunities, supervision, and training for residents.  Residents receive ongoing didactic seminars that integrate the scientific literature with their clinical case material and receive regular feedback on their developing competencies in critically reviewing, utilizing, and conducting scientific research.  Participation in research is an expected part of the postdoctoral years. 
THERAPY
Neuropsychology Residents are expected to spend at least 2% of their time getting intervention/therapy experience (the equivalent of at least one psychotherapy patient per week). This can be accomplished by doing a rotation with an intervention component and/or picking up psychotherapy cases in addition to rotational requirements (i.e., typically, carrying a psychotherapy case for one year).   

SUPERVISION RECEIVED
In helping residents acquire proficiency in the core competency areas, learning objectives are accomplished primarily through experiential clinical learning under the supervision and mentoring of licensed psychologists.  All work performed by residents during the year must be under the supervision of a licensed psychologist.  Essentially, residents are involved in the day-to-day demands of a large psychology service.  Residents work with and are supervised by psychologists who serve as consultants to medical staff members or who serve as members of multidisciplinary teams in treatment units or programs.  As a consultant or team member under supervision, the resident’s core competencies are developed and the resident learns to gradually accept increasing professional responsibility.  The residency is primarily learning-oriented, and training considerations take precedence over service delivery.  Because residents enter the program with varying levels of experience and knowledge, training experiences are tailored so that a resident does not start out at too basic or too advanced a level. 
Residents receive a minimum of four hours of supervision each week, 2-3 hours on their rotations and 1-2 hours from supervisors of ongoing therapy cases, if applicable, and other activities. Often, this is dyadic supervision of a general clinical nature and includes discussion and development of core competency areas.  Complementing basic supervision, through the process of working closely with a number of different Psychology Service supervisors, residents are also exposed to role modeling and mentoring on an ongoing basis. In addition to the above supervision, residents also receive didactic seminar presentations on topics related to their training.

TIME COMMITMENTS

The postdoctoral fellowship is a 40 hour per week fellowship.  Typically residents have 2-3 hours of supervision as part of their rotation and group supervision within the seminars.  If they pick up therapy cases in addition to their rotational responsibilities, they will typically have an additional hour of weekly supervision.  

Training Experiences 
ROTATION DESCRIPTIONS 

The following is a description of each major rotation available to residents. Other training experiences can be structured specific to the particular interests of a resident depending on availability at the clinical site, availability of adequate supervision, and approval by the Neuropsychology Postdoctoral Training Subcommittee and the Training Committee. 

Required Rotations (these may be repeated in the second year with a slightly different focus)

 
Memory Disorder Clinic / Outpatient Neuropsychology

 
Inpatient Clinical Neuropsychology (Acquired Brain Injury)
Optional Rotations

   
Inpatient Clinical Neuropsychology (Acquired Brain Injury) – Required Rotation

Memory Disorder Clinical / Outpatient Neuropsychology – Required Rotation
Advanced Inpatient Neuropsychology Post-Doctoral Rotation

Consultation/Liaison Outpatient Neuropsychology

Polytrauma Transitional Rehabilitation (PTRP) Neuropsychology
USF Neuropsychology / Epilepsy and Forensics

Spinal Cord Disease (including multiple sclerosis):  Psychological & Neuropsychological Assessment & Intervention
INPATIENT CLINICAL NEUROPSYCHOLOGY – ACQUIRED BRAIN INJURY
Supervising Psychologists: Tracy Kretzmer, Ph.D., Heather Belanger, PhD, ABPP-CN & Marc Silva, Ph.D.
This inpatient rotation involves participating in an interdisciplinary approach to assessment and rehabilitation of individuals with a history of acquired brain injury, including TBI, stroke and anoxia. Two units will be covered:

POLYTRAUMA UNIT: This 18 bed unit includes patients with Polytrauma and TBI of all severities (i.e., mild, moderate, severe, disorders of consciousness). Tampa VAMC is one of five lead VAMCs TBI and Polytrauma rehabilitation centers. These lead sites are also involved in a Department of Defense funded traumatic brain injury (TBI) program, DVBIC (see website at http://www.dvbic.org/) and with TBI Model Systems.  It also includes patients with a variety of neurological and physical injuries, including stroke and anoxia, and occasionally brain tumors and viral encephalopathy. Cases on this unit are typically more acute and/or severe in nature, and as a result, lengths of stay are often longer, as compared to patients on the General Rehab Unit. Following local patients as outpatients to monitor progress is also available. 

GENERAL REHAB UNIT: This is an 18-bed unit that admits a wide variety of medical populations for needed rehabilitation due to injuries suffered as a result of stroke (and other vascular insults), cardiac conditions, amputations, orthopedic injuries, or other medical conditions that have left them debilitated/deconditioned. While medical diagnoses are diverse, the majority of patients are male veterans ranging in age from 50-80 years old.  Average length of stay is 3 weeks and local cases are often seen as outpatients to monitor continued recovery. 

ASSESSMENTS:  General clinical referrals typically result in an assessment of cognitive and behavioral deficits resulting from brain dysfunction, the residual cognitive strengths for rehabilitation and vocational planning purposes, and personality and emotional adjustment issues that may impact treatment participation.  Interview and assessment ranges from 1- 5 hours, and varies depending on the patient’s injury severity and time since injury. Assessments can range from a brief assessment of orientation (serially tracking delirium/PTA) to comprehensive neuropsychological evaluations.  Commonly employed test measures include:  selected WAIS-IV subtests, MOAT/GOAT/O-LOG, California Verbal Learning Test -II, Brief Visuospatial Memory Test – Revised, subtests from the Delis-Kaplan Executive Function System, Rey-Osterrieth Complex Figure, Trail Making Tests, RBANS, and Behavioral Neurology tasks. Trainees are challenged to utilize creative ways to assess cognitive functioning, given  many patients have significant motor and sensory limitations that prevent them from completing many standardized measures. Cognitive and behavioral assessments that include both qualitative and quantitative data (“process”) are key to inpatient evaluations and case conceptualizations.

In addition to neuropsychological assessment, emphasis will be placed on chart review, report writing, test selection, review of neuroimaging results, communicating feedback to an interdisciplinary team and patient/family members, and making appropriate recommendations to help improve the patient's ability to succeed during his/her inpatient stay and upon return home. Report styles vary from comprehensive to more succinct, especially given the notable change patients often demonstrate during the acute recovery phase. Turn-around time for evaluations and reports is typically expected within 48-72 hours.

Residents are expected to complete two to five evaluations each week.  This involves reviewing the chart for relevant history, conducting a careful clinical interview, noting relevant behavioral observations, conducting the neuropsychological evaluation, scoring using age-and-education-adjusted norms, interpreting results, and writing integrated reports.  

Residents will participate in weekly interdisciplinary treatment team meetings.  There is also the opportunity to participate in various individual and group activities led by psychologists for both patients/families and staff.  Opportunities to supervise interns/practicum students are sometimes available, as are opportunities for family feedback/education and behavioral management intervention experiences. 

Training objectives:  By the end of the rotation the intern will be able to:  

1. State the rationale underlying the selection of various neuropsychological tests and other assessment methods for use with individuals with ABI.

2. Perform neuropsychological evaluations utilizing standardized instruments in a flexible-adjusted, clinically-guided approach, and incorporate “process” observations into the interpretive endeavor.

3. Produce a journeyman's quality written, integrated neuropsychological report that provides functional and practical information to the rehabilitation team and includes appropriate recommendations. 

4. Understand the course of recovery from ABI and be able to identify factors that can negatively or positively impact that course. Identify and grade TBI severity using commonly utilized measures and track recovery milestones (i.e. recovery from PTA, Rancho Scale, GCS, TBI severity).

5. Identify and describe common neurobehavioral syndromes or clinical problems that occur in individuals with ABI.

6. Cite the major literature on common cognitive, behavioral, emotional, personality, and psychosocial issues related to ABI.

7. Function effectively as a consultant to other health care providers in relation to cognitive, behavioral, social, and emotional issues associated with ABI.

MEMORY DISORDER CLINIC / GENERAL OUTPATIENT NEUROPSYCHOLOGY
Supervisory Psychologists:  Eric Spiegel, PhD & Jessica Vassallo, PhD, ABPP-CN
The role of the neuropsychologist and post-doctoral resident in this rotation is to provide a variety of assessment and consultation services.  The neuropsychologist and postdoctoral resident attempt to determine the cognitive and behavioral deficits resulting from cerebral dysfunction secondary to disease or injury.  An assessment is also made of cognitive strengths so that such information can be utilized in rehabilitation and future vocational or placement planning.  This is accomplished by the rational, selective use of a variety of neuropsychological evaluation procedures (see below) as well as test instruments for personality assessment (e.g., Beck, MMPI, Geriatric Depression Scale).  The general purpose of such evaluation is to determine potential disruption of general cognitive and behavioral function secondary to neurologic disease; identification of specific neurobehavioral deficits, and identification of critical areas of dysfunction which relate to rehabilitation potential.  Specific questions addressed in consultation requests include (but are not restricted to) the following:

1.  Documentation of symptoms in diagnosed neurological disease.

2.  Issues of competency.

3.  Delineation of vocational disabilities.

4.  Differentiation of neurobehavioral and psychiatric disorders.

5.  Differential diagnosis of dementia and pseudodementia.

6.  Rehabilitation/treatment planning.

The key training emphasis on this rotation is on a process-oriented, flexible/adjustive approach to neuropsychology in contrast to the fixed battery approaches.  In this approach test instruments are selected to provide cognitive ability data relevant to the specific hypotheses formulated for the individual case.  Commonly employed procedures include selected WAIS-IV subtests, tests of language ability, learning and memory tests, tests of visual-spatial competency, executive functioning tests, and other selected procedures and tests as indicated.  

Residents are expected to complete or supervise an average of 5-6 evaluations and reports each week.  These will include comprehensive evaluations, memory screenings, and/or memory psychoeducation groups.  Residents will also attend clinic rounds, weekly journal club and other presentations pertinent to neuropsychology services.

Rotation Learning Objectives:  By the end of the rotation the neuropsychology resident will have:

1. Demonstrated a thorough knowledge of standardized neuropsychological evaluation procedures by stating rationale for selection of measures of intelligence, concept formation, language/aphasia, learning and memory (verbal, visual, and remote), visual-perceptual-spatial ability, executive functioning, and sensorimotor ability.  The emphasis is on a core evaluation with flexible-adjustive exploration of specific neurobehavioral syndromes.

2.
Demonstrated the ability to identify and describe common neurological disorders, provide brief screening evaluation procedures, and navigate the interface of psychiatric/neurologic disease by producing clinically sound conceptualizations and interpretive statements that take into account potential rule-out conditions.

3.
Developed knowledge and experience in serving as consultant to various services and departments within the healthcare settings by consistently producing concise, integrated neuropsychological reports that include diagnostic impressions, prognostic indicators, and recommendations for treatment and follow-up.  

4. Developed knowledge and experience relevant for maintaining a high-volume neuropsychology consultation clinic well-suited to the VA system of care through executing day-to-day administrative tasks of the clinic.

5.
Developed supervisory skills by providing one-on-one supervision throughout the rotation, as available.

6.
Demonstrated the interpersonal skills necessary for collaborative endeavors in both clinical and research settings.

ADVANCED INPATIENT NEUROPSYCHOLOGY POST-DOCTORAL ROTATION

(Advanced Diagnostics)

Supervisory Psychologists: Tracy Kretzmer, Ph.D., Risa Richardson, Ph.D., Tamara Mckenzie-Hartman, Ph.D.

This rotation occurs within the context of multiple hospital inpatient units, with the primary focus on complex and diagnostically challenging populations. It was designed to be flexible by allowing the resident to choose specific areas of training in which they would like to gain advanced and unique experiences. Proficient practice in evaluating these complex clinical populations and their diagnostic differentials requires unique skills not often gained in graduate or post-graduate training. On this rotation you will have the opportunity to 1) see the full range of brain injury populations, including mild TBI and those with the most severe brain injuries (coma, minimally conscious), 2) serve as a consultant to the inpatient psychiatric unit, where discerning the role of advancing cognitive decline/dementia vs. severe psychiatric sequelae vs. impact of medical comorbidities is often required, 3) increase supervision of interns and first year residents, and 4) get specialized training focused on capacity evaluations, including more specific training and exposure to specific measures to assess for medical, financial and legal decision making abilities. 


As a second year resident you will also be expected to gain more functional independence.  Residents will provide supervision to both interns and first year residents. You will also be responsible for leading neuropsychological feedback in team staffings. By the end of this rotation you will be expected to function as independently as possible --much as a junior colleague. Finally, postdoctoral residents are also required to participate in and lead bimonthly didactics and required readings (e.g., empirically based journal articles, book chapters, journal club) in order to gain a better understanding of medical conditions, behavioral syndromes, prognostic indicators, appropriate assessment measures and brief psychological interventions associated with each of these populations. 


This rotation does offer many opportunities. It is strongly recommended that your training plan be specific on this rotation to ensure that the depth of knowledge and training gained is sufficient. While postdoctoral residents may choose to focus on any combination of these units with supervisor approval, depending upon patient census, trainees may be required to see patients from several teams in order to fulfill case load requirements. This rotation may be taken on a full-time basis in your second year of training. Given the multiple options and supervisors available, you will only have two supervisors at any one time (supervisors can change over the course of the rotation as your case load changes; e.g. PREP first 3 months, EC second 3 months for example).  Potential experiences are detailed below.

INPATIENT NEUROPSYCHOLOGY (Rehab/Polytrauma/ARC)

Supervisor: Tracy Kretzmer, Ph.D.

This clinic will cover several inpatient units including Polytrauma/TBI, General Rehabilitation, and ARC (inpatient psychiatry). As this rotation is geared towards preparing 2nd-year residents for independent expert practice, residents will be afforded flexibility in how they arrange their work with consulting clinics and in their day-to-day activities.   As a second year resident, your focus will be on more complex cases, capacity evaluations, supervision of interns and first-year residents, learning how to function more independently, and leading staffing/family feedback sessions. There will be focus on both qualitative (behavioral observations, behavioral neurology) and quantitative data to conceptualize complex cases, as individuals with limited stamina or motor/sensory deficits often require creative modifications from standardized batteries. How to elicit reliable and valid data within such a context in a key skill required for inpatient settings. As the second year resident, you will be required to provide tiered supervision to interns and first year residents. You will also lead staffing feedback and family meetings, reporting to team and family members current patient status, recommendations and concerns. In addition, second year-residents will gain extensive training and experience with capacity evaluations, as these are often requested by medical providers to assist with discharge planning. 

This inpatient rotation involves participating in an interdisciplinary approach to assessment and rehabilitation of individuals with a history of acquired brain injury, including TBI, stroke and anoxia. A summary of the individual units is below:

POLYTRAUMA UNIT: This 18 bed unit includes patients with Polytrauma and TBI of all severities (i.e., mild, moderate, severe, disorders of consciousness). Tampa VAMC is one of five lead VAMCs TBI and Polytrauma rehabilitation centers. These lead sites are also involved in a Department of Defense funded traumatic brain injury (TBI) program, DVBIC (see website at http://www.dvbic.org/) and with TBI Model Systems.  It also includes patients with a variety of neurological and physical injuries, including stroke and anoxia, and occasionally brain tumors and viral encephalopathy. 

GENERAL REHAB UNIT: This is an 18-bed unit that admits a wide variety of medical populations for needed rehabilitation due to injuries suffered as a result of stroke (and other vascular insults), cardiac conditions, amputations, orthopedic injuries, or other medical conditions that have left them debilitated/deconditioned. While medical diagnoses are diverse, the majority of patients are male veterans ranging in age from 50-80 years old.  Average length of stay is 3 weeks and local cases are often seen as outpatients to monitor continued recovery. 

ARC: The ARC is an inpatient psychiatric unit with a diverse patient population. The ARC option is a unique experience and often found to be both challenging and interesting. How does one ascertain the role of advancing neurological vs. psychiatric processes vs. medical comorbidities?  The Resident will be consulted to evaluate possible cognitive deficits/dementia in persons with severe mental illness, or to identify persons with neurologic injury/disease who have been misdiagnosed and mistakenly placed in inpatient psychiatric centers as a result of behavioral and personality changes.  

MILD TRAUMATIC BRAIN INJURY (PREP) 

Supervisors: Tamara Mckenzie-Hartman, PsyD & Tracy Kretzmer, PhD
                     

The inpatient mild TBI service occurs within the context of the Post-Deployment Rehabilitation and Evaluation Program (PREP), which is housed under Physical Medicine and Rehabilitation Service in the new Polytrauma Building. PREP focuses on patients who have experienced (or suspected of experiencing) a mild TBI. Often these individuals present with a complex array of nonspecific postconcussive-like symptoms, including chronic headaches, sleep problems, balance issues, as well as comorbid PTSD and/or Depression.  Patients on this team typically include both active duty and veteran males in their 20-30s, though female patients are also seen. The interdisciplinary PREP team provides a comprehensive evaluation of the individual’s medical, cognitive and psychological functioning. Weekly team staffings and patient rounds are quite interactive and psychologists often help provide an overall conceptualization of the patient's current status and guide treatment planning. Extensive chart reviews and thorough interviews focusing on history of concussion, daily functioning, cognitive complaints, mood disturbance and readjustment issues are conducted.  Personality testing (MMPI-RF, PAI) and performance/symptom validity assessment is used routinely.

Neuropsychology Focus: Neuropsychological assessments usually take 2- 3 hours and utilize common standard neuropsychological measures (CVLT-II, WAIS-IV subtests, verbal fluency, Stroop, Trails, etc.) within a flexible/adaptive battery.  Unique training experiences include appropriate utilization of validity/effort measures, understanding of postconcussive symptoms and somatoform issues, integration of psychological testing results with cognitive testing, ability to test a patient’s cognitive functioning at multiple time points during treatment (i.e., pre- and post- PTSD treatment), providing feedback to team members and patient/family members, and potentially facilitating a variety of group and individual interventions focused on sleep, headache, mild TBI education, compensatory strategies and relationship of cognitive function to mood, pain, and sleep. Given the importance of providing feedback and psychoeducation to this population, additional components of the postdoctoral resident’s training are accurate knowledge of postconcussion symptoms (PCS), the role of patient expectations on outcomes, symptom normalization, addressing effort/motivation issues while maintaining rapport, and appropriate communication styles. Report lengths vary depending upon the specific evaluation needs of each case, however, these reports often require a thorough explanation and conceptualization to help the patient's providers better understand what the patient is experiencing, the etiological factors leading to a complex symptom array, why symptoms may remain refractory and how best to approach future treatment modalities. Completed reports are expected within three working days and no later than the final Monday of the patient's 3 week stay.

EMERGING CONSCIOUSNESS PROGRAM 

Supervisor: Risa Richardson, Ph.D.

The fellow will develop specialized knowledge in the assessment and treatment of working with the most severe form of acquired brain injury within the VA’s specialized Emerging Consciousness Program. Patients in this program are admitted with various forms of acquired brain injury (traumatic, anoxia, stroke, and other forms of encephalopathy) for a minimum of 90 days of inpatient brain injury rehabilitation. The primary diagnostic approach with patients in this program is to use serial neurobehavioral examinations with consideration of motor, cognitive, sensory, and behavioral factors that confound assessment. Post-doctoral fellows  become familiar with all categories of Disorder of Consciousness (Coma, Vegetative State, Minimally Conscious State), behavioral criteria for each diagnosis, and other differential diagnoses that would hasten misdiagnosis which is common in non-DOC experienced personnel (i.e.,  Locked-In Syndrome, Severe Encephalopathy, Cognitive, Visual, and Motor Disorders). Fellows are expected to learn the standardized assessment measures that are recommended for use with this patient population including but not limited to the Glasgow Coma Scale, Disability Rating Scale, Coma Recovery Scale-Revised, and Rancho Scale. The use of quantitative behavioral assessment approaches are taught to help gauge level of responsiveness in patients with limited behavioral repertoires to guide diagnosis and help monitor response to treatment in concert with the treatment team. Fellows will conduct serial examination with faculty and on their own to develop skill and confidence over time in working with this patient group. For patients that recover consciousness, competence with measures of delirium and post-traumatic amnesia are emphasized in the training experience. These measures include the Galveston Orientation Amnesia Test, Orientation Log, Agitated Behavior Scale, Delirium Rating Scale – Revised, and Confusion Assessment Protocol. Differential diagnosis between delirium and cognitive disorders are heavily emphasized. Fellows will learn how to work with treatment team providers to work with patients with limited behavioral abilities through improved diagnosis and case conceptualization of limitations based on diagnosis and anticipated impairments using neuroimaging as a guide to brain-behavior relationships. A key feature of this clinical experience is delivering feedback about current functioning and prognosis to family members initially and over time as the patient’s neurobehavioral status evolves. 
Inpatient rehabilitation for DOC patients is currently non-uniformly covered by private insurance thus the VA’s dedicated program is a rare training experience to work with catastrophic injury. A majority of the patients admitted awaken from DOC (i.e., emerge from a minimally conscious state) with severe cognitive and behavioral impairments that evolve over time. Interaction with team and family members about these deficits and environmental and rehabilitation adaptations to promote ongoing recovery and maximize independence are a key focus of the neuropsychologists working with these patients. Helping to address barriers to ongoing neurologic recovery (identifying treatable conditions such as sleep problems; minimizing use of pharmacologic restraints through behavioral management techniques used by staff) are a major focus of the treatment experience for the trainee. Many ethical issues arise working with this patient group that are part of the training experience (e.g., guardianship, Do Not Resuscitate Status, and re-acquiring decision making capacity).  Finally, the fellow will learn how to assist with transition plans from inpatient hospitalization through team and family education about cognitive and behavioral impairments that impact levels of supervision needed and environmental requirements. The fellow will learn what factors are considered when making recommendations about community versus institutional living based on cognitive and behavioral impairments for these types of patients.  The VA has published several studies showing that this slow to recover patient group can improve over time with more than three-quarters regaining independence in activities of daily living in the first five years post-injury and 20 percent returning to productive roles and independent living in society during that timeframe. Guidelines and position statements in development from the American Academy of Neurology, American Congress of Rehabilitation Medicine, and NIDILRR TBI Model System indicate psychologists trained in DOC assessment, prognosis, and treatment participate in rehabilitation programs specializing in DOC inpatient rehabilitation. As such, this rotation provides a unique opportunity to acquire this form of specialized knowledge. 

For full time trainees, regardless of selected area for focus, you will be expected to carry at least 2-4 neuropsych/psych cases at a time, though due to fluctuations in census, there may be times when you have more or less cases. You will be expected to participate in weekly interdisciplinary treatment team meetings, participate in bimonthly readings and didactics focused on these specific populations, and participate in weekly (or more) scheduled supervision. 

Training objectives: By the end of the rotation residents will be able to:

1. State the rationale underlying the selection of various neuropsychological tests and other assessment methods for use with individuals in these specific populations. 

2. Perform neuropsychological evaluations utilizing behavioral neurology techniques and standardized instruments in a flexible-battery, clinically-guided approach, and incorporate “process” observations into the interpretive endeavor. 

3. Produce a journeyman's quality written, integrated neuropsychological or psychological report that provides functional and practical information to the rehabilitation team and includes appropriate recommendations. 

4. Identify and describe common neurobehavioral and psychological syndromes (e.g., postconcussion syndrome, EC, poor effort/malingering, neglect, post-stroke depression, PTSD) or clinical problems specific to these populations. 

5. Function effectively as a consultant to other health care providers in relation to psychological, social, and emotional issues associated with these clinical populations.

6. Cite the major literature on common cognitive, behavioral, emotional, personality, and psychosocial issues related to these populations.

7. Demonstrate improved differential diagnostic skills.

CONSULTATION/LIAISON OUTPATIENT NEUROPSYCHOLOGY
Supervisory Psychologists:  Eric Spiegel, PhD & Joel Kamper, PhD
The Consultation/Liaison Outpatient Neuropsychology rotation involves managing a consultation service within several outpatient medical clinics (neurology, geriatric psychiatry, geriatric medicine, outpatient TBI) as well as inpatient medical/neurology. The patient populations served by this rotation will reflect the patient composition of the above noted clinics and will represent a more focused subset of patients currently served in the context of outpatient neuropsychological services. In contrast to traditional consultative outpatient models, the resident will work with the supervising neuropsychologist to provide on-demand consultation to address memory and other cognitive concerns with collaborating referral sources. Presence at team meetings as dictated by patient needs and on-call coverage will be part of this advanced rotation. The overarching training goals on this rotation are to develop fluid higher-order conceptualization skills, the ability to quickly assess and characterize cognitive functioning, and to practice effective, concise consultation with other providers.  Emphasis is made on conducting brief but thorough exams to answer the primary referral question and to provide concrete recommendations regarding the further evaluation and treatment needs of the patient. 

This dynamic, time-constrained service requires integration of multiple skill sets developed over the course of 1st year postdoctoral rotations.  Specific skills that will remain the focus of further development include: 1) embedding as a contributing member of several multidisciplinary treatment teams; 2) management of a busy, multi-faceted assessment clinic; 3) conducting time-limited assessment of cognitive abilities; 4) integration and conceptualization of all available data sources on the fly to provide diagnostic, treatment, and evaluation recommendations; and 5) provision of timely and meaningful verbal and written feedback to patients and referral sources. 

Residents will build proficiency in managing their workload and clinical caseload with the expectation of an average of 14 hours of face-to-face time per week, comprised of both C/L and comprehensive assessments.  Comprehensive evaluations will be expected, as necessary, to augment C/L workflow.  The advanced resident will be afforded reasonable autonomy to further refine their individualized assessment approach to address evaluation of performance validity, attention, processing speed, language, visuospatial functioning, memory, and executive functioning.  The advanced resident will also be responsible for managing scheduling of the ongoing, regularly scheduled Memory Disorder Screening Clinic.  Finally, residents are expected to provide 1 case presentation at neurology grand rounds over the course of the rotation.

The Consultation/Liaison Outpatient rotation is geared towards preparing 2nd-year residents for independent expert practice.  To that end, residents are afforded a great deal of flexibility in how they arrange their work with consulting clinics and in their day-to-day activities.  These activities will help prepare advanced residents for work in a dynamic and changing health care environment, including increased focus on interdisciplinary care teams as mandated by the ACA.  Mentorship and professional development with 1st-year residents is an expected component, with the goal of developing peer consultation and mentoring skills.  This relationship will include first-line consultation of supervision and professional development issues encountered by the 1st-year resident on the MDC/General Outpatient Neuropsychology Rotation and support in conceptualizing and framing difficult cases.  There is also an advanced journal club with focus on evidence-based models of supervision and diagnosis-related topics to further prepare residents for independent expert practice.  

By the end of the rotation the advanced neuropsychology resident will have:

1. Developed the ability to quickly and effectively conceptualize cases, as evidenced by provision of an average of 14 hours of face-to-face clinical care per week, timely written and oral feedback, and comfort working in fast-paced medical clinics.

2. Demonstrated the ability to integrate and comfortably work with physicians and other health care disciplines by liaising with and providing concise and effective feedback both individually and in team meetings.

3. Demonstrated a working knowledge of behavioral neurology, functional neuroanatomy, and neuropsychologically-relevant neurological syndromes (e.g., types of aphasia, broad categorizations of seizure disorders, subtypes of FTD) to aid in diagnosis and treatment planning.

4. Developed the comfort and flexibility necessary to begin work as a fully independent neuropsychologist, as evidenced by the ability to successfully manage their own time and workload, complete consultation requests in a timely manner, and manage administrative demands.

5. Demonstrated the interpersonal and skill-based abilities to mentor and provide peer supervision through a working knowledge of evidence-based models of supervision and consultation.
POLYTRAUMA TRANSITIONAL REHABILITATION (PRTP)
 NEUROPSYCHOLOGY ROTATION

Supervisory Psychologist:  Jennifer Duchnick, PhD, ABPP-Rp
This rotation will provide an opportunity for postdoctoral neuropsychology trainees to gain: 1) enhanced clinical skills related to assessment and intervention with post-acute polytrauma/brain injury patients; 2)  experience with the multiple roles of rehabilitation neuropsychologists, such as team consultation, therapy provision, cognitive rehabilitation, assessment of family needs & provision of feedback regarding cognitive and behavioral functioning to patients and families; and 3) exposure to  a holistic model of interdisciplinary treatment. This rotation occurs within the context of the Polytrauma Transitional Rehabilitation Program (PTRP) which is housed in the Physical Medicine & Rehabilitation Service. PTRP is a CARF-accredited interdisciplinary rehabilitation program for soldiers and military veterans who sustained severe trauma to multiple systems. It consists of both outpatient day treatment and a residential program. Moderate to severe brain injury is the most common injury, with most program participants also having sustained orthopedic trauma, amputation(s), spinal cord injury, and/or burn injuries. Many were exposed to combat trauma and have psychological disorders related to war experiences or injury-related events. Primary transitional program goals are to aid participants': 1) return to community living with maximum independence; and 2) return to productive community roles, with an emphasis on work, volunteer, or formal education programs. Psychoeducation and supportive services are offered to participants' family members. 

The PTRP residential treatment is a 10-bed residential unit and treatment space on the hospital campus. This building includes patient residences, treatment clinics, and common areas for patient use. Therapeutic activities are scheduled 5 to 7 days per week, including group and individual therapeutic activities for patients and families. Areas targeted include cognitive skills, functional living skills, home management skills, community reintegration skills, and management of emotional and behavioral symptoms post brain injury. Therapeutic work/volunteer activities may be available and educational guidance is provided through vocational rehabilitation. The outpatient day program has been in existence since 2006. Therapeutic activities are similar to those of the residential component, with sustained, intense and coordinated treatment from multiple disciplines focused on assisting the patient to return to productive community life with maximum independence. Transitional program psychologists function as members of the interdisciplinary treatment team and provide a full range of psychological and neuropsychological rehabilitation services within both component programs.  Participants are typically in their 20s or 30s with moderate to severe brain injuries. Length of time since injury ranges from a few months to several years. The typical length of stay ranges from a few months to over 1 year.

At program admission, the psychologists conduct evaluations to help the team conceptualize the nature of cognitive, emotional, personality, and psychosocial issues that may affect the individual's progress in continuing rehabilitation, adjustment to injury, and quality of life issues. The trainee will be involved in a mix of general psychological assessment, neuropsychological assessment, and intervention.  Neuropsychology evaluations may occur at program admission, discharge, or at periods during the program where updated evaluation of cognitive functioning is useful to inform treatment planning. On average, 2-3 opportunities for neuropsychological evaluation occur per month. These evaluations tend to be brief in nature (typically 2-4 testing hours). Evaluation instruments are selected based on clinical questions and on consideration of the individual's current behavioral repertoire. Recommendations are typically generated to address areas such as: level of supervision necessary for safety, ability to engage in work or volunteer activities, ability to participate in educational activities, capacity for independence with IADLs, or readiness for return to motor vehicle operation. Trainees will gain skill in providing therapeutic feedback to the patient and the family (if applicable), as well as to the rehabilitation treatment team. Psychological evaluations are conducted at admission for every patient, and typically include interview and questionnaire measures. Instruments assessing emotional state and personality/ psychopathology may also be included.

The postdoctoral trainee is expected to learn and utilize multiple treatment formats directed toward cognitive rehabilitation, behavioral improvement and psychological adjustment, such as individual, group, and family interventions. The trainee will be expected to lead or co-lead at least one of the weekly interdisciplinary groups and carry an individual caseload of 1-3 patients. Individual case load will vary depending upon the complexity of the patient/family needs and the time demands of assessment and group involvement. The trainee will lead 1-2 presentations in the Healthy Lifestyles psycho-educational group over the course of the rotation. Involvement in at least one team in-service presentation over the course of the rotation is expected. Opportunities also exist for involvement in co-treatment with other disciplines and for development of programming. At times, opportunities are also available for involvement in supervision of intern trainees. 

The trainee will learn to function at an increasingly independent level with regards to provision of consultation to other disciplines, coordination of interdisciplinary interventions, and education of rehabilitation staff. Various components of a holistic treatment model will be utilized for case conceptualization, including the focus on the adjustment process and compensatory management of TBI-related cognitive deficits.  Pertinent readings on holistic cognitive rehabilitation will be assigned to further develop the postdoctoral trainee's knowledge regarding neuropsychological and psychological issues associated with the specific patient population served.  Participation in monthly journal club is also expected.
By the end of rotation the neuropsychology postdoctoral trainee will have:

1. Obtained advanced knowledge of common cognitive, behavioral, emotional, and psychosocial issues related to brain injury and polytrauma, with an increased appreciation of common behavioral manifestations of brain injury symptoms.

2. Demonstrated sound clinical rationale for assessment methods and intervention techniques in postacute brain injury rehabilitation. The trainee will have developed clinical intervention skills specific to the patient population and will have provided interventions with increased independence. 

3. Developed familiarity with the multiple roles of a neuropsychologist in a rehabilitation setting. 

4. Demonstrated a journeyman's ability to produce integrative written reports of neuropsychological and psychological test findings, with recommendations. The trainee will have achieved high-level assessment skills, including test selection, administration, and integration of information from patient report, collateral sources, and the medical record.

5. Demonstrated a journeyman's ability to share findings and recommendations with relevant stakeholders, including patients, family members, and treatment team members.

6. Demonstrated advanced ability in providing consultation to interdisciplinary treatment team members regarding the implications and/or management of cognitive, behavioral, or emotional status of patient.

USF NEUROPSYCHOLOGY ROTATION / EPILEPSY & FORENSICS

Supervisor:  Michael Schoenberg, Ph.D., ABPP-CN
This rotation will involve working closely with attending neuropsychologists completing both outpatient and inpatient neuropsychological assessments with children and adults at either the downtown Tampa outpatient center (STC building) or at USF Affiliated Hospital, including Tampa General Hospital and FL Hospital-Tampa. Fellows will work with a broad number of neuropsychological and psychological measures.  Focused experiences are provided in the neuropsychology of epilepsy, bedside neurobehavioral assessment on an inpatient rehab and neurological care unit as well as forensic neuropsychology. 

Epilepsy/Neurosurgical Neuropsychology: Experiences in the neurosurgical neuropsychology focus on epilepsy surgery as well as surgical evaluation for DBS and normal pressure hydrocephalus. Fellows will be exposed to outpatient neuropsychological evaluations, intracarotid methahexital (Wada's) testing, and assessments completed during long-term video monitoring on an inpatient consult service. Additional experiences, including observing aspects of neurological surgery including resection and stereotaxic surgical procedures as well as electrocorticography (ECoG) can be negotiated. Fellows will be provided with hands on training in conducting Wada's testing with attending neuropsychologist as well as neurology and interventional radiology faculty. Fellows will be expected to attend and participate in weekly Epilepsy case conferences. Fellows will review neuropsychology, neurology, and neurosurgical literature in epilepsy to provide a framework for consulting with neurology and neurosurgery faculty on providing input to guiding surgical decision making process. Opportunities for research in the neuropsychology of epilepsy and/or pseudo nonepileptic seizures/attacks is also available to motivated fellows. Goals of the rotation include continued development of assessment skills, diagnosis, and recommendations. Functional neuroanatomy is discussed in depth. Training will emphasize gaining competence to identify neuropsychological features that, when combined with neurological and/or radiological data, have implications for predicting surgical outcome, and consulting in multidisciplinary treatment teams to provide input for neuropsychological indications and contra-indications for surgical treatment. Evidence-based neuropsychology practice is emphasized. Fellows will also participate in didactic neuropsychology programmatic activities within the USF Health, Dept. of Neurosurgery and Brain Repair as well.

Forensic Neuropsychology:   Experiences in forensic neuropsychology practice will include exposure to civil case neuropsychology services. Cases will include personal injury, independent neuropsychological (medical) evaluations (IME), worker's compensation cases, and long-term disability cases. Fellows will obtain experience in civil aspects of forensic neuropsychology practice (allowed by parties involved), including record review, neuropsychological assessment, interviewing skills, and developing integrative reports to answer referral questions. Additional experiences, including observing depositions and court testimony of neuropsychology attending may also be possible. Fellows will review relevant literature for particular cases to provide input to guiding the assessment and interpretation process. Opportunities for research are available to motivated fellows. Goals of the rotation include continued development of assessment skills, diagnosis, and means to practice neuropsychology in a medicolegal arena. Evidenced-based neuropsychology research and practice is emphasized. Fellows will also participate in didactic experiences as detailed above for the epilepsy neuropsychology service. 

Training expectations:

 

1. Perform a minimum of 4-8 evaluations each month in either epilepsy and/or forensic neuropsychology. Forensic neuropsychology case loads vary as does extent fellows may be allowed to participate depending upon agreement from parties involved; however, every effort will be made to assure Fellow’s involvement in at least 1 forensic case each rotation. Fellows may be involved in testing patients/claimants, scoring data, and assisting in conceptualization and decision making.  

2. Review medical/legal records and integrate into report. 

3. Write/complete full reports within 1 week of the completed assessment. 

4. Participate in weekly division meetings. 

5. Participate in bi-monthly readings and didactics focused on these specific populations.

6. Participate in weekly Epilepsy case conference meetings  

7. Participate in weekly (or more) scheduled supervision. 

8. Attend Neurosurgery Grand Rounds, Neurology Grand Rounds and Radiology Grand Rounds as may be possible.
 

Training objectives:

 By the end of the rotation the post-doctoral trainees will be able to

 

1. State the rationale underlying the selection of various neuropsychological tests and other assessment methods for use with individuals in specific populations. 

2. Perform neuropsychological evaluations utilizing standardized instruments in a flexible-battery, clinically-guided approach. 

3. Perform the neuropsychological or cognitive portion of the Intracarotid methahexital (Wada’s) tests independently.

4. Produce a written, integrated neuropsychological report that provides diagnostic and interpretive summary to address referral question.    

5. Identify and describe common neuropsychological and psychological syndromes (e.g., TBI, poor effort/malingering, PTSD) or clinical problems specific to these populations. 

6. Cite the major literature on common cognitive, behavioral, emotional, personality, and psychosocial issues related to these populations. 

7. Demonstrate improved differential diagnostic skills.

8. Demonstrate ability to consult with neurologists and neurological surgeons on pre-surgical planning for patients with medication refractory epilepsy using evidence-based neuropsychology.  
SPINAL CORD INJURY/DISORDERS REHABILITATION ROTATION
Supervisory Psychologist: Glenn Curtiss, Ph.D.& Michael Pramuka, Ph.D., CRC
This rotation occurs within the context of the Spinal Cord Injury/Disorders (SCI/D) Service.  The SCI/D Service provides clinical care to individuals who have sustained spinal cord injuries or who suffer from other causes of spinal cord dysfunction, such as multiple sclerosis or spinal stenosis.  The service is located in a newly constructed wing dedicated to the care of individuals with SCI/D. The inpatient component is comprised of 100 beds, including 10 beds for individuals weaning off ventilators and 30 long-term care beds (10 of which are for individuals dependent on ventilators). The SCI/D Inpatient Rehabilitation Program is CARF-accredited.  Annually, it provides acute and sustaining care to more than 500 individuals through a multidisciplinary team model of health care delivery.  Patient characteristics vary considerably from the older WWII and Korean War veteran to young active duty individuals injured in the Operation Enduring Freedom/Operation Iraqi Freedom/Operation New Dawn.  

SCI/D neuropsychologists and residents function as members of the multidisciplinary teams and provide a full range of psychological rehabilitation services.  The resident may work with veterans and active-duty individuals through both the inpatient and outpatient components of the SCI/D Service but the primary experience will be with the inpatient Acute Rehabilitation Team.  The SCI/D neuropsychologist helps to identify and conceptualize the nature of cognitive, personality, and psychosocial issues that may affect the individual's progress in rehabilitation, adjustment to SCI/D, and quality of life.  Common findings include cognitive impairment from concomitant head injury, hypoxia, or premorbid neurological disorder; mood and adjustment disorders; substance abuse/dependence.  Personality disorders/characteristics, grief and loss, and changes in primary relationships are common areas of focus.  Psychotherapeutic interventions may include relatively brief series of problem-focused interactions, longer-term treatment of adjustment to disability, education/interventions with treatment staff, and couples or family therapy. Residents will be involved in co-facilitating supportive group therapy and/or a psychoeducational group.  Residents may conduct cognitive rehabilitation under the aegis of our Speech and Language Pathology Service.  Close involvement and consultation with the treatment team, including attendance at weekly team meetings and team rounds, is expected. 

Opportunities for involvement in outpatient referrals are diverse.  The J. A. Haley SCI/D program is part of the VA Multiple Sclerosis Centers of Excellence and actively treats individuals with MS.  In addition, the SCI/D program provides treatment to a large cohort of individuals with amyotrophic lateral sclerosis (ALS).  The resident will conduct neuropsychological evaluations for those individuals requiring baseline evaluations and evaluations following MS exacerbations.  The resident will provide feedback and education regarding neuropsychological status and the behavioral expression of those deficits.  Outpatient evaluations can also include participation in conducting the psychosocial needs assessment, which is part of the Comprehensive Annual Medical Examination.  

A clinically-oriented, flexible/adaptive approach is used for conducting cognitive and psychological evaluations.  Evaluations involve chart review for relevant history, clinical interview, collateral interview (when available), administration and scoring of appropriate tests, interpretation of test performance, and the production of a written report of the findings and recommendations.  Evaluation instruments are selected based on clinical questions and on consideration of the individual's current behavioral repertoire.  Regardless of the specific instruments selected, evaluations typically include assessment of intellectual ability, learning and memory abilities, visuospatial abilities, reasoning/concept formation ability, attentional control and other executive functions, and emotional state and personality/psychopathology.  

Participation in the weekly meeting of the SCI/D psychologists and the monthly SCI/D Psychology journal club is also expected.  Experience in supervision of psychology interns who are completing the SCI/D internship rotation is possible.

By the end of the rotation, the resident will demonstrate:

1.
A sound knowledge of the etiology and physical sequelae of SCI/D.

2.
An advanced knowledge of the cognitive and psychosocial sequelae of SCI/D.   

3.
Sound clinical rationale for test selection and administration of cognitive and psychological assessment instruments with this specialized population.

4.
A journeyman's ability to produce integrative written reports of psychological test findings with recommendations for treatment and rehabilitation.

5.
Advanced ability in providing psychotherapeutic interventions that address the broad range of psychological and psychosocial sequelae of SCI/D.

6.
The interpersonal skills necessary for consultative and collaborative endeavors in both clinical and research settings.

Requirements for Completion

The postdoctoral training program requires two years of full-time training to be completed in no less than 24 months. Fellows must complete 4000 hours of supervised on-duty time during the postdoctoral years. 

To successfully complete the fellowship, fellows are expected to demonstrate an appropriate level of professional psychological skills and competencies in the core areas (all competency areas rated at High Intermediate/Occasional supervision needed or Advanced Skills) and successfully complete the research requirement.  However, it is expected that by the end of the 2-year program the majority of competency areas will be rated at level of competence of "Advanced/Skills comparable to autonomous practice at the licensure level".    
EVALUATION PROCEDURES 

Competency-Based Evaluation System:  It is our intention that evaluation of postdoctoral resident’s progress be open, fair, and part of the learning process.  Residents are involved in all phases of evaluation from the initial concurrence with training goals through the final evaluation.  Ongoing feedback during supervisory sessions is presumed and residents should request clarification from supervisors if there is uncertainty about progress.

To assist in our postdoctoral training and evaluation process, and to document the attainment of basic core competencies and outcomes, competency evaluations are conducted for the resident’s clinical activities. The program utilizes a behaviorally-based model of evaluation with ratings based on the amount of supervision required for the resident to perform the task competently.  In general, this rating scale (described below) is intended to reflect the developmental progression toward becoming an independent psychologist.  Expectations for Postdoctoral Residents are as follows:

_____ Goal for post-doctoral evaluations done prior to 12 months

All competency areas will be rated at a level of 6 (as described below): 

Proficiency is emerging even in non-routine cases. Supervisor oversees trainee’s activities, but trainee manages day-to-day activities with emerging autonomy.  Supervision resembles peer consultation with in-depth supervision necessary only in unusually complex situations. 

_____ Goal for post-doctoral evaluations done after 12 months 

The majority of competency areas will be rated at level of competence of at least a 7 (described below):

Proficiency in advanced skills or area of specialty interest is developing.  Competency in all global competency areas at full VA psychology staff privilege level is achieved; however, as an unlicensed trainee, supervision is required while in training status. Supervisor remains responsible for trainee’s activities, but trainee demonstrates autonomy in all routine day-to-day activities. In-depth supervision is required infrequently and occasional discussion of advanced topics.

At the end of each rotation, in the judgment of his/her supervisor and the Postdoctoral Training Subcommittee, the resident is evaluated in each of the core competency areas and their components, with an expectation of satisfactorily progressing.  The core competency areas are:  1.) psychological assessment,  2.) interventions,  3.) supervision/teaching,  4.) research and scholarly inquiry,  5.) administration and professional development, and 6.) ethics, law, and diversity issues.  To successfully complete the residency, residents are expected to demonstrate an appropriate level of professional psychological skills and competencies in the core areas as described above.  Competency based ratings are as follows:  

	NA
	Not applicable for this training experience / Not assessed during training experience

	
	

	9
	Advanced proficiency is demonstrated with skills comparable to autonomous practice in a specialized field.  This is a rare rating that reflects collegial level of autonomy and proficiency at the expert level despite maintenance of required trainee role and expectations.

	
	

	8
	Proficiency even in non-routine cases is routinely demonstrated at an early-career specialist level. While potentially licensed, supervision is maintained due to trainee status. Supervision devoted primarily to advanced, expert topics and trainee maintains autonomy in all but exceptional circumstances.  Competency in all global competency areas at full VA psychology staff privilege level is maintained.

	
	

	7
	Proficiency in advanced skills or area of specialty interest is developing.  Competency in all global competency areas at full VA psychology staff privilege level is achieved; however, as an unlicensed trainee, supervision is required while in training status. Supervisor remains responsible for trainee’s activities, but trainee demonstrates autonomy in all routine day-to-day activities. In-depth supervision is required infrequently and occasional discussion of advanced topics. 

	
	

	6
	Proficiency is emerging even in non-routine cases. Supervisor oversees trainee’s activities, but trainee manages day-to-day activities with emerging autonomy.  Supervision resembles peer consultation with in-depth supervision necessary only in unusually complex situations. 

	
	

	5
	Competency attained in all but non-routine cases, though supervisor provides overall management of trainee’s activities. Trainee demonstrates increasing ease and integration of advanced skills and proficiency is emerging in routine cases or area of specialty interest. Supervision/consultation may be necessary in non-routine situations, though depth of supervision varies as clinical needs warrant. While the trainee may not possess the specific skill set required for independent practice in a specific rotation setting, this level represents the achievement of minimal competency for independent general psychological practice.

	
	

	4
	Basic skills are implemented with ease and more complex skills are emerging, particularly in a specialty area of interest.  Trainee demonstrates emerging competency in routine cases. Routine supervision of most activities, though depth of supervision varies as clinical needs warrant.

	
	

	3
	Basic skills have been acquired and trainee implements them in with increasing ease, but continues to require routine supervision of each activity.

	
	

	2
	Routine, and occasionally intensive, supervision is needed, particularly in unfamiliar training areas.  Skills are becoming more familiar, but trainee needs assistance in implementing them.

	
	

	1
	Most skills are new and trainee needs very intensive and close supervision.  Requires remediation plan if trainee is an intern or post-doc.


Residents receive a formal, written evaluation from their rotation supervisor at the end of each rotation, as well as an intermediary, written evaluation at the mid-point of each rotation.  The rotation mid-point evaluations are intended to be a progress report for residents to ensure they are aware of their supervisor’s perceptions and to help them focus on specific goals and areas of work for the second part of the rotation.  Final rotation evaluations will also provide specific feedback and serve to help the resident develop as a professional.  Residents also provide a written evaluation of each rotation and supervisor upon completion of the rotation.  This and the supervisor’s evaluation of the resident are discussed by the resident and supervisor to facilitate mutual understanding and growth. 

Upon completion of each rotation, copies of the resident’s and the supervisor’s final rotation evaluations are kept in the resident’s training file.  

Facility and Training Resources
Residents share a large office space in which there are a total of 7 workstations with computers.  Residents have access to other offices for therapy and evaluations. The offices are all equipped with networked computers that allow access to the computerized medical record system, productivity software, internet/intranet, and email. The psychology programs are integrated into the Mental Health and Behavioral Sciences Service, and, in addition to the Psychology secretary, the staff and trainees have additional clerical and administrative support from the whole service.  

A wide range of supportive resources is available to Psychology staff, interns, and trainees.  The hospital’s Librarians provide:

· Professional and prompt assistance, including bibliographic searching, reference, instruction on database use, interlibrary loans, etc.

· 14 databases, including 6 directed specifically to mental health professionals (Psychiatry Online, Psych Evidence Matters, PILOTS, Health & Psychosocial Instruments, PsycInfo, Psychology & Behavioral Sciences Collection). Resources are IP authenticated for immediate access on any VA networked computer; users may request an Athens password to use off-site.  

· Over 3000 books (including many e-books) 

· More than 4200 print and electronic journals including 18 clinical psychology titles.  

· 10 computers for use by staff in the Medical Library. 

· Consumer health information to assist clinicians in patient education and informed consent

· After-hours access

The main library at the University of South Florida houses over 678,000 volumes including 4,500  journal subscriptions.  In addition, the USF College of Medicine library maintains over 88,000 books including over 1,400 journal subscriptions.  Literature searches and complete bibliographies with abstracts are available upon request.

Commonly used and essential tests and related materials are maintained by the rotation supervisors and are available to the resident for assessment of the veteran.  In addition, the residents maintain a smaller library of assessment instruments in their office that is solely for their use.

Administrative Policies and Procedures

ANNUAL AND SICK LEAVE
Accumulated according to standard VA policy:  4 hours of sick leave and 4 hours of vacation leave earned every two-week pay period.
DUE PROCESS:  GRIEVANCE PROCEDURES

Although rare, differences of opinion do sometimes arise between residents and a supervisor or other staff member.  If this occurs, the following procedures will be followed:  

(1)
The trainee should request a meeting with the supervisor or staff member to attempt to work out the problem/disagreement.  The supervisor will set a meeting within 2 working days of the request.  It is expected that the majority of problems can be resolved at this level.  However, if that fails:

(2)
The trainee should request to meet with the Director, Psychology Training Programs and the Assistant Training Director of the program.  A meeting will be arranged within 2 working days to work out the difficulty.  In cases involving disagreement with the Assistant Training Director, the trainee may address their case directly to the Director, Psychology Training Programs.  In cases involving disagreement with the Director, Psychology Training Programs, the trainee may address their case directly to the Psychology Service Chief for appropriate action. In unusual and confidential instances, the trainee may address their case directly to the Psychology Service Chief.  If that fails:

(3)
The Training Director, Assistant Training Director, trainee, and supervisor or staff member meet within 2 working days of Step 2. If a consensual solution is not possible:

(4)
The trainee, Psychology Service Chief, Training Director, and the trainee's supervisor or staff member meet to resolve the problem within 5 working days of Step 3.  If that fails:

(5)
The issue will be brought before the Affiliations Subcommittee of the Continuing and Hospital Education Committee for resolution.  This is the final step of the appeal process. 

UNSATISFACTORY OR DELAYED PROGRESS

Most issues of clinical or professional concern are relatively minor and can be addressed in open and ongoing assessment of skills by the resident and immediate supervisor.  However, the following procedures are designed to advise and assist residents performing below the program's expected level of competence when ongoing supervisory input has failed to rectify the issue:

1. If, in the course of routine evaluation, specific remedial actions are identified, the resident will be informed by the Training Director as to the Training Committee's recommendations for revised training goals and specific requirements for remediation.  Monitoring of subsequent progress will occur through the Rotation Supervisor, any Psychotherapy Supervisor(s), and Training Director.


2. If the resident's performance in the problem area has improved to the level that the training goals for the rotation in which the problem was identified are substantially met, the resident will proceed to subsequent rotation(s) as planned and routine monitoring of new rotation goals and/or continued general training goals will be done by the new Rotation Supervisor and the Training Director.  However, if satisfactory progress on the problem is not made during the rotation in which the problem was identified, the Training Committee will meet again to discuss additional plans for remediation, which may include repeating the current rotation.


3. If, at any time, the resdient disagrees with the evaluation of progress, an appeal may be made to the Chief of Psychology Service.


4. If, at the end of the subsequent rotation, the resident's performance deficiencies have not improved substantially, the Training Committee may enact one or more of the following:

a. If the resident has demonstrated some improvement but at a rate that precludes satisfactory improvement before the end of the normal fellowship, the resident will be notified and the resident will be placed on probationary status.  The resident's progress will be closely monitored by the Training Committee and Training Director.  Further review and recommendations will be made at mid-rotation and end-of-rotation evaluations, including consideration of options b and c as necessary.

b. If correction of the problem is possible with additional months of training beyond the normal fellowship timeframe or by adding additional diverse training experiences, such may be recommended.  This decision will be conveyed to the resident.

c. If the problem is severe enough that it cannot be remediated in a timely manner, termination may result.  This decision will be conveyed to the resident prior to formal action.

COLLECTION OF PERSONAL INFORMATION

We collect no personal information from you when you visit our website.  If you are accepted as a resident, some demographic descriptive information is collected and sent in a de-identified aggregate manner to the American Psychological Association as part of our annual reports for accreditation. 
Training Staff
All members of the Psychology training staff have clinical responsibilities.  In addition, they all serve in a variety of other professional roles: as faculty members in the College of Medicine and other university departments, as office holders in professional organizations, in administrative roles within the hospital, and as researchers.  In the following pages, we provide a brief description of potential primary and/or secondary supervisors. They are listed alphabetically with information regarding their doctoral training program, primary clinical responsibility, faculty appointments, and clinical interests.  
Heather G. Belanger – Ph.D., ABPP-CN, University of South Florida, 2001

Assistant Training Director, Neuropsychology Postdoctoral Program

Clinical Neuropsychologist, Polytrauma Rehabilitation Center

Associate Professor, Department of Psychiatry and Behavioral Neurosciences, USF
Clinical Interests: Assessment, mild TBI, TBI interventions
Glenn Curtiss - Ph.D., University of South Florida, 1987

Clinical Training Director

Clinical Neuropsychologist, Spinal Cord Injury Rehabilitation Program 

Associate Professor, Department of Psychiatry and Neurosciences, USF
Clinical Interests:  Neuropsychology, Rehabilitation Outcomes, Personality Assessment, Psychometrics/Statistics
Jennifer J. Duchnick - Ph.D., ABPP-RP, Auburn University, 2001
Assistant Training Director, Rehabilitation Psychology Postdoctoral Program

Rehabilitation Neuropsychologist, Polytrauma Transitional Rehabilitation Program

Clinical Interests: Neuropsychology, Rehabilitation Psychology, TBI, SCI, Clinical Intervention, Adjustment to Injury, Trauma 

Ann Cradit, Ph.D. – Michigan State University, Counseling Psychology, 1996

Rehabilitation Psychologist, Polytrauma Transitional Rehabilitation Program

Clinical Interests:  Acquired Brain Injury, Cognitive Rehabilitation, Family adjustment, Program Development and Outcomes.
Joel E. Kamper – Ph.D., Loma Linda University, 2013

Clinical Neuropsychologist, Memory Disorder/General Neuropsychology Clinics

Clinical Interests: Neuropsychology, TBI, Dementias, Instrument Development

Tracy S. Kretzmer - Ph.D., University at Alabama, Birmingham 2006

Clinical Neuropsychologist, Polytrauma Rehabilitation Program

Assistant Professor, USF Department of Psychology

Clinical Interests: Neuropsychology, TBI, Mood-related Cognitive Dysfunction, Stroke

Tamara McKenzie-Hartman– Psy.D., Argosy University, Washington DC,  2012

Clinical Neuropsychologist, Defense & Veteran’s Brain Injury Center, 

Post-Deployment Rehabilitation and Evaluation Program (PREP)

TBI Clinic at MacDill AFB

Clinical Interests:  Neuropsychology, TBI, Rehabilitation 

Risa Nakase-Richardson, Ph.D. West Virginia University, 1999

Clinical Neuropscyhologist Polytrauma Rehabilitation Program

Assistant Professor, USF Department of Psychology

Clinical Interests: Aquired Brain Injury, Emerging Consciousness, Rehabilitation, Sleep
Mike R. Schoenberg – Ph.D., ABPP-CN, Wichita State University, 2001

Chief, Neuropsychology Division, USF Dept of Neurosurgery
Associate Professor, Depts. of Psychiatry and Neurosciences, Neurology, and Neurosurgery, USF
Clinical Interests: Epilepsy, TBI, Mild Cognitive Impairment, Neuroanatomic Organization of Language and Memory, Forensic Assessment. 

Eric P. Spiegel – Ph.D., Fuller Graduate School of Psychology, 2007

Clinical Neuropsychologist, Memory Disorders Clinic 

Clinical Interests:  Neuropsychology, Dementia, Movement Disorders

Holly Villareal Steele -  Ph.D. University of South Florida, Tampa 1990

Clinical Psychologist, Polytrauma Rehabilitation Program

Adjunct Professor & Supervisor, USF Department of Psychology

Clinical Interests:  Behavioral Interventions, Assessment and Enhancement of Functional Abilities, Self-Injurious Behavior
Christina Thors -  Ph.D., Fordham University, 2000

 Clinical Psychologist, Polytrauma Rehabilitation Program

 Clinical Interests: Mild Traumatic Brain Injury, PTSD, Post deployment Adjustment

Rodney D. Vanderploeg - Ph.D., ABBP-CN, Fuller Graduate School of Psychology, 1982

Psychology Supervisory Program Leader:  Section of Brain Injury Rehabilitation and Neuropsychology.

Clinical Neuropsychologist, Polytrauma/Traumatic Brain Injury Program.  

Clinical Professor, Departments of Psychiatry and Psychology, USF
Clinical Interests:  Neuropsychology, Traumatic Brain Injury, Cognitive Rehabilitation, Instrument Development
Jessica L. Vassallo – Ph.D., ABBP-CN, Fairleigh Dickinson University, 2004

            Clinical Neuropsychologist, Memory Disorder/General Neuropsychology Clinics

            Clinical Interests:  Neuropsychology, Dementia, Epilepsy, Neuropsychological Interventions

Trainees

Past Residents are listed below by year of beginning the program, graduate school, type of graduate program, degree earned, and prior internship site.

Resident   Graduate University

Area of Prof
Degree    
Internship Site

2006      Univ. of Alabama


Clinical

Ph.D.

Birmingham VA
2007      Fuller Graduate School


Clinical

Ph.D.

Tampa VA
2007
 Louisiana Tech



Clinical

Ph.D.

VA Gulf Coast Care 
2008
 Univ. of Alabama


Clinical

Ph.D.

Boston Consortium

2009
 San Diego State Univ


Clinical

Ph.D.

Univ of Florida
2009
 Washington State Univ


Clinical

Ph.D.

Palo Alto VA

2010
 Univ of Florida



Clinical

Ph.D.

Tampa VA
2011
 Marquette University


Counseling
Ph.D.

Tampa VA

2011
 Florida Institute of Technology

Clinical

Psy.D.

Brooke Army Medical 
2012
 Univ of Illinois at Urbana-Champaign
Counseling
Ph.D.

Tampa VA
2013
 Wayne State University


Clinical

Ph.D.

Univ of Alabama

2013
 Loma Linda University


Clinical

Ph.D.

Detroit VA
2014
George Washington University

Clinical

Ph.D.

Tampa VA

2014
California School of Prof Psychology
Clinical

Ph.D.

Gainesville VA

2015
Roosevelt University


Clinical

Psy.D.

Tampa VA

2015
Univ. of Houston


Clinical

Ph.D.

Univ. AL - Biringham

2016
Roosevelt University


Clinical

Psy.D.

Tampa VA

2016
Wayne State University


Clinical

Ph.D.

Tampa VA 
Recent Staff and Trainee Research Publications (2010 to present)


Intern or Postdoc Names are bolded
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Local Information

JAMES A. HALEY VETERNS HOSPITAL

The James A. Haley Veterans Hospital (Tampa VAMC), a JCAHO accredited hospital, is a 415 bed facility that provides comprehensive inpatient, primary, secondary, and tertiary care in medical, surgical, neurological, rehabilitation, and short-term psychiatric modalities, primary and specialized ambulatory care, and rehabilitation nursing home care through its 180 bed nursing home care unit. 

Specialized programs are offered in treatment of chemical dependency, post-traumatic stress, comprehensive rehabilitation, and women’s health. The Tampa VAMC also has an established Clinical Center of Excellence in Spinal Cord Injury/Disease.  In addition, the medical center has five outpatient clinics that are located in Orlando, New Port Richey, Brooksville, Palm Bay and Bartow, Florida.  Our medical center provides healthcare services to Veterans’ and TRI-CARE patients in central Florida.  From 1996 to the present, the medical center was the busiest in the VA healthcare system of 150+ hospitals, treating 10,534 inpatients and providing care for 450,187 outpatient visits.  

The facility has a national reputation for excellence.  In 1997, the hospital was awarded the Robert W. Carey Award for quality as well as the National Partnership Award for staff/leadership relationships.  In 1998, we received a Merit Achievement for the President’s Quality Award.  These are the highest awards bestowed upon a VAMC.

The medical center is affiliated with the University of South Florida (USF) and its College of Medicine.  The university is the 16th largest educational center in the nation and provides all facilities and resources typical of a large metropolitan university.  The medical center's dynamic and progressively expanding postgraduate teaching program encompasses most of the healthcare specialties.  Approved programs are conducted in Audiology and Speech Pathology, General Surgery, Internal Medicine, Nursing, Ophthalmology, Orthopedics, Otolaryngology, Psychiatry, Psychology, Radiology, Pathology, Social Work, and Urology.

A wide range of supportive resources is available to Psychology staff, residents, interns, and trainees.  The hospital maintains its own professional library listing of approximately 4,000 volumes of books and 2,500 bound volumes of journals (361 journal subscriptions including 16 psychological journals).  Terminals for direct access to MEDLINE, PSYCHLIT, and other databases are available.  Many electronic journal subscriptions are available. The main library at the University of South Florida houses over 678,000 volumes including 4,500 journal subscriptions.  In addition, the USF College of Medicine library maintains over 88,000 books including over 1,400 journal subscriptions.  Literature searches and complete bibliographies with abstracts are available upon request.

Most of the commonly used psychological tests are included in our file of more than 125 instruments.  Among these are numerous specialized neuropsychological tests in the areas of language/verbal abilities, learning and memory, executive functioning, attention, mental control, visuoperceptual/sensorimotor functioning, and abstract problem‑solving.

THE TAMPA ENVIRONMENT

The James A. Haley Veterans' Hospital is located in Tampa, Florida.  Tampa is a growing metropolitan area, the county seat of Hillsborough County, and the second most populous city in the state.  The city is situated on the west coast of Central Florida, 266 miles northwest of Miami and 197 miles southwest of Jacksonville.  With a population of over 825,000, the county is composed of several residential, industrial, and agricultural communities, which are interspersed with orange groves and cattle ranches.  The climate is generally mild with an average annual temperature of 72 degrees.  Freezing temperatures are rare, as are those of more than 90 degrees.

Because of its climate, opportunities for outdoor recreational activities abound.  The coastal waters of the Gulf of Mexico and Tampa Bay offer a broad spectrum of water sports - swimming, deep‑sea fishing, power boating, water skiing, sailing, and scuba diving.  Freshwater fishing is also available in the numerous local lakes.  Residents enjoy year‑round facilities and activities because there is little change in the seasons. Golf is a popular sport with many public and private courses available.  Also found in the area are horse racing, dog racing, and the famed Jai‑Alai.  For sports fans, there are 10 major league baseball spring training camps within 20 miles of Tampa.  The Tampa Bay area is also home to several professional sport franchises, including the Rays, the Buccaneers, and the Lightning.

A variety of educational facilities are available in the Tampa Bay area.  The University of South Florida has an enrollment of over 36,000 students and is composed of 10 colleges:  Architecture, Arts and Letters, Business Administration, Education, Engineering, Fine Arts, Medicine, Natural Sciences, Nursing, and Social and Behavioral Sciences.  The University of Tampa, located in downtown Tampa, has an enrollment in excess of 2,400 students.  In addition to the higher educational facilities, there are excellent public, parochial, and technical school systems.  Both Hillsborough and Pinellas Counties have well‑regarded community colleges.

A variety of arts and cultural activities can be found in the Tampa Bay area.  Because of Florida’s early history in the exploration of the “New World,” Tampa has a large population of Hispanic and Latino residents (23.1% of the population).  The African-American population is also well represented.  Events celebrating the heritage and contribution of various ethnic cultures to the area occur throughout the year.  For example, the Tampa Bay Black Heritage Festival, Festival del Sabor, Asia Fest, and the Tampa International Gay & Lesbian Film Festival are all popular annual events that highlight the region’s diversity.

The University of South Florida, located just across the street from the hospital, has an active and acclaimed drama and fine arts program.  Film, dance, stage productions, and repertory companies are regular offerings of the Tampa Theater and Tampa Bay Performing Arts Center (both located in downtown Tampa) and the world‑famous Asolo Theater (located approximately 50 miles south of Tampa, in Sarasota).  Tampa has also become a popular stop for touring musicians. The Amphitheater and the Tampa Bay Times Forum are popular venues for contemporary music and have hosted artists such as Journey, Yes, Dave Mathews Band, Counting Crows, Maroon 5, Jimmy Buffett, Toby Keith, Taylor Swift, Motley Crue, Radiohead, and Coldplay to name a few.  Across Tampa Bay, St. Petersburg is home to the Dale Chihuly glass museum, the Salvador Dali museum, which is the only exclusive museum of this artist’s works in the world, and the St. Petersburg Bayfront Center for performing arts. See http://cltampa.com/ for current cultural events in the Tampa/St. Pete area.

Well‑known tourist attractions also lie in close proximity to Tampa.  Busch Gardens and Adventure Island Water Park are only 3 miles from the hospital.  The various Disney World theme parks and Universal Studios are 75 miles east of Tampa in Orlando, and the Ringling Brothers Museum is located in Sarasota.  Tampa itself is home to a world-class aquarium (the Florida Aquarium) in downtown Tampa harbor and an award-winning zoo, Lowry Park Zoo.
This document may contain links to sites external to Department of Veterans Affairs. 
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