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Mental Health Crisis 
in Hong Kong

Its Current Status and Collective Responses From 
Mental Health Professionals in Hong Kong

» Roger M. K. Ng, MBChB, FRCPsych(UK), IDFAPA, DPhil

T
he 2019 Hong Kong protests, also known as the Anti-Extradition Law 

Amendment Bill (or Anti-ELAB) movement, are an ongoing series of 

demonstrations in Hong Kong that were triggered by the introduction 

of the Fugitives Offenders amendment bill by the Hong Kong Government. If 

enacted, the bill would allow local authorities to detain and extradite criminal 

fugitives who are wanted in territories with which Hong Kong does not cur-

rently have extradition agreements, including Taiwan and Mainland China.
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Repairing Our Broken Mental Health 
Care System: Advice for Policymakers
» Allen Frances, MD

P atients with severe mental ill-
ness (SMI) routinely have no 
access to adequate medication, 

psychological counseling, social sup-

port, and/or housing. The horrible 
result is that 600,000 patients are ei-
ther prisoners or homeless—or rotate 
between the two. The past 50 years of 
neglect and criminalization have 
made the US one of the worst places 
in the world to have a mental illness.

Meanwhile, on the mild end of the 
psychiatric symptom spectrum, we 
have the opposite problem of massive 
over-treatment. About 20% of the 
general population regularly use psy-
chotropic medications, most often 
prescribed unnecessarily and care-
lessly after brief visits with rushed 
primary care doctors eager to get the 
patient out of the office as quickly as 
possible.1 And, perhaps for too many 
of these patients, psychiatric medica-
tions may be no more than expensive 
placebos, wasteful and carrying the 
added burden of harmful adverse ef-
fects. With that in mind, I offer some 
advice to policymakers on how to 
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FROM THE CHAIRMAN

Here’s to 
Resolutions
J anuary is a time of reflection, fresh beginnings, and new 

opportunities, and a time of new year resolutions. The 

slate is wiped clean, and we all try to be the best version  

of ourselves. 

We are doing the same thing here at Psychiatric Times. 

We are looking back at where we have been, and we are 

looking ahead to where we want to be. On our cover,  

Dr Allen Frances shares potential new year resolutions for 

policy makers, addressing the issues in our mental health 

care system that he thinks can be changed for the better.  

And, in noting the great potential for this upcoming new 

decade, Editor in Chief Dr John Miller shares his wish list of 

advances. With some perseverance, perhaps we will be 

looking back 10 years from now feeling satisfied that the 

field has addressed some, if not all, of those items. 

Psychiatric Times’ continued resolution is to provide you 

with clinically useful information to support you. With that 

in mind, Drs Pojen Deng and Anusha Yeshokumar shed 

some light on autoimmune encephalitis, an emerging and 

unique clinical entity that causes severe neuropsychiatric 

symptoms. In our Mood Disorders Special Report, you will 

find strategies for integrating psychopharmacology and 

psychotherapy and ways to overcome challenges in pediatric 

bipolar disorder. You also can earn CME credit while 

exploring how to overcome treatment resistant depression in 

older patients. And, you will find many more informative 

clinical pieces with up-to-date guidance and tips on our 

website at www.psychiatrictimes.com.

No matter what the challenge, Psychiatric Times looks 

forward to being your go-to resource for clinical updates you 

can use and important information impacting the field in 

2020 and beyond!

Mike Hennessy Sr.
Chairman and Founder, MJH Life Sciences
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John J. Miller, MD | Editor in Chief

I t seems like just yesterday that 
the world was filled with excite-
ment, hope, anxiety, and fear as 

Y2K was rapidly approaching. A 
new century was about to begin, a 
novel experience to most of us alive 
at the time. Doomsayers were cer-
tain all the computers would crash 
as the clock moved forward into the 
first second of the 21st century. We 
did not yet have to carry the burden 
of 9/11 or of the wars in Afghani-
stan and Iraq to come. Eyes had not 
yet become entranced by smart 
phone technology, a true oxymoron. 
And climate change had not yet de-
volved to climate crisis.

But then, like the snap of a fin-
ger, two decades passed, and here 
we are—beginning a new day and a 
new decade—and, once again, we 
are filled with excitement, hope, 
anxiety, and fear. For us in the US, 
our country has become hyperpo-
larized beyond recognition, with the 
matter-of-fact acceptance of conve-
nient relative truths rather than a 
civilized embrace of absolute truths. 
Science, although steadfastly mov-
ing towards a greater understanding 
of our objective physical world, has 
been deemed by many to be partisan 
and repackaged into a pseudosci-
ence that serves the greed and de-
sires of individuals with power but 
without wisdom. Sadly, the view 
through the lens of the past few 
years is distorted and blurry, un-
pleasing to the eye and the mind.

Over the past two decades we 
have experienced how technology 
and one of its byproducts, social 
media, have simultaneously guided 
us down two divergent paths: one 
filled with division, fake news, con-
spiracy theories, hostility towards 
opinions and beliefs that differ 
from our own, and a festering glob-
al pessimism; the other connecting 
our global community, improving 
the quality of health care, decoding 
more of the mysteries of our physi-
cal universe that create opportunity 
for actions to improve the quality of 
life for all of humanity and all of 
life on this tiny and fragile planet; 
and applauding the tireless and 
selfless effort by many to lessen hu-
man suffering.

Despite the discoveries and 
progress that has been made in our 
understanding of the structure and 
function of the human brain, men-
tal illness continues to be stigma-
tized. The criminal justice system 
houses more individuals with seri-
ous mental illnesses than psychiat-
ric hospitals. Access to treatment 
for the mentally ill continues to be 
quite limited and, in many parts of 
the country, substandard. Federal 
and state funding for the treatment 
of mental illness and ongoing re-
search to understand its etiology 
and improve diagnosis and treat-
ment continues to be cut. A signifi-
cant delay exists for many with first 
onset mental illness from the time 
of symptom onset to the beginning 
of aggressive treatment. This delay 
in treatment is not acceptable, as 
the duration of untreated symptoms 
has a direct impact on decreasing 
ultimate function and degree of re-
covery.

But, alas, we are beginning a 
new decade, a perfect metaphorical 
time to reboot our relationship to 
our planet, our species, our culture, 
and ourselves. It is time put on our 
forgotten pair of corrective lenses 

DR MILLER is Medical Director, 
Brain Health, Exeter, NH; Editor in 
Chief, Psychiatric Times; Staff 
Psychiatrist, Seacoast Mental 
Health Center, Exeter, NH; 
Consulting Psychiatrist, Exeter 
Hospital, Exeter, NH; Consulting 
Psychiatrist, Insight Meditation 
Society, Barre, MA.
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Special Report Chairperson
Jonathan E. Alpert, MD, PhD

» Jonathan E. Alpert, MD, PhD

W ith their early age of onset, high prevalence, 
chronicity, and pervasive impact on multiple 
domains of functioning, the burden of mood 

disorders exceeds that of virtually all medical condi-
tions in the US and globally in terms of disability, cost, 
and suffering.

My long-term clinical and research interest in mood 
disorders has two primary sources. First, having a parent 
with a recurrent mood disorder taught me that vulnerabil-
ity to depression can freely coexist with notable resilience 
and strength in many other areas, and that depression can 
be treated. Second, as a psychiatrist-in-training, I learned 
that mood disorders may be treatable for some but are 
barely treatable for far too many others. The field contin-
ues to evolve, but the challenges I first learned as a trainee 
largely remain.

Nevertheless, we have seen major advances over the 
past decade, including:

  Implementation of routine screening for depression in 
primary care and some sub-specialty care settings;

  Increasing adoption of measurement-based care;

  Greater emphasis on chronic disease management 
approaches for those with persistent or recurrent illness;

   A growing range of evidence-based 
psychotherapies and neuromodulation strategies;

  The quite preliminary yet promising emergence of 
combinatorial pharmacogenomics and other 
biomarkers that may augment clinical judgment;

   The FDA approval in 2019 of two rapidly acting 
antidepressants leveraging novel neural mechanisms; 
and

  An expanding range of big data approaches that 
promise to extend the reach of patient-oriented 
science well beyond traditional clinical trials.

The increased interest in the health and treatment of 
individuals traditionally under-represented in mood dis-
orders research—including ethnically, culturally, and 

racially diverse individuals and individuals from sexual 
and gender minority groups—is also quite encouraging.

As we celebrate progress, we also appreciate the 
magnitude of the remaining obstacles. The considerable 
heterogeneity across patients in presentation, course, 
and treatment responsiveness continues to beg the ques-
tion of whether the current nosology of mood disorders 
is meaningful. It remains quite possible that major de-
pressive disorder is a non-specific manifestation of mul-
tiple pathophysiological entities. Along with high place-
bo response rates in depression studies, the potential 
inclusion of individuals whose symptoms reflect quite 
distinct etiologies means that the signal of promising 
treatments is almost certainly often lost amidst the noise 
of multiple subgroups with diverse responses.

Special patient populations with mood disorders, 
such as pediatric, geriatric, or peripartum, have been re-
markably under-studied. And, access to expert care for 
individuals in these groups is often limited. As we wel-
come the burgeoning number of treatments and treat-
ment modalities, we lack adequate research devoted to 
their optimal combination and sequencing.

In this Special Report, we have tried to target these 
important challenges with articles on the integration of 
psychotherapy and pharmacotherapy in the treatment of 
major depressive disorder and on diagnostic and treat-
ment challenges in pediatric bipolar disorder.

The profound impact of mood disorders in health 
care settings and on society is widely acknowledged by 
clinicians, administrators, and policy makers. Govern-
ment and health care leaders increasingly understand 
the value of greater investment in mood disorders. With 
increasingly sophisticated research approaches and evi-
dence informed treatments, we have reason to look for-
ward to meaningfully improved outcomes for the hun-
dreds of millions of individuals who suffer from mood 
disorders during their lifetime. 

Dr Alpert is Dorothy and Marty Silverman Chair, 
Department of Psychiatry and Behavioral Sciences, and 
Professor of Psychiatry, Neuroscience and Pediatrics, 
Montefiore Medical Center and Albert Einstein College of 
Medicine, New York. He reports no conflicts of interest 
concerning the subject matter of this Special Report. ❒
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Integrating Psychotherapy and 
Psychopharmacology in the Treatment 
of Major Depressive Disorder
» Fredric N. Busch, MD

Although multiple interventions exist for major 
depressive disorder (MDD), only partial re-
sponse is achieved in many patients and re-

currence is common. With monotherapy approxi-
mately two-thirds of patients with MDD show a 
clinical response, but only about one-third achieve 
remission. Combination therapy has generally 
been found to be superior compared with single 
treatment although not all patients require combi-
nation therapy (Table).

There are several reasons that combining medi-
cation and psychotherapymay enable more effective 
treatment of MDD.1,2 Given variable response to 
treatments, combining a medication with psycho-
therapy increases the likelihood of response to at 
least one of them. In addition, the additive effects of 
combined treatment may better address ongoing 
vulnerability to depression, as found with recurrent 
depressive episodes, and persistent, adverse residual 
symptoms.

The treatments can work synergistically. Medi-
cation can increase the effectiveness of psycho-
therapy (eg, through easing problems with concen-
tration and motivation), and it is also a means to 
address adherence problems with medication. 
Moreover, combined treatment may enable lower 
medication doses thus having fewer adverse ef-
fects; and medication may reduce the need for per-
sistent or more intensive psychotherapy by easing 
symptoms.

Not all patients require combination therapy to 
achieve symptom remission or prevent recurrence. 
Therefore, combination treatments may expose 
some patients to more treatment than is necessary. 
Questions of cost effectiveness issues also arise 
with the greater expense of psychotherapy plus 
medication, although potential long-term benefits 
may outweigh the costs.

Another option is to sequence treatments for de-
pression. Begin treatment with pharmacotherapy or 
psychotherapy, and if the patient does not have an 
adequate response, add psychotherapy or pharma-
cotherapy.3 Studies suggest that a switch to or addi-
tion of psychotherapy may decrease the risk of de-
pression recurrence.4-6

Determing when to employ com-
bined treatment strategies
Research findings suggest that chronic depression 
is more responsive to psychotherapy and medica-
tion, although dysthymia without accompanying 
MDD showed no additional value for combined 
treatment compared with medication alone.7,8 Psy-
chotherapy may be an essential element in the 
treatment of depressed patients with a history of 
childhood trauma as well as those with comorbid 

personality disorder.9,10 In addition to comorbid 
personality disorder, combination therapy should 
be considered with other psychiatric comorbidities 
that are unlikely to respond fully to monotherapy, 
such as obsessive compulsive disorder, eating dis-
orders, and posttraumatic stress disorder. Clini-
cians should also consider combined treatment if 
the patient experiences a high level of suffering and 
functional impairment and is at risk for suicide.

These recommendations are consistent with the 
American Psychiatric Association Practice guide-
line for the treatment of patients with MDD.

Combining a depression-focused psy-
chotherapy and pharmacotherapy may 
be a useful initial treatment choice for 
patients with moderate to severe major 
depressive disorder. Other indications 
for combined treatment include chronic 
forms of depression, psychosocial is-
sues, intrapsychic conflict, interperson-
al problems, or a co-occurring Axis II 
disorder. In addition, patients who have 
had a history of only partial response to 
adequate trials of single treatment mo-
dalities may benefit from combined 
treatment. Poor adherence with phar-
macotherapy may also warrant com-
bined treatment with medications and 
psychotherapy focused on treatment ad-
herence.11

Discussing the use of combined 
treatment with patients
The benefits and risks of the various interventions 
need to be discussed so that patients can be in-
volved in treatment decisions. In explaining the 
combination of treatments, a metaphor of a river 
and depression may be helpful.12 The river is 
viewed as having psychological and/or emotional, 
biochemical, and environmental tributaries. The 
river overflowing its banks is seen as equivalent to 
a depressive disorder. Medication can have an im-
pact on the biochemical contribution, whereas psy-
chotherapy affects the psychological and emotion-
al contributions. The psychiatrist could also explain 
that the various river tributaries are interconnected; 
therefore, psychotherapy also has a biochemical 
impact and medication modulates emotional and 
psychological factors.

In addition to the river analogy, similarities to 
treatment with other medical problems can be use-
ful to explain the need for combined treatment. 
Combining medication and psychotherapy for de-

pression can be compared with combining surgery 
and physical therapy for orthopedic problems. 
Similarly, an analogy can be made for combining 
medication, exercise, and nutritional interventions 
for diabetes. This perspective emphasizes that, for 
depression, as with many health conditions, it 
should not be an either/or between medications 
and non-medication treatments. This helps to clar-
ify how medication and other forms of intervention 
can work together to produce a better outcome.

Many factors contribute to patient’s preferences 
regarding combining medication and psychothera-
py, including family, cultural, and personality fac-
tors, as well as health belief models. Being able to 
acknowledge preferences in a nonjudgmental way 
while providing the rationale for recommending 
combined treatment, when appropriate, is an im-
portant component of dialogue.

Thomas M. Gutheil, MD,13 professor of psychi-
atry at Harvard, emphasized the concept of “partic-
ipant prescribing,” in which the clinician collabo-
rates with the patient in considering the potential 
impact, concerns, and problems with medication in 
the context of psychotherapy. Such an approach 
helps to avert potential power struggles involving 
the physician as the authority pressuring patients to 
comply with certain treatment, and patients resist-
ing these efforts. An empathic exploration of the 
patients’ concerns about various treatment inter-
ventions will aid with compliance and provide in-
formation about psychological factors that may be 
relevant to symptoms and other life problems.

Considering psychological 
vulnerabilities to depression
Knowledge of psychological vulnerabilities to de-
pression can aid in addressing problems that can 
occur in accepting combined treatment. Patients 
can struggle with low self-esteem, shame, and nar-
cissistic sensitivity that precede or are exacerbated 
by depression onset. At risk individuals are sensi-
tive to disappointment and rejection, responding 
with a sense of injury and anger. This anger is often 
conflicted, triggering feelings of guilt and worth-
lessness, and it can become directed inward in the 
form of self-critical thoughts and feelings. Another 
core dynamic in depression is the patient’s attempt 
to deal with low self-esteem by a compensatory 
idealization of self or others. However, this ideal-
ization increases the likelihood and intensity of 
eventual disappointments, worsening depression.

Patients can experience shame about their de-
pression, and the illness itself tends to exacerbate 
self-critical tendencies and feelings of being a bad 
person. Patients may therefore resist treatments if 
they experience these interventions as further indi-
cations that they are indeed defective, as another 
narcissistic injury. Thus, they may use medication 
as a resistance to psychotherapy, if they see the 
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need for therapy as shameful, or they may resist 
medication if they view this need as a source of 
shame.

Furthermore, patients may idealize one or the 
other treatment as the answer to depression. Such 
idealization can lead to significant disappointment 
when the patient realizes that other problems per-
sist or there is a recurrence of depression. Address-
ing patient resistance can be valuable, particularly 
when patients are best served by combination treat-
ment.

CASE VIGNETTE

“Angela,” a 25-year-old real estate agent, whose de-
pression responded to treatment with sertraline and 
psychodynamic psychotherapy, experienced a recur-
rence of depression. She admitted that she had not 
been taking the medication consistently and the re-
currence happened not long after. Further question-
ing revealed that angela viewed medication as a 
narcissistic injury, a sign that she was defective in 
some way.

Her negative feelings about taking antidepressants 
contributed to her sense of isolation and jealousy, 
which she often experienced when growing up. 
During that time she had viewed herself as less 
wealthy and not as cool as others in her community. 
She felt her father was uninterested in her and with-
drawn, which she ascribed to her being unappealing 
and unattractive.

Her feelings of inadequacy and defectiveness had 
recently intensified in the context of difficulties with 
her career including a lack of sales. These problems 
with her job and associated painful feelings of inad-
equacy appeared to trigger resurgences of depres-
sive symptoms.

Early life and current stresses, along with negative 
self-appraisals, seemed to trigger a biochemically 
based depression, which exacerbated her feelings of 
inadequacy, low self-esteem and jealousy. Medica-
tion played an important role in helping to relieve this 
cycle.

Her therapist found it essential to explore her diffi-
culties in complying with treatment with antidepres-
sants and explained that noncompliance was exac-
erbating her problems. When the therapist asked 
more about her feelings of being defective, Angela 
stated it meant something was wrong with her and 
people would not want to be with her.

The therapist suggested that it was important to 
understand how the medication became connected 
to negative self-views, as discontinuing it exacerbat-
ed her depressive symptoms. Angela responded that 
she had previously not connected her discontinuing 
medication with hurt and anger at her father and 
would remind herself of this link when she felt an 
urge to stop taking it. If she became aware of forget-
ting doses, she would raise it with the therapist for 
further exploration. 

Psychotherapy as an aid to medica-
tion adherence
Many variables contribute to medication nonadher-
ence, including poor psychoeducation and limited 
monitoring as well as cultural, psychological, and 
emotional factors. Shame about depression, medi-
cation, or psychotherapy can lead to disruptions in 
treatment. Adverse effects that are unaddressed can 
also play a role. Psychotherapy provides an oppor-
tunity to explore how patients are affected by vari-
ous adverse effects and what changes may be nec-
essary in treatment regimens. In addition, common 
adverse effects may be experienced differently by 
patients based on their psychological vulnerabili-
ties. For instance, sexual adverse effects could be 
experienced as an attempt to undermine the pa-
tient’s power or as a punishment.

Some patients struggle with recurrent negative 
reactions to medication—the nocebo effect—that 
go beyond or are not consistent with possible ad-
verse effects. The nocebo effect can lead to recur-
rent discontinuation of medications and add to a 
negative view of the clinician. A history of trauma 
can contribute to a recurrent nocebo effect, as pa-
tients may perceive the medication as an unwel-
come intrusion or the doctor prescribing medica-
tion as a potential abuser. Psychotherapeutic 
interventions can be used to address negative reac-
tions to medication and a possible negative trans-
ference reaction to the clinician.

Determining the precriber and the 
psychotherapist: issues and warnings
Combined therapy requires either a therapist who 
is also a prescriber or split treatment in which a 
therapist provides psychotherapy and a psychiatrist 
(or other physician) prescribes medication. A psy-
chiatrist who provides both treatments has the ad-
vantage of avoiding conflicts between two treating 
clinicians. Similarly, more frequent visits allow the 
psychiatrist further opportunities to monitor the 
effects of medications. However, a psychiatrist 
who provides psychotherapy may not consistently 
assess symptoms and medication effects that are 
central to psychopharmacological visits. This puts 
the patient at risk of the covert development of a 
disorder not detected by the treating psychiatrist. It 
is of value for psychotherapists prescribing medi-
cation to arrange some system for regular monitor-
ing of symptoms and medication.

In split treatment, competitive and professional 
tensions between the two practitioners, as well as 
different theoretical and clinical models, can gen-
erate problems in treatment management. Patients 
may idealize and devalue one or the other of the 
clinicians or treatments, or act out in ways that may 
be difficult to address (such as suddenly stopping 
medication). Maintaining a triadic therapeutic alli-
ance between the therapist, psychopharmacologist, 
and patient as well as communication between the 
treating clinicians can help identify and address 
problem areas.14

Dr Busch is Clinical Professor of Psychiatry, Weill Cornell 
Medical College, New York, NY. He is coauthor of 
Psychotherapy and Medication: The Challenge of 
Integration with Larry S. Sandberg and Psychodynamic 
Treatment of Depression, second edition with Marie 
Rudden and Theodore Shapiro. He receives royalties 
from the books; otherwise he has no conflicts of interest 
concerning the subject matter of this article.
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TABLE. Patients with these clinical 
factors are likely to benefit from  
combined treatment

  Chronic depression (excluding dysthymia 
without accompanying major depression)

  History of childhood trauma

  Comorbid personality disorder

  Other psychiatric comorbidity that is 
unlikely to respond fully to monotherapy 
(eg, obsessive compulsive disorder, eating 
disorders, and posttraumatic stress disorder)

  High level of suffering and functional 
impairment

  Interpersonal problems

  Psychosocial issues

  Suicide risk 

  Poor adherence to psychopharmacological 
interventions

Atypical Antipsychotics in Bipolar Depression  
There are nearly a dozen atypical antipsychotics to 
choose from, but do all of these work in bipolar 
disorder and which of them should we start with? 
Listen to the podcast.

FOR MORE ON MOOD 
DISORDERS, GO TO 

psychiatrictimes.com

Examining the Link Between the Immune System and 
Schizophrenia  As research continues to point to a connection 
between the immune system and schizophrenia, a study of innate 
immunity in patients with first episode psychosis and schizophrenia 
provides further insights into the potential mechanisms of this link.
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M ood problems can occur be-
fore puberty, with the preva-
lence more than doubling 

during and after puberty. Some of the 
mood problems will follow a bipolar 
course. The challenge is recognizing 
which patients have unipolar depres-
sion, and which are some form of bi-
polar disorder (BD).
Four variants of BD recognized in 
ICD and DSM:

1 BD-I requires at least one manic 
episode to establish the diagnosis; 

depressive and hypomanic episodes 
are optional from a diagnostic point of 
view, even though clinically they are 
the more common presentations.

2 BD-II requires a history of at least 
one major depressive episode 

and one hypomanic episode; the 
depressive episode is far more likely 
to come to clinical attention.

3 Cyclothymic disorder requires a 
year or more of hypomanic/manic 

symptoms and depressive or 
dysthymic symptoms, not rising to 
the level of full blown mania 
(otherwise the diagnosis is bipolar I) 
or major depression (which indicates 
bipolar II).

4 Other specified bipolar and 
related disorders are diagnosed 

by exclusion of the previous three. 
The diagnosis can include cases with 
hypomania in the absence of major 
depression, insufficient duration of 
episode, not quite enough symptoms 
to meet the formal definition, and 
brief (eg, approximately 6 months) 
cyclothymic presentations. Clinically, 
2- or 3-day hypomanias are 
common, and do not appear to differ 
meaningfully from full-duration 
hypomania. Episodic presentation of 
symptoms is more suggestive of 
mood disorder than more chronic 
histories of the same symptoms.

Conducting the differen-
tial diagnosis
People are unlikely to seek help when 
hypomanic, and much more likely to 
seek services when depressed than 

when hypomanic. Thus, one major 
differential diagnosis is unipolar de-
pression versus bipolar depression. 
Both depression and hypomania are 
associated with episodic irritable 
mood, especially in youths, so another 
set of differential diagnoses is BD 
versus disruptive behavior disorders, 
disruptive mood dysregulation disor-
der (DMDD) or ADHD. Note that the 
DMDD phenotype is common among 
youth with all BD subtypes; as such, 
identifying a discrete, episodic BD 
phenotype does not preclude a comor-
bid DMDD phenotype and vice versa.

Irritability is also pronounced in 
anxiety disorders and trauma. Cogni-
tive debiasing strategies—including 
making multiple diagnostic hypothe-
ses, forcing them to compete, and ask-
ing about lifetime history of hypoma-
nia and mania whenever treating for 
mood problems—improve the speed 
and accuracy of detection. More epi-
sodic changes that include discrete 
exacerbations of irritability, energy, 
and attention problems make the pre-
sentation more suggestive of a mood 
disorder than differential diagnoses 
with more chronic presentations.

Several checklists and rating 
scales have been validated in a range 
of clinical samples. A meta-analysis 
comparing the published contenders 
found three that are top-tier, separat-
ing cases with BD from clinically 
realistic comparison groups with 
good accuracy.1 Two of these: the 
Parent General Behavior Invento-

ry-10 item Mania (PGBI-10M) and 
the Child Mania Rating Scale 
(CMRS) have one-page short forms 
available that preserve strong reli-
ability and validity, and also good 
sensitivity to treatment effects.2,3

These also have been translated into 
several languages including Spanish. 
Copies of these are available at 
Wikiversity. These could be sent to 
patients ahead of the first evaluation 
or completed in the waiting room, 
and they are brief enough that they 
could be repeated to check for treat-
ment response to adjust dosing.

There are also a variety of mood 
charting apps available for smart-
phones and online. Adolescent and 
young adult patients frequently like 
using these apps, and they can pro-
vide helpful information about 
course and treatment response as 
well as grist for psychotherapy ses-
sions. (See Youngstrom, Morton, and 
Murray4 for a much more extensive 
review of assessment options.)

Prospective course and 
prediction
Thus far, the foremost risk factor for 
BD among children and adolescents 
is parental BD (Figure 1). In a large 
prospective study of offspring (6-18 
years old at intake) of parents with 
BD, 23.6% had bipolar spectrum dis-
orders.5,6 However, if a parent had 
early onset BD (eg, before age 21 
years) and the offspring has signifi-
cant symptoms of depression/anxi-

ety, mood lability, and importantly, 
subsyndromal symptoms of mania, 
the risk for BD can increase up to 
50%. The offspring’s risk for BD also 
increases if both parents have BD.7

These results pertain to the sample 
as a whole and not for a specific indi-
vidual. To address this issue, mathe-
matical tools (risk calculators) that 
integrate information about previous 
illness course and other factors associ-
ated with the outcome studied (eg, 
new onset of an illness, recurrence 
risk), yield a risk score that estimates 
the probability of outcomes for an in-
dividual. Risk calculators have been 
successfully developed  and validated, 
and they are currently utilized as tools 
to enhance clinical decision-making 
across several health conditions (eg, 
cardiovascular disease, cancer).

Recently we developed a risk cal-
culator to predict the individual risk 
for BD in offspring of parents with 
the disorder.8 Similar to other areas 
of medicine, these group-level find-
ings have been bolstered by a risk 
calculator that yielded an accuracy of 
76%. Nevertheless, the risk calcula-
tor requires external validation be-
fore it can be adopted in clinical prac-
tice. Offspring of BD parents often 
have additional psychiatric disorders 
and with exception of substance 
abuse, most of them manifest before 
the onset of BD.7 However, after ad-

Diagnostic and Treatment 
Challenges in Bipolar Disorder 
in Children and Adolescents

Table. Risk factors for poor 
prognosis

  Comorbid disorders

  Environmental stressors

  Poor psychosocial 
functioning

  Low socioeconomical status

  Family history of 
psychopathology (eg, mood 
disorders)

Subthreshold  
mania or  

hypomania

Manic, mixed,  
or hypomanic 

 episodes

Substance  
use disorders

Major 
depressive  
episodes

Disruptive 
behavior 
disorder

Attention deficit 
hyperactivity  

disorder

13.3%

1.2% 0.8%

10.1%

32%

19.9%

14.9%

27.4%

15.3%

30.7%

18.1%

9.2%

Figure 1. Comparison of diagnostic precursors to BD5

offspring of patients with BD

matched community offspring
(parents did not have BD)
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justing for confounders (eg, paren-
tal non-BD psychopathology, socio- 
economic status, within family 
correlations), of all disorders only the 
presence of major depression and op-
positional defiant disorder in the con-
text of family history of BD are asso-
ciated with increased risk for BD.

A large prospective naturalistic 
showed that once BD develops, after 
a median of 124 weeks (BD-I:78.3 
weeks, BD-II: 76.9 weeks, and BD-
not otherwise specific [BD-
NOS]:180 weeks), about 80% of the 
youths recovered from their index 
episode.9 However, about 40% expe-
rience a recurrence within 2 to 3 
years. The primary differences in the 
course of BD among youths com-
pared with adults with BD is more 
mixed presentations and more mood 
polarity changes (Figure 2). Youths 
are also at increased risk for suicidal-
ity, behavior problems, family con-
flicts, risk-related sexual behaviors, 
sexual and physical abuse, substance 
abuse and other disorders such as 
ADHD, obesity, and poor function-
ing. In addition, about 50% of youths 
with BD-NOS (ie, subsyndromal ma-
nia) convert into BD-I/II, especially 
if they have a family history of BD.10

Since the course of BD is 
heterogeneous, efforts have been 
made to determine whether there 
are subgroups of youth with BD 
with different mood trajectories. 
Indeed, a recent study showed four 
mood trajectories11:

  Mostly euthymic  
(~80% of follow-up time)

  Mostly symptomatic

  Intermediate prospective 
symptom burden

  Mostly symptomatic initially, but 
progressively improve and become 
mostly euthymic approximately  
2 years into the illness.

Youths with more comorbid disorders, 
environmental stressors, poor psycho-
social functioning, low socioeconomic 
status, and family history of psychopa-
thology, including mood disorders, 
have worse prognosis (Table). Interest-
ingly, in an average 9.4 years of fol-
low-up study, about 24% of the youths 
(6-18 years old at intake) were euthy-
mic 80% of the follow-up time.11 The 
results of this study raise the question, 
which needs to be investigated, wheth-
er all youth with BD should have life-
time pharmacological treatment.

This study appears to converge 
with prior epidemiologic findings of 
a putative developmentally limited 
form of child-adolescent BD, analo-
gous to juvenile inflammatory arthri-
tis. Similar to the individual-level 
prediction of BD among offspring of 
parents with BD, a risk calculator 
was recently developed to predict the 
1 to 5 year risk for a mood recurrence 
with an accuracy of about 80%.12

While these calculators are publicly 
available, they require replication be-
fore being used in clinical practice.

Sorting through treatment 
strategies
The literature regarding treatment of 
children and adolescents with BD has 
accumulated substantially over the 
past 20 years, but progress has not 
been uniform across all aspects of 
BD. The most recent treatment 
guideline (2005) and practice param-
eter (2007) from the American Acad-
emy of Child and Adolescent Psychi-
atry predate much of the literature. 
The most recent CANMAT (Canadi-
an Network for Mood and Anxiety 
Treatments) and NICE (National In-
stitute for Health and Care Excel-
lence) guidelines do, however, inte-
grate recent literature.13,14

Mania. There are multiple first-line 
options for the treatment of acute 

manic/mixed episodes of BD-I, in-
cluding lithium and several atypical 
antipsychotics (asenapine, aripipra-
zole, quetiapine, risperidone). Olan-
zapine and ziprasidone, although 
shown to exert antimanic effects in 
randomized controlled trials, are rele-
gated to second-line treatment because 
of concerns regarding metabolic ad-
verse effects and electrocardiographic 
changes, respectively.

How does one select among anti-
manics for a given youth? Current 
treatment guidelines highlight family 
history of treatment response as a fac-
tor to consider in treatment selection.13 
Since most contemporary medications 
were not available a generation ago, 
this is most relevant to youth with a 
family history of lithium responsive-
ness. That said, many contemporary 
inpatient treatment settings do not en-
able the longer timeframe necessary to 
achieve control of mania with lithium 
compared with atypical antipsychot-
ics. Within the atypical category, ad-
verse-effect profiles and comorbidi-
ties can facilitate personalization of 
treatment. For example, some antipsy-
chotics are considered to have more 
potent antipsychotic effects (eg, 
risperidone) than others (eg, queti-
apine). The opposite pattern has been 
observed with treating comorbid anx-
iety disorders among adults with 
BD—quetiapine may be of particular 
benefit in this scenario. Although clin-
ical experience supports similar obser-
vations, RCTs focused on these issues 
in youth BD have yet to be published.

Depression. In contrast to RCTs for 
acute mania, there are fewer gold-stan-
dard randomized controlled trials for 
the depressed phase of BD. Based on 
a recent RCT, lurasidone is the sole 
first-line treatment for pediatric bipo-
lar depression. Lithium and lamotrigi-
ne are second-line options, based on 
promising open-label studies. Third 
line options include the olanzap-
ine-fluoxetine combination, posi-
tioned as such because of metabolic 
concerns. Another third-line option is 
quetiapine; the two RCTs for pediatric 
bipolar depression have not been pos-
itive but have been constrained by lim-
itations. Taken together with strong 
evidence from adult bipolar depres-
sion, quetiapine remains a reasonable 
option, particularly for youths with 
anxiety and/or insomnia.

Maintenance treatment. Few studies 
have examined maintenance treatment 
of BD, to prevent recurrences, and 
those studies that have are constrained 
by important limitations including low 
participant retention, small sample 

sizes, lack of focus on recurrence, and/
or limited duration.15 There is also ev-
idence of certain benefits of aripipra-
zole compared with placebo, such as 
greater likelihood of sustained contin-
uation treatment, in youths with 
BD-I.16 The best continuation/mainte-
nance study thus far found that ad-
junctive lamotrigine appears to extend 
time to any recurrence in adoles-
cents—but not children—with BD.17

Pending long-term (ie, years) 
maintenance RCTs that mitigate the 
aforementioned limitations of prior 
studies, naturalistic data provide help-
ful insights that can inform treatment 
selection. Indeed, based on a recent 
large naturalistic study, lithium may 
be a leading option—as it is with 
adults.18 There have been recommen-
dations of 12 to 24 months mainte-
nance treatment post-mania, and 
post-discontinuation symptom moni-
toring for 2 years.14 However, there 
have not been studies that evaluated 
these important questions, and ulti-
mately decisions are individualized.

Comorbid disorders. There are a num-
ber of studies that collectively support 
the conclusion that adjunctive stimu-
lants for comorbid ADHD are effica-
cious, and thus far not associated with 
high rates of psychiatric adverse 
events such as mood destabilization. 
There are few data regarding pharma-
cotherapy for comorbid substance use 
disorders, and effectively no rigorous 
studies regarding comorbid anxiety. 
For these conditions, evidence-based 
skills-oriented therapy (whether indi-
vidual or family-focused) is arguably 
the leading treatment approach. 

Conclusion and future  
directions
Just as the progress over recent de-
cades has improved the clinical eval-
uation and management of BD among 
children and adolescents, the remain-
ing gaps serve to inform future prog-
ress. From an assessment perspective, 
validated screeners are not yet widely 
used strategically to streamline and 
triage more comprehensive assess-
ments. From a diagnostic perspective, 
DSM and ICD are imperfect but ad-
hering with the diagnostic symptom 
criteria is superior to a reliance on ge-
stalts, intuition, and/or short cuts. In-
deed, there are no reliable shortcuts, 
and accurate diagnosis of BD requires 
a comprehensive evaluation of con-
textual factors, comorbidities, and 
premorbid characteristics.

The validation of individual-level 
risk calculators is an imperative and 
would align pediatric BD with other 
branches of medicine. With regard to 

Figure 2. Characteristics during follow-up9
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treatment, large scale prospective cohort studies and phar-
macoepidemiologic studies, while not ideal, could yield 
important real-world evidence to inform ongoing treat-
ment, particularly in relation to treatment scenarios with 
limited guidance from RCT-level evidence. Finally, the 
status quo of relying solely on observation and interview-
ing presents substantial obstacles. Readily available, clini-
cally applicable objective markers, whether neurocogni-
tive, brain-based, blood-based, or otherwise, are greatly 
needed.
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A utoimmune encephalitis is an emerging 
and unique clinical entity that causes 
severe neuropsychiatric symptoms and 

results in significant morbidity and mortality. 
Because it can present with a wide variety of 
neurologic and psychiatric manifestations, of-
ten indistinguishable from 
other more common neuro-
psychiatric syndromes, that 
cause behavioral distur-
bance, it can often be a very 
challenging diagnosis for 
clinicians to make. This arti-
cle broadly reviews the 
pathophysiology of the most 
common forms of autoim-
mune encephalitis and pro-
vides guidelines tailored to-
ward  men ta l  hea l th 
professionals to best identi-
fy and manage these rare but 
important causes of neuro-
psychiatric illness. Timely 
diagnosis of these syn-
dromes helps facilitate ap-
propriate, focused manage-
ment and reduce morbidity, as delay in 
evaluation and treatment remains one of the 
most important hurdles facing patients suffer-
ing from autoimmune encephalitis. 

Pathophysiology and epidemiolo-
gy of autoimmune encephalitis
Autoimmune encephalitis is a family of syn-
dromes caused by auto-antibodies to various 
either intra- or extracellular neuronal anti-
gens. We will first provide an overview before 
examining common syndromes of each group 
in detail. Table 1 serves to help organize the 
categories and delineate the most common 
specific syndromes for each group.1

The first group comprises auto-antibodies 
to extracellular antigens, including extracellu-
lar receptors and ion channels.2,3 The process 
itself—of antibodies binding to antigens—is 
what is thought to be pathogenic. This group 
includes many well-known autoimmune en-
cephalitis syndromes including anti-NMDA 

receptor encephalitis and anti-LGI1antibody 
encephalitis. Occasionally, some of the syn-
dromes in this second group can also be asso-
ciated with cancer, although the associations 
are not as frequently seen.

The second group comprises auto-antibod-
ies to intracellular antigens and is often para-
neoplastic with strong associations to various 
types of cancer. Disease is thought to result 
from T-cell activation after auto-antibodies 

bind to their target intracel-
lular antigen. Finally, clini-
cal symptoms and illness 
are often refractory to treat-
ment, which is in part 
thought to be related to its 
paraneoplastic etiology, as 
well as T cell-mediated irre-
versible neuronal injury.

There is a third category 
of immunologic encephali-
tis, which is not covered in 
this article; it comprises 
brain diseases for which the 
precise immunological 
mechanism is uncertain or it 
is unclear whether auto-an-
tibodies are involved and 
how they might mediate pa-
thology. This category in-

cludes disorders such as CNS lupus, neurosar-
coidosis ,  and acute  disseminated 
encephalomyelitis.

Extracellular antigen auto-anti-
body syndromes
Anti-NMDA receptor encephalitis. This is one of 
the first and most well-described syndromes 
within the extracellular antigen group and 
now considered the most common form of au-
toimmune encephalitis. It is also the form in 
which diagnosis may be most confused for a 
primary psychotic illness. NMDA receptors 
are glutamatergic receptors often found in the 
presynaptic GABA neurons of the thalamus 
and frontal lobes, and impairment of these re-
ceptors leads to dysfunction of glutamate and 
dopamine throughout the brain.

Most patients are women in their 20s, and 
between 30% and 50% of cases are associated 
with ovarian teratomas. Pediatric cases are 
rarely associated with teratoma. Anti-NMDA 
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receptor encephalitis is divided into 
stages: prodrome, early, middle, and 
late. Prodromes are typically made 
up of a nonspecific viral illness of 
less than two-week periods with 
headache and fever, as well as retro-
spective reporting of very subtle non-
specific neuropsychiatric symptoms 
including trouble with attention, con-
centration, changes in speech, and 
neurovegetative symptoms. This pro-
gresses to prominent psychiatric 
symptoms, which can initially be in-
distinguishable from a psychotic 
break, including: agitation, disinhib-
ited behavior, and most commonly 
florid psychosis and complex delu-
sions. In this early stage, subtle cog-
nitive symptoms can also be elicited.

If left unchecked, this may prog-
ress into the middle and then late 
stages of the illness over weeks to 
months, which is characterized by 
steady decline in cognition and men-
tal status leading to fulminant catato-
nia and then coma associated with 
extensor posturing. During this stage, 
patients often also exhibit dyskine-
sias including orofacial movements 
such as lip smacking and writhing 
hand and arm choreoathetosis. Se-
vere autonomic fluctuations, sei-
zures, and cardiac dysrhythmias are 
also manifestations of this stage. 

Anti-LG1 receptor antibody encephali-
tis. This syndrome most commonly 
affects patients in their 50s through 
70s, with a slightly higher predilection 
for men rather than woman. LG-1 is a 
specific type of presynaptic glycopro-
tein involved in the regulation of volt-
age gated potassium channels. Clini-
cal symptoms include a classic 
constellation of hyponatremia, refrac-
tory innumerate unilateral facial and 
upper arm twitching seizures known 
as fasciobrachial dystonic seizures, 
and indolent confusion and memory 
loss occurring over several months. 
Typically, subtle memory loss and 
sleep disorder emerge first, giving rise 
to seizures, hyponatremia, and frank 
encephalopathy.

Anti AMPA-receptor encephalitis. AM-
PA is another ionotropic receptor that 
modulates control of glutamate with-
in the CNS. Anti-AMPA receptor en-
cephalitis has a wide demographic 
range ranging from 30 to 70 years of 
age, although the median age is in the 
5th or 6th decade. There is a slight 
female to male predominance, and 
about half of patients are found to 
have some type of solid organ tumor. 
Clinical symptoms share characteris-
tics with anti-NMDA receptor en-
cephalitis, with early onset of confu-

sion, psychosis, visual hallucinations, 
and personality change followed by 
frank and focal neurologic deficits 
such as hemiparesis, aphasia, or atax-
ia, fulminant confusion, catatonia, 
coma, posturing, and seizures.4

Intracellular antigen au-
to-antibody syndromes
Paraneoplastic limbic encephalitis 
syndromes due to anti-Hu, anti-Ta, 
and anti-Ma antibodies are well de-
scribed in the literature. These anti-
bodies are typically generated by sol-
id tumors; roughly 50% are primary 
lung tumors, namely small cell lung 
cancer, with smaller but still signifi-
cant subsets of testicular and breast 
cancer (20%). Neuropsychiatric 
symptoms often precede any overt 
evidence or diagnosis of tumor by 
several months, and commonly man-
ifest as subacute depression, irritabil-
ity, hallucinations, or memory loss 
occurring over weeks to months. 
These psychiatric symptoms may 
progress to frank confusion and de-
mentia and can also include symp-
toms such as sleep disturbance and 
seizures. Treatment is often focused 
on identification and management of 
the underlying tumor, and prognosis 
of these syndromes is generally 
guarded.5,6

Clinical assessment of auto-
immune encephalitis
Mental health professionals evaluat-
ing a case of new onset psychosis 
should be aware of the expert-con-
sensus suggested diagnostic criteria 
for autoimmune encephalitis.7 

DIAGNOSIS CAN BE MADE when all 
three of the following criteria have 
been met:

1 Subacute onset (rapid 
progression of less than 3 

months) of working memory deficits 
(short-term memory loss), altered 
mental status (lethargy, personality 
change, or cognitive deficits), or 
psychiatric symptoms

2 At least one of the following: new 
focal CNS findings; seizures not 

explained by a previously known 
seizure disorder; cerebrospinal fluid 
(CSF) pleocytosis (white blood cell 
count of more than five cells per 
mm); MRI features suggestive of 
encephalitis.

3 Reasonable exclusion of 
alternative causes

Psychiatric practitioners should 
also take note of any of the 
following features in psychiatric 
illness, which would prompt 
concern for encephalitis:

  Focal neurologic deficits, 
including hyper-reflexia or signs of 
meningismus

  Concurrent dysautonomia (ie, 
tachycardia, hypertension, 
hypotension, fevers)

  Prominent symptoms such as 
headache or flu-like illness

  New onset catatonia without prior 
psychiatric history or rapid 
progression to catatonia

  Refractory psychosis or catatonia 
to appropriate psychotropic 
management

  Cognitive deficits that appear out 
of proportion to duration of 
psychiatric illness or out of 
proportion to general psychiatric 
symptoms

  New onset psychosis developing 
rapidly without family history, not 
substance related, and without 
prodromal symptoms

Clinicians should note that these 
recommendations are most pertinent 
for cases of new onset psychosis, and 
unusual symptoms to be evaluated 
for most closely overlap with the pre-
senting features of anti-NMDA re-
ceptor encephalitis.

Table 1. Delineation and categorization of the most common  
autoimmune encephalitis syndromes

Syndromes involving intracellular antigens Syndromes involving extracellular antigens

Antibody Associated syndrome Antibody Associated syndrome

Anti-Hu (Anti 
ANNA-1)

Encephalomyelitis, associated 
with SCLC

NMDA receptor Multi stage limbic encephalitis 
with psychosis, coma, 
seizures

Anti-Ri (Anti 
ANNA-2)

Cerebellar encephalitis, 
associated with gynecologic 
and breast tumors

AMPA receptor Limbic encephalitis

Anti-Yo (Anti 
PCA-1)

Cerebellar encephalitis, 
associated with ovarian and 
breast tumors

VGKC LG1 receptor Limbic encephalitis, cognitive 
decline, hyponatremia, 
faciobrachial dystonic 
seizures

Anti-Ma Limbic or brainstem 
encephalitis, associated with 
germ cell tumors

GABA receptor Limbic encephalitis

Antiamphiphysin Stiff person syndrome, 
associated with SCLC

Anti glycine receptor Limbic encephalitis

Anti-GAD Stiff person syndrome, 
associated with 
neuroendocrine tumors

Anti-CASPR2 
receptor

Encephalitis or peripheral 
neuropathy syndrome 

Anti-CV2 
(CRMP5)

Encephalomyelitis associated 
with SCLC

SCLC, small cell lung cancer.

Neuropsychiatry
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As detailed above, the primary 
flags are the presence of seizures, 
dyskinesias, and dysautonomia con-
current with mood symptoms or psy-
chotic features. Other cases that may 
be considered may have early mani-
festation of or rapid progression to 
unusual psychiatric features in a pri-
mary psychotic illness, such severe 
agitation and catatonia, or psychosis 
and catatonia refractory to appropri-
ate psychotropic management.

Criteria for diagnostic testing in 
cases of concern about autoimmune 
encephalitis are provided in Table 2. 
Psychiatrists concerned about auto-
immune encephalitis, should involve 
their neurologic colleagues early in 
the evaluation. Clinicians should note 
that nonspecific systemic serologic 
markers for inflammation such as 
erythrocyte sedimentation rate and 
c-reactive protein are often only 
mildly elevated or within the normal 
range throughout the disease course 
and are not recommended to be used 
in the evaluation of autoimmune en-
cephalitis.

Many diagnostic tests can be nor-
mal or show only nonspecific abnor-
mal results early on in the process, 
although that should not delay test-
ing. Both serum and cerebrospinal 
fluid (CSF) testing for autoimmune 
antibody titers exist and should be 
performed as soon as possible, be-
cause these antibody titers often re-

quire 14 to 21 days to return results. 
Serum testing, however, has high 
rates of false positivity and should 
only be considered relevant in the set-
ting of a consistent clinical picture or 
positive CSF result. Clinicians should 
also be aware that not infrequently, 
autoimmune encephalitis can be se-
ro-negative, without an identified 
positive serum or CSF antibody, and 
such a diagnosis should be made in a 
multidisciplinary approach with neu-
rologic colleagues.

Finally, important infectious and 
metabolic causes of encephalitis 
should also be ruled out with a very 
detailed history and diagnostic test-
ing for infectious pathologies such as 
human immunodeficiency virus, her-
pes simplex virus, mycoplasma, cy-
tomegalovirus, and syphilis. Other 
viral encephalitidies including West 
Nile virus should be undertaken as 
well. Serum studies for vitamin test-
ing including B12 and B1 levels are 
also recommended, as these deficien-
cies can present with primary psy-
chosis.

Management and long-
term outcomes
A multi-disciplinary approach is para-
mount to adequately and appropriate-
ly addressing patients, with involve-
ment from psychiatric practitioners, 
neurologists, and internists. If diag-
nostic testing confirms a diagnosis of 

autoimmune encephalitis, or if clinical 
presentation is highly suggestive of 
seronegative autoimmune encephali-
tis, the following treatment strategies 
are recommended.

Initial treatment commonly begins 
with high dose intravenous steroid 
regimens, generally methylpredniso-
lone 1 mg/kg, followed by or given 
concurrently with either plasmapher-
esis or intravenous immunoglobulin 
(IVIG) administration. Appropriate 
duration and recurrence of therapy is 
unclear. Steroid regimens range from 
3 to 5 days to subacute/chronic tapers 
until clinical stabilization, whereas 
plasma exchange and IVIG regimens 
generally run roughly 5 to 7 days. 
Many cases of autoimmune encepha-
litis are also treated with intravenous 
administration of rituximab or cyclo-
phosphamide, thought to be benefi-
cial in refractory cases, cases with 
delay to treatment initiation, and in 
preventing/decreasing relapses.

In addition to these immunosup-
pressants, we highly advocate for ad-
junctive psychiatric treatment both 
acutely as well as chronically for se-
quelae that may develop. Refractory 
agitation, often in the form of shout-
ing, screaming, or writhing move-
ments, are very common, and most 
supportive management strategies 
include atypical antipsychotics such 
as quetiapine, risperidone, and olan-
zapine. Benzodiazepines can also be 
used, but clinicians should be cau-
tious of delirium effects. Due to the 
prolonged periods of illness and se-
verity of agitation, lengthy duration 
and high doses of antipsychotics are 
often employed, and clinicians 
should remain cognizant of potential 
QTc prolongation as well as dysau-
tonomia.

Recovery is often a months-to-
years long process, especially for pa-
tients with fulminant manifestations 
such as coma and catatonia. It is not 
uncommon for several months to 2 
years to pass after sufficient immuno-
suppression and clearance of anti-
body before patients starts to regain 
appreciable levels of conscious 

awareness. Many patients experience 
cognitive deficits, memory loss, ex-
treme fatigue, pseudobulbar affect, 
mood and anxiety disorders, and dis-
sociative symptoms for months to 

years, and they may require intensive 
inpatient and outpatient physical, oc-
cupational and speech therapy.5

Agents such as amantadine, modaf-
inil, stimulants, mood stabilizers, and 
selective serotonin reuptake inhibi-
tors can all be safely considered to 
target these sequelae.

Summary
Autoimmune encephalitis is an in-
creasingly recognized but challenging 
diagnosis with protean manifestations, 
chiefly many acute neuropsychiatric 
presentations. However, with ade-
quate clinician awareness and prompt 
initiation of diagnostic testing and in-
tervention, patients can lead produc-
tive lives. 
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Table 2. Diagnostic testing in autoimmune encephalitis

Test Criteria

Serologic markers 
(ie, ESR, CRP, 
serum antibody 
titers)

Nonspecific serologic markers for 
inflammation are often negative or minimally 
elevated throughout encephalitis course

EEG Generally nonspecific results including 
slowing, intermittent delta waves, epileptiform 
discharges; occasionally can see specific 
findings in certain syndromes (ie, extreme 
delta brush for NMDA-R encephalitis)

Lumbar puncture 
and CSF analysis

Typically mild to moderate pleocytosis with 
elevated protein and normal glucose

Advanced 
neuroimaging (MRI, 
CT)

CT is not an acceptable modality to assess 
for encephalitis; MRI should be performed 
with and without contrast and a variety of 
nonspecific findings can be observed, 
including enhancement of the temporal lobes 
or of the basal ganglia

Systemic imaging If concern for autoimmune encephalitis is high 
or if concerned by serologic or csf antibody 
testing, scan body (typically chest/abdomen/
pelvis) to search for neoplasms

ESR, erythrocyte sedimentation rate; CRP, C-reactive protein; EEG, electroencephalogram; 
CSF, cerebrospinal fluid; MRI, magnetic resonance imaging; CT, computerized tomography.

Agents such as amantadine, modafinil, 
stimulants, mood stabilizers, and SSRIs can 
all be safely considered to target the 
sequelae of autoimmune encephalitis.
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This aroused concern and suspicion 
that the bill would subject Hong 
Kong residents and visitors to the 
Mainland Chinese jurisdiction and 
legal systems, undermining Hong 
Kong’s autonomy and its civil liber-
ties. At the time of this writing, there 
continue to be serious confrontations 
between the police and protesters, so 
much so that many major highways 
linking key areas of Hong Kong are 
blocked by barricades and the city’s 
Mass Transit Railway ceases regular 
service after 10 pm daily.

Negative impact of social 
unrest on mental health
This unprecedented political crisis 
affects everyone in Hong Kong. 
There has been a deterioration in 
mental health among the people to its 
worst level in 8 years, 41% of survey 
respondents said that their mental 
health is being negatively affected by 
social unrest.1 Although the exact 
causes need to be elucidated by addi-
tional research studies, there are sev-
eral possible reasons that explain 
how and why people are affected ad-
versely by the recent social unrest.

1 Both protesters and the police 
are directly involved in repeated 

and major violent conflicts.

2 People working in areas where 
major confrontations between 

police and protesters happen are 
exposed to violent scenes or 
subjected to physical violence.

3 Families and friends disintegrate 
because of different political 

views, which results in shrunken 
social roles and support network.

4 Because of the socioeconomic 
downturn associated with traffic 

chaos and uncertainty among 
investors, many people who work in 
the service and tourist industries are 
facing salary cuts and 
unemployment.

Financial difficulties understand-
ably lead to detrimental effects on 
housing, education, and social prob-
lems. These socioeconomic adversi-
ties are exacerbating factors for a 
variety of mental health problems. 
Moreover, there has been a negative 

impact on mental health caused by 
exposure to vivid traumatic scenes 
depicted in television and social me-
dia.2 A preference for visual process-
ing may be positively related to intru-
sion frequency of traumatic images 
even when only hearing about a trau-
matic event.3 Therefore, the negative 
effect of regular and intensive expo-
sure to vivid videos and news of 
street violence can affect the mental 
health of people even when not di-
rectly exposed to the traumatic event.

Major impact on existing 
mental health problems
Anecdotal accounts from various 
mental health facilities indicate an 
increase of self-reports of acute 
stress-disorder–like symptoms. Pa-
tients with established mental health 
problems report traumatic flash-
backs, hypervigilance, and dissocia-
tive experiences as a consequence of 
regular exposure to newsfeeds and 
online videos of street violence.

In response to these common 
complaints among patients, the Hong 
Kong College of Psychiatrists re-
leased a set of mental wellbeing tips 
for dissemination to schools, social 
welfare agencies, community cen-
ters, health clinics, and hospitals. 
These tips include advice on restric-
tions of social media use, better sleep 
hygiene, balancing different roles 
and commitments, maintaining nor-
mal routines as much as possible, and 
sustaining existing social networks. 
With an aim of encouraging news 
media outlets to provide precise news 
reports, the College has held work-
shops with journalists to educate 
them on the symptoms of stress-re-
lated disorders and the negative im-
pact of excessive exposure to news 
and videos.

A mental health tsunami in 
Hong Kong
Preliminary territory-wide service 
statistics data show no obvious surge 
in the number of people presenting to 
public mental health services for new 
onset mental health issues. Although 
stigma toward mental health and lack 
of mental health literacy about 
stress-related disorders may explain 

this lack of a major surge in service 
demand, there may be other causes.

The trajectory of stress response is 
highly complex. An Australian study 
showed that of those with PTSD on-
set 12 months after trauma, only 37% 
had symptoms at 3 months with 
worsening of symptoms with time.4 
This phenomenon is more common 
among military personnel than civil-
ian trauma survivors.5 The confronta-
tion between protestors and police 
officers, as well as other responders 
such as journalists, emergency medi-
cal staff, firefighters, and other vol-
unteers and counselors are not unlike 
military personnel being deployed to 
a frontline war zone. Thus, the men-
tal health tsunami might only hit the 
shore weeks or months after social 
unrest has died down.

Apart from the possible delay in 
onset of stress-related disorders, 
there may be a delay in presentation 
to public mental health systems for 
political reasons. In past months, 
there have been rumors among social 
media and e-news that public health 
care workers deliberately disclosed 
personal information of injured pro-

testers seeking help in public hospi-
tals to the police force. Such personal 
information could be used by the po-
lice to facilitate immediate arrest and 
removal of individuals from hospitals 
to criminal detention centers.

Conversely, there have been sit-in 
protests among health professionals 
in major public hospitals in Hong 
Kong condemning the use of exces-
sive violence toward the protestors 
by police officers. As such, many po-
lice officers are skeptical about 
whether they will receive proper care 
from health professionals. There 
have been sporadic news reports of 
confrontations between health care 
workers and police officers in the 
emergency departments of public 
hospitals.

Protestors and police officers also 
have disclosed to their trusted health 
care providers that they are con-
cerned that their mental health re-
cords will be accessed by legal au-
thorities to their disadvantage. Under 
the Hong Kong Personal Data Priva-
cy Ordinance, personal data will be 
released to law courts upon receipt of 
court orders by the public health au-

IMAGE  Launch of Care4ALL program of the Hong Kong College of 
Psychiatrists, July 30, 2019. Pictured left to right: Dr May M.L. Lam, Vice 
President (Education/Censor); Dr Roger M.K. Ng, President; Dr Phyllis K.L. 
Chan, Vice President (General Affairs).
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and restore 20/20 vision. As in na-
ture, human societies go through cy-
cles, and we have a rich history of 
stepping up to the challenges of the 
times and making the healthy, com-
passionate, and wise changes that uni-
fy us all.

So, as we begin this new 
decade, I would like to submit 
my wish list, similar to Dr 
Frances' list for policy makers,  
for accomplishments in 
psychiatry that we potentially 
could revel in when this next 
decade come to an end.

My Wish List

1 Increased funding for the 
necessary basic science, 

clinical, and social research to raise 
the standard of care for individuals 
with mental illnesses.

2 Redistribute the living 
conditions of the seriously 

mentally ill from prisons, jails, and 
living on the street to safe housing, 
group homes, and supported living 
settings with, ideally, a meaningful 
social network (family, friends, and 
supportive communities).

3 Rapid assessment and 
diagnosis for individuals with 

mental status changes with 
immediate implementation of the 
best evidence-based treatments.

4 Destigmatization of mental 
illness, so that a person 

presenting with acute psychosis is 
treated as rapidly and carefully as 
an individual who presents with an 
acute myocardial infarction.

5 Affordable health care access 
that is focused on prevention.

6 Continued education about 
healthy lifestyle adjustments—

quality sleep, good nutrition, 
minimal substance use, safe living 
conditions, quality food and 

drinking water, individual-
appropriate exercise, social 
supports, safe work conditions, 
responsible and realistic gun 
control reform, antibullying as a 
societal norm, adequate leisure 
and family time, teaching our 
children to learn how to critically 
think and learn, and self-reflection.

7 A successful decade 
addressing the substance use 

disorder crisis in which we currently 
find ourselves drowning.

8 A healthy partnering of 
universities, frontline clinicians 

and clinics, government agencies, 
the pharmaceutical industry, 
complementary medical practices, 
and all individuals collaborating 
toward the goal of upgrading our 
health care system so that all of 
these segments are respected and 
included in health care planning 
and implementation.

9 Replacing DSM-5 with a 
clinically meaningful and 

evidence-based diagnostic manual.

10 Naming medications by a 
nomenclature of some 

variant of the proposed 
neuroscience-based nomenclature 
(NbN). One example would be to 
replace the word antipsychotic 
with the more descriptive phrase 
dopamine-2-receptor antagonist 
and serotonin receptor modulator.

11 Aggressive innovation into 
new treatment modalities 

that have not yet been discovered.

12 Increasing ºur kindness  
and compassion to all, even 

to those with whom we do not 
agree, and working toward a 
common ground of policies that 
benefit us all.

From myself, and all of us at 
Psychiatric Times, we wish every-
one a happy new year, and a new de-
cade full of accomplishments that 
continue to move our young field of 
psychiatry forward toward ever im-
proving mental health. ❒

thority, even in the absence of in-
formed patient consent. If the specu-
lations are true, the mental health 
problems experienced by protestors 
and police will have a delay in illness 
presentation and wil not be obvious 
until mental health emergencies  
set in.

Because of the high costs associ-
ated with private mental health care, 
only a small proportion of vulnerable 
groups will be able to receive care in 
a timely manner. The results are dire 
with a likely increase of acute pre-
sentations of mental health emergen-
cy crises—including suicide.

Implementing mental 
health relief actions
Formal and informal mental health 
care support is available to people af-
fected by current social unrest. Vol-
unteer social workers, counselors, 
psychologists, and doctors are pro-
viding acute psychological support to 
protestors.

As of the writing of this article, 
there are no data either on the number 
of or the expertise and professional 
background of these underground 
mental health care workers. Nor is 
there an official number of persons 
with mental health problems. One 
report indicates that more than 35% 
have symptoms suggestive of PTSD. 
(Hong Kong Economic Journal,  No-
vember 1, 2019).    

Apart from this informal care net-
work, the Federation of Social Ser-
vices launched a program in October 
2019 whereby people with mental 
health problems are referred to free 
psychosocial intervention sessions. 
The available therapies range from 
traditional Chinese medicine to clin-
ical psychological services. Work-
shops and talks have been organized 
to educate relevant stakeholders in 
managing conflicts arising from po-
litical differences in schools, at work-
places, and within families.

In response to the unmet mental 
health needs among people from dif-
ferent walks of life, the Hong Kong 
College of Psychiatrists launched a 
systematic and multi-level mental 
health intiative, the Care4ALL Pro-
gramme. Its goal is to promote men-
tal health resilience; knowledge post-
ers, videos, and pamphlets have been 
created. The objective is to increase 
knowledge and skills among relevant 
community stakeholders in early 
identification and referral of people 
with mental health problems.

The College has more than 80 vol-
unteer psychiatric fellows who pro-
vide psychiatric care at low cost for a 
limited number of sessions. Through 
a collaboration with the Division of 
Clinical Psychology, the Hong Kong 
Psychological Society and New Life 
Psychiatric Association, eligible pa-
tients receive a number of proto-

col-driven psychological interven-
tions in parallel with the care offered 
by the volunteer psychiatrists.

This program provides a new 
model of mental health care that ad-
dresses the usual cost barrier associ-
ated with private psychiatric care and 
concerns of privacy breaches and 
perceived discrimination by public 
mental health workers. The program 
has received widespread media cov-
erage and has been highly regarded 
by the Food and Health Bureau and 
Hospital Authority of Hong Kong.

Every cloud has a silver  
lining
Although there is ongoing political 
crisis in Hong Kong, many people 
are confident that the crisis will re-
solve eventually and bring about fun-
damental changes in the political and 
social landscapes. However, the 
mental health crisis may last for de-
cades and affect the next two genera-
tions. 

Although severe trauma can lead 
to stress-related disorders, the course 
and outcome of stress symptoms are 
highly variable and largely depend 
on posttrauma support and care.4 The 
College will continue to take an ac-
tive role in mobilizing mental health 
capacities in Hong Kong. It will also 
endeavor to assume an advocacy role 
to help the government develop so-
cial policies and rebuild a strong so-

cial network in schools, within fami-
lies, and in workplaces. The goal is a 
tolerant and compassionate society 
that respects and values diversities in 
all aspects of life.

Dr Ng is Consultant Psychiatrist and 
Department Head, Psychiatry, 
Kowloon Hospital, Hong Kong SAR, 
China; he is Chair, Coordinating 
Committee of Psychiatry, Hospital 
Authority of Hong Kong; he is also 
Honorary Clinical Professor, Chinese 
University of Hong Kong and President 
of the Hong Kong College of 
Psychiatrists. He receives research 
grants from the Health and Medical 
Research Fund of the Food and Health 
Bureau of the Hong Kong SAR 
Government.
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Longstanding evidence suggests 
that schizophrenia is associated 
with type 2 diabetes mellitus 

(DM2). The research includes mater-
nal and birth studies that identify com-
mon risk factors for both conditions, 
including nulliparity, gestational dia-
betes, preeclampsia, birth weight, and 
season of birth.1 Studies before the 
advent of antipsychotics showed an 
increased prevalence of abnormal glu-
cose metabolism in patients with 
schizophrenia, albeit with method-
ological limitations.2 There is also evi-
dence for impaired glucose tolerance 
and insulin resistance in patients with 
first-episode psychosis who are either 
antipsychotic-naïve or have minimal 
antipsychotic exposure.3,4

These findings suggest that some 
of the increased risk of DM2 in 
schizophrenia may be independent of 
antipsychotic medications and involve 
host-agent-environment interactions. 
However, this hypothesis has largely 
been overshadowed by known meta-
bolic adverse effects of second-gener-
ation antipsychotic medications, 
which increase the risk of DM2.

Methodology
Schizophrenia is associated with an 
increased risk of the metabolic syn-
drome, a constellation of metabolic 
risk factors—including abnormal 
glucose tolerance—associated with 
cardiovascular disease morbidity and 
mortality.5 In an earlier study, pa-
tients with schizophrenia and other 
nonaffective psychoses (NAP) and a 
parental history of DM2 were found 
to have a 3.7-fold increased odds of 
comorbid DM2 compared with pa-
tients without this parental history.6

A meta-analysis was undertaken to 
understand the association between a 
family history of DM2 and DM2 co-
morbidity in patients with NAP. Stud-
ies were identified by systematically 

searching Medline, PsycInfo, Web of 
Science, and Science Direct. Nonaffec-
tive psychosis was defined to include 
schizophrenia, schizophreniform dis-
order, brief psychotic disorder, delu-
sional disorder, schizoaffective disor-
der, and psychotic disorder not 
otherwise specified. One hundred 
thirty-six potential studies were iden-
tified; however, most were excluded 
because of missing family history data 
about DM2, or because the diagnoses 
were primarily affective psychosis. 
Case reports were also excluded. After 
a detailed review, 10 studies met the 
inclusion criteria.

Data used included number of 
subjects with and without a family 
history of DM2 based on comorbid 
DM2 status, as well as other clinical 
and demographic variables. Effect 
size estimates (odds ratios [ORs] and 
95% confidence intervals [95% CIs]) 
were calculated using the random ef-
fects method. Given significant be-
tween-study heterogeneity, a sensi-
tivity analysis and a series of 
meta-regressions to explore possible 
moderating variables we used to ac-
count for heterogeneity (eg, age, sex, 
geographic region, body mass index, 
year of publication, study quality).

The total sample consisted of 3780 
patients with nonaffective psychoses, 
including 804 subjects with a family 
history of DM2 and 2976 without a 
family history of DM2. A family his-
tory of DM2 was associated with 
more than a four-fold increased odds 
of comorbid DM2 (OR = 4.3, 95% CI 
2.9-6.4, P < .001), with significant 
between-study heterogeneity. In sen-
sitivity analyses, after removing two 
outlying studies with the highest OR, 
the association remained significant 
(OR = 3.3, 95% CI 2.6-4.3, P < .001), 
but between-study heterogeneity was 
no longer significant. A funnel plot 
and Egger’s test were not significant 
for publication bias, although findings 
should be interpreted with some cau-

tion given the small number of stud-
ies. In meta-regression, there was a 
significant, positive association with 
age, but all other potential moderating 
factors were unrelated to the associa-
tion between comorbid DM2 and 
family history of DM2.

The findings showed a family his-
tory of DM2 is associated with more 
than a four-fold increased odds 
(OR=4.3) of comorbid DM2 in pa-
tients with nonaffective psychoses. 
Sex, geography, BMI, study quality, or 
year of publication did not moderate 
this association. However, the associa-
tion was moderated by older age, 
which is a known risk factor for DM2. 
The results are broadly consistent with 
those in general population studies, 
which have reported a 2- to 4-fold in-
crease risk of DM2 with a parental his-
tory of DM2.8 Therefore, the results do 
not suggest that a family history of 
DM2 is associated with differentially 
increased odds of DM2 in patients 
with schizophrenia compared with in-
dividuals in the general population.

Strengths and weaknesses
An important strength of the study 
was the relatively large cumulative 
sample size of patients with and with-
out comorbid DM2. A limitation was 
the heterogeneity in the definition (eg, 
parents versus any first-degree rela-
tive) of what constitutes family histo-
ry of DM2. For most studies, a family 
history of DM2 was based on subject 
self-report. Thus, there is potential for 
selective recall bias. Data on family 
psychiatric history were not available 
for the vast majority of studies, limit-
ing inferences on what proportion of 
cases of a family history of DM2 
might be attributed to psychotropic 
medication-induced diabetes. How-
ever, it is reassuring that the odds of a 
family history of DM2 in patients with 
nonaffective psychosis was broadly 
consistent with findings in the general 
population. The study did not permit 

inferences regarding the mechanism(s) 
of this association, which may be due 
to shared environmental or genetic 
risk factors, or gene-environment in-
teractions.

The bottom line
Given the high risk for metabolic syn-
drome, the association in the study sug-
gests that screening for a family history 
of DM2 is germane to the clinical care 
of patients with schizophrenia and other 
nonaffective psychoses, as it can inform 
on risk of incident diabetes with antipsy-
chotic treatment. However, it is impor-
tant to emphasize that patients without a 
family history of DM2 are also vulner-
able to the diabetogenicity of some anti-
psychotics. Nevertheless, stratifying 
patients based on DM2 family history 
status may increase the signal-to-noise 
ratio of future trials of adjunctive agents 
for antipsychotic-induced metabolic 
dysfunction.

Dr Miller is Associate Professor of 
Psychiatry, Department of Psychiatry 
and Health Behavior, Augusta University, 
Augusta, Georgia. He is the 
Schizophrenia Section Editor for 
Psychiatric Times. The author reports 
that he receives research support from 
Augusta University, the National Institute 
of Mental Health, the Brain and Behavior 
Research Foundation, and the Stanley 
Medical Research Institute.
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Psychiatrists 
Are Not the 
Retiring Kind
After reading that 46% of American 
psychiatrists are over 65 years old.

Richard M. Berlin, MD

The past is prologue riding close behind.

Give up your practice? And do what instead?

Psychiatrists are not the retiring kind!

Fearless explorers of the human mind

With stacks of journals that must be read,

Filled with warnings of what’s close behind.

 Assess your options when you’re so inclined.

If life without patients fills you with dread—

Work harder! You’re not the retiring kind!

A career is a tightrope spun from twine,

Thin as the years before you fall dead.

The past is prologue riding close behind.   

Go to your office, continue the grind,

Ignore the looming mystery ahead.      

Let the wounded become the retiring kind!

You’ve written your notes, a few unsigned,

Each day a search for the decisive thread.

Your past is prologue, arrived right on time,

And alas, dear colleagues, it’s closing time.❒

 Dr Berlin is Instructor in Psychiatry, University 
of Massachusetts Medical School, Worcester, MA.

THIS MONTH IN PSYCHIATRY
LOOKING BACK TO LOOK FORWARD

»  Robert M. Kaplan, MBChB FRANZCP MA, 
MPhil

In 1907, the eminent psychiatrist Henry Maud-
sley offered the London County Council 
£30,000 for the establishment of a new psychi-

atric hospital to treat acute and voluntary pa-
tients with out-patient facilities and teaching/
research facilities modelled on German hospi-
tals. Maudsley was an early doyen of British 
psychiatry whose work was highly regarded. He 
promoted degeneration theory ad was strongly 
opposed to women doctors. The intention was 
for the hospital to treat early cases of psychosis 
to prevent the condition from becoming intrac-
table and patients having to be sent to country 
asylums.1 

The project was delayed by cost overruns and 
the onset of World War 1, which required the use 
of the buildings to treat war veterans with shell 
shock and from August 1919 to October 1920 to 
treat ex-servicemen suffering from neurasthe-
nia.2 Starting in 1915 as a military hospital, the 
Maudsley Hospital reopened on January 31, 
1923, as a psychiatric hospital with Edward Ma-
pother as medical superintendent. 

Mapother, who may have been attracted to 
psychiatry by the mental illness of his sister,  
was to be a significant figure in determining the 
approach followed at The Maudsley (as it is 
known to this day). During World War I he 
gained experience treating cases of shell shock. 
He believed that the scientific method should be 
allied to the principles of clinical medicine. He 
wanted the hospital to mirror the German uni-
versity clinics. as a result of his efforts, the 
Maudsley became a leading center of psychiatric 
research.

Mapother sought young doctors trained in 
general medicine and neurology, rather than 
psychiatry, to encourage new ideas such as the 
use of biochemistry, psychology, and genetics. 
“They were given temporary appointments in 
the hospital and were encouraged to go their 
own way, learning their psychiatry from the bed-
side more than from books or lectures.”3 Mapo-
ther distrusted philosophies that attempted to 
explain the symptom of mental distress through 
reference to a single cause and was to attack the 
“therapeutic chanticleers” of psychoanalysis 
who mistook diagnostic concepts for clinical en-
tities. Yet within The Maudsley he tolerated all 
forms of treatment, including psychoanalysis.

The first four psychiatrists were A.W.W. Pet-
rie, W.S. Dawson, W. Moodie, and M.R. Barkas. 
William Dawson, third in the hierarchy after 

Mapother and Moodie, became an 
important figure in the develop-
ment of Australian psychiatry af-
ter he came to Sydney as profes-
sor in 1927 and wrote a 
well-regarded textbook.4,5 Mary 
Barkas, who won the University 
Medal for her MD, the Gaskell 
Prize, and the Medal of the Royal 
Medico-Psychological Associa-
tion stood out as a woman with 
psychoanalytic training.1 Mood-
ie and Petrie were highly experi-
enced, with the former regarded 
as a future leader. With several 
junior doctors, they treated 157 patients in 6 
wards. They were supported by a matron, assis-
tant matron, 6 sisters, and 19 staff nurses as well 
as 23 probationers and 12 male nurses.

In the early years, treatment was largely re-
stricted to restraint and sedation with great em-
phasis placed on fresh air for prevention of men-
tal illness. Malariotherapy, the only organic 
therapy at the tie was used for neurosyphilis 
(GPE). Mary Barkas treated selected patients 
with psychoanalysis

Mapother was followed by Aubrey Lewis, 
who went on to become the most prominent psy-
chiatrist in the English-speaking world and 
achieve a world-wide reputation. Lewis stayed 
at the Maudsley until his retirement in 1965. He 
produced important work in depression and de-
veloped social psychiatry. His leadership was 
highly regarded, although at times controversial, 
especially with biological psychiatrists like Eliot 
Slater and William Sargant.

Today, the Maudsley remains the most presti-
gious psychiatric hospital in the Anglosphere. 
Psychiatrists come from foreign countries to train 
there and its research output is highly regarded.

Dr Kaplan is Clinical Associate Professor at the 
Graduate School of Medicine, Wollongong 
University and Research Fellow, History 
Department, Stellenbosch University, South Africa. 
He reports no conflicts of interest concerning the 
subject matter of this article.
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solve the cruel paradox that haunts our mental 
health “nonsystem”—we are massively overtreat-
ing people who do not really need it, while callous-
ly neglecting those who desperately do.

The overall thrust of badly needed policy re-
form must be to correct this wasteful and inhumane 
misallocation of resources. We should be spending 
much less money on long-term medications for the 
worried well and for those with mild, transient 
problems. Watchful waiting and brief psychother-
apy would be a much better (and cheaper) alterna-

tives for them. And, we should also spend much 
less money on misallocated jail, prison, and police 
services. In contrast, we must spend much more 
money on psychiatric and addiction services to 
help patients avoid becoming prisoners or home-
less. The following are my suggestions for policy-
makers in seven key areas.

Mental illness
1 The top and urgent priority must be to deinstitutionalize 350,000 

mentally ill patients who are now inappropriately warehoused in jails 
and prisons and to rehouse 250,000 who are homeless. If we fail to 
correct this barbarity, nothing else we succeed in doing really matters.

2 Serious mental illness should be the focus of all publicly funded 
psychiatric treatment, social services, and housing—with a full push to 

provide universal and easy access to free services for the poor and the 
uninsured.

3 A high level and/or high priority mental illness (including addiction) 
task force composed of senior representatives from all pertinent 

federal agencies should be charged with developing a joint action plan to 
provide a nationwide system of community psychiatric, social, and 
housing services (along the lines of the Kennedy Community Mental 
Health Act of 1963). Legislation should receive urgent priority, speed 
through Congress with overwhelming bipartisan support, and be a 
feather in the cap of whichever president has the honor of signing it.

4 The funding mechanism should provide strong incentives for states 
and local jurisdictions to participate in the planning and 

implementation of the new programs and to provide matching funding 
over the long haul. Because there are so many stakeholders and moving 
parts, it is premature to speculate on precisely how funding would work 
and how it would be integrated with, or replace, current funding sources. 
It is essential that funding sources be bundled so that psychiatric, social, 
and housing services are integrated in seamless, wrap-around fashion. 
The chain of care is only as good as its weakest link.

5 Reallocate expenses to address today’s mental health issues. The US 
spends about $100 billion on corrections; more than one-third of 

which is for people with mental illness, many of whom would have 
avoided arrest and incarceration had adequate treatment and housing 
been available.

Ironically and tragically, jails and prisons have become the main 
providers of mental health services in the US. Mental illness is also the 
most worrying problem facing police officers, whose job has expanded to 
be the responsible first responders for untreated and potentially 
unpredictable patients.

Moneys saved from reduced expenditures for currently bloated jails, 
prisons, police, and emergency services should provide ongoing funding 
for community psychiatric, social, and housing services that will replace 
them. Deinstitutionalization from psychiatric hospitals failed so miserably 
50 years ago, precisely because the large sums of money saved from 
closing hospital beds did not follow the patients once they were 
discharged into the community. After eliminating prison beds, there must 
be an increase in community services and psychiatric beds.

5 Integrated psychiatric, social, and medical services in the community 
should include enhanced emergency department (ED) psychiatry; 

24-hour crisis teams that replace police first responders; walk-in clinics; 
easily accessed long term follow-up treatment; prompt and thorough 
medical care; job training; and specialized programs for the most severe 
mental disorders. Continuity of care must be emphasized every step of 
the way.

6 The number of short-term inpatient psychiatric beds needs to be 
increased. Preferably these should be in non-profit, general hospital 

settings—and not in free-standing, for-profit private psychiatric hospitals 
(which often deliver overpriced and less competent care).

7 Encourage dual diagnosis programs. The mentally ill are at increased 
risk for having comorbid substance abuse problems, and vice versa. It 

is vital to integrate treatment of mental illness and accompanying 
substance abuse. This is an especially high priority because the 
combination of untreated mental illness and addiction is the best 
predictor of violence, suicide, and other poor outcomes.

8 Increase the availability of Housing First programs, which are an 
essential response to the simple fact that it is impossible to 

adequately treat people who have no stable place to live. Homelessness 
is rapidly growing in cities throughout the country due to the shortage of 
affordable housing and the recent sharp and widespread rise in rents. 
The mentally ill constitute more than one third of our homeless 
population, now estimated at about 600,000 and are particularly 
vulnerable to our national housing crunch.2

Warning note: President Trump recently suggested clearing the streets 
of the homeless by forcing them into what would amount to federal 
“concentration camps.” Hopefully, this unconstitutional proposal to 
involuntarily incarcerate hundreds of thousands of blameless people was 
no more than a transient publicity stunt.

9 Encourage the use of special courts for patients who are mentally ill 
and addicted to substances to ensure proper referral of minor 

offenders to rehabilitation programs that help remedy the problems that 
led to arrest and avoid inappropriate incarceration in jails. Diversion 
programs are especially crucial in the interim before easy access to 
integrated care protects patients from committing the minor crimes that 
currently get them jail time.

10 Integrate psychiatric and medical care with housing programs. 
People with severe mental illness usually die prematurely—on 

average 20 years before the general population.3 This is largely a function 
of psychiatric, medical, and social neglect and can be improved only by 
increasing access to integrated care.

11 Increase the availability and use of vocational and job placement 
programs, both of which can be great investments for the individual 

as well as the economy. Work is often the best therapy.

12 Tighten quality control and financial audits to ensure good care and 
value for money spent. Currently, there is the potential for waste 

and mismanagement in psychiatric and addiction programs—particularly 
in the private system where the profit motive may drive more decisions 
than optimum care.

High standards must be set for allowable billings and accountable 
treatment. It is especially important to monitor easy access to care and 
continuity of care (eg, by auditing number of days before first outpatient 
appointment after an ED visit or hospital discharge).

13 Encourage assisted outpatient treatment, which reduces 
incarceration, homelessness, relapse, suicide, and violence. The 

coercion of court-mandated psychiatric treatment is ever so much 
gentler and more temporary than the cruel and extended coercion of jail 
or homelessness.

14 Loosen confidentiality laws in the emergency and long-term 
management of serious mental illness. Although appropriate in 

other medical settings, strict laws can be detrimental in this setting. 
Family support and participation in decision making is needed to help 
patients whose judgment may be impaired. Laws must balance the value 
of confidentiality against the need for clinical common sense.

15 Temper the enthusiasm for universal screening for psychiatric 
disorders. This is a terrible idea in the general population, although 

it is extremely popular. The harms done (eg, overdiagnosis, excess 
medication, stigma, misallocation of scarce resources away from the 
severely ill) far outweigh the benefits. In contrast, screening in high-risk 
groups has a very good benefit-to-risk ratio (eg, mothers perinatally, 
victims of extreme stress, high risk families).

Repairing
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Addiction
16 It is past time to stop fighting the long-lost supply side “war against 

drugs.” Instead, it is time to reduce demand by providing adequate 
treatment and prevention. All attempts at interdiction and prohibition 
have failed in the past and will always fail in the future. Where there is a 
strong will to get drugs, a clever way will be found to provide them.

17 Adopt harm reduction models—this is the only rational approach 
for street drugs. Fentanyl is an irrevocable game changer. There 

has never been a time when illegal street drugs have been so ridiculously 
cheap, lethally potent, varied, and convenient to smuggle and distribute.

By a combination of design and accidental contamination, illegal 
fentanyl now has become almost ubiquitous in street drugs and 
counterfeits. In just 6 years, it has grown from minor threat to disaster 
drug—responsible for almost half of all the exponentially growing 
overdose deaths.4 Current drug policy is impotent to stop, or even limit, 
the rush toward fentanyl death and destruction.

18 Free market competition, not interdiction, is the best way to defeat 
cartels and reduce drug crime. Legalizing drugs (Table) should be 

seen both as a safety measure for the users and an economic weapon 
against the cartels—not a revenue-raiser for states. For legalization to 
work, legalized drugs must be priced low enough to compete successfully 
against street drugs. Legalization can help states save big money on 
corrections; it becomes self-defeating if it also is used as a tax opportunity.

19 Get rid of the one-size-fits-all notion in treating drug addiction. 
Puritanical abstinence ideology should not be an exclusive guide to 

policy. The previous (morality-driven) emphasis on 12-step abstinence 
has created a great shortage of harm reduction programs using medically 
assisted treatment. Paradoxically and stupidly, government inaction in 
regulating the overuse of prescription drugs facilitated the opioid 
epidemic, while excessive government restrictions prevented the 
widespread use of the very medications (eg, suboxone) needed to reduce 
impairment and deaths. Abstinence is possible for some, an aspirational 
goal for many, but not a foundation for sensible drug policy.

20 Take control of the vaping crisis. The e-cigarette epidemic among 
young teenagers (started via candy-flavored nicotine products)  

has already become a gateway to the vaping of much more dangerous 
pot synthetics. The next logical step in this dangerous progression may  
be the lethal vaping of hard street drugs. We must hope that this cat is 
not already out of the bag.

Unscrupulous vaping companies must be sued and fined; schools 
need to regain control of their bathrooms; and well-funded public 
education campaigns should make vaping as uncool as smoking. Drug 
prevention has never been very successful in the past, but it has never 
been tried on the same massive scale that worked in making smoking 
tobacco a dirty habit rather than a rite of passage to adulthood.

21 It is crucial that opioid money awarded to state and local 
jurisdictions be used exclusively to fund addiction programs. There 

will be massive fines and settlements (my guess about $100 billion) 
imposed on the drug companies, distributors, and retailers that 
knowingly promoted the opioid epidemic. The tobacco settlement money 
(more than twice as much) never found its way to the victims, as states 
instead used it to reduce taxes or fund other programs (notably prisons).

22 We must not allow political and commercial foxes to guard the 
public health henhouse. Regulatory capture by industry contributed 

greatly to the damage done by the tobacco, opioid, and vaping epidemics. 
The FDA is 45% financed by the drug industry.5 Its staff and leadership 
may have a much-too-intimate, revolving door relationship with it.

The FDA’s independence and monitoring authority has also been 
steadily eroded by political pressure and Congressional statute. The Drug 
Enforcement Agency was a toothless tiger in controlling the prescription 
opioid epidemic because its leadership was subservient to industry.6

Suicide
23 Manage sociocultural and political issues that influence suicide 

risk. Suicide rates have increased 24% during the past 20 years,  
accounting for almost 50,000 deaths/year.7 Factors outside psychiatry 
probably have the most influence, particularly increased accessibility to 
the most common means (eg, guns, drugs); increasing economic inequal-
ity and job insecurity; and the contagious perils of social networking.

There will never be one solution to suicide and most of the effective 
measures taken to reduce overall rates are outside mental health policy 
and practice. The best suicide prevention is reducing access to guns 
and drugs; providing a better social safety net; and good treatment for 
people who are at high risk.

24 Reconceptualize Zero Suicide programs, which are poorly 
named because they set an unrealistic expectation and imply 

that caregivers or loved ones could have prevented the suicide had 
only they been smarter or tried harder. Suicide can be reduced, but 
never completely eliminated.

25 Keep in mind that the simple things work best in reducing suicide 
in high-risk groups: continuity of care; easy access to treatment; 

close follow-up every step of the way with timely and frequent 
appointments; involvement with family and other supports. There is no 
magic way to prevent suicide, but good care and caring go a long way.

Table. Benefits of legalizing and regulating street drugs

 Increased purity, predictability, and safety of the drugs

 Decreased dangers of overdose death

 Decreased medical complications and cost

 Decreased power of cartels and related crime

 Decreased costs and harms of imprisonment

  Increased funds for treatment come from money saved from 
correctional institutions

Gun control
26 Don’t forget the basic fact: guns kill people. The US has a 

remarkably high rate of gun death compared with peer 
countries. Each year guns are responsible for about 24,000 deaths by 
suicide, 15,000 deaths by homicide, 1000 deaths by accident, and an 
additional 70,000 non-lethal gun injuries. We do not have higher rates 
of mental illness than peer countries, but we do have remarkably lax 
gun regulation and 400 million guns in circulation.8

27 Red flag laws that restrict gun access for people with severe 
and persistent mental illness or addictions make great clinical 

and policy sense, particularly in reducing deaths by suicide. However, 
such laws will not come close to solving America’s gun violence 
problem because only a tiny percentage of murders are committed by 
people with mentally illness (who are much more likely to be victims of 
gun violence than perpetrators).

28 Be wary of the National Rifle Association’s political support for 
better mental health care, which is a great good being done for a 

great evil. The NRA is attempting to distract attention from desperately 
needed gun control laws with the absurd and stigmatizing claim that 
most people who misuse guns are mentally ill.

Mental health advocates are understandably delighted to exploit 
powerful NRA political support for more mental health services. But 
we must not be deterred from simultaneously continuing the fight for 
desperately needed gun control. America would still have terrible gun 
violence statistics even if we could suddenly cure everyone with a 
mental illness. We need both much improved mental health services 
and better gun control laws.
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Concluding thoughts
I would love to end on an uplifting “Yes we can” inspirational note. But 
the past 60 years of  neglect would make it ring hollow. Our best (only) 
hope is that the most concerted efforts, occurring in what is now the most 
inescapably desperate context, will end the complacency and achieve what 
has heretofore been impossible: at long last, to force our country to do the 
simple and right thing, which also happens to be the smart thing.

Dr Frances is Professor Emeritus and former Chair, Department of Psychiatry, 
Duke University; Chair, DSM-IV Task Force. He is the author of Saving Normal 
and Essentials of Psychiatric Diagnosis. Twitter: @AllenFrancesMD. The views 
expressed in this article are those of the author and do not necessarily reflect 
the opinions of Psychiatric Times.

Reducing over-treatment
29 Direct to consumer marketing of pharmaceuticals needs more 

oversight. The US is the only country in the world (aside from New 
Zealand) that allows direct-to-consumer advertising. This privilege has 
been abused and should be eliminated. Rules governing marketing to 
doctors should be tightened. The public needs to learn that a pill for every 
problem does not exist.

30 Ensure a separation of church and state—industry and the FDA.
There is a revolving door that creates an inherent pro-pharma bias—

FDA leadership and staff are often recruited from industry and return to it.9 
The result—ineffective, unsafe, and expensive new drugs are almost never 
rejected and, once approved, drugs are inadequately monitored for harm 
or not monitored at all. The only way to protect patients and taxpayers is to 
restore complete FDA independence from industry and political influence.

31 Ensure proper training of other specialties. Primary care doctors 
now prescribe 80% of all psychiatric medications—often after very 

brief visits for patients who do not need them.1 They would prescribe 
fewer unnecessary medications if they had more time to talk to their 
patients. Most of the emotional problems mistreated with medications 
may be better handled with advice, support, and watchful waiting.

32 Remove the diagnostic requirement for insurance coverage. 
Insurance companies require doctors to jump to premature 

diagnosis and treatment as the precondition for reimbursement. Instead, 
allowing for an extended period of evaluation would result in much more 
careful diagnostic and prescribing habits and less long-term use of 
unnecessary medications.

33 Deprescribing should be extensively taught during medical school 
and residency training as well as continuing medical education. 

Physician training includes extensive teaching on how to prescribe drugs 
and almost no teaching on how to deprescribe them. This is backwards—
prescribing is fairly easy to learn and requires relatively little skill. 
Deprescribing is complicated and requires the finest clinical judgement.

34 There is an urgent need for unified medical care, which is essential 
and generally lacking. The more doctors a patient has, the more 

medications will be prescribed—particularly when each doctor neither 
knows nor cares what the others are doing. Medication adverse effects 
are the most common cause of new symptoms in someone taking 
multiple drugs, particularly common among the elderly, who clear and 
metabolize drugs much more slowly.

35 Make brief psychotherapy easily accessible. Psychotherapy is prefer-
able to medications for most mild to moderate psychiatric problems. 

It is just as effective, much safer, and with an enduring positive impact.10 
The misleading mantra that psychiatric problems all result from a chemical 
imbalance and therefore everyone requires a chemical cure is misleading.

Research
36 Research budgets should be rebalanced to provide adequate 

funding for projects that contribute practical findings to improve 
people’s lives—even if they do not further scientific understanding of 
brain or gene functioning. The massive budgets of the National 
Institute of Mental Health, the National Institute on Drug Abuse, and 
the National Institute on Alcohol Abuse and Alcoholism are focused 
on brain mechanisms—not on clinical and services research.

Not surprisingly, we have learned a great deal about brain function 
and genetics, which has very little of value in helping patients. The past 
30 years of intense research and fascinating discovery has made it 
abundantly clear that the brain and genetics are far too complex to yield 
any simple answers or breakthrough cures. We must reduce patient 
suffering now, not wait for promised breakthroughs that never happen.

37 Top priority should be given to research studies and 
demonstration projects that reduce the incarceration and 

homelessness of people with serious mental illness and addiction. 
Public health significance, not just scientific interest, should be an 
important factor in selecting which projects are funded.

38 Keep in mind that there is an enterprise-wide bias hype positive 
results, ignore negative studies, and neglect to replicate study 

results. This distortion leads to tried-and-true treatments for mentally 
ill patients to be overlooked while the untried and untrue are 
prematurely promoted.

Advocacy
39 Advocacy has failed in the past and, unless radically changed, is 

likely to continue to fail in the future. We are the richest country in 
the world, but we shamelessly and barbarically neglect our most 
vulnerable citizens in a way that would not be tolerated in any of our 
peer countries. Politicians respond only to money, votes, and public 
shaming—patients with serious mental illness and addiction are often 
poor, don’t or can’t vote, and have no public voice.

40 Our current crisis makes this a potential moment of rare 
opportunity—don’t waste it. The armies of homeless living 

desperate lives in plain sight in most major cities are impossible to 
ignore. The “not in my neighborhood” reflex against treatment 
programs and housing becomes much less powerful when the 
homeless are already in your neighborhood.

The opioid crisis, that afflicts millions, and kills tens of thousands 
every year, is also impossible to ignore. The push for correctional 
reform occasioned by frequent police shootings and the prison crisis 
have made police officers and sheriffs the most effective advocates for 
better services and housing for those suffering from serious mental 
illness and addiction.

41 Remember that mental illness and addiction strike families 
indiscriminately across the political divide. This is one issue that 

can and should achieve universal bipartisan political support.

Editor’s note: What advice would you share with policymakers, patients, and family members? What 
do you wish your colleagues in psychiatry or general medicine knew or did? And, what advice did 
you wish someone had shared with you? Send your thoughts to PTEditor@mmhgroup.com
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» Josef I. Ruzek, PhD

The increase in repeated disasters 
and associated social stressors 
linked to global warming is like-

ly to affect the mental wellbeing of 
billions of persons in the 21st century, 
increasing risk for depression, anxi-
ety, PTSD, anger and violence, social 
disruption and displacement, and so-
cial conflict. This means that our cur-
rent conceptual frame of disaster re-
sponse will be too narrow to address 
the many problems created and exac-
erbated by climate change—disaster 
mental health no longer should re-
main the sole model guiding our 
preparation and response. We need an 
expanded view that encompasses di-
verse responses to match a greatly 
expanded set of threats.

The importance of 
strengthening disaster 
mental health response 
system
Disaster mental health response in 
the US commonly includes a stepped 
care system that includes community 
outreach and delivery of psychologi-
cal first aid (PFA), crisis counseling, 
and, for those most greatly affected, 
formal treatment. The brief educa-
tion and support included in PFA is 
offered to as much of the affected 
population as possible, with more in-
tensive services made available for 
those at greatest risk for problems. 
Brief crisis counseling programs of-
fer support and, increasingly, teach 
skillsets to improve coping (eg, prob-
lem-solving, relaxation, positive ac-
tivity scheduling).

Most communities only develop 
the ability to implement these disas-
ter response elements after they find 
themselves affected by a disaster. 
Prior to such emergent need, these 
services seem relatively optional and 
have not, to date, been able to com-
pete with other political priorities. As 
a result, they do not attract significant 

organizational focus and allocation 
of resources. Moreover, after exter-
nal funding goes away, the various 
organizational structures used to re-
spond often disappear. If we are to 
improve our ability to respond to re-
peated events, an effort to transform 
acute response systems into endur-
ing, sustainable programs is needed. 
Given the heightened awareness of 
disaster in the face of climate change, 
greater levels of preparation are 
needed for responding to mental 
health requirements as well as a way 
to sustain the capacities developed in 
response to specific disasters for on-
going use in future events.

The problems created by global 
warming (including recurrent disas-
ters) are multifaceted. The all-hazard 
community-based resources and ca-
pabilities will enable more effective 
action in the face of climate-induced 
problems and will also spill over into 
the many challenges already trou-
bling our communities (eg, family 
problems, work stress, drug addic-

tion, suicide). In this sense, actions to 
increase climate change resilience tie 
in with other existing programs and 
services for social problems and life 
improvement.

Towards resilient commu-
nities: some components of 
a more adequate response
Improving disaster mental health 
programs will not be adequate to 
meet upcoming challenges. Rather, 
these programs will need to be sup-
plemented by novel initiatives and 
combined into an integrated program 
of community support and resilience. 
They will require creativity and sig-
nificant contributions from many 
quarters.

Coping skills training and support. In-
dividuals who have effective coping 
and stress management skills, such as 
problem-solving, mindfulness, phys-
ical relaxation, and conflict resolu-
tion, will more successfully manage 
their experiences of disaster and ex-

posure to climate-related stressors. 
Dissemination of these skills across 
larger populations in neighborhoods 
and regions is feasible and can in-
clude several strategies. Perhaps the 
most straightforward strategy is to 
develop, deploy, and maintain inter-
net and mobile technologies for resil-
ience. These technologies can in-
clude educational content and brief, 
interactive training materials that can 
serve as stand-alone resources or 
supplements to other support offered 
by mental health professionals and 
peers.

Findings from research suggest 
that internet-facilitated interventions 
can be effective in addressing a range 
of mental health problems especially 
when supplemented by human sup-
port.1,2 Mental health apps such as 
Calm and PTSD Coach are widely 
used and can reach large numbers of 
individuals; similar approaches are 
being harnessed for disaster re-
sponse. For example, the Sonoma 
County Wildfire Collaborative de-
ployed MySonomaStrong, an inter-
net-based self-management tool 
(MySonomaStrong.com) and a men-
tal heath app (SonomaRises).

Another strategy for strengthening 
effective coping and spreading key 
skills is to expand training for health 
care professionals as well as lay com-
munity members on effective coping 
and and crisis counseling. Primary 
and acute care medical clinicians can 
provide disaster response and critical 
incident stress management.

In addition, trained laypersons can 
be deployed to support clinical care-
givers in disaster response. However, 
the capacity to train laypersons and 
paraprofessionals in delivery of ef-
fective interventions to address such 
adversity must be developed. This 
involves identifying effective inter-
ventions and training mental health 
professionals who would then train a 
large cadre of lay community mem-
bers in these interventions.

Capacity to supervise trainees and 

Disaster Response, Mental Health, 
and Community Resilience

CLIMATE CHANGE

Individuals who have effective coping and management 
skills will more successfuly manage their experiences of 

disaster and climate-related stressors.
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administer training programs also 
would need to be established. While 
there are many evidence-based treat-
ments for mental health problems, 
there continues to be a large gap be-
tween routine care and best practices, 
because of limited availability of 
trained providers. Expansion of ac-
cess to training would help spread 
coping skills among disaster- and 
climate-affected populations while 
also increasing access to effective 
treatments in many mental health and 
social service settings.

Beyond psychological coping: actions 
for climate solutions. While a focus on 
coping and emotional wellbeing is 
necessary, it is also critical that direct 
actions to address the realities of cli-
mate change and mitigate its effects 
are undertaken as part of community 
response. In fact, involvement in ac-
tivities intended to reduce global 
warming and address proximal cli-
mate problems is likely to bring di-
rect psychological benefits, in addi-
tion to creating a safer and sustainable 
local environment.

Cumulative exposure to media 
coverage of the impacts of climate 
change compound stress responses 
via increases in perceived threat to 
our environment and our wellbeing. 
Already observable are increases in 
“eco-anxiety” as we worry about the 
future for ourselves, our children, 
and future generations. Adoption of 
behavioral changes (eg, use of public 
transportation, development of green 
spaces, adoption of clean energy 
technologies), efforts to take on prob-
lems that exacerbate the effects of 
climate change (eg, poverty, inequal-
ity), and participation in political ac-
tions to address climate change can 
help reduce stress and anxiety associ-
ated with a climate change. Making 
such changes can build confidence in 
one’s ability to cope (self-efficacy) 
and help reduce distressing thoughts 
and beliefs.

Self-efficacy can be expected to 
increase when individuals take prac-
tical actions to address aspects of a 
problem (eg, develop family emer-
gency plans, participate in activities 
of the climate change movement, 

practice energy-conserving personal 
behaviors). Some climate-related ac-
tions, such as increasing commuting 
via bicycle and walking, may help 
reduce stress by increasing cardio-
vascular health and reducing physi-
cal tension. Increasing recreation and 
work in green spaces might reduce 
personal stress levels while at the 
same time increasing positive social 
interactions. Increased use of public 
transportation might increase percep-
tions of community cohesion. If indi-
viduals increase their engagement in 
such activities, it will help transform 
the negative thinking associated with 
worry about environmental problems 
into effective action, building hope 
and resilience in place of anxiety and 
depression, fatigue and despair.

Community-based readiness and 
sense of community. Over time, glob-
al warming is likely to increase social 
relationship stress, substance abuse, 
interpersonal aggression, violent 
crime, and social instability, the com-
bined effects of which are likely to 
decrease community cohesion and, 
potentially, divide the global commu-
nity. While social cohesion and so-
cial capital are thought to protect 
communities against mental and 
physical health impacts of disasters, 
it is not clear how to rapidly or reli-
ably build these. However, even in 
the face of limited knowledge, it 
seems prudent to invest in and ex-
pand community mental health infra-
structures; take steps to reduce dis-
parities in resources and increase 
supports for vulnerable subgroups; 
strengthen capabilities for public 
mental health communication related 
to disasters and emergency incidents 
along with capacities to harness so-
cial media in the service of wellbe-
ing; develop and strengthen pre-
paredness planning; and establish 
and develop online communities for 
mutual support.

In addition to these specialized 
community-wide mental health ac-
tivities, some more general initiatives 
will improve the wellbeing of com-
munity members. One key step is to 
increase the availability and use of 
public transportation, which in turn 
can be expected to increase commu-
nity cohesion, recreational activities, 
neighborhood walkability, and physi-
cal exercise, all of which are likely to 
reduce symptoms of depression and 
stress. A second step is to increase 
the availability of contact with na-
ture. More time spent interacting 
with nature can improve health and 
lower stress via several mechanisms 
including exposure to better air qual-

ity, increased exercise, the calming 
effects of natural environments, and 
increased social cohesion. Increased 
exposure to nature might also help to 
create commitment to environmen-
tally positive behaviors and actions 
to reduce global warming.

Collaboration and commu-
nity: toward resilient com-
munities
Critical to a comprehensive response 
to climate change is bringing togeth-
er climate activists, health care orga-
nizations, local government, self-
help groups, educational institutions, 
business groups, and technology pro-
viders, to create a sustainable focus 
on these issues. Such a “big tent” ap-
proach is needed to ensure commu-
nity buy-in and enable the kind of 
multidisciplinary expertise required 
for the various tasks.

Existing institutional structures 
may create barriers to needed col-
laboration. The various scopes of 
practice of disaster response person-
nel may make it difficult to jump the 
corridors of professional identity. 
The institutions in which mental 
health professionals work might have 
difficulty in expanding their missions 
to encompass the broader sets of ac-
tivities. In fact, it seems likely that 
the expanded threats associated with 
climate change call for new kinds of 
interprofessional and interdisciplin-
ary collaboration within the context 
of new kinds of organizational struc-
tures and alliances. Different per-
spectives on the problems (eg, cli-
mate change versus disaster response, 
political versus professional, eco-
nomic versus mental health, social 
justice versus governmental respon-
sibility) will need to be combined to 
reach an alignment on common goals 
and processes. It this can be achieved, 
it will bring into being many facets of 
a more robust public health system.

The process of community build-
ing needed to accomplish the objec-
tives outlined here represents a sig-
nificant strengthening of resilience 
within the participating communities 
and constituent organizations. The 
challenge is to mobilize wide, sus-
tained support when climate change, 
for many, continues to feel like some-
thing that will happen to others, in far 
off places, in some distant future.

Because so many of the primary 
effects of climate change will be on 
mental health and psychosocial func-
tioning, our current set of responses 
must evolve with much greater in-
volvement of health care organiza-
tions. Hospital environments repre-
sent major opportunities to increase 

readiness for the mental health as-
pects of disaster and expand delivery 
of evidence-based mental health in-
terventions. Increased capacity to 
deliver these interventions after di-
sasters will also result in improved 
behavioral medicine services and 
capacity to more effectively address 
the wide array of traumas routinely 
seen in hospitals.

Mental health professionals, with 
their disciplinary expertise, are need-
ed to help make the link between 
mental health and climate. They are 
central to any attempt to improve the 
emotional regulation skills and prob-
lem-solving abilities of the citizenry, 
whether they deliver such training as 
part of post-disaster support efforts or, 
more proactively, before disaster 
strikes, in schools, workplaces, com-
munity centers, hospitals, and social 
service organizations. As mental 
health professionals, we must become 
more climate-literate and serve as 
community leaders for this relatively 
ignored aspect of climate change. We 
also must step beyond our profes-
sional identities and work-related 
roles to facilitate greater community 
collaboration and help innovate to de-
velop more effective individual and 
community-wide interventions.

A particular challenge is to iden-
tify which organizations might take 
responsibility for leading efforts and 
undertake population-based mental 
health monitoring and intervention as 
part of a more adequate and compre-
hensive response to climate change. 
The fight against climate change and 
its incumbent disasters must include 
mental health and social service or-
ganizations, community and national 
public health entities, worksite well-
ness programs, school-based mental 
health education, climate change or-
ganizations that can incorporate new 
areas of work to include mitigation of 
mental health difficulties, technology 
companies interested in improving 
the wellbeing of their communities, 
and mental health professionals.

Dr Ruzek is Co-Director Center for m2 
Health, Palo Alto University and 
Adjunct Professor, Department of 
Psychiatry and Behavioral Sciences, 
Stanford University, CA. He reports no 
conflicts of interest concerning the 
subject matter of this article.
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“The expanded threats call for 
new kinds of interdisciplinary 

collaboration.”
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A Case of the Chicken or the Egg: 
Social Media, GAD, & Substance Use

INTERVIEW

» Heidi Anne Duerr, MPH

L ike it or not, social media has be-
come a constant in our lives, and it 
is getting harder to unplug. But, is 

social media actually causing harm?
To examine its impact, Texas State 

University researchers conducted a 
study of 1314 adults who reported ac-
tively using social media.1 Their goal 
was to identify specific social media 
behaviors related to generalized anxi-
ety disorder (GAD). Psychiatric Times 
invited two of the authors, Krista How-
ard, PhD, and Natalie Ceballos, PhD, 
to reflect on their work.

Psychiatric Times (PT): Your study 
found that two social media behav-
iors were associated with GAD. 
Would you tell our readers about 
those? 

Dr Howard: In our study, we found that 
individuals with GAD were more likely 
to make upward social comparisons. 
This is not surprising, since research has 
shown that when individuals perceive 
themselves as worse off than others 
through these upward social compari-
sons, their response often increases neg-
ative affect. Individuals with GAD com-
monly exhibit symptoms of excessive 
worry, and they often ruminate. What is 
unfortunate about social comparisons on 
social media is that these images are of-
ten enhanced and unrealistic.

Dr Ceballos: We were not too sur-
prised to see an association between 
GAD and posting on social media 
while drinking alcohol. Anxiety dis-
orders and alcohol misuse are often 
comorbid, and findings from previous 
research suggest that merely being on 
social media may make some people 
more anxious. Since alcohol is often 
(but incorrectly) perceived as a stress 
reliever, it is not too surprising that 
people might try to relax by having a 
drink while on social media, especial-
ly if they have noticed that social me-
dia tends to increase their anxiety.

PT: Is this s a chicken versus egg sit-
uation? Are patients with GAD are 
more likely to have issues with those 
behaviors, or do you think those be-
haviors cause or exacerbate anxiety?

Dr Howard: Different mental health 
disorders can predispose individuals 
to be more susceptible to making up-
ward social comparisons, which then 
can exacerbate their symptoms. But 
there is no evidence that making up-
ward social comparisons causes de-
pression or anxiety disorders. Various 
social media platforms are known for 
impression management, that is, pre-
senting yourself in the best possible 
way via filters and photoshop applica-
tions. And while users know these pic-
tures may not be credible, they still have 
the tendency to compare themselves 
with these unrealistic images.

Dr Ceballos: In terms of the associa-
tion between alcohol use and anxiety, 
it is a bit of a vicious cycle. Much like 
some antianxiety medications, alco-
hol acts as a sedative on the nervous 
system. So at least acutely, it can make 
people feel more relaxed, and this can 
be a desirable effect, especially for 
someone with an anxiety disorder. 
Unfortunately, some studies suggest 
that chronic alcohol misuse may 
change the nervous system, making  it 
more difficult for someone to cope 
with anxiety in the future.

PT: Your findings indicated an asso-
ciation with alcohol use but not 
marijuana use. Why do you think 
that is? 

Dr Ceballos: There are a few possible 
reasons for these different results. 
First, alcohol and marijuana act 
through different pharmacological 
mechanisms, and compared to mari-
juana, alcohol’s mechanism of action 
tends to more closely resemble that of 
antianxiety medications. So, it is pos-
sible that alcohol (to a greater extent 
than marijuana) may have differen-
tially decreased anxiety among GAD 

participants, leading to a decrease in 
inhibition that made using social me-
dia more enjoyable for them.

Also, while some people may use 
marijuana for relaxation purposes, it 
is important to note that, depending 
on the strain that is used, the tetrahy-
drocannabinol (THC) content (or ra-
tio of THC to cannabidiol), and other 
individual vulnerability factors, mar-
ijuana could have the opposite ef-
fect—increasing anxiety or paranoia 
in some users.

Finally, compared with marijuana, 
alcohol was much more likely to 
have been legally available for many 
of our participants, and this might 
have contributed to its more signifi-
cant associations in our study.

PT: Can you comment on these be-
haviors outside of social media? In 
other words, do patients with GAD 
generally have issues with the “com-
parison” factor and alcohol use?

Dr Howard: Individuals with GAD 
experience a variety of symptoms, 
including restlessness, worry, and 
sleep disturbance, and many tend to 
ruminate. Social comparisons, both 
online and offline, are very likely to 
influence these symptoms in indi-
viduals with GAD. Social Compari-
son Theory was developed in the 
1950s and has been studied exten-
sively, particularly in relation to self-
esteem. It really depends on the indi-
vidual and what he or she is worrying 
about. For some, social comparisons 
may greatly influence their symp-
toms, and for others it may not.

Dr Ceballos: There is a fairly large 
body of literature linking anxiety and 
alcohol use in various ways outside of 
the context of social media use. Some 
patients with GAD may tend to self-
medicate with alcohol or other sub-
stances that have a sedative effect. 
However, although it is perceived by 
many people as a stress-reliever, alco-
hol can actually exacerbate anxiety in 
the long run.

PT: What are the clinical implica-
tions of this research? 

Dr Howard: Individuals with GAD 
want to feel better and many are ac-
tively seeking out treatments and 
strategies to alleviate their symp-
toms. Psychiatrists can help them by 
creating an awareness of the factors 
on social media that either hinder or 
help individuals with GAD.

Explain to your patients about up-
ward social comparisons and how 
they can affect self-esteem and anxi-
ety symptoms. Recommendations 
for proactive change on social media 
include unfollowing specific indi-
viduals, pages, or platforms that in-
voke those feelings that others are 
better off and following new pages 
that are not anxiety-provoking. Sug-
gest seeking out support groups on 
various social media platforms that 
provide positive energy and motiva-
tion to the followers.

PT: Do you have follow-up research 
planned? If so, is it something you 
can share with our readers?

Dr Howard: We are conducting an 
experiment to assess for physiological 
reactivity (cardiovascular and salivary 
cortisol) responses to anxiety-provok-
ing social media stimuli. Essentially, 
we are seeking to see if certain types 
of social media posts can cause a 
physiological stress response. We 
know that long-term exposures to 
stress can reduce immune functioning 
and increase cardiovascular problems. 
Can social media make us sick?

Dr Howard is Associate Professor of 
Psychology and Dr Ceballos is 
Professor of Psychology, Texas State 
University-San Marcos. They report no 
conflicts of interest concerning the 
subject matter of this article.
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A
mong adults aged more than 55 years, the 
prevalence of major depressive disorder is 
about 2% globally overall with up to 10% 
to 20% of all older adults suffering from a 

clinically significant depressive syndrome; the 
prevalence is higher among patients in hospitals 
and nursing homes who are older than 85.1 Un-
treated depression can lead to a variety of negative 
outcomes such as functional impairment, in-
creased risk of a neurocognitive disorder, in-
creased morbidity and mortality, increased use of 

illicit substances and alcohol, more hospitaliza-
tions, and higher rates of suicide. Moreover, many 
depressed elderly patients will not respond to first-
line pharmacological therapy and will need a 
switch to another agent or will need to have treat-
ment augmentation (Figure 1).

Defining depression
Despite the high incidence of treatment-resistant 
depression (TRD), there is no universally agreed 
upon definition for it; a common definition is “an 
inadequate response to at least two antidepressant 
trials of adequate dose and duration.” Another 
construct is treatment refractory depression 
(TRefD), which is sometimes used synonymously 
with TRD and sometimes refers only to highly re-
sistant forms of depression that have not respond-
ed to numerous interventions.

A categorical definition of treatment resistance 

may be devoid of validity. This has resulted in a 
focus on staging and levels of resistance, as well 
as an alternative notion of “difficult to treat” de-
pression, which may fit better with the recurrent 
and chronic nature of the illness.

Furthermore, aside from specific cases such as 
vascular depression where MRI can detect subcor-
tical white matter hyperintensities (Figure 2), 
there remains no validated biological marker for 
depression in clinical use for the diagnosis and 
treatment of TRD. Rating scales such as the Geri-
atric Depression Scale (GDS), the Patient Health 
Questionnaire (PHQ-9), and the Hamilton De-
pression Rating Scale (HRSD) can be clinically 
helpful in identifying and monitoring treatment 
progress.

Special concerns in the elderly
An important consideration in assessment of late-
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life depression is to distinguish late-onset depres-
sion, in which depressive disorder is experienced 
for the first time in later life, from early-onset de-
pression, in which depression symptoms are the 
continuation of a depressive illness that started 
earlier in life. This distinction is clinically import-
ant because late-onset depression frequently de-
velops in the context of medical morbidity, such as 
heart disease/stroke (vascular etiology), dementia 
(neurodegenerative illness), or multimorbidity and 
chronic inflammation.

Vascular depression is a subtype of late-life de-
pression, especially late-onset, characterized by a 
distinct clinical presentation and an association with 
cerebrovascular damage, with MRI findings of ex-
tensive white matter hyperintensities, subcortical 
microvascular lesions, lacunes, and microinfarcts.

Depression in elderly patients may not present 
with a straightforward textbook presentation (Fig-
ure 3). There can be a myriad of atypical symp-
toms such as memory problems, physical symp-
toms (eg, fatigue, weight loss, pain), and 
behavioral symptoms (eg, social withdrawal, dif-
ficulty with self-care, refusal to eat or drink).

Major neurocognitive disorder (MNCD) in its 
early stages can present predominantly with de-
pressive symptoms. There is a 10% to 30% preva-
lence of depressive symptoms in elderly patients 
with Alzheimer disease.2 Even with appropriate 
treatment, patients with MNCD may be mistaken-
ly labeled as having TRD because of ongoing psy-
chomotor retardation, sleep problems, and cogni-
tive impairments. Thus, a low threshold for 
suspecting an underlying MNCD is recommended 
in depressed elderly patients.

General medical illness also can contribute to 
affective disorders in elderly patients. Treating the 
medical illness is an integral part in treating de-
pression in these patients (Figure 4).

Examples of medical comorbidities recognized 
as being associated with a higher risk of depres-

sion include endocrinologic disorders such as hy-
pothyroidism and Cushing syndrome as well as 
neurological disorders (eg, stroke, heart disease, 
arthritis, pancreatic carcinoma and other cancers, 
connective tissue disorders, vitamin deficiencies, 
and viral infections).

Vitamin B
12

 and folate deficiency may increase 
the risk of depression; moreover, this deficiency 
has been linked to poor antidepressant responses.3

Nevertheless, vitamin deficiencies are often un-
derappreciated, and there are no clear clinical 
guidelines regarding screening for vitamin defi-
ciencies in MDD. Medications such as steroids, 
sedatives, and immunosuppressants may play a 
role in depression and must also be considered in 
the elderly patient.

Elderly patients with depression are more like-
ly to have psychotic symptoms that may be severe 
enough to require hospitalization. In these cases, 
treatment involves the use of antipsychotics in ad-
dition to antidepressants. However, in milder cas-
es, symptom remission may occur with antide-
pressants alone. Flint and colleagues4 examined 
maintenance treatment for psychotic depression 
(mean age=55). Their findings indicate long-term 
treatment with olanzapine and sertraline was more 
effective for relapse prevention than sertraline or 
placebo.

The prevalence of substance and alcohol mis-
use in the elderly is surprisingly high and should 

not be overlooked. Depressive symptoms are un-
likely to respond to treatment in the presence of an 
active substance or alcohol use disorder.

Treatment considerations
The inability to tolerate an antidepressant due to 
adverse effects that leads to nonadherence may be 
mistaken clinically as treatment-resistance. Non-
adherence and difficulty tolerating medications 
can lead to worse treatment outcomes in the de-
pressed elderly patient.

The choice of initial antidepressant therapy has 
a bearing on treatment tolerance and adherence. 
Tricyclic antidepressants (TCAs) are strong anti-
cholinergic agents. Paroxetine should be carefully 
utilized because of its anticholinergic effects and 
medication interactions via inhibition of the cyto-
chrome P450 system. Caution is also warranted 
with fluoxetine because of its long half-life, active 
metabolites and its inhibition of the cytochrome 
P450 system.

The typical duration for an adequate trial of an-
tidepressant is typically 6 to 8 weeks in adults. 
However, elderly patients may require a longer 
duration of treatment to achieve adequate re-
sponse, upwards of 8, 10, or 12 weeks. Treatment 
response may be slower in some elderly, thus they 
will need longer antidepressant trials.

After appropriate diagnosis and assessment of 
special considerations in the elderly patient, treat-
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ment decisions need to be made. Interventions can 
be pharmacological, nonpharmacological, or a 
combination of both.

Psychopharmacology
There is some evidence that in geriatric TRD, 
switching from a selective serotonin reuptake in-
hibitors to venlafaxine or duloxetine (serotonin–
norepinephrine reuptake inhibitor) may lead to 
response or remission.5,6 Clinical experience also 
supports the use of bupropion, mirtazapine, and 
other atypical antidepressants such as vortioxetine 
and vilazodone, although evidence specific to late-
life TRD is lacking.

Selegiline has also shown efficacy in a study of 
older adults with TRD, and it was well tolerated at 
high doses (eg, 60 mg/d). In another study that in-
cluded older patients, monoamine oxidase inhibi-
tors (MAOIs) were shown to be more effective 
than tricyclic antidepressants (TCAs) in early 
stage TRD.7

There are several FDA-approved antipsychot-
ics that can be used as augmentation therapy for 
patients with TRD or inadequate response to first-
line antidepressants. FDA-approved antipsychot-
ics include olanzapine (in conjunction with fluox-
etine), quetiapine, aripiprazole, and brexpiprazole. 
Other atypical antipsychotics such as risperidone 
and ziprasidone also have some evidence of effi-
cacy but are not FDA approved. Among the atypi-
cal antipsychotics, aripiprazole augmentation has 
perhaps the best evidence for use in the elderly 
population and has the most data that supports its 
efficacy and safety. Lenze and colleagues8 under-
took a study of aripiprazole augmentation in adults 
aged 60 years or older who had not achieved re-
mission from depression with a first-line antide-
pressant: 44% experienced remission with aripip-
razole augmentation compared to 29% with 
placebo.

Lithium augmentation is an effective but un-

derutilized strategy for TRD in elderly patients. 
An open, randomized controlled trial compared 
lithium augmentation to phenelzine in 29 elderly 
inpatients with TRD.9 Symptom remission, mea-
sured by a MADRS score of less than or equal to 
10, was seen in 33.3% of the patients who received 
lithium; no symptoms remission seen in the pa-
tients who received phenelzine.

Findings from a recent study showed a response 
rate of 68% in elderly patients (improvement in 
depressive symptoms by at least 50%) treated with 
lithium augmentation.10 It is interesting to note 
that elderly patients were twice as likely to achiev-
ing a response compared with younger patients.

The use of triiodothyronine (T3) is an evi-
dence-based augmentation strategy for depres-
sion, which has been shown to be beneficial in 
multiple randomized clinical trials. In the 
STAR*D study, which included elderly patients 
with TRD, T3 augmentation up to 50 mcg daily 
led to remission rates of 24.7% compared with 
15.9% with lithium augmentation. Moreover, T3 
was better tolerated than lithium.11

Although not beneficial on its own, augmenta-
tion with methylphenidate has some evidence to 
support its use in the treatment of depression in 
elderly patients. In a 16-week randomized dou-
ble-blind placebo-controlled trial on geriatric de-
pression in 143 outpatients, methylphenidate (5-
40 mg) augmentation to citalopram (20-60 mg) 
had greater efficacy in treating depression than 
either citalopram or methylphenidate alone.12

In research studies, intravenous ketamine 
shows a rapid reduction in depressive symptoms 
with effects peaking at 24 hours, and usually last-
ing up to a week.13 The FDA recently approved the 
use of intranasal esketamine (S+ enantiomer of 
ketamine) for adults with TRD when used in con-
junction with an oral antidepressant.

A 4-week, randomized, double-blind study 
conducted specifically in elderly patients with 

TRD compared flexibly-dosed intranasal esket-
amine plus a newly initiated oral antidepressant 
with placebo and an antidepressant.14 The results 
showed no statistically significant difference be-
tween the two groups on the primary efficacy end-
point at week 4. However, in a subgroup analysis 
restricted to US patients, significant improvement 
in MADRS total scores was seen with intranasal 
esketamine. More research is needed to determine 
the relative efficacy and safety of various formula-
tions of ketamine in the elderly population.

There are indications that memantine has no ef-
fect on depression.15,16 On the other hand, omega-3 
fatty acids may have some benefit for elderly pa-
tients with mild to moderate depression.17 Other 
possible treatments for TRD include the use of anti-
muscarinic agents (such as scopolamine), anti-inflam-
matory agents, and psychedelics such as psilocy-
bin, but more research is needed for their use in 
general as well as in the elderly patient. L-methyl-
folate has also emerged as a promising treatment 
for SSRI-resistant major depression in adults, but 
remains to be studied specifically in late-life TRD.

In a 3-year study of late-life patients with TRD, 
81 patients were treated sequentially with a variety 
of different interventions, such as venlafaxine/nor-
triptyline, lithium, monamine oxidase inhibitor, 
TCA, and ECT. At the end of this sequential study, 
78 of the 81 patients (96.3%) had achieved re-
sponse and 68 patients (84%) achieved remission 
within the 3 years of observation. In the 68 pa-
tients who had symptom remission, the mean time 
to remission was 27.3 weeks. This study demon-
strates the clinical utility of sequential, stepped 
treatments—with time and continued treatment 
favorable results can be expected for most patients 
(Figure 5).18

Nonpharmacological interventions
Overall, the research on the efficacy of psycho-
therapy for elderly patients with TRD is limited; 
however, it is reasonable and highly recommended 
to utilize this as part of the treatment plan for TRD 
(Figure 6). Various psychotherapy modalities 
such as problem-solving therapy, cognitive behav-
ioral therapy (CBT), and interpersonal psycho-
therapy have been shown to be effective for late-
life depression, especially CBT which is the best 
studied.19 Psychotherapeutic interventions have a 
large antidepressant effect size among older pa-
tients compared with control groups (Hedges g 
0.64, 95% CI, 0.47-0.80; NNT of 3), which sug-
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gests many treatment-resistant depressed elderly 
patients may benefit from these interventions.20

Repetitive transcranial magnetic stimulation 
(rTMS) has been approved for the treatment of 
TRD in adults, although there are only a few stud-
ies specific to elderly patients. Some findings sug-
gest response rates of up to 58.5% while others 
have shown either no benefit or diminishing treat-
ment response with increasing age. A recent study 
showed a response rate of 40% in elderly patients 
with TRD with bilateral TMS compared with uni-
lateral and sham treatments with good tolerability 
and few drop-outs.21

ECT is considered the most effective treatment 
for MDD and TRD with remission rates of 75% 
and 50%, respectively. In fact, the response rate in 
elderly patients may be even better than that in 
younger patients, although it may take longer for 
the elderly patient to respond to treatment. Find-
ings suggest that 78% of elderly patients with 
TRD treated with ECT have at least a 50% reduc-
tion in symptoms; more than 60% of participants 
meet criteria for remission.22 Patients who benefit 
from ECT includ elderly patients with psychotic 
symptoms and TRD. It was noted that a higher 
number of psychotic symptoms was associated 
with better response.

Conclusion
TRD is often clinically defined as failure to re-
spond to adequate trials of at least two antidepres-
sants, although there is no universally accepted 
definition. In the elderly patient, initial assessment 
of TRD is complicated by various factors such as 
emerging neurocognitive disorder, comorbid med-
ical conditions, psychotic symptoms, treatment 
tolerance as well as atypical presentations and the 
need for longer treatment durations. Treatment 
strategies for TRD include switching to medica-
tions of a different class (SNRIs, TCAs, MAOIs), 
use of augmentation agents (eg, lithium, atypical 
antipsychotics, thyroid hormone, ketamine/esket-
amine) and nonpharmacologic interventions such 
as ECT.

Geriatric TRD is an area of increasing research 
focus and studies are ongoing that may provide 
additional guidance to clinicians. One such study 
is the Optimizing Outcomes of Treatment-Resis-
tant Depression in Older Adults (OPTIMUM) trial 
in which augmentation versus switching mono-
therapies for the treatment of TRD in the elderly 
patient are being studied.23
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Cognitive behavioral 
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psychotherapyProblem-solving therapy

MODALITIES WITH EFFICACY RESEARCH

FIGURE 6.  Psychotherapeutic options

ªHas most efficacy data.

FIGURE 5.  Response rates from study 
of sequential, stepped treatments

Data shows that with time and continued treatment, 
favorable results can be expected for most patients.
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Posttest, credit request forms, and activity evaluations must be completed online at https://education.gotoper.com/activity/ptcme20jan (requires free 
account activation), and participants can print their certificate or statement of credit immediately (80% pass rate required). This website supports all browsers. 
For PER’s privacy policy, please visit https://www.gotoper.com/privacy.

PLEASE NOTE THAT THE POSTTEST IS AVAILABLE ONLINE ONLY ON THE 20TH OF THE MONTH OF ACTIVITY ISSUE AND FOR 18 MONTHS AFTER.

CME POST-TEST

Physician Work-Associated Trauma: Causes, 
Consequences, and Interventions
Joshua A. Morganstein, MD
Expiration Date: February 20, 2020
https://www.psychiatrictimes.com/cme/physician-work-associated-trau-
ma-causes-consequences-and-interventions

Psychocardiology: Understanding the Heart-Brain 
Connection: Part 1
Angelos Halaris, MD
Expiration Date: March 20, 2020
https://www.psychiatrictimes.com/cme/psychocardiology-understand-
ing-heart-brain-connection-part-1

Need Additional CME Credit? Check Out These Free CME Activities—
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Psychiatrists
Bronx, NY    

New York City Health + Hospitals/North Central Bronx is a modern, 
state-of-the-art community hospital located in an attractive and safe 
residential Bronx neighborhood just 20 minutes north of Manhattan. It is 
a North Bronx Healthcare Network hospital affiliated with Jacobi Medical 
Center and a teaching site and academic affiliate of the Albert Einstein 
College of Medicine. It offers a full continuum of acute care inpatient and 
outpatient services in diverse Medical and Surgical specialties,  
including Psychiatry. 

The Department of Psychiatry has 70 Adult and Geriatric Acute Inpatient Beds, 
a Partial Hospital Program, Psychiatric Emergency Consultation-Liaison Service, 
an Adult Ambulatory Practice, and a community-based Assertive Community 
Treatment Program. The department employs evidence-based best practices 
in providing the highest quality care to its patients, in a patient-centered 
approach that is respectful of their individuality, culture, and community.

Opportunities are currently available for the following:
• Inpatient Attendings
• Director of Psychiatry Emergency Services
• Attending Psychiatrist – Emergency Room 
• Attending Psychiatrist – Partial Hospital Program

Moonlighting opportunities also available!
An academic appointment at Albert Einstein College of Medicine is offered!

We offer an easily accessible location within a beautiful residential Bronx neighborhood, 
generous compensation package, as well as unparalleled health benefits, opportunities for 
advancement, retirement plan, malpractice, Sponsorship for H1 & J1 Visas, and much more!  
For immediate confidential consideration, please contact: Mary Cordoba – Office  
of Physician Recruitment: Cordobam@pagny.org 646-532-1071

www.pagny.org

Physician Affiliate Group of New York [PAGNY] provides services to NYC Health + Hospitals Corporation (H + H),  
the largest public healthcare system in the United States. EOE M/F/D/V

Psychiatrists
Bronx, NY    

New York City Health + Hospitals/Jacobi is a modern, state-of-the-art, Level 1 Trauma 
Center located in an attractive and safe residential Bronx neighborhood just 20 minutes 
north of Manhattan. It is a North Bronx Healthcare Network hospital affiliated with 
North Central Bronx Hospital and a teaching site and academic affiliate of the Albert 
Einstein College of Medicine. It offers a full continuum of Acute Care Inpatient and 
Outpatient services in diverse Medical and Surgical Specialties, including Psychiatry.   

The Department of Psychiatry has 89 Adult Acute Inpatient beds, a Comprehensive 
Psychiatric Emergency Program (CPEP), a Consultation-Liaison Service, an Adult Ambulatory 
Practice, and a Community-Based Assertive Community Treatment Program. The 
department employs evidence-based best practices in providing the highest quality care to 
its patients, in a patient-centered approach that is respectful of their individuality, culture, 
and community. 

Opportunities are currently available for the following:

• Inpatient Attendings

• Attending Psychiatrist CPEP

• Child Psychiatrist CPEP

• Consultation and Liaison Psychiatrist

Moonlighting opportunities also available!

An academic appointment at Albert Einstein College of Medicine is offered!

We offer an easily accessible location within a beautiful residential Bronx neighborhood, 
generous compensation package, as well as unparalleled health benefits, opportunities for 
advancement, retirement plan, malpractice, Sponsorship for H1 & J1 Visas, and much more! 
For immediate confidential consideration, please contact: Mary Cordoba – Office of Physician 
Recruitment: Cordobam@pagny.org 646-532-1071

www.pagny.org
Physician Affiliate Group of New York [PAGNY] provides services to NYC Health + Hospitals Corporation (H + H),  
the largest public healthcare system in the United States. EOE M/F/D/V
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PSYCHIATRISTS
For clinical staff and leadership positions

 
 

 

 

The State of New Jersey is an Equal Opportunity Employer

wellness recovery prevention
laying the foundation for healthy communities, together

Behavioral 

 

 

 

 

 

★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★
★

★
★

★

The State of New Jersey’s Division of Behavioral Health 
Services is seeking motivated Psychiatrists for full-time 
inpatient work in our Joint Commission accredited State 
psychiatric hospitals and forensic center. Psychiatrists 
with management experience are also needed to 
serve as Chiefs of Psychiatry.

Post Certified - $255,541 (3+ years post certification)  
Board Certified - $237,617
Board Eligible - $224,080
•	 Facilities	are	in	close	proximity	to	metropolitan	

centers of New York City and Philadelphia/N.J. Shore
•	 Psychiatrists	work	with	a	multidisciplinary	team
•	 Primary	care	physicians	provide	for	patient’s	physical	

health care
•	 University	affiliations/opportunities	to	work	with	forensic	

fellows and psychiatry residents
•	 On-site	CME	activities	and	paid	CME	leave	time
•	 35	hour	work	week
•	 Generous	compensation	for	voluntary	on-call	available
•	 Private	Practice	Permitted
•	 12	paid	holidays
•	 Generous	medical	and	dental	benefits	and	retirement	

packages	for	full-time	positions

Candidates must possess N.J. 
medical license

The Department of Health welcomes 
J1 Visa/Conrad 30 Program applicants. 
Additionally, the Department participates 
in a variety of State and federal workforce 
development and incentive programs 
ranging from, but not limited to the 
department’s tuition reimbursement program 
and the Federal Student Loan Redemption 
Program. Additional information provided 
upon request.

Interested candidates should send a cover letter 
and detailed resume to:
Evan Feibusch, M.D.  |  Medical Director, DBHS
Evan.Feibusch@doh.nj.gov  |  609.438.4158

Hospital Locations:
H Greystone Park Psychiatric Hospital      
 Morristown, NJ (Northern NJ)
H Trenton Psychiatric Hospital
 Trenton, NJ (Central NJ)
H Ann Klein Forensic Center
 Trenton, NJ (Central NJ)
H  Special Treatment Unit
 Avenel, NJ (Northern NJ)
H Ancora Psychiatric Hospital
 Hammonton, NJ (Southern NJ)
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    CME Events 
 

 

AACAP’s 2020 Pediatric Psychopharmacology Update Institute 
Translating Advances in Pediatric Psychopharmacology into Practice:  
Molecules, Mechanisms, and Medications 
January 31–February 1, 2020 ۰ Long Beach, CA  ۰ Westin Long Beach 
 

James J. McGough, MD, and Manpreet Kaur Singh, MD, MS, Co-Chairs 
 
This Institute highlights the shifting emphasis to neuroscience-based medication nomenclature and  
understanding the pharmacology of psychotropic medications that provide the basis for contemporary  
approaches to medication management across the range of clinical conditions commonly treated by child 
and adolescent psychiatrists.  
 
Visit: www.aacap.org/psychopharm-2020 for more information!  
 
 

AACAP’s Douglas B. Hansen, MD, 45th Annual Update 
Course in Child and Adolescent Psychiatry 
 

March 30–May 8, 2020 ۰ Entirely Online!  
 

Gabrielle A. Carlson, MD, and Shawn S. Sidhu, MD, Co-Chairs 
 
Over a 6-week period, our newly redesigned course will allow you to interact with experts and learn about 
the most sought-after topics in the field—all on your own schedule, in your home or office. Topics include 
aggression, gender identity, trauma, vaping, and much more! Earn up to 16 AMA PRA Category 1 Credits TM. 
Discounted early bird rates are available until February 13, 2020. 
 

Visit: www.aacap.org/UpdateCourse-2020 for more information!  
 

AACAP’s 67th Annual Meeting 
 

October 19-24, 2020 ۰ San Francisco, CA  
James J. McGough, MD, Program Chair 
 

Submissions to the Call for Papers for AACAP’s 67th Annual Meeting will be due 
February 13, 2020, or June 4, 2020, for (late) New Research Posters. The online 
Call for Papers submission form is available at www.aacap.org/AnnualMeeting-2020; all submissions must 
be made online. Abstract proposals are prerequisites for acceptance of any presentation. Topics may include 
any aspect of child and adolescent psychiatry. 

 

 
For information about all of AACAP’s meetings and to register, 

visit www.aacap.org, email meetings@aacap.org, or call 202.966.7300, ext. 2006. 

E M E R S O N  H O S P I T A L  O P P O R T U N I T I E S

W O R L D - R E N O W N E D  A F F I L I A T I O N S  |  3 0  M I N U T E S  F R O M  B O S T O N  |  Q U A L I T Y  O F  L I F E

C o n c o r d  B o s t o n:30

Department of Psychiatry

Located in Concord, 
Massachusetts Emerson 
is a 179-bed community 

hospital with satellite facilities in 
Westford, Groton and Sudbury. The 
hospital provides advanced medical 
services to over 300,000 individuals in 
over 25 cities and towns. 

Emerson has strategic alliances with 
Massachusetts General Hospital, 
Brigham and Women’s and Tufts 
Medical Center.

Concord area is rich in history, recreation, 
education and the arts and is located 
20 miles west of downtown Boston. 

About Concord, MA and 
Emerson Hospital

E M E R S O N H O S P I T A L . O R G 

Exciting opportunity to join the psychiatry department at Emerson 
Hospital, a vibrant community hospital located in historic Concord, 
Massachusetts. You will join a group of excellent psychiatrists, 
primary responsibilities include: 

• Treatment of patients on our adult inpatient unit

• ECT - Assist in the development and leadership of ECT Program. 
Experienced preferred; will provide training for ECT Certification. 

• Consultation on psychiatrically ill patients on the medical units 
and collaboration with our medical colleagues

• Back-up for our Emergency Services

• Weekend, weeknight and holiday call in rotation

• Competitive salary and compensation package

• Additional income from moonlighting

For inquiries, please contact: 
Diane Forte
dforte@emersonhosp.org
phone: 978-287-3002
fax: 978-287-3600

T1219

UMass Medical School UMass Memorial Health Care

UM ass M emorial Health Care and the Unive rsity of M assachusetts M edical School 
currently have  openings within the Department of Psychiatry.

The Department of Psychiatry is a national leader in public sector psychiatry, child and adolescent psychiatry, neuropsychiatry, biological psychiatry, psychosocial rehabilitation, women’s 
mental health, and addiction psychiatry. We integrate our clinical, research, teaching and community partnership activities to help individuals and families transform their lives through 
recovery from mental illness and addiction. We are particularly interested in having Faculty join our Department who are motivated for a career in clinical research. We are the largest 
provider of psychiatric services in central Massachusetts, with over 400 faculty members and 12 hospitals and community mental health centers. 

Our residency program trains 7 residents per year, including general psychiatry and specialty tracks for combined adult and child psychiatry and combined neurology. We offer 
fellowships in Child and Adolescent Psychiatry, Addiction Psychiatry, Forensic Psychiatry, Neuropsychiatry, and Adult Developmental Disabilities. Interested candidates should send 
their curriculum vitae addressed to Dr. Sheldon Benjamin. 

Facility M edical Director (Cape Cod and Islands M ental Health Center, Pocasset, 
M A):  Provides administrative and clinical oversight for the DMH-

operated and contracted state hospital and community support 
programs. Clinical Care in our Partial Hospital program.

Full-Time Inpatient Psychiatrist (Cape Cod and Islands M ental Health Center, 
Pocasset, M A):  Work closely with two psychiatric APRNs, 

a consulting internist, and a multidisciplinary team.

Full-Time Inpatient Psychiatrist (Taunton State Hospital, Taunton, M A):  
Inpatient services while providing acute clinical care

Full-Time Psychiatrist (Brockton M ulti-Servi ce Center, Brockton, M A):  
Outpatient services.

Full-Time Psychiatrist (Corrigan M ental Health Center, Fall Rive r, M A):  Outpatient 
and partial hospital services, as well as coverage of a 16-bed inpatient unit.

Inpatient Psychiatrist (Worcester Recove ry Center and Hospital, Worcester, M A):  
Be part of a person centered, recovery oriented multidisciplinary team that strives to help 

individuals lead healthy lives and return safely to the community.

For additional information, please contact:
M arie Hobart, M D, V ice Chair, Public Sector Psychiatry

marie.hobart@umassmed.edu
Geoffrey Bottone - geoffrey.bottone@umassmed.edu.

Interested applicants should apply directly at www.academicjobsonline.org
(J- 1 and H-1B candidates are welcome to apply)

Chief M edical Officer (CHL, Worcester, M A):  
Supervision of a large group of professionals and participation in 

development efforts serving > 22,000 individuals each year.

M edical Director (Adult Outpatient Psychiatry, Worcester, M A):  
Clinical Academic oversight of a new 38-office outpatient teaching clinic 

M edical Director (Adult Inpatient Psychiatry, PTRC, Worcester, M A):  
Provide psychiatric and medical supervision and direction to mental 

health and substance abuse services to a 26-bed locked unit. 

Adult Outpatient Attending Psychiatrist (CHL, Worcester, M A):  Outpatient clinic in 
Worcester serving a diverse population with mental health and substance use disorders.

Adult Inpatient Attending Psychiatrist (PTRC, Worcester, M A):  
Inpatient services while providing acute clinical care

General Adult Outpatient Psychiatrist (Worcester, M A):  
Outpatient services while providing behavioral healthcare services. 

Interested applicants should submit a letter of 
interest and curriculum vi tae addressed to 

Sheldon Benjamin, M D:
c/o:  Je ssica Saintelus, Physician Recruiter

Je ssica.Saintelus@umassmemorial.org

http: //jobs.jobvi te.com/umassmemorialmedicalgroupphysicians/
search?q = &d= Psychiatry

As the leading employer in the Worcester area, we seek talent and ideas from individuals of varied backgrounds and viewpoints.
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Please call to ask for details 

 

New York 
 

 

  

 
Please call to ask for details 

 

California 
 

 

 

 
Please call to ask for details 

 

California 
 

DEPARTM ENT OF STATE HOSPITALS  

• Atascadero State Hospital   • Coalinga State Hospital 

• M etropolitan State Hospital 

    • Napa State Hospital             • Patton State Hospital   
   

$ 280/hr. – Weekly $ 290/hr. – Delayed 
$ 3000 Thank you J oining Bonus 

  $ 2000 Thank you Referral Bonus 

 
Please call to ask for details 

 

California 
 
LA-Department of M ental Health     

Out-Patients Clinics    $ 185-$ 265/hr.                                                                

 
LA County J ail             $ 230 Plus/hr.  

Tele-Psychiatry            $ 180-$ 184/hr. 

 
 

L
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-
D
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H
 
&
 
L
A
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o
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Special Offer Starting From Jan-2020 Special Offer Starting From Jan-2020
 Ref. Bonus/Signing Bonus upto $1.5k 
Special Offer Starting From Jan
Ref. Bonus/Signing Bonus upto $1.5k Ref. Bonus/Signing Bonus upto $1.5k 
(*certain rules apply) Free Direct Deposit  
Ref. Bonus/Signing Bonus upto $1.5k 
((**ccertain ertain rules arules apply) Free Direct Deposit pply) Free Direct Deposit 

Phone:  559. 7 99. 8343 Fax:  888. 7 12. 2412 
Email:  Locumjobs@ imperiallocum.com 

imperiallocum@imperiallocum.com 
www.imperiallocum.com 

 

  

Special Offer Starting From Jan-2020 (*certain rules apply) Special Offer Starting From Jan-2020 (*certain rules apply)

Special Offer Starting From Jan-2020Special Offer Starting From JanSpecial Offer Starting From Jan-2020 (*certain rules apply) 2020 (*certain rules apply)(*certain rules apply)(*certain rules apply)(*certain rules apply)

  

Special Offer Starting From Jan-2020 Special Offer Starting From Jan-2020
 Ref. Bonus/Signing Bonus upto $1.5k 
Special Offer Starting From Jan
Ref. Bonus/Signing Bonus upto $1.5k Ref. Bonus/Signing Bonus upto $1.5k 
(*certain rules apply) Free Direct Deposit  
Ref. Bonus/Signing Bonus upto $1.5k 
((**certain rules apply) Frecertain rules apply) Free Direct Deposit e Direct Deposit 

Ref.Bonus/Signing Bonus upto $1.5KRef.BoBonus/Signing Bonus upto $1.5Knus/Signing Bonus upto $1.5K (*certain rules apply) nus/Signing Bonus upto $1.5K (**certain rules apply)
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CALIFORNIA

Realize Your Dream 

Looking for the Freedom & Flexibility
Private Practice

Choose your own hours
Clinical Freedom

Unlimited Vacations
No Calls

100% Outpatient
H1 Visa Welcome

Earn over $350K/Year

Benefits includes:
Malpractice ins, 401K, Medical

Dental, Vision & LTD ins

We are looking for Adult and 
Child Psychiatrists in

San Francisco Bay Area
Los Angeles/Orange County Area

Sacramento Area
Comprehensive Psychiatric Services

Mansoor Zuberi, M.D.
P) 925-944-9711 F) 925-944-9709

drzuberi@psych-doctor.com
www.psych-doctor.com

Psychiatrist for Private Practice
Full Time or Part Time

Includes health benefits, vacation, 401K, 
and excellent competitive compensation, 

other arrangement
Please contact

Human Resources
Phone: 916-628-7654

Fax 916-930-6100
Hisham.solimanmd@gmail.com

www.scv mc.org
www.sccmhd.org
PSYCHIATRIST

$278,780.51 - $339,622.40 annually
7 weeks of annual leave

Full benefits & retirement
(Above annual salary includes 

additional pay for Board Certification 
and Acute Settings)

Santa Clara V alley Health and 
Hospital System, a public healthcare 

system in the heart of Silicon Valley, is 
seeking BE/BC psychiatrists & PGY-

III/IVs for a variety of clinical settings, 
including emergency psychiatric 

services, inpatient psychiatric services, 
outpatient behavioral health clinics, 

and custody health programs. 
Opportunities for additional 

moonlighting also exist within our 
healthcare system.

As the largest public health care system 
in northern California, we offer 

comprehensive healthcare resources to 
a large and diverse patient population. 
Psychiatrists are part of a robust team 
of staff that work in collaboration with 

other medical specialties to provide 
integrated health care to patients.

Psychiatrists are eligible for numerous 
benefits including 7 weeks of annual 

leave, 1 week of educational leave, 12 
holidays, $4500 educational funds, 
health benefits, life insurance and 

CalPERS retirement plan.

If you are interested in working in a 
dynamic and collegial work 

environment, please submit a CV and 
letter of interest directly to:

Dr. Tiffany Ho
Behavioral Health Medical Director

tiffany.ho@hhs.sccgov .org
(408) 885-5767

The County of Santa Clara is an Equal 
Opportunity Employer

BE or BC psychiatrist needed. 
Following locations have immediate 

openings:

•  San Jos e, CA:  Schedule: 40hrs per 
week. Pay Rate: $291,200 - $364,000 
per year!  Excellent Benefits. 
•  San Jos e, CA:  Schedule:  8-20 hours 
per week Pay Rate: $140 - $175/hour 
(Employee); $183 - $225/hour 
(Contractor)  
•  Belmont, CA:  Schedule:  24 hours 
per week Pay Rate: $140 - $158/hour 
(Employee); $183 - $205/hour 
(Contractor)  
•  Orange, CA:  Schedule:  20 hours per 
week Pay Rate: $128 - $144/hour 
(Employee); $166 - $186/hour 
(Contractor)  
•  For additional listings, please vi sit:  
www.telecarecorp.com/physician-jobs/

You will work as part of a 
multidisciplinary team. The staff is all 

very friendly and it is a supportive 
working environment.

Please email your resume to 
Psorecruiting@telecarecorp.com 

EOE M/F/V/Disability

Outpatient Psychiatry Opportunity
San Joaquin County Behavioral Health 

Services is seeking to fill Outpatient Adult 
[General], and Sub-Specialty Psychiatry 
(Child Psychiatry, Geriatric, Forensic, 

Addiction and Psychosomatic Medicine) 
positions in a multidisciplinary, recovery-

oriented clinical setting. Services are 
provided either on-site or using a hybrid 

model of on-site and tele-psychiatry 
practice. The positions offer a very 

competitive salary with a guaranteed base, 
plus incentive opportunities, board certified 

Psychiatrists have the potential to easily 
earn over 300K+ a year; comprehensive 

health insurance; up to three retirement and 
pension programs; 35 days of vacation and 

CME time that increase with tenure. 
Signing and moving bonuses are also 

available. 
Interested J-1 and H-1B candidates are 

welcome to apply. 
Fax your CV to 209-468-2399 or email to 

BHSadministration@sjcbhs.org. EOE

The doctors  of  TRADITIONS 
BEHAVIORAL HEALTH are the largest 
provider of MD psychiatric services to adult 
populations in institutional and community 
based programs in California. We provide 
services to the seriously and persistently 
mentally ill and have openings in the San 
Francisco Bay Area, Santa Barbara, San 
Diego and Los Angeles. Overall we plan to 
add 50 more Fulltime psychiatrists in 
California to bring our medical staff team to 
400 psychiatrists. Our packages vary from 
a minimum of $300,000 per year plus 
$10,000 in bonuses and a benefit package 
valued at approximately $90,000, to up to 
$500,000, for the industrious physician. 
Our generous benefit package includes 
almost 7 weeks paid time off per year. If you 
are creative and think outside the box, if you 
value diversity and cultural competency, if 
you like innovative programs that are patient 
driven, using a rehabilitative, rather than 
illness model, if you want more time to work 
with patients, to get the best results, then TBH 
is the company for you. To learn more about 
the specific job openings and salary and 
benefit packages, check out our Website at: 

www.tbhcare.com or Email your letter of
interest and CV to our company President,

Gary A. Hayes, Ph.D. at: 
Drhayes3@tbhcare.com 

TBH is an equal opportunity employer

Psychiatrist Position

J-1 Visa Opportunity in California
Imperial County Behavioral Health Services is 
currently recruiting for a full time psychiatrist. 
Imperial County is located 90 miles by freeway 
to the city of San Diego to the west, and 90 
miles to Palm Springs to the north. Located in

 a rich farming area, Imperial County has a 
population of 180,000 and borders with Yuma, 

Arizona and with the cosmopolitan city of 
Mexicali, Mexico population 1.2 million. San 
Diego State University maintains a satellite 
campus in Calexico and there are a number of 
private and public universities located in 
Mexicali, the state capital of Baja California 
Norte. Imperial County’s location and diversity 
make it the perfect place for a psychiatrist to 
relocate under the J-1 Visa program or for any 
reason.

The position pays a highly competitive 
salary, including health benefits for you and 
your family, and requires no hospital work 
and minimal after hours work freeing you up 
for more leisurely activities. 

The successful candidate diagnoses and treats 
patients with mental, emotional, and behavioral 
disorders. Qualified candidate must have CA 
medical license or ability to obtain.

Send CV to Imperial County Behavioral
Health Services, 202 North 8th Street,

El Centro, CA 92243.

J-1 applicants welcome.
For additional information,

please contact:

Kristen Smith (442)265-1606
k r i s t e n s m i t h @ c o . i m p e r i a l . c a . u s

MASSACHUSETTS

m Psychiatric Times    1x      2.8125

www.comcounseling.org

Psychiatrist
New graduates, J1 and H1-B visa applicants are welcome 
to apply. Responsibilities include outpatient psychiatric 
evaluation, treatment planning and integrated psychiatric 
treatment and medication management services.  
This position also has the potential to become Associate 
Medical Director for BC candidates. 
We offer competitive salary, flexible schedule, educational 
leave, 403(b) retirement contribution plan with employer 
matching, fully integrated EHR, and excellent practice 
supports.
Applicants should submit a cover letter and curriculum 
vitae to: 
Andrew Dawley, Chief Operating Officer 
ADawley@comcounseling.org 
Community Counseling of Bristol County 
One Washington St., Taunton, MA 02780  
AAEOE

Community Counseling of Bristol  
County (CCBC), a leading community 
mental health center serving southeast-
ern Massachusetts, seeks a full-time  
BC/BE outpatient Psychiatrist.   

MISSOURI

PSYCHIATRIST
Provide full-time face-to-face psychiatric 
services to patients in Raymore, MO for a 
minimum of 40 hours a week.  In addition, 
may provide services to patients in Royal 
Oaks Hospital in Windsor, Missouri, as 

assigned.  M.D. or professional equivalent 
degree, BC/BE in Psychiatry and Missouri 
medical license required.  This position is 

eligible for the Employee Referral 
Program. Position is with Compass Health, 
Inc., d/b/a Pathways Community Health in 

Clinton, MO.  Send C.V. to: Ms. Cathy 
Grigg, Director of Psychiatry Services at 
cgrigg@pbhc.org  Fax: 417-532-6606.
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Compass Health Network, is a large     
non-profit health system delivering 

Behavioral Health services in multiple 
settings, both inpatient and outpatient in 
forty-nine Missouri counties.  We have 

immediate openings for full and part-time 
Psychiatrists in multiple locations in 

Missouri.  Candidates must have MD or DO 
degree, be ABPN board-certified or eligible 

in Psychiatry and possess or obtain a 
Missouri license. We offer a competitive 

compensation and benefit plan.

Apply online at www.
compasshealthnetwork.org

or send your CV to cgrigg@compasshn.org.

Candidates with J-1 or H1-b visa status are 
welcome to apply. EOE

NEW MEXICO

Exciting Opportunity for a 
Psychiatrist in the Land of 

Enchantment

San Juan Health Partners in 
Farmington, New Mexico is recruiting 
a General Psychiatrist. Join a caring, 

community hospital in the heart of the 
Four Corners.

• Compensation of $268,000 base 
salary 
• 1:4 call 
• Productivity bonus incentive with no 
cap 
• Lucrative benefit package, including 
retirement 
• Student loan repayment 
• Sign-on and relocation 
• Quality work/life balance

San Juan Regional Medical Center is a 
non-profit and community governed 

facility. Farmington offers a temperate 
four-season climate near the Rocky 
Mountains with world-class snow 
skiing, fly fishing, golf, hiking and 
water sports. Easy access to world 
renowned Santa Fe Opera, cultural 

sites, National Parks and monuments. 
Farmington’s strong sense of 

community and vibrant Southwest 
culture make it a great place to pursue 

a work-life balance. 

Contact Terri Smith | 888.282.6591 
or 505.609.6011 (phone) | tsmith@

sjrmc.net (email) | sanjuanregional.
com or sjrmcdocs.com 

NORTH CAROLINA

We Want You to Join Our Behavioral 
Health Team!

Cape Fear Valley Behavioral Health is one of 
the largest comprehensive, multi-tiered be-
havioral health services in North Carolina. 
Behavioral Health Care’s mission is to meet 
and respond to the mental health needs of the 
community. We offer evidence-based, best 
practice treatments. Staffed by psychiatrists, 
psychologists, clinical social workers, psychi-
atric nurses, licensed professional counselors, 
and other mental health professionals, Cape 
Fear Valley Behavioral Health Care provides 
a team approach to mental wellness. Behav-
ioral Health Care is accredited by The Joint 
Commission and licensed by the State of 
North Carolina.

The Health System is seeking providers for 
the following due to regional volumes and 
commitment to expand services:

Emergency Opportunity

•  Two BE/BC providers with experience in 
ED or trained in ED/Psychiatry. The 
Emergency Department maintains a 
Psychiatric Unit of  
9 beds for patients in crisis. Support team 
is specialty trained. Schedule consists of 
16 hour  shifts, approximately 10 shifts 
per month.

Adult Outpatient Opportunity

•  BE/BC provider with training/experience 
in a variety of mental health treatment 
conditions as well as Chemical 
Dependency and Substance Abuse. 
Candidate with experience in treatment of 
Bipolar Disorder, Borderline Personality 
Disorder, and Mood Disorders is 
preferred. Additionally, ECT training and 
experience is highly desirable. Well 
established adult team is flexible and 
transparent for either or both inpatient and 
outpatient services. Clinic hours are 
Monday -  Friday with limited call

Child Outpatient Opportunity

•  BE/BC Child & Adolescent providers. 
The current structure is for 90% outpatient  
Monday through Friday work schedule.

We offer best in class compensation plus 
generous benefits including Paid Malpractice, 
CME Time and Allowance, Accrued Paid 
Time Off, 403(b) match and 457(b), Health, 
Dental, and other desirable benefits.

Please contact Suzy Cobb,

Physician Recruiter for more details

at (910) 615-1889

or scobb2@capefearvalley.com.
 

BRAND NEW ADULT INPATIENT 
PSYCHIATRIC UNIT OPENING 

NEAR RALEIGH 
Be in on the beginning of a new 20-bed 

unit helping to mold and develop the 
program in Louisburg, NC – 30 
minutes from Raleigh. Offering 

employment with benefits, but may be 
open to other options.  We have already 

helped the hospital open a 13-bed 
Geriatric Psychiatry Unit.  Please 

contact Terry Good, Horizon Health, 
at 804-684-5661;  

terry.good@horizonhealth.com;  
Fax: 1-804-684-5663.

PENNSYLVANIA

FT Addiction Psychiatrist for our 
in-patient Drug & Alcohol Addiction 

treatment program

2 facilities: Beaver County and 
Allegheny county, both within a short 
distance from downtown Pittsburgh

Start date: June / July 2020 
Mostly 9 am – 5 pm, Mon – Fri

Requirements 
Completion of an accredited 

Psychiatric Residency program & 
Fellowship in Addiction management, 
have or able to obtain an unrestricted 
PA Medical License, Board Certified / 

Board Eligible

Salary is $230,000 per year plus 
benefits (UPMC Health, Dental, 

Vision, Prescription Insurances, 401K 
retirement benefits, CME allowances, 
Paid 5 weeks vacation per year) This 
job may be able to sponsor J-1 Visa 
waiver or H-1 Visa holders if needed

Contact with any questions 
AMRafi@verizon.net 
Cell: 412-335-7845 

Website: www.
waddingtonaddictionrehabcenter.com

SOUTH DAKOTA

IMMEDIATE OPENING

The South Dakota Human Services 
Center, a state-of-the-art 277-bed 

psychiatric and chemical dependency 
hospital serving acute, psychiatric 

rehabilitation, geriatric and adolescent 
patients, located in Yankton, South 

Dakota is seeking a BE/BC 
Psychiatrist to join a dynamic team of  
Psychiatrists, Primary Care Physician 

and PA/NP’s.  

The South Dakota Human Services 
Center is a teaching hospital affiliated 
with the Sanford School of Medicine at 

the University of South Dakota, 
Department of Psychiatry.  Faculty 

appointment is available and 
encouraged for qualified candidates.

Comprehensive benefits package 
including three weeks paid vacation, 
ten paid holidays, fourteen days sick 
leave per year, CME paid days off, 

CME expense coverage, health 
(employer paid health insurance for 

employee), life, retirement (6% 
contributions matched) and flexible 
benefits.  Salary range: $262,000- 

$280,000, DOQ/DOE.  

Typical working hours are 8:00 am – 
4:30 pm, Monday through Friday, with 
weeknight on-call coverage. Weekend 

call is optional with additional pay.  
State liability coverage is provided.  

Yankton is designated as an 
underserved area.

Historic Yankton is a family-oriented 
community located on the shores of 
Lewis & Clark Lake with excellent 

outdoor recreation including boating, 
camping, hunting, fishing and golfing.  
The Yankton area allows you to enjoy 
affordable housing with an excellent 
school system; live in a community 

with a four-year college; and, be within 
25 minutes of a university which offers 
undergraduate, graduate and doctoral 
programs.  The State of South Dakota 
does not have a personal income tax.

Forward CV to Molly Luebbe, Human 
Resources, PO Box 7600, Yankton, SD  

57078 or fax to (605) 668-5415 or 
e-mail molly.luebbe@state.sd.us.  

Phone:  (605) 668-3118;  
Web site:  www.dss.sd.gov

WASHINGTON
 

Retiring Child Psychiatrist seeks to 
pass on her practice on Bainbridge 
Island, WA to a caring, experienced 
successor.  Stunning Bainbridge is a 
35 minute ferry ride from downtown 

Seattle and has a great school 
system.  No compensation required. 

For information contact  
linda.semlitz@gmail.com

Find What You’re Looking For Now
Log on to:

www.PsychiatricTimes.com/classifieds

Our competitive rates can 
help you promote physician 

products and services.
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Start the BED conversation

BINGE EATING DISORDER (BED) 
CONSUMES HER
BINGE EATING DISORDER (BED) 
CONSUMES HER

People with BED may feel trapped by compulsive eating behavior 
and obsessive thoughts around food1-3

BED is a neuropsychiatric condition that has been shown to signifi cantly impact a patient’s life, 
affecting both work and personal interactions.4,5 But deep shame and guilt may cause people 
with BED to hide their symptoms4—even from their psychiatrists. Careful probing about BED 
symptoms may help patients feel more comfortable, so they don’t shut down the conversation.6

Visit BurdenofBED.com to learn more and to download a Conversation Starter
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