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C
ontemporary psychiatric genet-

ics has come a long way. While 

the strong familial and heredi-

tary basis of psychiatric illness has 

been known for almost a century, but-

tressed by numerous family, twin, and 

adoption studies, understanding the 

molecular underpinnings has proven 

to be the hard part. The last decade of 

the 20th century witnessed a surge in 

genetic linkage and association stud-

ies. The former attempted to narrow 

down chromosomal regions likely to 

harbor vulnerability genes by study-

ing samples of families with several 

affected members. The latter were 

typically focused on comparing the 

frequency of genetic variants in pre-

sumed candidate genes between sam-

ples of affected cases and unaffected 

controls. Alas, these approaches did 

not bring about the much-desired gain 

of knowledge, let alone the highly ant-

cipated breakthroughs.

The field was characterized by a 

lack of replicable findings. Inconsis-

tency of “discoveries” was the rule 

rather than the exception. Hence, in 

the waning years of the 20th century, 

a certain frustration was found 

among researchers; and this frustra-
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f y ou’re having a psychiatric emergency, hang up and 

dial 911, or go to your nearest emergency room.” 

Most psychiatric patients are all too familiar with this 

voicemail message. And those who follow this advice, 

even calling 911, will still likely find themselves at the 

nearest emergency department (ED).

What many psychiatrists do not realize is that the 

majority of EDs in the US are inadequately equipped 

to treat psychiatric crises. As a result, many patients 

who seek emergency psychiatric care are mostly 

held for transfer to inpatient facilities. In fact, pa-

tients who present to the ED with mental health and 

substance abuse complaints are 2.5 times as likely to 

be admitted as those with purely physical problems.1

Unfortunately, the demand for inpatient psychi-

atric beds far exceeds supply. The Treatment Advo-

cacy Center reported that the number of inpatient 

beds dropped by 95% from 1955 to 2005, going 

from 340 beds per 100,000 people to 17 beds per 

100,000 people—and the number is still dropping.2 

Because of this shortage, admitted patients must of-

ten wait many hours in the ED without treatment. 

This practice is known as psychiatric boarding.

» Scott Zeller, MD»»» SSccootttt ZZeelllleerr, MMDD

Patients in the 
Emergency 
Department

(CONTINUED ON PAGE 3)

(CONTINUED ON PAGE 6)

WHAT PSYCHIATRISTS NEED TO KNOW 

“

SHUSHUSHUSHUTTETTTTERSTRSTRSTRSTOCKOCOCKOCK.C.CO.COCOM/WM HYFRAMRAMMMA EEEEEE

1 in 8
Emergency visits involves 
a psychiatric emergency.

Earn 30 FREE 
www.psychiatrictimes.com/CME

COMPLETE CONTENTS, PAGE 4

http://PsychiatricTimes.com
http://ubmadvanstar.com/


AUGUST 2018 3PSYCHIATRIC TIMES 

www.psychiatr ic t imes.com

The number of patients in the US 

presenting to the ED with psychiat-

ric complaints has increased by 

more than 50% since 2006. One in 

eight ED visits now involves a psy-

chiatric emergency.3 Meanwhile, the 

number of psychiatric inpatient beds 

continues to diminish.

A main driver of boarding is the 

belief that most patients experienc-

ing psychiatric emergencies require 

inpatient admission. However, like 

physical complaints, mental health 

and substance abuse crises can often 

be stabilized in the ED. Imagine, for 

example, that we admitted everyone 

who presented to the ED with chest 

pain. If that were the case, we would 

be lamenting a national shortage of 

general hospital beds as well. (For-

tunately, only 18% of chest pain pa-

tients are admitted from the ED to 

the hospital.4)

Research strongly suggests that 

if an appropriate treatment is started 

promptly, the majority of psychiat-

ric emergencies can be resolved 

within 24 hours without inpatient 

hospitalization.5 To end boarding 

for this vulnerable population, we 

must implement effective ways to 

deliver timely psychiatric care in 

the ED.

An important clarification: it is 

completely appropriate for emer-

gency psychiatric patients to come 

to medical EDs. In fact, the federal 

Emergency Medical Treatment and 

Active Labor Act categorizes psy-

chiatric emergencies as equivalent 

to medical emergencies like trauma 

and heart attacks. Patients in psy-

chiatric crisis therefore have the 

same legal requirements for prompt 

evaluation and stabilizing treat-

ment.

Unfortunately, many systems 

have sought to divert psychiatric pa-

tients from the ED as if they do not 

belong there. However, psychiatric 

emergencies like suicidality and 

psychosis are life-threatening and 

require the highest level of care 

available. Thus, instead of looking 

for ways to avoid it, hospitals need 

to embrace and prepare for these pa-

tients’ urgent care needs, providing 

proper staff training, and putting 

systems and procedures in place to 

provide an effective care environ-

ment for them.

Even where community resourc-

es are available, like mental health 

urgent care centers and crisis inter-

vention programs, most of these 

sites cannot accept patients who are 

acutely agitated, actively suicidal, 

have a history of violence, are pres-

ently intoxicated or in substance 

withdrawal, or who have comorbid 

medical issues. This means sizable 

numbers of excluded patients will 

still need to go to hospital EDs for 

care. But because most EDs typical-

ly provide very limited psychiatric 

treatment, commonly the highest 

acuity psychiatric patients in any re-

gion are ironically the most under-

served. (To put things in perspec-

tive, only about 16% of emergency 

physicians report having access to 

an on-call psychiatrist.6)

Many psychiatrists may not real-

ize that the average ED duration of 

stay for psychiatric patients ranges 

from seven to 34 hours in the US7—

three times longer than patients pre-

senting with physical illnesses and 

injuries.8 Boarding exacerbates ED 

crowding, reducing the depart-

ment’s capacity to care for people 

experiencing things like heart at-

tack, stroke, or trauma. It also leads 

to longer wait times, care delays, 

and ambulance diversions that affect 

all patients.

The good news is that with the 

right processes in place, most of 

these care delays can be effectively 

eliminated. When appropriately 

managed, the majority of patients in 

psychiatric crisis can be stabilized, 

treated, and discharged within 24 

hours. This greatly improves ED ca-

pacity while also saving precious 

inpatient psychiatric beds for those 

who truly have no alternative.

New approaches to ED psychiatry
A number of health systems around 

the US have recently pioneered al-

ternative care models to address 

psychiatric emergencies while en-

suring that all psychiatric patients 

presenting to the ED receive timely 

assessment and treatment. In many 

cases, this can mean the difference 

between boarding and timely dis-

charge with targeted follow-up. 

RESEARCH SUGGESTS that the 

following three approaches can 

greatly improve care quality:

1
EmPath Units. The noisy, hectic 

ED can be an upsetting place for 

psychiatric patients. A long stay 

without treatment will often worsen 

symptoms rather than alleviate them. 

It is therefore beneficial to move 

medically cleared patients into a 

calmer environment staffed with 

trained mental health personnel. One 

model that follows this philosophy is 

the EmPath Unit (Emergency 

Psychiatric Assessment, Treatment 

and Healing Unit).

An EmPath Unit is a standalone 

unit or section of the ED dedicated 

solely to the treatment of high-acui-

ty psychiatric conditions. These 

units offer a calm, home-like, sup-

portive milieu reminiscent of drop-

in crisis programs. But because Em-

Path Units are hospital-based and 

ED-affiliated, they are able to treat 

high-acuity, dangerous, intoxicated/

in withdrawal, and/or medically co-

morbid individuals who normally 

would be excluded from communi-

ty-based programs.

EmPath Unit patients receive 

prompt psychiatric assessment and 

early initiation of treatment, with 

ongoing involvement and re-evalua-

tions for up to 24 hours. The calm, 

supportive environment dramatical-

ly reduces levels of agitation and 

aggression, and use of coercive 

treatments and restraints is rare, typ-

ically in less than one percent of pa-

tients. Decisions about hospitaliza-

tion or disposition are not made 

until providers have time to observe 

the patient’s response to treatment. 

All told, about 75% of EmPath pa-

tients who would have been hospi-

talized in traditional EDs are able to 

avoid inpatient admission and are 

discharged to a less-restrictive level 

of care.9

EmPath Units have recently 

launched or are planned in multiple 

states. Most are currently located in 

large cities like Los Angeles and 

Chicago. However, the Billings 

Clinic in Montana launched the first 

regional EmPath Unit serving a 

largely rural catchment area in 

April.
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On-demand telepsychiatry. 

Not every ED sees a sufficient 

volume of psychiatric patients to 

justify a separate unit for psychiatric 

crisis care. However, smaller-

volume EDs still benefit from 

access to an experienced emergency 

psychiatrist, especially for complex 

cases. Many are now meeting this 

need with on-demand video 

conferencing.

Telepsychiatry programs pro-

vide EDs with around-the-clock 

access to board-certified emergen-

cy psychiatrists for patient assess-

ments and consultations. When an 

emergency provider requests a con-

sult, a psychiatrist responds quickly 

and is often evaluating a patient 

within an hour. The psychiatrist in-

terviews and assesses the patient 

via a secure two-way video plat-

form and advises the emergency 

physician on diagnosis, treatment, 

medications, and disposition plan-

ning.

This process provides earlier di-

agnosis and therapeutic interven-

tion for patients while decreasing 

ED duration of stay and improving 

outcomes. Research suggests that 

telepsychiatry programs save hos-

pitals an estimated $1,000 to $,500 

per patient and can also reduce re-

admissions by up to 62% in some 

settings.10

3
Training for  ED teams. 

Emergency physicians are 

experts at treating physical illnesses 

and injuries, but they are often less 

confident addressing psychiatric 

emergencies because of minimal 

psychiatric training. Psychiatrists 

can therefore play a vital role in 

helping to train emergency 

physicians to manage mental health 

and substance abuse crises. One 

simple way to get involved is to 

offer Grand Rounds or an in-service 

training for local ED providers. ED 

teams are especially interested in 

education on suicidality, medication 

management, de-escalation, and 

the benefits of avoiding restraints.

Training empowers ED physi-

cians to intervene earlier to relieve 

psychiatric patients’ suffering, 

which can decrease the need for co-

ercive treatments, improve out-

comes, and reduce both boarding 

times and the demand for inpatient 

admissions. Collaborating with ED 

providers in this way also helps 

psychiatrists to understand the 

challenges and realities of crisis 

care in the ED. This quid-pro-quo 

benefits everyone involved— most 

of all, vulnerable and underserved 

patients who rely on the ED when 

emergencies arise.

Conclusion
While the challenges cannot be 

solved overnight, awareness is the 

first step to leading change. As psy-

chiatrists, it is our duty to under-

stand the care landscape and advo-

cate for psychiatric patients by 

partnering with the EDs to ensure 

access to timely, appropriate and 

compassionate care. Implementing 

a better care infrastructure in our 

EDs and utilizing best practice 

solutions such as EmPATH Units, 

telepsychiatry and physician train-

ing can help EDs to transform the 

health care experience for all pa-

tients who walk through the emer-

gency room doors.

Dr Zeller is Vice President of Acute 

Psychiatry at Vituity, a multispecialty 

partnership of physicians, advanced 

providers, and industry professionals, 

and is an Assistant Clinical Professor, 

University of California-Riverside.

Dr Zeller reports reports no conflicts 

of interest concerning the subject 

matter of this article.
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tion was two-fold. On the one hand, 

the researchers felt disappointed and 

disheartened because their scientific 

quest seemed to lead nowhere; on the 

other hand, the psychiatric genetic 

community was confronted with the 

notion that they did not keep the 

promise that they made or were per-

ceived to have made to the clinical 

field—the promise that by studying 

genetics, psychiatry would be given 

tools to improve diagnostics and de-

velop targeted treatments of a hither-

to unknown scope.

Well, psychiatric genetics did not 

give up, the stakes were too high. The 

quest to understand and treat psychi-

atric illness not by serendipity but 

through a rigorous scientific ap-

proach was too important to be dis-

carded. Giving up genetic approach-

es would have amounted to denying 

the medical model of psychiatry.

The wind of change began to blow 

strongly after the completion of the 

Human Genome Project, when both 

the public and the private initiative 

published the sequence of the human 

genome in 2000. A new era was born. 

Now, researchers had the unique op-

portunity to make use of this vast re-

source, educating them about the 

complex architecture of the genome 

and allowing them to conduct studies 

that only a few years earlier would 

have been considered science fiction.

Genome-wide association studies 

(GWAS), case-control studies on 

several ten to hundreds of thousand 

genetic markers, became the genetic 

tool of the first decade of the new 

millennium. And this was true for all 

of medicine. GWAS started to mush-

room, being performed on every hu-

man trait of disease phenotype.

This development was further 

propelled by an unprecedented ex-

plosion of technology that in turn led 

to a dramatic decrease in the time and 

costs spent on the analysis. Fast for-

ward to 2018: Numerous GWAS 

with genome-wide significant find-

ings have been reported to date. They 

have helped develop a more compre-

hensive picture of the genetic archi-

tecture of many diseases.

In psychiatry, the gain in knowl-

edge has been amazing. As of today, 

more than 250 genetic loci have been 

found for schizophrenia, more than 

40 each for major depression and bi-

polar disorder. This revolution of ge-

nomics has put us in the unprecedent-

ed position to have a robust set of 

findings to work with in further stud-

ies, which will include sophisticated 

systems biology or stem cell ap-

proaches. Bioinformatics has begun 

to combine the findings from genom-

ics and other “omics,” such as pro-

teomics, transcriptomics, metabolo-

mics, epigenomics, and the like, to 

delineate pathways and networks that 

lead from genetic variation to a clini-

cal phenotype.

One has to admit that these ap-

proaches are still in their infancy, we 

have not yet delivered clues that can 

allow for a rapid translation into the 

clinical world. But we are finally at a 

point where the rest of complex genet-

ics research is—we have findings wih 

which to work. And we can unequivo-

cally declare that psychiatric disorders 

are not explained by a few genes but, 

on the contrary, have a polygenic eti-

ology. This gain in knowledge facili-

tated by GWAS is a major shift in 

knowledge, it is indeed a paradigm 

shift. This knowledge is already being 

used in first studies constructing so-

called polygenic or genomic risk 

scores (PRS or GRS). These scores 

may in the future be used in algo-

rithms for diagnostics, treatment opti-

mization, or prognostics.

Now, one question that we have not 

addressed thus far is what made this 

success possible, which is beyond the 

technological revolution described. 

Quite simply, he answer is  three 

things: collaboration, collaboration, 

collaboration! The GWAS success 

story would not have been possible 

without collaborative projects span-

ning the globe, yielding powerful 

sample sizes from several thousand to 

up to well over 100,000 individuals. 

Many of the consortia names have be-

come trademark projects now known 

all over the world, such as Psychiatric 

Genomics Consortium (PGC; https://

www.med.unc.edu/pgc), ENIGMA 

(http://enigma.ini.usc.edu/), or Con-

LiGen (www.conligen.org).

Aside from the scientific necessity 

to build large samples that are power-
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“In psychiatry, the gain in knowledge has been 
amazing. As of today, more than 250 genetic loci 
have been found for schizophrenia, more than 40 

each for major depression and bipolar. ”
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ful enough to yield statistically sig-

nificant findings, these consortia are 

fueled by a common belief, ie, the 

belief in friendly data sharing. 

FRIENDLY DATA SHARING entails 

much more than the mere sharing 

of data that has become a 

hallmark of the big data revolution 

of the 21st century in biomedical 

research. It stands for:

1 Equal rights of the partners 

sharing their data as opposed to 

a “data colonialism” scenario, 

where financially potent partners 

scour the world for samples;

2 Joint planning and execution of 

projects;

3 Creating opportunities for 

education and training;

4 Appropriately acknowledging the 

contribution of each and every 

clinician and scientist.  

Enforcing the latter point might oc-

casionally conflict with policies set by 

funding bodies or journals; the former 

very often demand that data be depos-

ited in public data bases, the latter 

sometimes have a hard time accepting 

several hundred authors on the mast-

head. Here, the scientific community 

needs to call for a continuous dialogue 

to strike a balance between those voic-

es that call for a radically open science 

approach and those trying to imple-

ment an overly protectionist approach. 

Regulated open science and research 

consortia of peers have proven to be 

key to success in psychiatric genetics. 

Moving forward, we need to further 

develop these approaches while al-

ways respecting the rights of those 

participating in our studies and of all 

the researchers involved.

This brings us to the last aspect. A 

major focus of future consortia re-

search in psychiatric genetics should 

be on inclusion of populations cur-

rently heavily underrepresented in our 

studies. If we are truly committed to 

fighting mental illness and stigma as-

sociated with it, we will have to leave 

our immediate surroundings and ex-

plore whether our approaches to re-

search and therapy work not only in 

highly selected populations of indus-

trialized countries but also in every 

corner of the world where many peo-

ple suffer from a psychiatric disorder.

Given the challenging conditions 

on site and little courage for invest-

ments, especially low-income coun-

tries have not yet had the chance to 

participate in global genetic collabo-

rations. However, initial feasibility 

studies conducted in African coun-

tries are highly promising. Early 

findings demonstrate the reliability 

and validity of biological research 

methods that are necessary for future 

genetics studies, deliver new insights 

into pathological pathways of mental 

disorders, underscore the need for 

further studying psychiatric illnesses, 

and call for adequate prevention and 

treatment tools.

For a better understanding of psy-

chiatric disorders in the context of the 

developing world, the performance of 

comprehensive population-based ge-

netico-epidemiological studies on 

various gene-environmental interac-

tions would be of major interest. The 

infrastructure of recently established 

research centers such as the Gilgel 

Gibe Field Research Center in Ethio-

pia offers the field  a unique opportu-

nity to bring together cohorts of mul-

tiple-thousand people and to perform 

genetic studies as they have not yet 

been carried out in Africa in this form.

The stable population structure, 

and the quite stable environment, such 

as the urban and rural way of life with 

all its characteristics provide ideal 

conditions for this purpose. The popu-

lation is ideally suited for studying the 

impact of polygenic risk profiles of 

various psychiatric disorders on be-

havioral traits and their interaction 

with the environment. Moreover, cre-

ating a global psychiatric genetic and 

pharmacogenetic research network, 

blending psychiatric genetics with a 

deep phenotyping approach that in-

cludes an assessment of patient’s 

symptoms as well as a careful assess-

ment of the environment will not only 

provide us with new scientific in-

sights, but it will also contribute to a 

more personalized and therefore more 

effective treatment. It will allow us to 

identify genetic predictors and im-

prove the daily treatment of patients 

and the course of their recovery. Such 

a measure will be a great step forward 

in global mental health research.

The establishment of innovative 

scientific projects and of collabora-

tions in the developing world positive-

ly affects both socio-economic devel-

opment as well as improving mental 

health care. They have a humanitarian 

aspect and tie in with the sustainable 

development goals of the United Na-

tions. Supporting young scientists, 

transferring know-how, establishing 

new research methods, and making 

available the latest achievements in 

science and technology will lead to 

creating new workplaces, the preven-

tion of “brain-drain,” and will help 

build a better reputation for local uni-

versities and subsequently improving 

the situation and the treatment options 

for patients.

New laboratory methods that can 

be implemented in the framework of 

research projects will be useful to en-

able or improve drug monitoring in 

the clinical setting and to spread the 

use of drugs like lithium in major ar-

eas of low-income countries. This 

development will provide great ben-

efit, especially for patients living in 

remote regions without any access to 

psychological treatment.

Professional research can also lead 

to new policy ideas and finance inno-

vations. The setting up of rehabilita-

tion units, which are lacking in the 

mental health field in certain coun-

tries, is one aspect that we could ob-

serve after publishing the results of a 

relevant research project. Biological 

psychiatric research can also change 

attitudes and public perception by 

turning attention on mental health. 

Thereby reducing social distance, so-

cial exclusion, and stigma and im-

prove the life of people who suffer 

from mental disorders. Like other re-

search fields, our research enables the 

cooperation with national govern-

ments, international organizations as 

well as with public and private sectors 

and raises public awareness.

The 21st century should not only 

be the century of revolution in bio-

medical research, it should also be the 

century of a friendly collaboration of 

a global research network. For the fu-

ture, we would like to continue the 

collaboration with our partners, to fur-

ther extend our relationships and to 

establish a global mental health net-

work in the field of psychiatric genet-

ics including low income countries. In 

our view, the key for the realization of 

this goal and for a fruitful, long-term 

cooperation is to perceive each other 

as partners and to take into consider-

ation current and local needs.

Dr Schulze is Director of the Institute of 

Psychiatric Phenomics and Genomics 

(IPPG), University Hospital, Ludwig 

Maximilian University, München, 

Germany. Dr Adorjan is senior Research 

Associate at the IPPG and the 

department of Psychiatry and 

Psychotherapy, University Hospital, 

Ludwig Maximilian University. ❒

GENOME-WIDE ASSOCIATION STUDIES

The GWAS success story would not have been 

possible without collaborative projects 

spanning the globe, yielding powerful sample 

sizes from several thousand to up to well over 

100,000 individuals. 

Many of the consortia names have become trademark 
projects now known all over the world.

Psychiatric Genomics Consortium 
www.med.unc.edu/pgc

ENIGMA 
enigma.ini.usc.edu/

ConLiGen 
www.conligen.org

SHUTTERSTOCK.COM/BAIVECTOR

http://www.med.unc.edu/pgc/
http://enigma.ini.usc.edu/
http://www.conligen.org/
http://www.psychiatrictimes.com


8 AUGUST 2018P S YC HI AT R IC T IME S

w w w.p s yc hia t r i c t ime s .c om CHILD & ADOLESCENT PSYCHIATRY
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B
ipolar disorder in children and 

adolescents is a serious illness 

that adversely affects family, 

peers, and academic functioning. It 

increases risk for suicidality and is 

associated with high rates of occur-

rence. Bipolar depression presents a 

significant treatment challenge for 

clinicians. Although selective sero-

tonin reuptake inhibitors are effec-

tive in the treatment of depression, 

they pose a risk of mania in children 

with bipolar disorder. There are now 

two FDA-approved medications: 

lurasidone and olanzapine/fluox-

etine for the treatment of bipolar I 

depression in children and adoles-

cents aged 10 to 17 years.

Lurasidone
The efficacy and safety of lurasi-

done was investigated in a double-

blind, placebo-controlled study of 

347 youth aged 10 to 17 years with 

a diagnosis of bipolar I depression.1 

Patients were randomized to lurasi-

done (n = 175) or placebo (n = 172) 

in this 6-week treatment study: 92% 

of the lurasidone group and 89.7% 

of the placebo group completed 6 

weeks of treatment. The dose range 

of lurasidone was 20 to 80 mg daily, 

with a mean dose of 33.6 mg daily.

There was a statically significant 

difference from baseline to week 6 

in the primary efficacy measure, 

Children’s Depression Rating Scale-

Revised (CDRS-R) total score, be-

tween the lurasidone and placebo 

groups, favoring lurasidone. The ef-

fect size was medium, 0.45. Re-

sponse rates (defined as ≥50% re-

duction from baseline to week 6 in 

CDRS-R total score) were signifi-

cantly higher in the lurasidone group 

compared with the placebo group 

(59.5% vs 36.5%). The most fre-

quent adverse events for the lurasi-

done were nausea and somnolence. 

There were no significant differ-

ences between the lurasidone and 

placebo groups on measures of sui-

cidality, treatment-emergent mania, 

akathisia and extrapyramidal symp-

toms, cognitive function, weight and 

BMI, and lipid, glucose and prolac-

tin levels.

Olanzapine/fluoxetine
The efficacy and safety of the olan-

zapine/fluoxetine combination 

(OFC) was evaluated in a double-

blind placebo-controlled trial of 255 

youths aged 10 to 17 years with bi-

polar I depression.2 Patients were 

randomized to OFC (n = 170) or 

placebo (n = 85) in this 8-week trial: 

68.2% of the OFC group and 70.5% 

of the placebo group completed 8 

weeks of treatment. The dose range 

of OFC was 6/25 to 12/50 mg daily 

with a mean dose of 7.7/37.6 mg 

daily.

There was a statically significant 

difference from baseline to week 8 

in the primary efficacy measure, 

CDRS-R total score, between the 

OFC and placebo groups, favoring 

OFC. The effect size was medium, 

0.46. Response rates (defined as ≥ 

50% reduction from baseline to 

week 8 in CDRS-R total score and 

Young Mania Rating Scale item 1 

score ≤2 at endpoint) were more sig-

nificantly higher in the OFC group 

compared with the placebo group 

(78.2% vs 59.2%). Adverse events 

that were statistically significantly 

more in the OFC than the placebo-

treated patients were weight gain, 

appetite increase, somnolence, seda-

tion, and tremor. Mean weight gain 

for OFC-treated patients compared 

with placebo-treated patients was 

significantly greater (4.4 kg vs 0.5 

kg). Patients in the OFC group had 

significantly greater increase in fast-

ing total cholesterol, triglycerides, 

prolactin, and hepatic analytes. 

There were no significant differ-

ences in extrapyramidal symptoms 

and measures of suicidality between 

the patients receiving OFC and 

those patients receiving placebo.

Quetiapine
Immediate release and extended re-

lease formulations of quetiapine 

have not demonstrated superiority to 

placebo in the treatment of adoles-

cents with bipolar 1 depression. In a 

study of immediate release quetiap-

ine, 32 adolescents were random-

ized to quetiapine 300 to 600 mg 

daily or placebo for an 8-week trial.3 

There was no statically significant 

difference in CDRS-R scores from 

baseline to endpoint between the 

quetiapine and placebo groups.

In a study of extended release 

quetiapine, 193 patients were ran-

domized to quetiapine extended re-

lease or placebo for an 8-week trial.4 

There was no statistical significant 

difference in CDRS-R scores from 

baseline to endpoint between the 

quetiapine extended release and pla-

cebo groups. Potentially clinically 

significant elevations in triglycer-

ides (9.3% quetiapine XR; 1.4% 

placebo) and thyroid stimulating 

hormone (4.7% quetiapine XR; 0% 

placebo) were reported.

Lithium
The effectiveness of lithium for the 

treatment of 27 adolescents with bi-

polar depression was evaluated in an 

open-label 6-week study.5 Patients 

received lithium 30 mg/kg (twice 

daily dosing) to achieve a serum 

level of 1.0 to 1.2 mEq/L. There was 

a significant decrease in CDRS-R 

scores from baseline to endpoint. 

Response rate (defined as ≥ 50% re-

duction in CDRS-R scores from 

baseline to endpoint) was 48%. The 

most common adverse events were 

headache, nausea, vomiting, stom-

achache, and abdominal cramps.

  to establish the efficacy of lithi-

um in treating bipolar depression in 

youth.

Lamotrigine
Lamotrigine has been evaluated for 

the treatment of bipolar depression 

in adolescents as adjunct or mono-

therapy.6  Twenty adolescents with 

bipolar depression participated in a 

8-week open-label trial of lamotrig-

ine adjunct or monotherapy. The 

mean dose of lamotrigine was 131.6 

mg daily. Response rate based on 

criterion of a ≥50% decrease in 

CDRS-R scores was 63%. The most 

common adverse effects were head-

ache, fatigue, nausea, sweating, and 

difficulty sleeping. No rashes were 

attributed to lamotrigine.

Double-blind placebo-controlled 

trials of lamotrigine are needed to 

determine the efficacy of lamotrigi-

ne adjunct or monotherapy for ado-

lescent bipolar depression.

Uridine
In an open-label case series of 7 ad-

olescents with bipolar depression 

treated with uridine 500 mg twice 

daily for 6 weeks, there was im-

provement in CDRS-R scores.7 

Meanwhile, recruitment has been 

completed for a randomized, dou-

ble-blind placebo-controlled 6-week 

trial of uridine as treatment for ado-

lescents with bipolar depression.8
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Emergency Psychiatry’s Era of Innovation

» Scott A. Simpson, MD, MPH

Dr Simpson is Medical Director, Psychiatric 

Emergency Services, Denver Health Medical 

Center.

E
mergency department (ED) visits for 

psychiatric complaints are increasingly 

common. The 1% to 3% of ED patients 

who screen positive for suicidal ideation com-

prise a population at heightened risk of com-

pleting suicide.1,2 While emergency psychiat-

ric presentations are often associated with 

serious mental illness, patients of all acuity 

levels present in this setting. The most com-

mon psychiatric presentations in the ED are 

for anxiety, depression, or stress reactions.3

Providing treatment to these patients in the 

ED introduces complexity of care that emer-

gency psychiatrists are attempting to address 

with a mix of service delivery models. This 

article discusses the peculiarities of emergen-

cy psychiatric practice and reviews innova-

tions in models of care delivery designed to 

overcome the challenges of this subspecialty.

A difficult place to provide good care
The growth of psychiatric care in ED settings 

is driven by several factors. Foremost is a trend 

towards treating sicker patients in less restric-

tive care environments. Increasingly, patients 

with significant psychiatric disease are being 

treated in outpatient and integrated care envi-

ronments. At the same time, long-term inpa-

tient and residential treatment has become 

scarcer.4 Thus, EDs become the backstop for 

highly acute patients who present with suicid-

ality, violent thoughts, intoxication, and/or 

acute psychosis. Other factors driving this 

trend towards less restrictive treatments in-

clude financial incentives and the ready acces-

sibility of emergency care compared with the 

limited availability of community mental 

health facilities. Also driving the trend toward 

acute care in the ED is the American epidemic 

of psychiatric illnesses, particularly substance 

use disorders, that are associated with in-

creased use of emergency services.5

Delivering psychiatric care in the ED is not 

easy. Most emergency medicine providers feel 

comfortable managing common psychiatric 

presentations, however, their expertise does not 

always extend to managing sicker patients or 

those requiring more nuanced psychiatric as-

sessments—for example, patients with person-

ality disorders and chronic suicidal ideation, or 

patients with schizophrenia whose ability to 

care for themselves is called into question.

Patients with psychiatric illness frequently 

have undertreated medical illness that requires 

attention and care coordination. Delirium is 

commonly missed among ED patients, and 

longer ED stays are associated with an in-

creasing risk of incident delirium.6 Frequent 

changes of staff, lack of specialty consultants, 

constant sensory stimulation, and ill-suited in-

frastructure all render EDs a challenging envi-

ronment in which to deliver care for patients in 

psychiatric crisis. Table 1 summarizes these 

and other clinical challenges unique to the 

field of emergency psychiatry.

This confluence of psychiatric illness, med-

ical comorbidity, and systemic challenges ad-

versely affects ED patients’ psychiatric care. 

The duration of stay is 42% longer for patients 

with psychiatric complaints compared with 

patients with medical illness.7 Disposition for 

patients is a particular challenge. Many gen-

eral hospitals have closed their inpatient psy-

chiatric units, and free-standing behavioral 

hospitals are less frequently equipped to man-

age medical comorbidity, treat complicated 

withdrawal syndromes, or safely treat agitated 

patients. Nationally, 73% of patients present-

ing for suicidal ideation to the ED are hospital-

ized—a rate triple that for medical com-

plaints.8 Helping patients access treatment is 

thus a challenge driven by both high demand 

for service and also inherent limitations of ex-

isting inpatient facilities to meet patients’ 

needs. How, then, can we help patients in crisis 

receive great psychiatric care?

Emergency psychiatry: a subspecialty to the 
rescue
The subspecialty of emergency psychiatry has 

attracted growing interest among a range of 

clinicians who are drawn to its diverse patient 

population, highly multidisciplinary work en-

vironment, and fast pace. There is no Accredi-

tation Council for Graduate Medical Educa-

tion (ACGME)-accredited subspecialty 

pathway for emergency psychiatry; rather, 

psychiatrists often bring their interests in con-

sultation-liaison, addiction, or forensic psy-

chiatry to their ED work. Other clinicians en-

joy providing psychotherapy to patients in 

crisis and appreciate the challenge of quickly 

building rapport and framing treatment for 

these patients in the ED.

There are no data on the number of psy-

chiatrists working in EDs. In many locations, 

the need for psychiatric consultation is filled 

by advanced practitioners and licensed social 

workers working alongside emergency medi-

cine providers. Professional organizations that 

support emergency psychiatry—such as the 

Academy of Consultation-Liaison Psychia-

try’s Emergency Psychiatry Special Interest 

Group and the American Association of Emer-

gency Psychiatry—include robust participa-

tion by non-psychiatric clinicians.

Interest in the field often begins during psy-

chiatry residency. The ACGME requires resi-

dents in psychiatry to experience emergency 

psychiatry “in an organized, supervised psy-

chiatric emergency service” that “must include 

crisis evaluation and management, and triage 

of psychiatric patients.”9 The ACGME’s emer-

gency medicine requirements do not require 

specific experience managing behavioral pre-

sentations.

The challenges of growing volume and acu-

ity among psychiatric patients in the ED have 

prompted emergency psychiatrists to work 

alongside colleagues in medicine and ED lead-

ership to imagine systems to improve the care 

of behavioral emergencies in their communi-

ties. These models typically arise to meet de-

mands of emergency medicine clinicians and 

hospital systems and are designed to accommo-

date constraints of staff, facilities, and budget.

New ways forward
Just as communities and hospital systems 

vary, so too must models for delivering emer-

gency psychiatric care. Table 2 summarizes 

TABLE 1.  Challenges of clinical practice in emergency psychiatry

Undifferentiated patient presentations

     • Substance-induced, delirium, and primary psychiatric illnesses are all common

High morbidity and mortality

     • 21% of patients in the ED with suicidal ideation will self-harm within a year21

     • Missed diagnosis of delirium is associated with 31% mortality at 6 months6

Diversity of patient presentations—medication refills to severe psychosis

Fast pace and high volume

Significant collaboration with community providers and external partners

Significant collaboration with non-psychiatric providers

Diversity of practice environments

(CONTINUED ON PAGE 10)
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some of the novel efforts that have been developed 

to meet the demand for high-quality, affordable 

psychiatric care that addresses the challenges of 

managing behavioral emergencies in the ED. 

These models comprise an overarching philosophy 

that EDs must provide active treatment of psychi-

atric emergencies—not merely triage patients to 

the next step in care.

Pre-hospital care. Management of behavioral emer-

gencies begins in the community—well before pa-

tients’ arrival to the ED. Emergency psychiatrists 

have partnered with police departments and other 

first responders to provide training in the recogni-

tion and initial management of psychiatric emergen-

cies. Typical skills include increasing awareness of 

the prevalence of psychiatric illness in the commu-

nity and teaching verbal de-escalation to help pa-

tients in crisis. Crisis Intervention Training (CIT) is 

a national model for police departments to use for 

working with mentally ill patients in the communi-

ty; some cities now train all officers in CIT. For am-

bulance crews, researchers have investigated the 

utility of novel medications for treating agitation 

quickly and safely prior to arrival in the ED.10

These efforts build on the precedents set by com-

munity-based psychiatrists in promulgating patient-

centered, easily accessible interventions such as 

mobile crisis teams and telephone crisis hotlines. 

Education among pre-hospital providers also en-

courages use of diversion facilities (eg, crisis cen-

ters) over EDs or jails.

Telepsychiatry. The need to deliver 24/7 care to rural 

and low volume EDs may be met in part through 

telepsychiatry services. ED diagnoses made via tele-

psychiatry are correlated with those provided by an 

in-person psychiatrist while enhancing outpatient 

follow-up, reducing hospital admissions, and de-

creasing costs.11,12 Large health systems and academ-

TABLE 2.  New ways of delivering 

emergency psychiatric care

Pre-hospital care initiatives to improve care by 

police and ambulance crews

Telepsychiatry

Integrated care in the ED

Regional collaborations to support psychiatric 

emergency services

Enhanced psychiatric training among non-mental 

health providers

FIGURE.  Innovations to improve each step of emergency psychiatry care

First contact in 
the comtmunity

Improving ED 
treatment

Connection to 
follow-up care

•  Police and emergency 
medical personnel 
training

•  Mobile crisis services

•  Crisis hotlines

•  Crisis walk-in centers

•  Treatment, not triage

•  Accurate diagnosis

•  Provision of specialty 
care when necessary 
through integrated care

•  Evidence-based 
interventions

•  Trauma-informed care

•   Medication-assisted 
treatment for 
substance use

•  Reduce duration of stay 
through integrated care

•  Reduce hospitalizations 
through provision of 
earlier, more intensive 
treatment

•   Linkage navigation 
through peer counseling

Emergency Psychiatry
Continued from page 9

ic medical centers may utilize telepsychiatry to ex-

tend specialty consultation expertise to outlying 

EDs, urgent care centers, and partnership hospitals.

Telepsychiatry is well-suited for patients present-

ing in crisis who are able to participate and benefit 

from a therapeutic interview; patients with comor-

bid presentations may also benefit from evaluation 

by a telepsychiatry specialist. However, this medi-

um is more limited for providing verbal de-escala-

tion or management of disruptive behaviors and 

acute agitation.

Integrated care. Integrated behavioral health has 

transformed the delivery of mental health care in 

primary care settings. Several institutions includ-

ing the Stanford Medical Center in California and 

the Denver Health Medical Center in Colorado 

have piloted integrated care models in ED and ur-

gent care settings. Initial data are highly promising.

The Stanford experience has demonstrated a 90% 

decrease in duration of stay for psychiatric patients in 

the ED and improved discharge rates by 47%.13 In the 

ED, integrated care expands the availability of psy-

chiatric services beyond the traditional consultation 

for suicidal ideation. For example, these models fa-

cilitate the treatment of patients with somatic symp-

tom disorders, chronic pain, and high ED utilization. 

The presence of an integrated care provider also en-

hances the skill set of medicine providers who benefit 

from “at the elbow” consultation expertise provided 

by an integrated mental health provider.

Sustainable regional collaborations. Not all health 

care facilities have the patient volume to justify a 

dedicated psychiatric emergency service, 24/7 psy-

chiatrist coverage, and dedicated staff on their 

own; yet when collaborating with other institu-

tions, it becomes feasible to build and sustain such 

a service. The Unity Center for Behavioral Health 

in Portland, Oregon offers emergency and inpatient 

psychiatric service and is supported by 4 different 

health care systems in that city.

By pooling resources to fund a regional psychi-

atric emergency service, health systems ease pa-

tients’ access to psychiatric care while reducing 

duration of stay and psychiatric boarding in their 

EDs.14 Bringing together clinicians passionate 

about emergency psychiatry enable programs to 

cultivate trauma-informed approaches to emergen-

cy psychiatry including the use of multidisciplinary 

assessment models and peer support services.

Enhanced training in emergency medicine. Just as 

most mental health care is provided in primary care 

settings, emergency medicine practitioners will con-

tinue to see the bulk of patients with psychiatric ill-

ness. The American College of Emergency Physi-

cians is collaborating with specialty societies in 

emergency psychiatry to enhance the training of 

emergency medicine physicians in behavioral emer-

gencies. This training includes assessing suicide 

risk, identifying delirium, managing agitation, and 

coordinating care for boarding psychiatric patients. 

These teaching efforts extend to the range of ad-

vanced practitioners working in the ED.

New interventions for behavioral emergencies
These service models enhance access and quality of 

care in emergency psychiatry across diverse health 

systems. They also recognize the need to improve 

services at different points of the patient’s ED visit, 

from initial contact in the community to facilitating 

discharge. The Figure illustrates how innovations 

are improving care at each step of the psychiatric 

patient’s ED visit. These platforms also provide a 

means to disseminate innovations in emergency 

psychiatric treatment.

Trauma-informed care. Trauma-informed care 

(TIC) is a treatment approach that recognizes harm-

ful consequences of trauma on the well-being of 

individuals.15 In psychiatric care, TIC improves pa-

tient satisfaction and encourages collaborative, heal-

ing partnerships among patients and providers. 

Rarely can a busy medical ED provide this environ-

ment, but dedicated emergency psychiatry programs 

routinely integrate TIC into treatment planning. This 

includes the use of patient-centered de-escalation 

techniques such as the availability of non-pharma-

cologic relaxation tools like stress balls and scented 

lotions; peer counseling; and dedicated training to 

familiarize staff with TIC principles.

Peer support. Peer counselors comprise a growing 

category of health care workers who use their lived 

experience with illness to facilitate treatment. Be-

havioral health peer coun-selors are increasingly 

utilized in emergency service settings to engage pa-

tients ambivalent about mental health treatment, 

http://www.psychiatrictimes.com
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uncertain as to positive behavioral change, or 

in need of linkage to care. In EDs, peer coun-

selors often interact with patients with sub-

stance use disorders or chronic mental illness; 

some programs include follow up with pa-

tients after ED discharge. The evidence base 

supporting peer services remains small but is 

growing as these services become increas-

ingly available. Nationally, the application of 

peer counseling will develop heterogeneous-

ly alongside similarly varied models for 

emergency psychiatric care.

Psychological and medication treatments. 
New discoveries will influence the provision 

of emergency psychiatric treatment. As in all 

psychiatric fields, these discoveries will re-

flect the breadth of psychiatric practice. There 

is increasing emphasis on the use of verbal 

de-escalation for the management of agita-

tion, and online training programs make evi-

dence-based techniques freely available for 

all health care staff.16 Using standardized rat-

ing scales for evaluating agitation helps ED 

staff feel safer and better prepared in manag-

ing agitation.17 Finally, new medication ap-

proaches are fast-changing the face of emer-

gency psychiatric care, from the use of 

intramuscular ketamine for acute agitation to 

the pro-active use of medication-assisted 

treatments of substance use disorders.18-20

Emergency psychiatrists are rising to the 
challenge
Providing immediately accessible, high 

quality emergency psychiatric care contin-

ues to be a challenge for many communities. 

Obstacles to providing care include eco-

nomic constraints, inconsistent training in 

emergency psychiatry among clinicians, the 

lack of a scientific evidence base for the 

field, and the prevalence of treatment-resis-

tant illness. Nonetheless, a growing number 

of emergency psychiatrists are motivated to 

enhance the care of psychiatric patients 

through new models of service delivery and 

innovations in clinical care. Vital to the con-

tinued growth of this subspecialty and the 

improved treatment of our patients are rec-

ognition of this subspecialty among the psy-

chiatric community and continued interest 

among new generations of psychiatrists.
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T
his Psychiatric Times Special 

Report on stress and trauma 

brings together five topics that 

are neglected in the current literature. 

Dr Morganstein, who wrote the CME 

article in this issue, points out that 

physician work-associated traumatic 

events are both common and unavoid-

able. Causes of physician work-asso-

ciated trauma include medical errors 

leading to significant patient harm, 

disasters where health care workers 

are both provider and victim, and 

workplace violence such as bullying.

Common responses to traumatic 

events include distress reactions, 

health risk behaviors such as in-

creased substance use and decreased 

social activity, and psychiatric disor-

ders. The goal of intervention is to re-

duce levels of distress in affected phy-

sicians, restore their ability to provide 

care, and minimize the likelihood of 

lasting symptoms or impairment.

Interventions for traumatic stress 

should incorporate the principles of 

Psychological First Aid: safety, calm-

ing, self-efficacy, connectedness, and 

optimism. Providing a range of pa-

tient-centered, evidence-based inter-

ventions and formal treatment options 

can enhance compliance and increase 

well-being for physicians who have 

experienced traumatic events.

Stigma continues to serve as a bar-

rier to help-seeking for physicians, 

especially given that physicians may 

face punishment in the form of pay 

loss or practice restrictions for com-

ing forward about mental health chal-

lenges. Dr Morganstein advocates for 

employee assistant programs and oth-

er early interventions to reduce the 

likelihood of symptom escalation fol-

lowing work-associated traumatic 

stress.

Dr Waits reviews the literature that 

shows the promising results of Accel-

erated Resolution Therapy (ART) as 

a treatment for PTSD. A theory for 

ART’s effectiveness, including a pos-

sible mechanism of action, is provid-

ed. However, Dr Waits provides a sig-

nificant disclaimer regarding 

eligibility for ART: the “unmotivated 

patient should not be offered ART.” 

Two case examples illustrate the re-

covery of patients with PTSD as ex-

emplified by a decrease in patient 

health care utilization following com-

pletion of ART.

Drs Malaktaris and Lang provide a 

comprehensive summary of comple-

mentary and integrative health (CIH) 

techniques that enhance PTSD treat-

ments. Explanation of techniques, 

such as meditation or yoga, are fol-

lowed by descriptions of evidence for 

each method. Recommendations and 

cautions to implementation are clear-

ly described for each technique. Con-

sistent among all treatments dis-

cussed is a lack of randomized 

controlled trials supporting their use. 

Therefore, most CIH methods are in-

dicated as complements rather than 

replacements for existing therapies.

Not all CIH approaches appear 

equally promising in the treatment of 

PTSD, but research in this area is rap-

idly evolving. Given the relative lack 

of rigorous, well-designed trials to 

evaluate the efficacy, safety, and spec-

ificity of CIH approaches, CIH ap-

pears best applied as an adjunct to 

other treatments or for individuals 

who initially refuse or don’t tolerate 

other evidence-based approaches.

There is a discrepancy in the prev-

alence of PTSD between older adults 

and younger adults; findings indicate 

that the latter experience higher rates 

of PTSD and increased risk of other 

comorbid psychiatric disorders. Drs 

McCarthy and Cook suggest that old-

er adults may not recognize or be 

willing to admit trauma or its impact.

Research suggests older adults 

with chronic PTSD are more likely to 

have a disability or dementia than 

those who do not have PTSD. Recom-

mendations for health care providers 

on how to tailor psychotherapy to 

meet specific needs of older adults are 

summarized in the article. The recom-

mendations include using repetition to 

address decreased learning rates from 

aging and coordination with other 

health care providers to address con-

current health problems. The article 

concludes with advice to future re-

searchers and a caution to current pro-

viders that the bulk of the literature on 

traumatized older adults focuses on 

often white male veterans and that 

more research is needed to determine 

generalizability of findings to date.

The preliminary success of elec-

troconvulsive therapy (ECT) on treat-

ing PTSD suggests ECT could serve 

as a complement to existing PTSD 

treatment and that more rigorous ran-

domized controlled trials could pro-

vide evidence for ECT as a stand-

alone treatment for PTSD. Dr Youssef 

strongly advocates for continued re-

search and implementation of ECT 

and addresses changes and improve-

ments in ECT over the last few de-

cades. ECT technology has become 

safer with fewer risks of adverse cog-

nitive effects.

Hippocampal neurogenesis is a 

proposed mechanism of action to ex-

plain how ECT improves PTSD 

symptoms—preclinical studies have 

found that electroconvulsive stimula-

tion can induce neurogenesis and 

neuroplasticity. Dr Youssef proposes 

a few other possible mechanisms, 

such as traumatic memory deconsoli-

dation.

Dr Youssef explains that it is worth 

exploring ECT as a potential treat-

ment for PTSD since “a high percent-

age of patients [with PTSD] still do 

not achieve remission (or response) 

from multiple trials of both pharma-

cotherapy and psychotherapy.”  The 

preliminary data on the role of ECT in 

PTSD seems promising. However, al-

though human studies to date are pos-

itive, the studies so far are prelimi-

nary and publication bias where 

negative studies may not have been 

published cannot be ruled out. Thus, 

a definitive, well-powered, random-

ized controlled clinical trial to con-

firm or revoke the initial studies is 

warranted, especially given the severe 

burden, grave suffering and treat-

ment-resistance of standard therapeu-

tics in many patients recovering from 

PTSD. 
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concerning the subject matter of this Special Report. ❒
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STRESS AND TRAUMA

PTSD in Late Life: Special Issues
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Dr McCarthy is a Consultant, 

Executive Division, VA Department 

of Veterans Affairs’ National Center 

for PTSD, White River Junction, VT; 

Dr Cook is a Researcher, Evaluation 

Division, VA Department of Veterans 

Affairs’ National Center for PTSD, 

West Haven, CT, and an Associate 

Professor of Psychiatry, Yale School 

of Medicine, New Haven, CT.

R
elatively little is known about 

trauma and PTSD in older 

adults in comparison to young 

and middle-aged adults. In fact, up 

until the past decade, large-scale 

epidemiological studies examining 

the prevalence and impact of trauma 

did not include sufficient numbers 

of older adults to adequately exam-

ine the effects of age. More recent 

investigations of community-dwell-

ing adults in the US generally indi-

cate that older adults report fewer 

traumatic events and related psychi-

atric symptoms than younger indi-

viduals. For example, the preva-

lence of past-year PTSD was 

significantly higher for younger 

(4.3%) and middle-aged (5.2%) 

adults compared with older adults 

(2.6%) and so were the odds of co-

morbid psychiatric disorders.1

However, some have surmised 

that trauma is a hidden variable in 

the lives of older adults, impacting 

them in ways they may not recog-

nize or be willing to admit.2 For in-

stance, older adults may have expe-

rienced trauma but do not recognize 

the potential deleterious health ef-

fects or do not disclose these expe-

riences to health care providers. 

Moreover, health care providers 

may not recognize trauma and relat-

ed distress in older adults. This lack 

of recognition or misattribution of 

trauma-related symptoms can have 

negative implications for treatment 

and recovery, including the design 

of ineffective treatment plans and 

administration of incongruous psy-

chotherapy, medication, or other 

medical intervention.

Prevalence of PTSD in older adults
Although the majority of older adult 

trauma survivors are not affected 

with PTSD, those that are or show 

other related distress are of note. 

For example, in a large nationally 

representative prospective cohort 

study with over 2000 US veterans 

aged 60 and older, a total of 3.5% 

met screening criteria for current 

PTSD—many had significantly in-

creased odds of mood, anxiety, and 

substance use disorders, suicidal 

ideation, and suicide attempts.3 

Most of the veterans in this cohort 

were resilient, having few to no 

psychiatric symptoms. They exhib-

ited higher emotional stability, so-

cial connectedness, protective psy-

chosocial characteristics, and 

positive perceptions of the mili-

tary’s effect on one’s life.

Trauma and PTSD in the older 

adult population has also been 

linked to physical health problems, 

disabilities, and poorer cognitive 

functioning. In a large, longitudinal 

study of older community-residing 

male veterans, combat exposure and 

PTSD were both negatively related 

to self-reported physical health and 

to physician-diagnosed medical 

conditions that included arterial, 

gastrointestinal, and musculoskele-

tal disorders.4 Data from three ag-

gregated nationally representative 

samples show that older adults with 

chronic PTSD were three times 

more likely to have any disability 

than were those with no PTSD.5 

And, in a sample of over 10,000 vet-

erans aged 65 and older, those with 

PTSD had almost twice the odds of 

having a diagnosis of dementia.6

There are few longitudinal stud-

ies of PTSD across the lifespan but 

in general it appears that if symp-

toms occur early in life and are un-

treated, they often wax and wane 

across the lifespan. As one ages and 

transitions into older adulthood, 

there is typically an increased like-

lihood for loss and the impact of 

such events can exacerbate symp-

toms. Furthermore, as one transi-

tions into older adulthood, there is 

an increased risk for medical ill-

ness, decrements in functional sta-

tus, bereavement, retirement, 

changes in social and familial roles, 

diminishing of control, and more 

time for reflection—all of which 

can deepen the impact of PTSD.

Assessment and treatment of 
PTSD in older adults
Health care providers may not rec-

ognize physical or mental health 

symptoms as the result of traumatic 

events or may be unsure of how to 

provide assessment and treatment 

of trauma and PTSD to an older 

population. Older adults may ex-

press mental health difficulties as 

somatic concerns or be reluctant to 

acknowledge such problems be-

cause of perceived stigma.7 It is also 

important to consider that older 

adults who experienced a trauma 

early in life may not have been en-

couraged by their family or society 

to discuss it.

Older adults may not be able to 

readily identify psychological prob-

lems given the lack of agreed upon 

or well-established terminology to 

describe traumatic experiences and 

the impact of those experiences 

during their formative years. Al-

though most older trauma survivors 

do not develop PTSD, partial or 

subthreshold PTSD seems to be an 

issue worthy of assessment and 

clinical attention.8

There is a need to utilize effec-

tive evidence-based practices which 

are safe, acceptable, and appear to 

be effective in older adults with 

trauma histories and a considerable 

range of time since traumas. Three 

cognitive-behavioral therapies 

stand out in particular: prolonged 

exposure, cognitive processing 

therapy, and eye movement desensi-

tization and reprocessing.9-11 All 

three are trauma-focused models, in 

which patients address trauma 

through either detailed enumeration 

or a challenge of cognitions related 

to the traumatic event. (For a de-

tailed description of prolonged ex-

posure therapy for older adult trau-

ma survivors, see Cook and 

Dinnen12 and Cook et al.13)

Although most psychosocial in-

terventions are similar to those used 

in PTSD treatment with younger 

adults (eg, education about symp-

toms, enhancement of social sup-

port, coping tools to more effective-

ly manage symptoms), some 

specific concerns should be consid-

ered when working with older trau-

matized adults. First, it is crucial to 

consider older adults’ cognitive 

abilities to help determine the most 

effective psychotherapeutic ap-

proach. For example, older trauma 

survivors with cognitive impair-

ment (such as non-reversible de-

mentia) may have lowered thresh-

olds for responses to trauma cues or 

triggers. Older adults with moderate 

to severe cognitive impairments 

may not be able to fully benefit 

from traditional learning-based 

therapies.

Since older adults may have sen-

sory problems and slower learning 

rates, repetition is important in the 

psychotherapy process. Psychoedu-

cation, trauma-processing thera-

pies, or distress management skills 

can be presented in both verbal and 

visual modalities (ie, on chalk 

boards and hand-outs), in order to 

help them encode and retain infor-

mation. Psychotherapy with trau-

(CONTINUED ON PAGE 14)

SIGNIFICANCE FOR THE PRACTICING PSYCHIATRIST

It is important for practicing psychiatrists to know that there are evidence-based practices 

that are safe, acceptable, and effective in older adults with trauma histories and a 

considerable range of time since their traumatic exposure.

◗   Although the majority of older adult trauma survivors do not have PTSD, a significant 

minority do.

◗   PTSD in older adults is significantly related to a number of psychiatric comorbidities, 

physical health, and cognitive functioning.

◗   According to major PTSD guidelines, four medications have received a conditional 

recommendation for use in the treatment of PTSD: sertraline, paroxetine, fluoxetine, and 

venlafaxine.

When working with older adults, it is 

essential to consider age-related adverse 

effects of medications, such as sensitivity, 

metabolic rates of medications, and the 

impact of polypharmacy.

http://www.psychiatrictimes.com
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matized older adults may also ne-

cessitate a few clearly outlined 

goals and a more active or task-fo-

cused approach, with goals of treat-

ment highlighted and reinforced. 

Age-related changes can constitute 

stressors that exacerbate PTSD (eg, 

ill health, retirement, widowhood).

Awareness of and adjustment to 

these changes may help to reduce 

trauma-related distress. Providing 

psychotherapy to older adults often 

requires flexibility in scheduling, 

location, and collaboration. Older 

adults may have reduced mobility, 

competing health care appoint-

ments, and responsibilities to care 

for relatives, all of which may affect 

attendance and engagement in face-

to-face psychotherapy session. 

Thus, brief, occasional telephone 

sessions may have to be made at 

times to maintain therapeutic con-

tact and continuity. Because older 

adults often have concurrent health 

problems, consultation and coordi-

nation with other health service pro-

viders is often essential. Detailed 

discussions of further unique con-

siderations in providing psycho-

therapy with older adults can be 

found in the Guidelines for Psycho-

logical Practice With Older 

Adults.14

There are few effective pharma-

cotherapy options for the treatment 

of PTSD symptoms in older adults. 

Four medications received a condi-

tional recommendation for use in 

the treatment of PTSD: sertraline, 

paroxetine, fluoxetine, and venla-

faxine. It is essential to consider 

age-related adverse effects of medi-

cations, such as greater sensitivity, 

different metabolic rates of medica-

tions, and the impact of polyphar-

macy on treatment adherence.

Conclusion
The scientific knowledge base and 

understanding of trauma in older 

adults has grown enormously over 

the past two decades, however, 

there is still a great need for addi-

tional research with this neglected 

population. Most of the literature on 

traumatized older adults has cen-

tered on men, particularly veterans 

or former prisoners of war, and on 

white citizens of western nations. 

More investigation is needed to de-

termine if these findings can be gen-

eralized to a broader older adult 

population.

The authors report no conflicts of interest con-

cerning the subject matter of this article.
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A
ccelerated Resolution Therapy 

(ART) is an emerging, effi-

cient therapy for PTSD and 

other psychiatric conditions. It is 

derived from Eye-Movement De-

sensitization and Reprocessing 

(EMDR), but it has a tighter proto-

col, is more directive, more proce-

dural, and easier to learn. (See Kip 

et al.1 for a general description of 

the proprietary ART protocol.) ART 

has been reported to be effective, 

efficient, easy on patients, and easy 

on clinicians.2

Research
Unlike psychotherapies developed 

in university or research environ-

ments, the ART protocol was creat-

ed by an experienced masters-level 

practitioner in private practice.3 For 

this reason, ART has not had as 

much research-based validation as 

EMDR, Prolonged Exposure, and 

Cognitive Processing Therapy 

(CPT). There have been three major 

clinical trials on ART for PTSD, on-

ly one of which involved a control 

group.4-6

Despite consistently showing 

impressive results, data from these 

trials must be interpreted with cau-

tion. All three studies were conduct-

ed by the same research team out of 

the University of South Florida, all 

three relied on patient self-report 

for outcome measurement, and only 

one study included a control group. 

A larger, high-quality randomized 

controlled trial comparing ART to 

CPT is currently underway at the 

Cincinnati Veteran’s Affairs (VA) 

hospital, although published data 

from this trial are not expected until 

2019 or later.7 Nonetheless, against 

the backdrop of our current PTSD 

gold standard treatments, which 

have demonstrated high dropout 

rates, low remission rates, and low 

rates of provider use after training, 

ART at least seems worthy of a 

look. 

In the ART randomized con-

trolled trial, veterans or active duty 

service members were randomized 

to receive up to five sessions of ART 

or two sessions with a fitness coach 

or a career counselor. Using an in-

tent-to-treat (ITT) analysis, ART 

demonstrated a 61% response rate 

(defined as at least a 10-point drop 

on the PTSD Checklist [PCL]) and 

a 94% completion rate.5 These are 

impressive results, given that estab-

lished PTSD therapies have a re-

sponse rate of 49% to 70% and a 

completion rate of only 60% to 

65%.8,9 Furthermore, the number of 

ART sessions needed in this trial 

was 3.7 ± 1.1. This number is sig-

nificant not only because it is fewer 

than the 8 to 15 sessions required by 

traditional evidence-based thera-

pies for PTSD, but because up to 

83% of patients who drop out of 

these treatments do so before their 

fifth session.

Theory
The key to ART’s efficiency is be-

lieved to lie in its exploitation of 

natural memory consolidation 

mechanisms. Memories undergo 

minor modifications every time we 

recall them, and that memory acti-

vation is critical to effective PTSD 

therapy.10,11 There is evidence to 

suggest that activating a memory, 

changing its emotional valence by 

introducing a novel sensation or 

stimulus during activation, and re-

consolidating it (“putting it away”) 

within a discrete period of time can 

modify memory traces at the level 

of DNA transcription, essentially 

locking in the changes in a perma-

nent manner.12 This period of time, 

TABLE 1.  Appealing aspects of ART

• Easy to learn

• Efficient and procedural

• Encourages significant provider creativity

• Useful for a broad range of symptoms/conditions

• Only 3-4 sessions typically required for response

• No set interval between sessions

• No preparation

• No homework

• No narration

• Patient retains significant control over session

http://www.apa.org/pubs/journals/fea-tures/older-adults.pdf
http://www.psychiatrictimes.com
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or “reconsolidation window,” is be-

lieved to be 1 to 6 hours in humans.

Like other reconsolidation thera-

pies, the ART protocol not only ex-

tinguishes the patient’s fear re-

sponse,  but i t  also unwires 

distressing emotions from the factu-

al memories of the events that creat-

ed them. Said another way, recon-

solidation therapies “fulfill the 

brain’s requirements for allowing 

new learning to rewrite and erase an 

old, unwanted learning—and not 

merely suppress and compete 

against the old learning.”13

Clinical application
In many ways, ART may be easier 

to integrate into psychiatric practice 

than traditional PTSD therapies 

(Table 1). Each ART session is a 

stand-alone intervention and the 

time between sessions is not pre-

scribed. ART can also be used in 

conjunction with other trauma-fo-

cused therapies. For example, ART 

may be a useful adjunct when a pa-

tient arrives too distracted by a 

competing problem to engage in the 

planned session, when he or she is 

highly emotional, is unable to 

speak, is working on an especially 

emotional aspect of trauma, or will 

not be able to easily do homework 

before their next traditional psycho-

therapy session.

A patient can return for the next 

ART session in one week or six 

weeks, and will generally not lose 

gains made in the interim. This may 

make ART an appealing option for 

patients who travel frequently, have 

busy work schedules, have signifi-

cant child/elder care duties, or who 

have to travel long distances for 

their appointments.

Individual ART sessions do re-

quire time, however. An experi-

enced ART patient can often com-

plete a session in 50 to 60 minutes, 

but providers should allocate 90 to 

120 minutes for initial sessions. 

Many providers have found that 

scheduling their new ART patients 

at the end of the workday provides 

them with the greatest flexibility 

and success.

Managing the patient’s expecta-

tions about ART is critical, perhaps 

because ART is so different than 

traditional psychotherapies; an un-

motivated patient should not be of-

fered ART. 

There are several essential points 

to cover as part of informed 

consent for ART:

n  ART uses eye movements.

n  It is not hypnosis.

n  It involves little talking.

n  There is no homework.

n  It requires a 10- to 15-minute 

mental review of painful life 

experiences.

n  The patient may share as much 

or as little of these experiences 

as he or she chooses.

n  It allows the patient to choose 

and replace negative images 

with positive ones.

n  Patients will retain the facts of 

the events they process, 

potentially even remembering 

more details than before starting 

ART.

At my previous institution, with 

more than 50 ART-trained providers 

working in 10 different treatment 

settings, we saw many models of 

implementation. For new referrals, 

our most successful model involved 

the establishment of an ART clinic. 

Each referred patient was required 

to read a brochure, sign a form ac-

knowledging each element of in-

formed consent, and schedule the 

first 4 appointments. This model 

worked well because expectations 

were clear from the beginning and 

patients were less connected to their 

therapist (and thus less likely to re-

quest continued treatment).

Patients treated with ART by 

their established providers tend to 

be more challenging. They can drift 

into the rhythm of their pre-ART 

sessions, adding excessive detail, 

becoming tangential, resisting 

change, etc. This can sometimes 

make sessions less efficient and 

clinical outcomes less dramatic. 

However, even if a patient does not 

achieve remission from PTSD, ART 

may still significantly catalyze non-

ART therapies, move patients past 

“stuck points,” and enhance insight. 

My established patients have made 

empowering life changes, decreased 

their reliance on medications, and 

decreased their frequency of ap-

pointments after several 

  CASE VIGNETTES
A 44-year-old male soldier with severe 

combat-related PTSD was referred to 

the ART clinic by his treating psychia-

trist due to lack of response to medica-

tions. He received four ART sessions 

over the course of 5 weeks. His pre-ART 

PCL score was 72 and dropped to 55 af-

ter two sessions, during which he had 

processed a combat-related event and 

an intense argument with his wife. His 

score jumped to 77 just prior to his 

fourth session, in which he chose to 

process a childhood sexual assault. 

This was a challenging session, but it 

brought obvious relief. He moved from 

the area shortly thereafter and was lost 

to follow-up. We were able to reach him 

by email 5 months later, and he reported 

that he had weaned himself off of his 

meds, was divorcing his wife, and had 

surrounded himself with positive peo-

ple. He completed a final PCL and his 

score was 26.

A 36-year-old male sailor with PTSD 

from various traumatic experiences as 

a mortuary affairs officer was in jeopar-

dy of having his overseas orders can-

celled because he was on psychotropic 

medications and required weekly psy-

chotherapy appointments. After 8 

months and 18 appointments of tradi-

tional behavioral health treatments, his 

PCL-5 score had only dropped from 54 

to 46. His therapist referred him to the 

ART clinic and he completed three ART 

sessions in 4 weeks. His PCL-5 score at 

treatment completion was 10 and a 

month later it was 2. At that point, he 

told his therapist that “ART had changed 

everything.” He reported feeling “hap-

py” and “proud,” had lost his fear of 

death, was drinking less, and had cut 

his cigarette use in half. More than a 

year and a half later, he is deployed 

overseas, no longer takes medications, 

and his health care utilization has sig-

nificantly decreased. Whereas he had 

36 documented medical appointments 

in the 16 months prior to ART, he has 

only had 3 documented appointments 

since completing ART.

Conclusion
Although its research base is still 

maturing, ART appears to be a 

promising and efficient intervention 

for PTSD and other psychiatric mal-

adies (Table 2). Readers interested 

in being trained or who want to refer 

a patient to an ART therapist are di-

rected to the Rosenzweig Center for 

Rapid Recovery (www.accelerate-

dresolutiontherapy.com) or ART In-

ternational (www.artherapyinterna-

tional.org) for more information.
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TABLE 2.  Take-home lessons

•  ART is a manualized, trauma-focused therapy with evidence of benefit for 

PTSD

•  A variant of EMDR, but more succinct, procedural, and easier to learn

•  Can be used for a variety of symptoms and conditions, not just PTSD

•  Only 3-4 sessions typically required for clinically significant improvement

•  Each session is a stand-alone intervention

•  No homework required by patient

•  No preparation required by provider

•  Patient is in control throughout session

•  Patient may disclose as many or as few details of event(s) as he/she 

chooses

http://www.artherapyinternational.org
https://www.psychologytoday.com/us/therapists/laney-rosenzweig-west-hartford-ct/36496
https://foundation.uc.edu/05-news--events/press-releases/ucgni-sullivan-foundation
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T
he risk of cognitive adverse ef-

fects (eg, long disorientation 

duration, memory impair-

ments), has been one of the factors 

that historically limited ECT use. 

However, modern modifications of 

ECT parameters have substantially 

limited these cognitive risks to a 

smaller portion of patients. For in-

stance, the modern development and 

use of rectangular instead of sine 

wave pulse, ultra-brief instead of 

brief pulse, and right unilateral 

(RUL) instead of bilateral (BL) elec-

trode placement have improved cog-

nitive effects of ECT.

Further improvement of the cog-

nitive adverse effects has been sug-

gested by using a lower current am-

plitude than standard ECT, thus more 

focal stimulation as in Low AmPli-

tude Seizure Therapy (LAP-ST). De-

spite the more favorable cognitive 

effects compared with standard ul-

tra-brief RUL ECT, similar efficacy 

has been shown in 2 preliminary 

studies on depression and suicidali-

ty.1,2 Moreover, further modifications 

in electrode shape and electrode 

placements might also be helpful for 

Focal Electrically Administered Sei-

zure Therapy (or FEAST).3 These 

proof of concept studies provide ad-

ditional promise to eliminating or 

markedly minimizing these adverse 

effects.

Theoretical justification for use of 
ECT in PTSD and proposed 
mechanism of action
Hippocampal neurogenesis has been 

shown to contribute to the clearances 

of artificially induced long-term po-

tentiation (a cellular model of learn-

ing and memory). This mechanism 

may have a role in treatment-resistant 

PTSD and related memories if clear-

ance of hippocampal memory traces 

in the contextual fear conditioning 

can be accomplished. Since ECT in-

duces neurogenesis, it might have a 

role in treatment of PTSD (Figure).

ECT has been suggested to induce 

neurogenesis and neuroplasticity in 

both brain imaging and in brain pa-

thology studies. Olsen and collegues4 

measured the number of newly 

formed neurons in the hippocampal 

subgranular zone in adult rats ex-

posed to chronic restraint stress and 

electroconvulsive stimulation alone 

or in combination. This study found 

that chronic stress induced depres-

sion-like behavior without changing 

neurogenesis in the hippocampus, 

while electroconvulsive stimulation 

prevented stress-induced depres-

sion-like behavior and increased neu-

rogenesis.

The role of ECT in inducing neu-

roplasticity in both animals and hu-

mans is best detailed in a comprehen-

sive review by Bouckaert and 

colleagues.5 Since hippocampal neu-

rogenesis has also been shown to 

ameliorate PTSD symptoms, it is 

plausible to hypothesize that ECT 

might help PTSD by inducing hippo-

campal neurogenesis.

Hippocampal neurogenesis may 

not be the only mechanism. Other 

mechanisms related directly to mem-

ory deconsolidation might also be 

possible, where ECT could cause 

more improvement in PTSD symp-

toms if delivered right after reconsol-

idation of the traumatic memories.6,7

In one study patients with severe 

treatment-resistant PTSD were ad-

ministered 6 sessions of ECT after 

retrieving either traumatic (n = 4) or 

a neutral memory (n = 4).8 Study 

findings indicate that post traumat-

ic-retrieval ECT tended to produce 

better reductions in skin conductance 

responses and subjective reactivity to 

the traumatic imagery (P = .026). 

Thus, supporting the theory that ECT 

may have its effects augmented if de-

livered right after reconsolidation of 

traumatic memories.

Further investigation is warranted, 

not only from a therapeutic stand-

point, but also from mechanistic per-

spectives. Despite plausibility of 

these hypotheses, it must be stressed 

that these hypotheses need to be fur-

ther tested to be proven or disproven 

in a well-powered controlled clinical 

trial, given the preliminary evidence.

Wider availability of ECT in facil-

ities that treat a substantial number of 

patients with treatment-resistant 

PTSD and depression, such as VA 

hospitals, would not only improve 

care for patients with disorders indi-

cated for ECT (according to the stan-

dard of care), but also provide a 

chance to investigate the potential 

role of ECT in treatment-resistant 

PTSD (or PTSD with depression) 

given that the number of patients 

needed for such a trial would be un-

likely to be obtained by any one cen-

ter or hospital.

Standard therapeutics fall short of 
helping many patients with PTSD
Several medications and combina-

tions of medications, including SS-

RIs and other antidepressants have 

been studied for treatment of PTSD. 

For instance, 80% of veterans with 

PTSD seen at the VA receive pharma-

cologic treatment (with or without 

psychotherapy), of these, 89% are 

prescribed antidepressants.9

Most of the studies have been pos-

itive for the FDA-approved medica-

tions, paroxetine and sertraline, al-

though the therapeutic effect size of 

antidepressants has been small.10 

Moreover, the results of a large mul-

ticenter randomized trial of post-

FDA-approved sertraline were not 

positive.11

Prazosin has shown evidence of 

efficacy in some well-designed clini-

cal trials for nightmares (and some 

other PTSD symptoms).12-14 Howev-

er, a recent, large multicenter clinical 

trial did not show benefit for night-

FIGURE. Proposed mechanism for clearance of traumatic memories and neurogensis
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mares or other PTSD symptoms in 

veterans with chronic PTSD.15 Nei-

ther did another study that examined 

prazosin for PTSD (but not night-

mares).16

Trauma-based therapies such as 

cognitive processing therapy and 

prolonged exposure are considered 

the gold standard treatments for 

PTSD. However, despite all available 

standard therapeutics, a high percent-

age of patients still do not achieve 

remission (or response) from multi-

ple trials of both pharmacotherapy 

and psychotherapy.

Genetic memory and comorbidities
Traumatic memories generate some 

of the most persistent memories and 

are the hardest to erase. This might be 

explained by the cellular mechanism 

for encoding durable memories that 

also involve structural change. At the 

intranuclear level, a recent review by 

our group suggests that the effect of 

these traumatic memories may even 

be passed to the next generations via 

epigenetic methylation effects.17 

These persistently encoded memo-

ries might be, at least in part, why so 

many patients with PTSD are treat-

ment-resistant or partial responders.

Many patients with treatment re-

sistance suffer the burden of impair-

ment, elevated risk of suicide and 

violence, and higher incidence of all-

cause mortality. This obviously cre-

ates significant family and societal 

burden. Common PTSD psychiatric 

comorbidities include depression and 

substance use disorders. In addition, 

there are high rates of other psychiat-

ric and physical illnesses including 

hypertension and cardiovascular 

events.

Preliminary evidence for the role of 
ECT in treating PTSD
A serious look at innovative solutions 

as well as established interventions 

that are known to be highly effective 

in other treatment-resistant disorders 

is needed. Modern ECT has a high 

level of safety compared with older 

techniques, not only in terms of anes-

thesia and muscle relaxation, but also 

in terms of the improvements in elec-

tric parameter modifications, and 

electrode placements.

In disorders where ECT is indicat-

ed, ECT generally has the advantage 

of working faster than medications 

and psychotherapy with an effective-

ness rate that is usually at least twice 

as high as standard therapeutics. It 

also frequently works in more severe 

and treatment-resistant cases.

The literature that examined the 

role of ECT in treating PTSD in hu-

mans is scant and totals four prelimi-

nary studies (Table). (The reader in-

terested in more details on the topic is 

referred to a recent synthesis of the 

existing evidence of the role of ECT 

in PTSD.6,7)

A retrospective chart review in-

vestigated the use of ECT in veterans 

with PTSD.18 The statistical analysis 

included 26 veterans with both MDD 

and PTSD. PTSD severity was as-

sessed by the PTSD Checklist (PCL) 

and depression severity by the Mont-

gomery-Asberg Depression Rating 

Scale (MADRS).19,20 Patients had 

significant reduction in both depres-

sive and PTSD symptoms (P < .001) 

after the ECT course. However, only 

35% of patients had reduction in 

symptoms on the PCL. The major 

limitations of this study are the retro-

spective nature (which could have 

cofounded the findings) and the 

small sample size.

A retrospective case-control study 

compared patients with comorbid 

PTSD and MDD who were treated 

with an ECT course (n = 92) to those 

with matched controls that did not 

receive ECT (n = 3393).21 PTSD and 

MDD symptoms improved as as-

sessed using the Clinical Global Im-

pression (CGI) scale. The ECT group 

improved more than those who did 

not receive ECT but were on antide-

pressant medications (P = .001).

The most recent retrospective 

case-control study compared patients 

TABLE.  Studies examining the role of ECT in PTSD

Author Study duration N Design Sample ECT
Primary outcome 
measure(s)

Response

Watts18 1/98-10/02 26 Retrospective 

chart review

Veterans with PTSD 

and comorbid MDDa

All started RUL; 

10 switched to 

bitemporal

PCL and MADRS MDD improved significantly. 

PTSD showed some 

improvement: 71.08; (SD, 

4.72) before ECT to 55.62 

(SD, 8.84) after (P = .001); 

35% showed 20% 

reduction in symptoms

Ahmadi et al.21 2004-2013 3485b Retrospective with 

matched case-

control

Patients with PTSD 

and comorbid MDD

Bifrontal 

(≥200% above 

ST)

CGI-S; long-term 

endpoints were 

occurrence of 

cardiovascular 

problems, all-cause 

mortality, and 

suicide

ECT group had greater 

symptomatic improvement 

(on CGI-S), risk reduction of 

64% for suicide, 65% for 

all-cause mortality, and 

46% for cardiovascular 

mortality

Kaster et al.22 2009-2016 150c Retrospective 

matched case-

control

Patients treated with 

ECT who had MDDa 

and comorbid BPD, 

PTSD, or both (n = 

75) with a matched 

group with MDD and 

no comorbidities (n = 

75)

Bitemporal used 

1.0 ms pw (1.5 

x ST); RUL: 0.3 

to 0.37 ms or 

1.0 ms (6 x ST)

CGI-I determined 

from medical 

records

No statistically significant 

difference in the CGI-I 

response rates between the 

2 groups (P > .017)

Margoob and 

Andrade23

1/05-12/05 20 Open-label, 

prospective

Adults with PTSDa 

and eligible 

outpatients 

undergoing ECT

Fixed course of 

6 bilateral ECT, 

pulse width 1.5 

ms, twice-

weekly 

outpatient ECT

CAPS (primary); 

MADRS, CGI-S 

(secondary)

CAPS improvement of 34%, 

MADRS of 51% (most by 

3rd ECT for CAPS and 

MADRS); response rate was 

70% in the ITT and 82% in 

completers (no remissions); 

gains maintained at 4 to 6 

months (assessed only 

clinically

Modified and reprinted with permission of Annals of Clinical Psychiatry/Frontline Medical Communications. ©All rights reserved.
aBased on DMS-IV criteria; b92 had ECT and 3393 did not; c75 in each group. 

PCL, PTSD Checklist; MADRS, Montgomery-Asberg Depression Rating Scale; RUL, right unilateral; SD, standard deviation; ST, seizure threshold; CGI-S, Clinical Global 

Impression-Severity; CGI-I, Clinical Global Impression-Improvement; pw, pulse width; CAPS, Clinician Administrated PTSD Scale; MADRS, Montgomery-Asberg Depression 

Rating Scale; ITT, intent-to-treat analysis.

(CONTINUED ON PAGE 18)
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treated with ECT who had MDD and 

comorbid borderline personality dis-

order, PTSD, or both (n = 75), and a 

matched group but with MDD alone 

without comorbidities (n = 75).22 The 

medical records were reviewed to de-

termine treatment response and esti-

mate CGI-improvement (CGI-I). 

Study findings showed no statistical-

ly significant difference in the CGI-I 

response rates between the 2 groups 

(P > .017). Limitations of the study 

were that no specific measures of 

PTSD were used other than the 

c-CGI-I, the retrospective design, 

and that the group of interest was het-

erogeneous (with comorbid border-

line personality disorder, PTSD, or 

both).

The only clinical trial available in 

the literature for ECT in PTSD is an 

open-label non-controlled trial.23Par-

ticipants (N = 20) had severe, chron-

ic, and treatment-resistant PTSD as 

evidenced by failure to respond to 4 

or more adequate antidepressant tri-

als, as well as 12 sessions of cogni-

tive behavior therapy. This is also the 

only study that measured PTSD with 

the Clinician-Administered PTSD 

Scale (CAPS) as the primary mea-

sure. CAPS scores for the sample 

mean decreased by 34% (P < .001). 

The authors also reported that the 

correlation between improvement in 

CAPS and MADRS was low, sug-

gesting that benefits for PTSD were 

independent from depression im-

provement.

This data seems encouraging; 

however, the overall evidence is still 

limited as this study was small and 

uncontrolled. No randomized con-

trolled clinical trials exist so far. 

Thus, routine clinical use of ECT for 

PTSD cannot be recommended, at 

least not yet. The available studies 

either have small sample size or de-

sign limitations or both. However, 

most available evidence is positive, 

although publication bias could not 

be ruled out. The available evidence 

warrants further research in this area 

to provide definitive answers.

Conclusion
The preliminary data on the role of 

ECT in PTSD seems promising. 

However, I would caution that (al-

though most studies are positive sug-

gesting a helpful effect of ECT in 

PTSD), the studies so far are prelim-

inary and publication bias (where 

negative studies may not have been 

published) cannot be ruled out.

Thus, definitive, well-powered, 

randomized controlled clinical trials 

to confirm or revoke the initial results 

are warranted, given the severe bur-

den, grave suffering, and lack of re-

mission with standard therapeutics in 

many patients with PTSD. Modifica-

tion of the clinical trials using the 

innovative technique of trauma mem-

ory arousal to deconsolidate memo-

ries shortly before an ECT session 

may prove to be more fruitful in fu-

ture clinical trials.

On the clinical side, there is not 

enough evidence to support the use 

of ECT for PTSD. However, since 

PTSD is commonly comorbid with 

other disorders where ECT is clini-

cally indicated (such as depression 

and schizophrenia), comorbid PTSD 

should not dissuade the clinician 

from treating patients with ECT who 

are otherwise clinically appropriate 

to benefit from ECT.
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Low AmPlitude Seizure Therapy (LAP-ST) random-

ized clinical trial and prior PI on a proof of concept 
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on the FEAST ECT study funded by MECTA, but did 
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MECTA or other device or pharmaceutical companies 
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ceived research support from the Veterans 

Administration, and a grant from ABR Corporation, 

and the NIH (past 5 years).

Disclaimer: The views expressed are those of Dr. 
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I
n recent years, we have witnessed 

growing interest in complementary 

and integrative health (CIH), which 

involves the incorporation of strate-

gies that currently fall outside of 

Western medicine into care with the 

aim of improving wellness as op-

posed to simply mitigating symp-

toms. “Complementary” refers to the 

(CONTINUED ON PAGE 19)

SIGNIFICANCE FOR PRACTICING PSYCHIATRISTS

Patients are increasingly using complementary and integrative (CIH) approaches, including 

meditation, yoga, relaxation, physical exercise, acupuncture, and herbal remedies to 

ameliorate the symptoms of PTSD. There is emerging evidence to support the 

recommendation of CIH approaches as complementary treatments for PTSD, and patient 

interest and preference can guide the selection of technique(s).

 ◗ Research in this area is rapidly evolving, generally promising, but methodologically 

limited.

 ◗ Providers can recommend CIH approaches as complementary treatments for PTSD 

using patient interest and preference as a guide.

 ◗ Providers should support patients in applying one technique at a time, committing to 

consistent practice, and using an objective method to monitor practice.
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Two Misleading Myths Regarding 

“Medical Aid in Dying”
» Cynthia M. A. Geppert, MD, PhD, 
MPH and Ronald W. Pies, MD

Assisted Dying,” “Medical 

Aid in Dying” (MAID), 

“ P h y s i c i a n  A s s i s t e d 

Suicide”(PAS)—by whatever label 

we attach to it controversy continues 

to swirl around the practice of pre-

scribing a lethal drug for a patient 

with a putatively terminal illness.1,2 

(For now, let’s leave aside the point 

that physicians are notoriously bad in 

predicting when a patient will die, 

getting it wrong about 80% of the 

time and underestimating life expec-

tancy in about 17% of cases.3)

(CONTINUED ON PAGE 18B)
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To be clear: people of conscience, 

including many physicians, are sharply 

divided regarding whether, and under 

what conditions, MAID/PAS may be 

ethically justified—even when it is le-

gal.4 The challenges of providing end-

of-life care that preserves the patient’s 

humanity and minimizes pain and suf-

fering are complex and daunting. We 

do not believe there are simple, univer-

sally applicable clinical or ethical op-

tions for addressing these challenges. 

However, in this essay, we argue that 

support for “assisted dying” as the pre-

ferred option is founded on numerous 

misconceptions regarding existing 

MAID/PAS statutes, among both the 

general public and many physicians. 

Here, we discuss two fundamental mis-

conceptions: the myth of the patient’s 

autonomy, and the myth of the incur-

ability of the patient’s illness.

Authentic autonomy and pseudo-
autonomy
The term “autonomy” literally 

means, “living by one’s own laws” 

(autos “self” + nomos “law:). In 

medical ethics, as Beauchamp and 

Childress explain,

Personal autonomy is, at mini-

mum, self-rule that is free from 

both controlling interference 

by others and from limitations, 

such as inadequate under-

standing, that prevent mean-

ingful choice. The autonomous 

individual acts freely in accor-

dance with a self-chosen plan 

. . . A person of diminished au-

tonomy, by contrast, is in some 

respect controlled by others or 

incapable of deliberating or 

Two Myths
Continued from page 18A
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acting on the basis of his or her 

desires and plans.5

In Greek philosophy, nomos per-

tains as much to norms of moral con-

duct derived from reason as it does to 

external political rules.6 The two myths 

we discuss—though enshrined in the 

laws of PAS-permissive states—lack 

any foundation in well-reasoned ethi-

cal principles. Thus, proponents of 

MAID/PAS statutes typically argue 

that these laws are grounded in the pa-

tient’s “autonomy,” and establish “the 

patient’s right to die” or “the right to 

death with dignity.” Yet the US Su-

preme Court has never recognized a 

constitutionally based “right to die;” a 

“right to commit suicide;” or a “right to 

assisted suicide,” although it has up-

held a competent patient’s right to re-

fuse life-saving treatment.7 The Su-

preme Court’s rulings (eg, Washington 

v Glucksberg and Vacco v Quill) stand 

in a long line of legal precedent and 

common law tradition, reflecting foun-

dational Anglo-American philosophi-

cal and religious values. These include 

the state’s legitimate interest in safe-

guarding human life and preserving the 

integrity of the medical profession.

Even a casual perusal of most 

MAID/PAS legislation—modeled 

closely on the 1997 Oregon “Death 

with Dignity” statute—reveals that 

these statutes provide nothing remote-

ly resembling “autonomy” for the pa-

tient, in either the procedural or per-

sonal sense.8 Patients who wish to 

avail themselves of prescribed, lethal 

medication must clear a number of 

procedural and administrative hurdles 

that depend entirely on the diagnostic, 

prognostic, and prescriptive authority 

of the patient’s physician. The con-

trolling decisions regarding the pa-

tient’s diagnosis; the need for a con-

(CONTINUED ON PAGE 18D)
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sultant to confirm the diagnosis; the 

putative “terminal” nature of the ill-

ness; the completion of required certi-

fication forms; and, finally, the writing 

of the lethal prescription are all exer-

cises of the physician’s autonomy.

In contrast, when competent pa-

tients refuse life-sustaining care or 

choose “voluntarily stopping eating 

and drinking” (VSED), they are mak-

ing genuinely autonomous choices.9 

These options may allow patients to 

regain a sense of control and self-di-

rection. Palliative and hospice care, at 

their finest, are about empowering 

such patient-driven choices. Ironical-

ly, as Varelius observes, “. . . in volun-

tary euthanasia and physician-assisted 

suicide . . . one ceases to be an agent 

and loses control over one’s life.”10

The famous libertarian and critic 

of psychiatry, Thomas Szasz, was 

one of the first to “call foul” on the 

notion of patient autonomy in MAID/

PAS. As Szasz succinctly puts it in 

his book, Fatal Freedom,

. . . the legal definition of PAS 

as a procedure that only a phy-

sician can perform expands the 

medicalization of everyday life; 

extends medical control over 

personal conduct, especially at 

the end of life; and diminishes 

patient autonomy.11p67

Indeed, Szasz’s analysis makes 

clear that the patient who elects PAS is 

not making a procedurally autonomous 

decision, but a heteronomous one (ie, 

subject to a law or standard external to 

oneself). Ironically, this heteronomy is 

a form of paternalism that actually un-

dermines the patient’s autonomy by 

P S YC HI AT R IC T IME S

Two Myths
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surrendering control to “the other,” be 

it physician or government. Not coinci-

dentally, Szasz regarded physician-as-

sisted suicide as little more than “bu-

reaucratized medical killing.”11p94

Of course, there is much more at 

stake in this debate than mere proce-

dural autonomy (ie, the ability to 

“command and control” a particular 

sequence of events or procedures). At 

issue is what we would call authentic 

autonomy, which reflects both the 

psychology and the core internal val-

ues of the person. How, then, is the 

patient’s authentic autonomy as-

sessed under current PAS statutes? 

To what degree is the patient’s genu-

ine informed consent ensured? And 

are there sufficient safeguards under 

current PAS statutes to ensure that 

the patient does not have a psychiat-

ric disorder that would impair under-

standing and undermine informed 

consent? Can a person in such exis-

tential distress truly exercise the vol-

untarism that is integral to authentic 

autonomy? We believe that, under 

current MAID/PAS regulations, 

these critical issues have not been 

given serious moral consideration.

Indeed, as our colleague, Dr 

James L. Knoll IV, has written,

. . . problems not likely to be re-

solved anytime soon include: 

the lack of a widely accepted 

capacity assessment for PAD 

[physician-assisted dying]; the 

absence of any legally defined 

test for capacity to consent to 

PAD; clearly distinguishing de-

pressive symptoms from a “ra-

tional” wish to die; and the fal-

libility of evaluators…This 

would seem to lead into a mo-

rass of fundamentally subjec-

tive determinations.12

(CONTINUED ON PAGE 18F)
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Furthermore, it is not true that un-

der current PAD statutes “. . . mental 

illness that would affect the rationality 

of decision-making is screened out,” 

as erroneously claimed in a position 

paper from the American Association 

of Suicidology.13 One of the most pro-

found and misunderstood limitations 

of statutes modeled after the Oregon 

Death with Dignity Act is that they do 

not require examination by a mental 

health professional, except when the 

participating physician is “concerned” 

and decides to do so. In fact, in Ore-

gon, 204 patients were prescribed le-

thal drugs in 2016 under the “Death 

with Dignity” statute, yet only 5 pa-

tients were referred for psychiatric or 

psychological evaluation.14

But let’s assume that an ideal as-

sessment process is available; that 

the physician utilizes it when the re-

quest for “aid in dying” is made; and 

that the physician finds the patient to 

have the requisite decision-making 

capacity under the law to receive the 

lethal prescription. This says little 

about the patient’s state of mind once 

he or she leaves the office with the 

prescription. There remains a huge 

informational gap, since the physi-

cian can in no way guarantee that, 

once in the home setting, the patient’s 

decision is free from familial pres-

sure, economic coercion, or “con-

flicts of interest.”

Under current “Oregon type” stat-

utes, there are no mandatory proce-

dures in place that comprehensively 

evaluate the dynamics of the patient’s 

severely stressed family system. For 

example, does the patient have a fam-

ily member who stands to gain from 

the patient’s suicide—by, say, inher-

P S YC HI AT R IC T IME S

Two Myths
Continued from page 18E

http://www.psychiatrictimes.com


AUGUST 2018 18GP S YC HI AT R IC T IME S

w w w.p s yc hia t r i c t ime s .c omCOMMENTARY

iting a large sum of money, or being 

freed from the burden of caring for 

the patient? Oregon-type PAS stat-

utes do not even require that a health 

care professional be present at the 

time of the lethal ingestion—and in 

most cases, no such professional is 

present. All these factors tend to un-

dermine authentic autonomy, as Va-

relius notes: “If a person’s choices, 

decisions, beliefs, desires, etc are due 

to such external influences as . . . so-

cialization, manipulation, coercion, 

etc, they are not autonomous.”10

Rather, current PAS statues create 

a superficial “pseudo-autonomy” 

that is, at best, cosmetic in nature. 

Procedural boxes may be checked, 

but the underlying conscious and un-

conscious motives of those involved 

are virtually ignored. In particular, 

the role of transference, counter-

transference, and coercion in PAS 

decisions has been sorely neglected, 

as have the unconscious fears and 

fantasies of the patient requesting 

PAS. Indeed, “. . . coercion and un-

conscious motivations on the part of 

patients and doctors in the form of 

transference and countertransference 

contribute to the misapplication of 

physician-assisted suicide.”15

Authentic autonomy cannot be as-

sessed without an understanding of 

these psychodynamic issues. Specifi-

cally, as Hicks notes,

In any suicidal patient, in-

cluding the terminally ill, the 

request to die can be a plea 

for help or an attempt to be 

given a reason to live. A re-

quest for PAS can be an en-

treaty for the doctor to take 

the terminally ill patient’s 

situation or despair more se-

riously, or a test of the doc-

tor’s true feelings about the 

patient’s value now that he is 

nearing death.15

Finally, it is important to recall that 

autonomy is only one of the four “cor-

nerstones” of medical ethics; the oth-

ers are beneficence, non-malfeasance, 

and justice.5 Many would argue that 

helping one’s patient kill herself is 

hardly beneficent—and, indeed, con-

stitutes malfeasance.16 Furthermore, 

we must remember that the suprema-

cy of autonomy is a relatively recent 

development in the history of ethical 

thought—one that many ethicists be-

lieve has become unduly preemi-

nent.17-19 As Tauber has argued, “Com-

plex social and economic forces have 

placed patient autonomy at the center 

of medical ethics, and thereby dis-

placed an older ethic of physician be-

neficence.”18 Indeed, as Desai and 

Grossberg observe in their textbook 

on long-term care,

The preeminence of autonomy 

as an ethical principle in the 

United States can sometimes 

lead health care providers to 

disregard other moral consider-

ations and common sense when 

making clinical decisions . . . we 

strongly feel that the role of the 

medical profession is to under-

stand but not to support such 

wishes [for physician-assisted 

death]. Every person’s life is 

valuable, irrespective of one’s 

physical and mental state, even 

when that person has ceased to 

deem life valuable.20

Re-defining incurability and 
terminal illness
Most PAS legislation applies to an 

adult with a terminal illness or condi-

tion predicted to have fewer than six 

months to live. The common inter-

pretation of this phrase would be, 

“six months to live even with treat-

ment,” often with the assumption that 

there is no further or additional ther-

apy capable of halting or reversing 

the disease process. Good law and 

sound public policy both depend up-

on clear and cogent definitions. Yet, 

incredibly, “terminal illness” is never 

defined at this level of detail in exist-

ing PAS statutes (ie, with respect to 

treatment vs no treatment). Neverthe-

less, in Oregon and Washington 

State, nearly identical criteria are in-

terpreted to mean fewer than six 

months to live without treatment. 

Thus, an otherwise healthy 20-year-

old with insulin-dependent diabetes 

could be deemed “terminal” for the 

purpose of Oregon’s “Death with 

Dignity Act,” since, without insulin, 

the patient would probably die within 

six months.

So, too, patients refusing appro-

priate treatment may be deemed “in-

curable” or “terminal” under current 

interpretation of the Oregon law.21 

Thus, a patient with anorexia nervosa 

who refuses treatment could be eli-

gible for PAS under Oregon law, 

even though she has never tried a 

course of intensive, evidence-based 

therapy. By this Orwellian logic, an 

individual with pneumonia who re-

fuses to take antibiotics could be 

deemed “incurable” and qualify for 

physician-assisted suicide! As Swed-

ish investigator Fabian Stahle dryly 

observes, “This is in fact an alteration 

of the traditional meaning of the con-

cept of ‘incurable’ . . .”21

In a remarkable, notarized ex-

change with the Oregon Health Au-

thority, Mr Stahle posed the follow-

ing questions:

In the [Oregon] law, “terminal 

disease” is defined as an incur-

able and irreversible disease 

that has been medically con-

firmed and will, within reason-

able medical judgment (in the 

opinion of the patient’s attend-

ing physician and consulting 

physician), produce death with-

in six months. Is this rule inter-

preted as “without administra-

tion of life-sustaining treatment”?

Craig New, Research Analyst, Or-

egon Health Authority, Center for 

Public Health Practice, Public Health 

Division, replied as “ . . . your inter-

pretation is correct. The question is: 

should the disease be allowed to take 

its course, absent further treatment, 

is the patient likely to die within six 

months?” [emphasis added]

As Mr Stahle rightly concluded, 

“So under Oregon’s assisted death 

law, one can achieve the status of be-

ing “incurably” sick even if the dis-

ease can be treated! Thus, all diseases 

which, without treatment, are expect-

ed to lead to death within six months 

are considered to be incurable and 

therefore qualify for assisted death.”1

Stahle then posed a follow-up 

question to Mr New:

If a patient with a chronic dis-

ease (for instance, diabetes) by 

some reason decides to opt out 

from the life-sustaining medi-

cation/treatment and by doing 

so is likely to die within 6 

months, thereby transforming 

the chronic disease to a termi-

nal disease—does he/she then 

become eligible to take use of 

the act?

New replied that, yes, indeed—

the patient would qualify for assisted 

suicide. In New’s words, the Death 

With Dignity Act “. . . does not com-

pel patients to have exhausted all 

treatment options first, or to continue 

current treatment . . . [and] if patients 

decide they don’t want treatment, 

that is their choice.”

Conclusion
There is certainly room for debate re-

garding the role of the physician in 

“end-of-life” care. Nonetheless, as 

psychiatrists and medical ethicists, we 

believe that so-called “medical aid in 

dying” (physician-assisted suicide) is 

a serious boundary violation and an 

unethical act. This is consistent with 

the historical positions of the Ameri-

can Medical Association, the Ameri-

can Psychiatric Association (based on 

the AMA Code of Ethics), the Ameri-

can College of Physicians, the World 

Medical Association, and the Ameri-

can Nurses Association.22,

Whatever individual physicians 

decide with respect to MAID/PAS, it 

must be based on a clear-eyed under-

standing of current statutes and legis-

lation. This means exposing the 

myths that surround these statutes.24 

Among these are the commonly-re-

ceived notions that patients choosing 

PAS act “autonomously” and have a 

demonstrably incurable condition. In 

truth, current PAS statutes produce a 

form of pseudo-autonomy that en-

shrines the supreme authority of the 

physician, and re-defines “incurable” 

to mean almost anyone who is seri-

ously ill.
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Laughter Is the Best Medicine
» Kavita Khajuria, MD
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M
odern life has become increas-

ingly complicated and it’s be-

lieved that stress is the prima-

ry obstacle to laughter. Laughter is a 

physical expression of humor and joy 

that has numerous protective quali-

ties. It’s one of the best ways to man-

age perceptions of stress and to de-

velop resilience and improve 

psychological sturdiness as it strong-

ly correlates with happiness.2 Happi-

ness and humor can improve brain 

function—there is evidence of in-

creased connectivity in various parts 

of the brain in response to laughter.3 

Humor releases brain derived neuro-

trophic factor, which supports exist-

ing neurons and encourages the 

growth of new neurons and synaps-

es.4 Given the brains neuroplasticity, 

it’s to our benefit to make our life-

time experiences as positive and hi-

larious as possible.

The field of medicine has long 

recognized the importance of humor. 

In the 1300s, Henri de Mondeville, a 

professor of surgery, propagated 

post-operative therapy with humor.5 

Norman Cousins, a journalist and a 

professor, also initiated this trend 

when he developed his own “treat-

ment,” based on mood elevation 

through laughter.6 According to 

Cousins, ten minutes of laughter re-

sulted in two hours of pain free sleep.

Many studies have demonstrated 

the beneficial effects of laughter. 

Laughing during a humorous film el-

evates the pain threshold and can 

help break the cycle between pain, 

sleep loss, depression, and immuno-

suppression.4 Laughter lowers blood 

pressure, epinephrine, and glucose 

levels, and increases glucose toler-

ance. Laughter also assists in the re-

covery and prevention of cancer by 

increasing natural killer cell activity, 

the response of gamma interferon 

and T cells, and improves the defense 

against respiratory infections. Humor 

and laughter produce a discharge of 

endorphins with both euphoric and 

calming effects.7

Laughter yoga is a contemporary 

technique developed in India that en-

courages participants to mimic the 

act of laughing with the goal of 

achieving positive psychological out-

comes. The results have shown sig-

nificant improvements in positive 

emotions and reductions in the sever-

ity of symptoms of stress and anxiety 

as well as reduced anxiety and im-

proved quality of sleep in patients 

suffering from Parkinson disease.8,9

Humorous interventions may be 

especially helpful with aging. Find-

ings indicate that happier people are 

less likely to develop tau tangles and 

amyloid plaques.4 Moreover, in-

creased use of humor in the period 

following the death of a spouse was 

found to promote greater emotional 

resilience.2 In particular, those using 

more humor were better able to keep 

positive emotions distinct and sepa-

rate from their negative emotions, 

resulting in fewer depressive symp-

toms. Humor related benefits have 

also been reported by elderly resi-

dents in assisted living facilities.

As suggested by Freud, humor 

may be the highest of the defense 

processes of the psyche, which we 

can invoke to guard against anxi-

ety.10,11 Throughout history, humor 

has been linked to tragedy in litera-

ture and theater, but it can also be a 

form of escape.3,7 Black humor or 

“Gallows” humor can qualify as sup-

port mechanisms in the presence of 

impossible situations or traumatic 

circumstances in order to relieve ten-

sion and cope with the stress.2,7 The 

search for a funny aspect in a difficult 

moment can help us endure it, and 

when used to help others to copy, can 

be altruistic.11

Freud postulated that humor 

works by condensation and displace-

ment and believed that cultivating a 

sense of humor could lift repres-

sion.12 When used appropriately, hu-

mor can have a place in therapy for 

generalized anxiety disorder, depres-

sion, and social anxiety. It can be a 

part of interpersonal therapy and 

CBT.4 Humor in CBT can help pa-

tients reframe their maladaptive 

thoughts, elevate mood, and over-

come perceived obstacles.

It’s recommended that humor be 

utilized only after establishment of 

the therapeutic alliance and knowl-

edge of the cultural customs of the 

patient.7 In group settings, laughter 

strengthens interpersonal relation-

ships, promotes group bonding, fa-

cilitates teamwork and cooperation, 

and defuses conflict.4 If used appro-

priately, humor can convey a sense of 

humanity, overcome barriers, build 

trust and encourage empathy.12

Laughing at oneself also encour-

ages healing. As Poland writes “there 

is a need to learn to laugh at oneself 

as an individual and also as a profes-

sional.”13 Anne Dean goes so far as to 

cite humor as a characteristic neces-

sary for a successful career in psy-

chiatry.14 Patch Adams, a physician 

and a clown, believed that humor and 

love were at the core of a good bed-

side manner.15 Humor also facilitates 

acceptance of traits in others that are 

unlikely to change. Laughter helps 

tame the inner critic that can demand 

unattainable standards, and can be 

used to boost self-esteem and buffer 

the self.2,4

It has been suggested that humor 

differs from other cognitive based 

emotional regulation strategies in 

that it doesn’t deny the negative ex-

perience, but helps to construe it as 

less threatening.2 Being able to laugh 

at traumatic events in our lives 

doesn’t cause us to ignore them, but 

prepares us to endure them through 

playfulness and a changed prism of 

perception of life’s challenges.

Humor can enhance the willing-

ness to change and improve emotion-

al expectations and can revise habit-

ual narratives that perpetuate shame, 

hurt, isolation, inferiority, sadness, 

worry, and perfectionism.4 Of all the 

commonly endorsed character 

strengths, humor contributes most 

strongly to life satisfaction.

A notable body of literature on the 

role of humor and well-being has de-

veloped over recent years and much 

of it addresses how humor can facili-

tate coping with stress or enhance 

personal and social relationships. Re-

search has also provided evidence 

that humor can serve as an important 

facet of resilience and can contribute 

to the enhancement of positive life 

experiences.
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STRESS AND TRAUMA

application of these treatments in 

conjunction with standard care, while 

“alternative” is used when these 

practices replace conventional treat-

ment. “Integrative” is a term used to 

refer to the combination of tradition-

al and non-traditional approaches. 

The National Center for Comple-

mentary and Integrative Health (NC-

CIH) reports that many Americans 

(~30% of adults) use CIH approach-

es, citing “general wellness or dis-

ease prevention” as the most com-

mon reason for use.1 Additional 

commonly endorsed goals of CIH 

use include to “feel better emotional-

ly” or to “treat a specific medical or 

mental health condition.”

Although efficacious treatments 

for PTSD have been established, ma-

ny individuals remain symptomatic 

after treatment or never seek empiri-

cally supported therapies. The two 

FDA-approved medications for the 

treatment of PTSD (sertraline and 

paroxetine) on average confer mini-

mal to modest benefits that are not 

generally maintained over time. Fur-

thermore, the development of new 

pharmacological treatments for 

PTSD has been described as stag-

nant.2 Hence, there is a need for ap-

proaches to augment current best 

practices.

Individuals with PTSD are in-

creasingly seeking CIH (see the Ta-

ble for summary of CIH approach-

es); in a 2012 survey, 39% of 

individuals with PTSD reported us-

ing CIH, with meditation and relax-

ation being the most commonly em-

ployed modalities.3 Despite the 

increasing popularity of CIH, a 2011 

systematic review identified only 

seven randomized controlled trials 

(RCTs) of CIH for PTSD; the studies 

were generally preliminary, under-

powered, and methodologically lim-

ited. Although many researchers con-

tinue to work actively in this area, 

methodological concerns, such as 

small sample sizes, lack of active 

comparators and non-randomized 

designs, continue to limit the conclu-

sions that can be drawn. As a result, 

there is no definitive evidence about 

the use of CIH approaches for the 

treatment of PTSD or about the se-

lection of one approach over another. 

Although many studies have demon-

strated the potentia l usefulness of 

CIH, it would be premature to rec-

ommend the use of CIH approaches 

as front-line treatments for PTSD.

Meditation
Open-monitoring meditation. 

Open-monitoring meditation in-

volves paying attention to thoughts, 

feelings, and sensations as they arise, 

without judgment. Mindfulness, a 

well-known example of this practice, 

involves present-focused attention on 

what is happening in the moment 

with non-judgmental acceptance of 

the experience. Mindfulness offers a 

way to increase awareness and ac-

ceptance of difficult experiences. 

Several preliminary studies and one 

RCT have demonstrated initial prom-

ise of mindfulness-based interven-

tions, such as mindfulness-based 

stress reduction, in reducing PTSD 

symptoms.4-6

Concentrative meditation. Con-

centrative meditation, such as tran-

scendental meditation (TM) or man-

tra meditation, involves focused 

attention on an object, word, image, 

or breath. Initial studies have 

demonstrated the feasibility of man-

tra meditation and TM for individu-

als with PTSD.7,8 One application, 

the Mantram Repetition Program 

(MRP), involves focus on repetition 

of a spiritually meaningful word or 

phrase (eg, Om, Ave Maria, Sha-

lom); when attention wanders, it is 

returned to the word or phrase, with-

out judgment. One RCT demon-

strated added benefit of MRP when 

added to treatment as usual, and ad-

ditional work is underway to evalu-

ate MRP compared with an active 

control.9

Mantra meditation may be partic-

ularly helpful for reducing physio-

logical arousal, which has potential 

clinical utility in that individuals with 

prominent hyperarousal symptoms 

tend to show less overall symptom 

improvement over time than those 

without prominent hyperarousal 

symptoms.10,11 A recently completed 

study that compared TM, prolonged 

exposure therapy, and psychoeduca-

tion will likely contribute to our un-

derstanding of the relative benefits of 

concentrative meditation.12

Contemplative meditation. Con-

  templative practices involve focus-

ing   ples that have been applied to 

PTSD include compassion medita-

tion, such as Cognitively Based 

Compassion Training®, which fo-

cuses on the wish that others be free 

from suffering, and loving-kindness 

meditation, which involves the rep-

etition of positive intentions for self 

and others (eg, “may all beings be 

happy and free”). Compassion med-

itation has been associated with in-

creases in positive emotion and so-

cial connectedness in non-clinical 

samples.13,14 Open trials suggest the 

feasibility and potential clinical util-

ity of these approaches for veterans 

with PTSD.15,16 Work is ongoing in 

our laboratory and elsewhere to ex-

amine the efficacy of these ap-

proaches.

CASE VIGNETTES

Mr R, aged 55 years, sought treatment 

for PTSD symptoms, including hypervig-

ilance, insomnia, exaggerated startle 

response, and irritability. He agreed to 

engage in a manualized treatment pro-

tocol that included exposure, cognitive 

restructuring, and experiential process-

ing of trauma-related emotions and be-

liefs. Mr R was offered training and 

practice in mindful breathing as an ad-

junct to his trauma-focused psycho-

therapy.

Mr R did not initially have a positive 

response to the mindful breathing exer-

cises, stating that he “didn’t get it” and 

found it “corny.” Nonetheless, he was 

encouraged to use this practice to help 

shift his perspective and engage in the 

present. After about 3 weeks of prac-

tice, he stated that “it started to click,” 

and after 6 weeks of practice, he stated 

that it helped him feel more relaxed and 

less irritable. After 12 weeks of prac-

tice, Mr R reported improvements in 

hyperarousal symptoms and was able 

to respond to trauma reminders in a 

more functional way due to his ability to 

shift perspectives. 

(CONTINUED ON PAGE 20)

TABLE.  Overview of CIH approaches for PTSD

CIH approach category Specific techniques Possible benefits

Manipulative and body-based 

practices

Acupuncture, physical exercise Reduction in inflammatory processes; 

reduction in HPA stress response; inhibition of 

sympathetic nervous system response

Meditation

Open monitoring Mindfulness Shifting attention to the present; adopting a 

non-judgmental attitude towards distressing 

experiences

Focused/concentrative Transcendental meditation, 

mantram, repetition program

Reduced physiological arousal

Compassion Compassion meditation, loving-

kindness meditation

Increased positive emotions; increased social 

connectedness

Relaxation Diaphragmatic breathing, 

progressive muscle relaxation

Reduced physiological arousal

Yoga Anusara, Ashtanga, Bikram, 

Hatha, Iyengar, Kundalini, 

restorative, Vinyasa, and Yin yoga

Reduced physiological arousal; increased 

tolerance of/non-reactivity to internal 

experiences; improvement in focused attention

CIH appears best 

applied as an 

adjunct to other 

treatments for PTSD 

or for individuals 

who initially refuse 

other evidence-

based approaches.

http://www.psychiatrictimes.com
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STRESS AND TRAUMA

Mr L is a veteran with PTSD and 

chronic pain, who joined our compas-

sion meditation program (Cognitively 

Based Compassion Training®) as an 

adjunct to his pharmacologic treatment. 

He had symptoms of avoidance related 

to both conditions and reported irrita-

bility. At the start of training, he report-

ed some struggles with learning medi-

tation, finding it difficult to maintain 

focus on the breath and becoming frus-

trated when his attention was drawn 

away. He persisted with the practice, 

however, and was particularly com-

pelled by the contemplative practice in 

the latter half of the group. Although his 

PTSD symptom scores reduced mean-

ingfully, his primary provider was most 

struck by the difference in his appear-

ance after he completed the group. Pre-

viously somewhat disheveled and pre-

senting an angry demeanor, he was 

dressing and grooming himself more 

neatly. He had realized that he had been 

conveying a message to others to “stay 

away,” and wanted now to be seen as 

open to engaging with others.

RECOMMENDATIONS. Medita-

tion is readily accessible, deliver-

able in a group format, typically 

well-tolerated by individuals with 

PTSD, and has low risk of adverse 

effects. Patient preference may dic-

tate the approach. There is no indi-

cation that meditation would inter-

fere with standard treatment; 

instead, there is initial evidence that 

meditation-based approaches may 

augment usual care.9 Thus, we rec-

ommend encouraging meditation 

practice in addition to standard care 

as consistent with current treatment 

guidelines.

Yoga
Yoga typically consists of physical 

movements or postural sequences, 

intentional regulation of breathing, 

and focused attention. Yoga may 

help to reduce physiological arous-

al, increase a subjective sense of 

calm, and increase tolerance of and 

non-reactivity to internal experienc-

es. Study findings suggest benefits 

of yoga among individuals with 

PTSD.17,18

RECOMMENDATIONS. Yoga is 

acceptable, feasible, and low-risk; 

yoga can be recommended as a com-

plementary approach to other evi-

dence-based treatments. It may be 

helpful to direct individuals with 

PTSD to teachers who are familiar 

with trauma-sensitive yoga. Macy 

and colleagues19 offer the following 

guidelines to providers who recom-

mend yoga to their patients:

n  Individuals should commit to 

consistent practice for at least 2 

to 3 months.

n  Meditation should be a 

component of yoga practice.

n  Formal classes provided by a 

certified yoga instructor are 

preferred to independent 

practice.

n  All individuals should consult with 

a physician prior to beginning the 

practice of yoga to discuss the 

unlikely, but possible, physical 

risks associated with yoga.

Other CIH approaches
Acupuncture. For a summary of 

the conceptual rationale and pro-

posed mechanisms for the potential 

efficacy of acupuncture for PTSD, 

see the review by Hollifield and col-

leagues.20 Several preliminary stud-

ies found promising evidence for the 

efficacy of acupuncture for treating 

PTSD; however, firm conclusions 

regarding the effectiveness of acu-

puncture cannot be made.21,22

Relaxation. Relaxation techniques, 

such as diaphragmatic breathing and 

progressive relaxation, are often 

taught in cognitive and behavioral 

therapies for PTSD and may pro-

mote meaningful engagement in 

trauma-focused psychotherapy. 

Some studies have found evidence 

for the benefits of relaxation train-

ing for PTSD, however other studies 

showed minimal clinical benefit 

from relaxation training.23,24 Relax-

ation training alone is unlikely to be 

sufficient to address symptoms of 

PTSD. 

Physical exercise. One initial re-

view suggests that physical exercise 

is inversely related to PTSD symp-

toms; another preliminary study 

found that aerobic exercise before 

PE augmented treatment gains.25,26 

Despite the paucity of evidence, it is 

reasonable to believe that physical 

exercise may confer benefits to indi-

viduals with PTSD, including in-

creased positive affect, improved 

sleep quality, reduced social isola-

tion/withdrawal, and physiological 

regulation. Physical exercise can 

certainly be recommended to com-

plement standard care.

Herbal remedies. Herbal reme-

dies, such as kava and St. John’s 

wort, may be helpful in treating 

symptoms that commonly accompa-

ny PTSD, such as depressive and 

anxiety symptoms. In some cases, 

life-threatening drug interactions 

have been reported with the use of 

St. John’s wort.27 Therefore, patients 

should be cautioned against using 

herbal treatments combination with 

alcohol or other medications.

Conclusions
CIH is widely requested and used by 

patients for a variety of complaints, 

including managing PTSD symp-

toms. Not all CIH approaches ap-

pear equally promising in the treat-

ment of PTSD, although research in 

this area is rapidly evolving. Given 

the relative lack of rigorous, 

well-designed RCTs to evaluate the 

efficacy, safety, and specificity of 

CIH approaches, CIH appears best 

applied as an adjunct to other treat-

ments or for individuals who initial-

ly refuse other evidence-based ap-

proaches.

CIH approaches can be reason-

ably recommended as complemen-

tary treatments for individuals with 

PTSD; there is no evidence that the 

techniques are harmful aside from 

the caveat about herbal remedies. 

Clinicians are encouraged to take an 

empirical approach to recommend-

ing these techniques: try one ap-

proach at a time, recommend con-

sistent practice, and use an objective 

method to monitor response. Given 

that there is no evidence to suggest 

that one CIH approach is superior to 

another, patient interest and prefer-

ence can guide these decisions. Ma-

ny individuals will need guidance 

and training to implement these ap-

proaches, so clinicians should be 

knowledgeable and have a concep-

tual understanding of these ap-

proaches to provide support for pa-

tients learning new techniques.

The authors report no conflicts of interest concerning 

the subject matter of this article.
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Y Sharing Patient Cases: Balancing 

Confidentiality and Educational Needs

» Theodore Fallon, Jr, MD, MPH, for the 
Committee on Professionalism and Ethics 
of the Group for the Advancement of 
Psychiatry

P
rior to 1990, the psychiatric literature of-

ten contained detailed clinical case de-

scriptions. These descriptions allowed us 

to communicate important and nuanced as-

pects of our psychotherapeutic work. Provid-

ing detailed descriptions of interactions that 

occurred between patient and therapist moved 

our field forward by both honing our tech-

nique and considering more effective ways to 

help our patients.

Today, the vast majority of professional pub-
lications are available to anyone with access to 
th e internet. Perhaps as a result, the number of 
detailed descriptions in journal articles have de-
creased, and some have even stopped publish-
ing case reports. In turn, this deprives our field 
of the opportunities to provide optimal steward-
ship of our unique and valuable knowledge 
base. (Of course, presentations to exclusively 
professional audiences continue; these  semi-
nars and conferences remain viable options that 
can offer this same rich clinical material.)

To maximize our continued progress, we 
need to retain our practice of presenting de-
tailed clinical reports. Only detailed narratives 
provide the actual, in-the-moment, give and 
take of clinical work. Unfortunately, using 
composite or disguised cases, now a common 
practice, creates fiction that may fall short of 
guiding us to the answers, and even to the 
questions, about real psychotherapeutic pro-
cess. For example, to achieve anonymity, we 
may consider changing a refugee from Suda-
nese to Armenian. That may seem a small de-
tail with no obvious impact until we consider 
the huge difference between the trauma these 
two diverse cultures experienced. 

There is an inherent dilemma when we pub-
lish detailed clinical material. On the one 
hand, we commit ourselves to providing con-
fidentiality to our patients. On the other hand, 
we need to consider how to continue moving 
our field forward by publishing meaningful, 
detailed clinical material. 

BEFORE THE INTERNET, there were three 

generally accepted ways to accomplish 

this:

n  Publish the material and hope the patient 

would never find it;

n   Disguise the identity of patients and 

change the details of the case so the 

patient is not recognizable;

n  Inform the patient of an intent to publish 

and obtain the patient’s consent.

Prior to the internet, journal articles were 
much less accessible to the public. Now, pub-
lished material can be retrieved rapidly by 
anyone with internet access and the thought 
that pa  tients will not find their therapist’s pub-
lished work is  simply naive.

Since clinicians who participate in educa-
tional activities are sworn to maintain the 
same confidentiality as the treating clinicians, 
teaching and professional presentations are 
not considered violations of patient confiden-
tiality. Even in these situations, though, we 
customarily provide only de-identified mate-
rial to reduce the chances of accidental disclo-
sure.

When it comes to publishing detailed clini-
cal case material, however, de-identification 
may not offer enough protection, but too much 
disguise may threaten to make the case a fic-
tion that loses the specificity necessary to ad-
vance knowledge. Changing small details, as 
previously illustrated, can drastically alter the 
dynamics of a case.

The third option, to inform the patient, may 
be the safest and most effective approach at 
this time.1 In fact, most journals now require 
written consent from the patient.  However, 
there are concerns with this approach, too. We 
begin our clinical work with each patient by 
promising them confidentiality. As we discov-
er our patients’ secrets, how can we turn 
around and say, in essence, “Now I would like 
to tell the entire world about your thoughts and 
feelings.”

Similarly, can (and should) we ask the pa-
tient for consent, given the potential power 
differential between patient and therapist? 
Might the patient react negatively to the pub-
lication, even if we ask for and obtain consent 
in advance? Might what we publish have an 
adverse effect on the patient’s future life?

If we are to assure continuing advancement 
of our psychotherapies, we must find solutions 
to these dilemmas. With the intent of support-
ing continued stewardship of a progressive 
knowledge base, the Committee offers the fol-
lowing suggestions in hopes they will open a 
dialogue that leads to practical, effective solu-
tions to these dilemmas.

To begin, let us consider psychotherapy as 
a field in medicine that is built on a tripartite 
model of practice, teaching and research. The 
knowledge base for this three-pronged en-
deavor must rest on a foundation of real, not 
fabricated, clinical observations.

We must also understand that we are not in 
full control of the clinical process. Neither are 
we omniscient. Instead, in psychotherapy, we 
listen with an open mind, stretching ourselves 
to be aware of the vast uncertainties that al-
ways lie before us when we work with our pa-
tients. With these perspectives in mind, we 
might begin our treatments with a consent that 

acknowledges these perspectives. An example 
is the following:

From time to time in our work, if and 

only if it is fully acceptable to you, it 

may be useful to share what we do here 

with my colleagues. I might do this to 

teach or to better understand what we 

are doing here. Of course, these other 

medical professionals will keep this 

material private, just as I do. It may al-

so be useful to share this material with 

a wider audience, such as by publishing 

in a professional journal. I would 

speak with you about this possibility 

before pursuing it. Again,  if you agree, 

I would work with you to make such a 

publication acceptable to you, and you 

will always have absolute veto power to 

say no to anything before it is submit-

ted for publication.

This sort of consent lays the groundwork 
for helping the patient become aware of, and 
participate in, a collaborative process.

WE OFFER 10 GUIDELINES TO CONSIDER 

when working toward a publication of 

detailed clinical material and case reports. 

These guidelines lay out the details of this 

collaboration, and they further specify 

principles to considered in this process.

1
The work to be published should be a 
finished product, meaning the treatment has 

been completed or, at a minimum, that the 
therapeutic work has moved on to other areas 
and the area of interest has been settled.

2
The therapist should review the work with 
the patient. Together, they should consider 

if there is an agreement on the initial problem, 
the process by which the problem was 
addressed and settled, and the gains made. 
This can be a naturally flowing process of 
constructing a narrative over time. Optimally, 
the process should culminate in a summary 
created collaboratively by the therapist and the 
patient.

3
The therapist and the patient should discuss 
the importance of sharing this new 

understanding/narrative with the field, eg, its 
potential to benefit others. It is important to 
identify with the patient the patient’s own 
motivations for consenting.

4
There should be review and oversight of the 
detailed clinical material that is being 

considered for dissemination, similar to what 
an Institutional Review Board (IRB) does for 
research. Such oversight considers not only 
the patient’s perspective, but also the 
importance to the field.

The step should involve both the review of 
(CONTINUED ON PAGE 22)
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of 
Paraguay
Richard M. Berlin, MD

All summer southwest wind 

stirs the weeping willows

the way my breath disturbs

a settled life when I whisper

the cancer diagnosis.  

But this afternoon our clinic 

feels far from my garden, 

more distant than traffic 

pounding the Pulaski Skyway 

built long ago without shoulders

where police might hide 

to ambush speeders 

who roam undetected

like occult cancers. 

At random moments, 

my mind returns to work, 

to tumors growing fast 

and invasive as tipuana  

trees on the hills of Paraguay, 

where farmers slash limbs

with sharpened machetes 

to spill blood red resin.  

And deep in southern summer

los viejos proclaim,

“The heart is a leaf, 

and the wind makes it throb,”

though I would say the heart 

of a doctor’s life is the wind

in willows that makes him weep.

Dr Berlin is Senior Affiliate in Psychiatry 

at the University of Massachusetts 

Medical School. Email: Richard.Berlin@

gmail.com. His most recent collection of 

poetry, PRACTICE, is published by Brick 

Road Poetry Press. U

the clinical material as well as the venue of dis-
semination. At stake is the potential harm to the 
patient (both present and future) weighed against 
the benefit to the field.

This process has traditionally been completed 
by consulting a respected colleague. Ideally this 
oversight/review should be completed by persons 
sufficiently knowledgeable and impartial so they 
may offer objective reflections. The reviewer(s) 
should not be too close to the author or have any 
competing interests with respect to the author; 
these conditions will make it more difficult to ren-
der a contrasting view, as bias may be conscious or 
unconscious.

5
Input from the patient should be elicited during 
this process. The writing should be offered to 

the patient, who may want to read and even edit it. 
This is not to burden the patient, who may not want 
to participate in the process. Instead, the patient 
may wish to simply consent to disseminating the 
agreed upon and previously discussed material.

6
The therapist must make sure that the patient 
understands the revocable nature of the initial 

consent—the patient’s veto power—but also 
understand that once published, the material cannot 
be unpublished.

7
The therapist must help the patient consider the 
implications for the patient’s future, including 

the uncertainty of these speculations.

8
This process of acquiring and maintaining the 
patient’s consent needs to be accomplished over 

time. The therapist must consider how to 
differentiation between collaboration and 
compliance. This notion should be discussed with 
the patient.

9
De-identifying the material is important to 
consider. One way to accomplish this is author 

anonymity; either use  a pseudonym or do not use 
a byline. Another way is to strip away persons, 
places and time identifiers, as long as this process 
does not impact the essence of the clinical 
presentation.

10
In cases of children and adolescents, parents 
and other guardians need to be involved in the 

process. The parents can give consent; the child 
can assent. Consider approaches that are 
appropriate for the age and capacities of the child. 
Techniques are well developed for child/parent 
assent/consent for research. Thus, therapists might 

contact nationally respected sources such as the 
National Institutes of Health regarding their 
pediatric informed assent protocols.

We offer these ideas as an invitation to a dia-
logue that seeks a way to resume sharing our de-
tailed clinical work. We hope this will help move 
our field forward. We welcome your comments. 
(Please send your comments and thoughts to 

editor@psychiatrictimes.com.)
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T
he recent increase in suicides, in-

cluding those of Kate Spade and 

Anthony Bourdain, highlights 

the urgent need for better treatment of 

severe depression. Recent data from 

the CDC document an alarming trend: 

suicide is up by nearly 30% since 

1999.1 It is now the 10th leading cause 

of death, with 45,000 suicides in 2016. 

While the antecedents of suicide are 

multifactorial, at least half of the peo-

ple who attempt/complete suicide 

have a psychiatric illness, mostly a 

mood or psychotic disorder. 

 In a piece in the New York Times, 

Richard A. Friedman, a psychiatrist, 

noted, “last year, the National Insti-

tutes of Health spent more money 

researching dietary supplements than 

it did suicide and suicide prevention. 

Any other disease that comes close to 

killing as many Americans as suicide 

does, like HIV and heart disease, gets 

marquee recognition as a public 

health menace and major federal re-

search funding . . . the simple reason 

suicide has been neglected for so 

long is stigma.”2 Benedict Carey, in a 

New York Times article about the 

same CDC suicide data, wrote, “one 

of the few proven interventions [to 

reduce suicides] is unpalatable to 

wide swaths of the American public: 

reduced access to guns.”3 We believe 

that another intervention proven to 

reduce suicidality, ECT, is underused 

because it is similarly stigmatized 

and considered “unpalatable.”4,5

A recent series of articles and edi-

torials documents the current state of 

ECT use (actually underuse) in the 

US. Herein, we review the new data 

and make suggestions about “right 

sizing” ECT in contemporary Ameri-

can psychiatric practice.

Efficacy and cost savings
In the August 2017 issue of JAMA 

Psychiatry, Harold Sackeim, PhD,6 

wrote an editorial, which accompa-

nied an important study that demon-

strated that inpatients with mood dis-

orders who received ECT had half 

the rate of hospital re-admission in 

30 days than those who were treated 

with medications.7 More recent find-

ings indicate that only 0.25% of pa-

tients with mood disorders in a large 

health care database received ECT.8 

Similarly, in a cohort of over 11,000 

veterans with psychiatric illness, on-

ly 50 received ECT (0.45%).9

Because of its speed and effective-

ness, ECT may actually be a cost-sav-

ing intervention; this benefit is in ad-

dition to its ability to relieve suffering 

and save lives. The cost-effectiveness 

of ECT was investigated in a major 

health economics study.10 Six alterna-

tive strategies for incorporating ECT 

into depression treatment were mod-

eled based on data drawn from multi-

ple meta-analyses, randomized trials, 

and observational studies of patients 

with depression. The researchers con-

cluded that an optimal cost-effective 

strategy is to offer ECT after two 

failed pharmacotherapy trials, not rel-

egating it to a “last resort” position 

after innumerable trials. Furthermore, 

they found, “over 4 years, ECT was 

projected to reduce time with uncon-

trolled depression from 50% of life-

years to 33% to 37% of life-years, 

with greater improvements when ECT 

is offered earlier.”

Utilization of ECT
How much is the right amount of 

ECT for optimum mental health out-

comes? If ECT were used more of-

ten, would some suicides be prevent-

ed? Let’s start by addressing what we 

know about how much ECT is now 

done in the US. Unfortunately, in 

contrast with many European coun-

tries where national health databases 

provide accurate epidemiological 

data about the utilization of most 

medical procedures, including ECT, 

the US lacks such data.

ECT utilization rates have been 

shown to vary widely, both between 

regions in the US and between coun-

tries around the world.11 In a review, 

Leiknes and colleagues12 collected data 

about ECT utilization worldwide. They 

reported that, despite wide variability, 

the average ECT treated person rate 

(TPR) approximates 2.2 per 10,000 

resident population per year. (In select-

ed countries, where ECT may be less 

stigmatized, the rate is higher. For ex-

ample, the TPR in Belgium is ~4.5 per 

10,000 residents.) In the US, a TPR of 

3 would equate to approximately 

90,000 ECT patients per year. This ac-

cords well with an estimate derived 

from one of the best sources of popula-

tion data in the US, the Medicare data-

base.13 A similar extrapolation from 

this database is that approximately 

450,000 to 500,000 ECT procedures 

are done annually in the US.

There are 49,000 psychiatrists in 

the US, but only 1216 were found in 

the 2016 Medicare database as hav-

ing performed ECT.14 The Interna-

tional Society for ECT and Neuro-

stimulation (ISEN), has about 300 

members.15 There is a gender gap 

among ECT practitioners, with only 

19% being female, despite the fact 

that psychiatry residency classes for 

the past decade have been more than 

50% female. Only 14% of ECT pro-

cedures performed in the US are do-

ne by women psychiatrists.13

The ambivalence with which ECT 

is regarded derives from multiple 

sources, but the media, with its sen-

sationalized and anachronistic por-

trayals, has been the major influenc-

er. Unfortunately, ambivalence also 

comes from within the psychiatric 

profession, where residency experi-

ence in ECT is woefully lacking, 

leading to practitioners who are un-

comfortable prescribing it.16

ECT today
Modern ECT has been refined to the 

point that its morbidity and mortality 

are remarkably low. A recent system-

atic review and meta-analysis found a 

mortality rate of 2.1/100,000 proce-

dures, making it among the safest treat-

ments performed under general anes-

thesia.17 The technical advancement of 

ultrabrief pulse right unilateral ECT 

allows many seriously ill patients to 

recover with very few cognitive ef-

fects.18 ECT practice and research are 

advancing in the US and abroad. 

PubMed contains over 15,000 citations 

for ECT. And, ECT research continues 

around the world as we mark the 80th 

anniversary of the invention of ECT.19

Despite the enthusiasm with which 

newer brain stimulation techniques 

have been embraced, ECT remains 

alone; no other modality can come 

close to ECT for antidepressant/anti-

psychotic efficacy, speed of response, 

and clinical track record of utility. We 

do a disservice to our seriously ill pa-

tients when we conflate ECT with 

other “neurostimulation” techniques.

Conclusion
Taken together, the above data suggest 

that ECT is, in fact, vastly improved, 

but still underutilized. We believe that 

greater, and earlier, prescription of 

ECT in appropriately selected patients 

would lead to better mental health out-

comes, including fewer suicides. 

While an exact right-sized figure is 

hard to come by, we speculate that 

closer to 250,000 ECT patients per 

year (resulting in about 1.5 million 

ECT procedures) in the US is a more 

appropriate number for optimal men-

tal health outcomes and reduced sui-

cides. Currently, it is easier to get a 

gun than a prescription for ECT in the 

US. Fortunately, this may now be 

changing. ECT—marginalized for de-

cades—is regaining its rightful place 

in the treatment armamentarium of 

contemporary psychiatric medicine.

Dr Kellner reports that he has received research sup-

port from the NIMH, honoraria from UpToDate, 

Psychiatric Times, and Northwell Health, and royal-

ties from Cambridge University Press. Ms Patel re-

ports no conflicts of interest concerning the subject 

matter of this article.
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Physician Work-Associated Trauma: 
Causes, Consequences, and Interventions

P
hysicians are exposed to a range 

of traumatic events throughout 

training and professional practice, 

including workplace violence, disas-

ters, and hazardous exposures (Table 

1). Physicians experience psychologi-

cal and behavioral effects of trauma 

with the same range of response (eg, 

distress reactions, health risk behaviors, 

psychiatric disorders) as does the gen-

eral population. An understanding of 

evidence-based interventions can assist 

with the management of physician 

work-associated trauma within the 

unique setting of health care environ-

ments.

To understand work-associated trau-

ma, it is first necessary to properly de-

fine terms. Trauma is a physical or men-

tal injury. The criteria for PTSD 

describe traumatic events as exposure to actual or threatened death, serious 

injury or sexual violence through direct experience, witnessing, or repeated 

or extreme exposure to aversive details. Traumatic stress refers to the range 

of distress reactions, health risk behaviors, and psychiatric disorders that can 

occur in response to traumatic events. Stressors are defined as external stim-

uli that disrupt the equilibrium of an individual.

Causes and consequences
Psychological and behavioral responses to trauma

The literature on the effects of traumatic events comes largely from studies of 

individual and community responses to emergency and disaster events. Most 

individuals exposed to traumatic events will emerge with limited or no ad-

verse effects, promptly and effectively resuming their social and occupation-

al roles (resilience). Some may experience an increased sense of competence, 

self-efficacy, and belief in their ability to manage future stressors (often 

termed “posttraumatic growth”). However, a sizable minority will experience 

a range of adverse psychological and behavioral effects, including distress 

reactions, health risk behaviors, and psychiatric disorders (Figure).

Distress reactions include insomnia, irritability, and distractibility. Anger, 

diminished sense of safety, loss of faith, and demoralization may occur. So-

matic symptoms may occur, such as headaches, dizziness, and fatigue. Most 

who seek care present to primary care and emergency settings. Health risk 

behaviors include increased use of alcohol, caffeine, and tobacco to self-med-

icate distress symptoms. Decreased social activities and isolation occur as 

well, which reduce access to helpful social support networks. Intimate partner 

and community violence may increase as distress escalates.
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Approximately 10% to 20% of individuals exposed to a traumatic event 

present with PTSD, although many more experience milder symptoms that 

can persist and become problematic. The course of PTSD varies, with symp-

tom escalation over time. Individuals directly exposed to the traumatic event 

are at greatest risk for psychiatric disorders. Additional risk factors include 

having an attachment to primary victims, sustaining physical injuries, a per-

sonal history of developmental trauma and abuse, or other interpersonal vio-

lence.

The element of “repeated or extreme exposure to aversive details” in the 

DSM-5 definition of trauma typically refers to professions such as child vic-

tim units within law enforcement or other professions where exposure to the 

most extreme events is a routine aspect of professional work. However, the 

terms “secondary traumatic stress” and “vicarious traumatization” have been 

used to define a spectrum of psychological and behavioral responses that may 

result from exposure to traumatic material or the account of patients’ traumat-

ic exposures during clinical care.

Psychiatrists, emergency physicians, and primary care physicians, among 

others, may experience a range of distress reactions, health risk behaviors, 

and other traumatic stress symptoms in response to these exposures. It is 

important to understand that these psychological and behavioral responses 

may occur for physicians in many different circumstances.

Traumatic exposures for physicians

Physicians experience reactions to injury and death throughout their careers 

and no specialty is immune. In a survey of 113 surgeons, one in five reported 

symptoms consistent with a PTSD diagnosis, and two-thirds exhibited some 

symptoms.1 Death of or injury to a child is a particularly traumatic event for 

physicians. Identification with those who have been severely harmed (“that 

could have been me”) increases risk for adverse psychological symptoms.

Medical errors are the third leading cause of death in the US and have the 

potential to occur in every specialty and every setting.2 Physicians involved in 

medical errors or complications can often recall distressing aspects of the event 

in extraordinary detail many years later and report ruminative thoughts and 

distressing recollections about the event that adversely affect work and sleep.

Table 1. Examples of traumatic events 

experienced by physicians

Trauma Mechanisms Factors affecting outcomes

Death and 
injury

Unexpected or 
sudden patient 
death; death of a 
child; medical 
errors and 
complications

Self-blame and second-
guessing; uncertainty about 
training and protocols; 
punitive or disciplinary action; 
adverse response by patient’s 
family

Exposure and 
contamination

Bloodborne 
pathogens; 
aerosolized 
infectious 
agents; toxic 
chemicals

Uncertain effectiveness of 
PPE; clarity of treatment 
protocols; availability of 
treatment and antidote; 
isolation and quarantine; 
family safety

Natural 
disasters

Hurricane; 
earthquake; 
tornado; tsunami

Large number of sick and 
injured; loss of infrastructure 
and care resources; reverse 
triage and rationing care; 
provider’s family injured or in 
danger

Mass violence Active shooter; 
bombing; civil 
unrest; war

Treating serious injured 
patients; large numbers of 
wounded; proximity of attack 
and community safety

Workplace 
violence

Physical or 
verbal assault; 
harassment; 
bullying and 
intimidation

Proximity of perpetrator; 
unclear reporting procedures; 
culture of silence; fear of 
recurrence; social isolation; 
stigma

PPE, personal protective equipment.

Figure. Psychological and behavioral 

responses to traumatic events

Distress
Reactions

Health Risk
Behaviors

Psychiatric
Disorders

•  Change in 
Sleep

•  Decreased 
Sense of Safety

•  Irritability, 
Distraction

•  Isolation, 
Avoidance

•  Smoking

•  Alcohol 
Consumption

•  Over Dedication

•  Restricted 
Travel

•  Separation 
Anxiety

•  Anxiety

•  PTSD

•  Depression

•  Complex Grief

Following a disaster, health care workers may be both provider and victim. 

Physician disaster responders may be exposed to mass death and injury, gro-

tesque and disturbing sensory input, and extreme distress in patients. After 

the Christchurch earthquake in New Zealand in 2011, approximately 10% of 

medical students experienced moderate to severe distress 7 months later.3

Environmental hazards include chemical, radiological, and infectious ex-

posures both during routine medical care and disaster response. Exposure to 

these materials lead to a predominance of somatic symptoms, often termed 

multiple unexplained physical symptoms (MUPS) or multiple idiopathic 

physical symptoms (MIPS).4 These somatic symptoms will often be the pre-

senting complaint when care is sought by physicians concerned about expo-

sure or contamination. Infectious diseases may be the biggest threat. The 

Ebola outbreak of 2014-2015 and highly virulent strains of more common 

pathogens, such as influenza, have caused considerable distress in physicians 

and other health care providers and been associated with poor work atten-

(CONTINUED ON PAGE 26)

Table 2. Types of workplace violence12

Type Description Example

I Perpetrator has no 
association with the 
workplace or employees

Person with criminal 
intent commits a 
robbery

II Perpetrator is a customer or 
patient of the workplace or 
employees

Intoxicated patient 
punches a nurse’s aide

III Perpetrator is a current or 
former employee of the 
workplace

Recently fired employee 
assaults former 
supervisor

IV Perpetrator has a personal 
relationship with employees, 
none with the workplace

Ex-husband assaults 
ex-wife at her place of 
work

http://www.psychiatrictimes.com
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dance. Mass violence is a highly traumatic event for the public and health care 

workers involved. Mass shootings in health care settings have captured public 

attention and generated significant anxiety and fear. Kelen and colleagues5 

reviewed media reports of hospital shooting events between 2000 and 2011 

and identified 154 hospital-related shootings, of which 91 occurred inside the 

hospital. Motives for shooting varied, including grudge (27%), suicide (21%), 

and euthanizing an ill relative (14%). In 45% of hospital shootings, the victim 

was the perpetrator, either self-inflicted or shot by security response.

Health care providers are at a relatively higher risk of workplace injury and 

violence compared with other occupations. US hospitals and nursing care 

facilities have higher than average rates of non-fatal workplace injuries 

(Table 2). Verbal violence is the most common. Physical violence occurs 

most frequently in emergency settings where delays in care, intoxication, and 

psychiatric disorders account for most cases.

Bullying of health care providers is another form of violence and occurs 

both in person and online. Bullying is experienced by physicians in various 

levels of training and across disciplines. Although not generally considered a 

traumatic event, workplace bullying is a significant stressor associated with 

the development of a similar range of responses resulting from other 

well-characterized traumatic events. Consequently, bullying should be con-

sidered in the discussion of physicians and work-associated trauma. Physi-

cians who are bullied may experience depression and posttraumatic stress 

symptoms for years following the event. In a study examining cyberbullying 

of medical students, fellow trainees outpaced the frequency of bullying by 

other personnel in the training environment by nearly three-fold.6

Interventions
Physician well-being and performance can be enhanced by organizational 

efforts to reduce adverse effects and promote recovery; provide thorough 

assessment of affected individuals; and institute prompt, evidence-based in-

tervention following traumatic events. Important considerations include ed-

ucation about and normalizing of response, prevention measures, effective 

leadership, and barriers to care. Assessment should examine a broad range of 

behavioral and psychological reactions to traumatic events as well as level of 

impairment. Evidence-based treatments focus on reducing distress, enhanc-

ing well-being, and optimizing social and occupational function.

Promoting recovery

Education on stress, normalizing responses, when to get help, and what re-

sources exist are at the core of effective prevention of psychological impair-

ment following traumatic events. Ensuring “adequate equipment” and “pro-

tection” increase feelings of safety and reduce perception of risk, allowing 

health care providers to focus on doing their jobs. It is also important to rec-

ognize traumatic events with high-risk characteristics, identify at-risk physi-

cians and system vulnerabilities, and take mitigation steps that promote indi-

vidual and organizational resilience (Table 3).

Leaders, including those who manage or supervise medical students, res-

idents, or staff physicians, play an important role in preventing and mitigating 

the impact of trauma exposure. Active listening, empathy, and support reduce 

feelings of fear and isolation. In this way, leaders can provide the initial sup-

port to health care providers affected by traumatic events, a critical element 

in reducing distress and promoting recovery. Leaders need to address grief 

and loss that arise following traumatic events. Grief leadership is the process 

of recognizing and giving voice to what has been lost following traumatic 

events, providing a sense of hopefulness about recovery, and a positive out-

look on the future.

In spite of increased awareness and understanding of mental health, stigma 

continues to serve as a barrier to help-seeking for physicians.7 Health care 

institutions can also foster a professional culture that stigmatizes the use of 

help-seeking resources. The requirements to monitor and restrict the practice 

of physicians who are found to be impaired may serve as a significant barrier 

to help-seeking  behaviors. Health care systems can encourage provider 

self-identification by minimizing or eliminating measures that will be expe-

rienced as punitive, including being publicly identified, confidentiality viola-

tions, and loss of pay.

Assessment

Physicians experiencing significant or impairing distress need timely assess-

ment by personnel trained to understand the unique effects and comorbidity 

associated with traumatic stress. Employee Assistant Program personnel 

serve this role in many institutions. Some organizations utilize in-house or 

contracted medical providers who are able to conduct formal evaluations 

when traumatic stress is the presenting concern. Assessment should consider 

not simply the presenting concern or specific traumatic event, but the physi-

cian’s entire “network of stressors” (Table 4).

Treatment

Treatment for physician work trauma includes early interventions to reduce 

adverse effects, preserve functioning, and decrease progression to psychiatric 

disease. When psychiatric disorders occur, evidence-based psychotherapy 

and pharmacotherapy may help reduce symptoms and functional impairment. 

Complementary and alternative interventions have an increasing body of ev-

idence supporting their use in the treatment of traumatic stress. A range of 

behavioral self-help interventions that are patient-centered and provider sup-

ported may be used throughout. Many physicians will prefer peer support 

over formal intervention. A comprehensive treatment plan involves the use of 

interventions that address the unique circumstances of the trauma in the con-

text of the physician’s preferences (Table 5).

The Psychological First Aid (PFA) principles serve as an evidence-based 

framework for interventions designed to support the well-being of individuals 

and communities in the aftermath of traumatic events and includes promoting 

the following: safety, calming, individual and community efficacy, connect-

edness, and hope or optimism.8 Although rigorous studies in physician pop-

ulations have not been done, the utility of PFA principles can reasonably be 

extrapolated to the physician population and serve as an important evi-

dence-based guide to developing appropriate interventions. Online and mo-

bile resources as well as web-based training in PFA can help health care 

personnel enhance their skills to trauma response.9-11

Table 3. Sample work-associated trauma prevention matrix

Cause At-risk System vulnerability Mitigation

Workplace 

violence

Emergency department 

and primary care providers

Lack of security guards or other 

physical security measures; inadequate 

training on management of agitation

Enhance security measures; education and 

training on patient communication and 

de-escalation techniques

Bullying Medical students and 

house officers

Tolerant organizational culture; lack of 

knowledge policies and procedures

Leadership messaging about organization values; 

policies and procedures on reporting and 

response; training on resources

Medical errors 

and 

complications

All physicians Inadequate instruments, 

documentation, policy or procedure 

regarding management of high risk 

procedures

Enhance education and training ergonomics; 

improve charting systems; review and revise 

policy and procedure for high-risk interventions; 

education and training on mitigating and 

responding to incidents

Death and injury Oncology, trauma surgery, 

psychiatry

Lack of awareness of potential 

vicarious impact; limited emphasis on 

self-care techniques

Anticipatory training of potential exposures; 

education on self-care and when to get help; 

adequate resources to support personnel
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Well-established self-help behavioral interventions for managing distress 

reactions include diaphragmatic breathing, progressive muscle relaxation, 

and guided visual imagery. These can be taught by a health care provider or 

learned through online or other resources by the physician who requires treat-

ment for trauma. These interventions facilitate the essential element of calm-

ing and reducing physiological arousal. Their benefits include being easily 

accessible, having little or no adverse effects, and increasing patient self-ef-

ficacy.

Trauma-focused psychotherapies, such as cognitive processing therapy 

and prolonged exposure therapy, have the best evidence for treating trau-

ma-related disorders. Stress inoculation training and eye movement desensi-

tization and reprocessing have also been found to be helpful in reducing 

symptoms of trauma. Trauma-focused psychotherapies incorporate imaginal 

exposure to the traumatic event in conjunction with an examination of cogni-

tions the physician may have about aspects of the event and their meaning.

Pharmacotherapy following a traumatic event should generally be 

time-limited and symptom focused. Insomnia is a nearly universal symptom 

following a traumatic event. Because regulating sleep is critical to reducing 

arousal symptoms (and promoting the “calming” element of PFA), short-term 

sedative-hypnotic medication may be used to relieve insomnia. Although 

conflicting evidence exists, some studies suggest that prazosin is effective in 

treating insomnia and nightmares associated with posttraumatic symptoms.

Complementary and alternative approaches to the treatment of trauma 

stress have an increasing body of research supporting their efficacy, and pre-

liminary studies as well as anecdotal evidence of benefit are promising. 

Mindfulness practices have the most robust research base to support their 

efficacy. Mindfulness is the practice of purposefully focusing on what is 

going on in the present moment without passing judgment. Animal-assisted 

therapy, yoga, meditation, and acupuncture are additional alternatives that are 

increasingly popular and should be considered with patient preference being 

an important factor in considering their use.

Conclusion
Physician work-associated traumatic events are both common and unavoid-

able. Common responses to traumatic events include distress reactions, health 

risk behaviors, and psychiatric disorders. The goal of intervention is to reduce 

levels of distress in affected physicians, restore their ability to provide care, 

and minimize the likelihood of lasting symptoms or impairment. Interven-

tions for traumatic stress should incorporate the principles of PFA: safety, 

calming, self-efficacy, connectedness, and optimism. Providing a range of 

patient-centered, evidence-based interventions and formal treatment options 

can enhance compliance and increase well-being for health care providers 

who have experienced traumatic events.

Disclaimer: The views expressed are those of the author and do not necessarily 

reflect the views of the Department of Defense, the Uniformed Services University, the 

Department of Health and Human Services, or the United States Public Health Service.

References

1. Warren AM, Jones AL, Shafi  S, Roden-Foreman K, et al. Does caring for trauma patients lead to psycholog-

ical stress in surgeons? J Trauma Acute Care Surg. 2013;75:179-184.

2. Makary MA, Daniel M. Medical error—the third leading cause of death in the US. BMJ. 2016;353:i2139.

3. Carter FA, Bell CJ, Ali AN, et al. The impact of major earthquakes on the psychological functioning of 

medical students: a Christchurch, New Zealand study. N Z Med J. 2014;127:54-66.

4. Somville FJ, De Gucht V, Maes S. The impact of occupational hazards and traumatic events among 

Belgian emergency physicians. Scand J Trauma Resusc Emerg Med. 2016;24:59.

5. Kelen GD, Catlett CL, Kubit JG, Hsieh YH. Hospital-based shootings in the United States: 2000 to 2011. 

Ann Emerg Med. 2012;60:790-798.

6. Farley S, Coyne I, Sprigg C, et al. Exploring the impact of workplace cyberbullying on trainee doctors. Med 

Ed. 2015;49: 436-443.

7. Brewin CR, Andrews B, Valentine JD. Meta-analysis of risk factors for posttraumatic stress disorder in 

trauma-exposed adults. J Consult Clin Psychol. 2010;68:748-766.

8. Hobfoll SE, Watson P, Bell CC, et al. Five essential elements of immediate and mid-term mass trauma 

intervention: empirical evidence. Psychiatry. 2007;70:283-369.

9. Center for the Study of Traumatic Stress. Grief Leadership: Leadership in the Wake of Tragedy. https://

www.cstsonline.org/resources/resource-master-list/grief-leadership-leadership-in-the-wake-of-tragedy. 

Accessed June 27, 2018.

10. The National Child Traumatic Stress Network. Psychological First Aid Mobile. https://www.nctsn.org/

resources/pfa-mobile. Accessed June 27, 2018.

11. The National Child Traumatic Stress Network. Psychological First Aid Online. https://learn.nctsn.org/

enrol/index.php?id=38. Accessed June 27, 2018.

12. Phillips JP. Workplace violence against health care workers in the United States. N Engl J Med. 

2016;374:1661-1669. U

Post-tests, credit request forms, and activity evaluations 

must be completed online at www.cmeoutfitters.com/PT 

(requires free account activation), and participants can print 
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ACTIVITY ISSUE AND FOR 18 MONTHS AFTER.

CME POST-TEST

Table 4. Network of stressors to be 

considered during evaluation

◗  Medical and mental health conditions (chronic pain, depression, anxiety, 

grief)

◗  Substance use and misuse (alcohol, prescription medication)

◗  Problems with supervisor or coworkers (harassment, bullying)

◗  Difficulty with patients (medical error, bad outcome, lawsuits)

◗  Inability to get work done (inadequate resources, overworked, burnout)

◗  Family challenges (divorce, separation, custody)

◗  Other social difficulties (legal, financial, neighborhood)

Table 5. Interventions for work-associated 

traumatic stress

◗  Psychological First Aid (safety, calming, efficacy, connectedness, hope/

optimism)

◗  Self-help interventions

◗  Peer support

◗  Trauma-focused psychotherapies (CPT, PE, SIT, EMDR)

◗  Pharmacotherapy (focus on regulating sleep and promoting calmness; 

short-term use)

◗  Complementary and alternative interventions (yoga, meditation, 

mindfulness)

◗  Behavioral interventions (diaphragmatic breathing, muscle relaxation, 

imagery)

CPT, cognitive processing therapy; PE, prolonged exposure; SIT, stress inoculation 

training; EMDR, eye movement desensitization and reprocessing.
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UMass Memorial Health Care and the University of Massachusetts Medical
School currently has openings within the Department of Psychiatry. To view
these openings directly, please click on either of the two links below.
• UMass Memorial Health Care: https://www.umassmemorialhealthcare.org/
careers/physician-opportunities  

• UMass Memorial Medical School: http://academicjobsonline.org/ajo/UMASSMED

UMass Memorial Health Care is the largest health care system in Central Massachusetts.
We are the clinical partner of UMass Medical School, with access to the latest technology,
research and clinical trials. In addition to our fully equipped medical centers, our system
also includes home health and hospice programs, diverse behavioral health programs and
community-based physician practices.

The Department of Psychiatry is a national leader in public sector psychiatry, child and
adolescent psychiatry, neurodevelopmental disorders, biological psychiatry, neuro-
psychiatry, forensic 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 the largest provider of psychiatric
services in central Massachusetts with over 350 faculty and 10 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 and
psychiatry.  We offer fellowships in Child and Adolescent Psychiatry, Addiction
Psychiatry, Forensic Psychiatry, Neuropsychiatry, and Adult Developmental Disabilities.

Centrally located, Worcester is a short hop from Boston, Providence, and Cape Cod and
within easy reach of the scenic Berkshire Mountains. The diverse city of Worcester has
nine colleges and universities including the University of Massachusetts Medical School,
that overlooks the panoramic shores of Lake Quinsigamond. As the second largest city in
New England, it has powered a rise of booming technology, research, manufacturing and
healthcare industries. 

Applicants should submit a letter of interest and curriculum vitae addressed to:

Sheldon Benjamin, MD
Interim Chair of Psychiatry

University of Massachusetts Medical School
UMass Memorial Medical Center

c/o: Adriana Dietlin, Physician Recruiter
Adriana.Dietlin@umassmemorial.org

As the leading employer in the Worcester area, we seek talent and ideas 
from individuals of varied backgrounds and viewpoints.

https://www.umassmemorialhealthcare.org/
http://academicjobsonline.org/ajo/UMASSMED
mailto:Adriana.Dietlin@umassmemorial.org
http://psychiatristjobs.la/
mailto:Laura.A.Russell@kp.org
https://permanente.org/northwest-permanente-p-c/
https://permanente.org/northwest-permanente-p-c/
https://www.pagny.org/
http://jacobimed.org/


RECRUITING FULL TIME & PER DIEM PSYCHIATRISTS 

NEW YORK METRO AREAS

Northwell Health’s Behavioral Health Service Line strives to address the diverse mental health needs of the communities we serve
by providing a continuum of accessible, high quality psychiatric and substance abuse services including emergency, crisis, inpatient,
and outpatient programs for people of all ages.  Northwell’s clinical programs are complemented by a robust education, training, and
research enterprise, including the world-renowned Psychiatry Research Department at The Zucker Hillside Hospital, which has led
cutting-edge investigations that have meaningfully influenced many lives.

TO BOLSTER OUR NETWORK OF OUTSTANDING CARE PROVIDERS, 

WE ARE RECRUITING BOARD ELIGIBLE/BOARD CERTIFIED PSYCHIATRISTS FOR THE FOLLOWING POSITIONS:

ADULT OUTPATIENT

PSYCHIATRIST

The Zucker Hillside Hospital

Glen Oaks, NY

ADDICTION PSYCHIATRIST

The Zucker Hillside Hospital

Glen Oaks, NY

ADULT INPATIENT

PSYCHIATRIST

South Oaks Hospital

Amityville, NY

Northern Westchester  Hospital

Mt. Kisco, NY

The Zucker Hillside Hospital

Glen Oaks, NY

DIRECTOR, OUTPATIENT MENTAL

HEALTH CLINIC

Lenox Hillside Hospital (MEETH)

Manhattan, NY

EMERGENCY ROOM

PSYCHIATRIST,

Long Island Jewish Medical Center

New Hyde Park, NY

CHAIRPERSON

Northern Westchester

Hospital

Mt. Kisco, NY

Phelps Memorial Hospital

Sleepy Hollow, NY 

Qualified candidates should forward their CV to Lan Ma: OPR@northwell.edu

Benefits at Northwell Health include:

Nationally competitive salaries
Comprehensive benefits package
Four weeks’ vacation plus paid conference/CME time

Benefits at Northwell Health include:

Academic appointment commensurate with experience 
Advanced education opportunities
College Tuition reimbursement for dependent children

mailto:OPR@northwell.edu
http://www.neurologytimes.com/
https://www.aacap.org/
https://www.aacap.org/
mailto:meetings@aacap.org
https://www.aacap.org/
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NATIONWIDE

THE 1ST CHOICE IN
PSYCHIATRIC RECRUITMENT
Visit our website www.fcspsy.com 

Over 400 permanent searches nationwide.
800-783-9152 

Aligned Telehealth, Inc. – California

Our mission is to be the leader in 
innovative, high quality, accessible 
behavioral health solutions.  Explore
opportunities in multiple states—both 
tele and onsite positions available.

Hiring for Tele and onsite positions for
BC Psychiatrists in the following states

CA, VA, TX, FL, MN, WI
and many other states.

Need BC PSYCH NP’s for onsite 
positions in CA, and FL.

Urgent need for BC Psychiatrist for
Onsite position/ Correctional in
Jarratt, VA, Milwaukie, WI and

Santa Anna, CA

Various venues for Psychiatrist, 
And Psych NP’s:

Correctional, Outpatient, Inpatient,
Hospitalist

Please contact: 
Sandra Williams

Director of Recruitment
P: (818) 584-1785 or 818-814-7790

Email: swilliams@alignedth.com

Physician Solutions is the leading
Physician Recruitment & Medical
Practice Brokers Firm in the US

Visit our website: 
www.physiciansolutions.com

Hiring multiple physicians throughout the
US for locum and permanent positions

Established Medical Practice Brokers

Sell or List your Medical Practice 
with us today!

Featured Listings:  
2 Psychiatry Practices for Sale:

Charlottesville, Virginia - beautifully
located in active business park, well
appointed, and established database of

400+ patients.  Private practice

Boise, Idaho - large private practice for
SALE in active golf course community,

Solo practice with established support staff.
Contact our team directly today:

P: 919-845-0054
Email: physiciansolutions@gmail.com
Website: www.physiciansolutions.com

CALIFORNIA

Penny Lane Centers is looking 
for psychiatrists

For our Antelope Valley 
and Commerce locations

Lancaster, CA -full time
Commerce 2 days per week

• $180-$220 per hour

• Driving differential, up to h 1 hour each
way per day

• $10 per hour bilingual (Spanish) 
differential

• Lancaster office is a National Health
Service approved site for student loan
repayment

• Must have California medical license 
and controlled substance certificate

• Board Certification in Child &
Adolescent Psychiatry preferred.

Apply: Recruiter@pennylane.org
www.pennylane.org

The doctors of TRADITIONS BEHAV-
IORAL HEALTH are the largest provider
of MD psychiatric services to adult popula-
tions 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 approxi-
mately $90,000, to up to $500,000, for the
industrious physician. Our generous bene-
fit 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 innova-
tive 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 compa-
ny for you. To learn more about the specific
job openings and salary and benefit pack-
ages, 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

SAN DIEGO – PsyCare, Inc. is seeking a
P/T or F/T child and adult psychiatrist to
join a thriving group private practice. For
Inquires, contact Robert A. Friedman,
M.D. at: (858) 279 – 1223 ext. 412; or
email: rfriedman@psycare.org

Psychiatrists: Enjoy both a rewarding 
& lucrative work experience working 

as a FT Independent Contractor at
Atascadero State Hospital or Coalinga
State Hospital. Comp over $400K with
malpractice & CA license assistance.

www.mhmcareers.com

www.scvmc.org      www.sccmhd.org
PSYCHIATRIST

$253,600 - $329,700 annually
7 weeks of annual leave
Full benefits & retirement

(Above annual salary includes additional pay
for Board Certification and 

Acute Settings)

Santa Clara Valley 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 psy-
chiatric services, inpatient psychiatric serv-
ices, 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 collabora-
tion with other medical specialties to provide
integrated health care to patients.
Psychiatrists are eligible for numerous bene-
fits 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 dynam-
ic 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

Outpatient Adult and Child Psychiatrists are
needed for Stanislaus County Behavioral
Health & Recovery Services, in the Central
Valley less than two hours from San
Francisco and Yosemite.
Recovery-oriented treatment provided in a
multidisciplinary setting with friendly and
dedicated staff members.  Recently revised
rates with full malpractice coverage and
pension plan (PARS) as a Personal Service
contractor with an income potential of over
$ 325 K per year for adult psychiatrist
and over $355 K per year for child psy-
chiatrist for F/T work.
P/T options and the opportunity to combine
Tele-Psych with limited onsite work are also
available. Excellent work environment with
NO Call Requirement, lower than average
case load and comprehensive nursing &
ancillary support makes this a very pleasant
and rewarding opportunity.   J 1 applicants
are welcome.  

Fax CV to Bernardo Mora, MD at
(209) 558-4326 or Email:
bmora@stanbhrs.org

Be The Psychiatrist You
Are Meant To Be

Vituity is changing lives with innovative
new programs. We are hiring part-time
and full-time Emergency & Inpatient
Psychiatrists in California:
• Greater Los Angeles Area
• San Francisco Bay Area
• Sacramento Area

Compensation

You become an equal and valued part-
ner when you join the Vituity Partner-
ship. We offer high compensation
packages in addition to annual partner
bonuses.

vituity.com/careers

Visit us online for a full list of 
opportunities or email us at 

careers@vituity.com.
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mailto:Recruiter@pennylane.org
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Butte County Behavioral Health Depart-
ment is seeking a Medical Director based in
Chico, California to manage department
programs. The incumbent will perform
approximately 50% direct services and 50%
administration work.  In collaboration with
the Assistant Director – Clinical Services,
directs, evaluates, plans, establishes, and
implements the medical services component
and all clinical services of the department;
participates in coordination of services
across county departments and agencies;
provides medical direction and consultation
to all mental health programs and consulta-
tion to contracted agencies; particularly in
the areas of quality improvement, medica-
tion monitoring, and peer review.  

Starting salary is dependent on experience
and is negotiable. The Department will also
consider a Medical Director on a contract
basis. Salary for a contracted Medical Dir-
ector is negotiable. For additional informa-
tion please contact Geoff Davis, at (530)
891-2986 or gdavis@buttecounty.net for a
recruitment packet and appointment to
speak with the Behavioral Health Depart-
ment Director. Please visit the Butte County
Human Resources Department website for
more information, to review the recruitment
packet, and to apply for the opportunity: 

http://www.buttecounty.net/human
resources/Employment.aspx

Psychiatrist Position

J-1 Visa Opportunity in California
Imperial County Behavioral Health
Services is currently recruiting for a full
time psychiatrist. Imperial County is locat-
ed 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 farm-
ing 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 cam-
pus 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 loca-
tion 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 behav-
ioral disorders. Qualified candidate must have
CAmedical 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
kristensmith@co.imperial.ca.us

Private Practice
Looking for the Freedom and Flexibility

Earn over $350K/Year

Choose your own hours
Clinical Freedom
Malpractice paid
H1 Visa Welcome

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@gmail.com

www.psych-doctor.com

FLORIDA

Florida Licensed BE/BC psychiatrist
needed for a Joint Commission

Accredited community mental health 
center and psychiatric hospital.
Excellent benefits and location

(West Palm Beach, FL).

Contact: Diana Brioso, 
Program Manager, Jerome Golden

Center for Behavioral Health, 
1041 45th Street, West Palm Beach, FL.

Phone: (561)-383-5917; 
Fax (561) 514-1239

Meridian Behavioral Healthcare, Inc. is a
CARF accredited community mental
healthcare facility located in the heart of
Florida.  Currently, we have full time posi-
tion Staff Psychiatrist position available
with an excellent salary and benefits pack-
age.  Looking for someone who can work
with a flexible schedule – preferably Adult
and Child, with the mixture of inpatient and
outpatient to be discussed.   

Meridian has been a part of the lives of
thousands since 1972; providing a safety
net for those in crisis.  Since then, Meridian
has expanded to 16 sites across Central
Florida, touching over 22,000 lives through
over 325,000 direct care visits a year.
Gainesville is home to the University of
Florida and serves as the cultural, educa-
tional and commercial center for the north
central Florida region.

For more information, contact: 
Logan Anglin, 

Vice President – Staffing/Recruiting
@352-374-5600 x8294 

or email confidential C.V. to
logan_anglin@mbhci.org  

MBH is an Equal Opportunity Employer
and a Drug-Free Workplace.  
Please visit our website: 

www.mbhci.org

INDIANA
NORTHWEST INDIANA!!

Excellent opportunity for adult psychiatrist
interested in optimal setting for practice of
community psychiatry: commutable from
downtown Chicago.

Regional Mental Health Center is a pri-
vate non-profit mental health center that
has successfully served Indiana for over 30
years. Experienced and collegial group of
12 mostly full-time psychiatrists, an
extremely favorable malpractice environ-
ment. OP work, call q 12 wks. Regional is
a leader in psychiatrist-directed integrated
care services. Incentive bonus available,
full benefits.

Please contact Kobie Douglas, MD:

kobie.douglas@regionalmentalhealth.org

219 736-7232

MICHIGAN
LANSING OPPORTUNITY – Seeking
additional Psychiatrist for Inpatient Adult
Psychiatry position at Sparrow Hospital.
The hospital also has Outpatient, a PHP,
and a geropsych unit as part of their BH
service line. The hospital is offering an
attractive employment compensation pack-
age. Lansing is about an hour from Ann
Arbor, Battle Creek, Jackson and Grand
Rapids.  It is an hour and a half from
Detroit. 

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

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

FOR MORE
INFORMATION
(203) 523-7026  
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MISSOURI
J1 / H1B Visa Position for Child/
Adolescent Psychiatrist in MO in 2019 –
located in the Delta Regional Authority, J1
Waivers can also be obtained through the
DRA as well as the state. This is a brand
new C/Apsychiatric unit in a med/surg hos-
pital; be in on the beginning of a new pro-
gram and help mold and develop it along
with huge support from the hospital and
management company. Position can be
inpatient; or inpatient and outpatient.

Please contact Terry Good, 
Horizon Health, at 804-684-5661;
terry.good@horizonhealth.com; 

Fax: 1-804-684-5663.

NEW JERSEY
NORTHERN NJ - TWO OPENINGS:
BAYONNE- Primarily a CONSULTA-
TION LIAISON POSITION and JERSEY
CITY-OUTPATIENT POSITION - Full-
time employment with benefits.  

Please call for details. 
Terry Good, 804-684-5661;
terry.good@horizonhealth.com; 

Fax: 1-804-684-5663.  

NEW YORK

The Icahn School of Medicine at Mount
Sinai affiliated with Elmhurst Hospital
Center, serving the culturally diverse com-
munity of Western Queens, is seeking a
BC/BE Adult Psychiatrist to join its Adult
Inpatient Division and a BC/BE Child
Psychiatrist to join its Adult/Child Out-
patient Division. 

Elmhurst Hospital Center’s Psychiatry
Department serves a multi-cultural popula-
tion of adults, children and families. We
offer a full spectrum of services including:
Adult/Child Inpatient services with a
Psychiatric ICU, Co-Occurring Disorders
Unit and Women’s Forensic Unit; a high
volume CPEP; culturally competent Asian
and Spanish Units; Mobile Crisis Team;
Adult and Adolescent Partial Hospitaliza-
tion Programs; Ambulatory Adult and Child
programs; Chemical Dependency; and
Home Based Services. In addition, we also
offer faculty appointment with the Icahn
School of Medicine at Mount Sinai Health
System. The Department collaborates with
numerous schools in providing training pro-
grams in the areas of psychology, nursing

and medicine. This is an excellent opportu-
nity to join a multidisciplinary team work-
ing with a diverse patient population.  

Elmhurst Hospital Center offers a collegial
environment and competitive salary and
benefits. Salaries range from $180,000-
$190,000 depending on board certification
with a sign in bonus and annual retention
bonus. This position requires current New
York State License, Medicaid number and
DEA number in order to practice medicine.

Please send CV along with a brief descrip-
tion of career interests and goals to: 

Howard Gould, M.D.
Deputy Director

Department of Psychiatry
Elmhurst Hospital Center

79-01 Broadway
Elmhurst, NY 11373

Email: gouldh@nychhc.org 

The Mount Sinai Health System is an 
equal opportunity employer. We promote

recognition and respect for individual and
cultural differences, and we work to make

our employees feel valued and appreciated,
whatever their race, gender, background, 

or sexual orientation. 
EOE 

Minorities/Women/Disabled/Veterans

NORTH CAROLINA

We Want You to Join Our Behavioral
Health Team!

Cape Fear Valley Behavioral Health is one
of the largest comprehensive, multi-tiered
behavioral 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, psychiatric nurses, licensed profes-
sional counselors, and other mental health
professionals, Cape Fear Valley Behavioral
Health Care provides a team approach to
mental wellness. Behavioral 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 Malprac-
tice, 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.
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With the continued growth of our Department of Psychiatry and our New General Psychiatry Residency Programs at Ocean

Medical Center and Jersey Shore University Medical Center our vision for Behavioral Health is Bright.

As the area's premier provider of psychiatric services, Hackensack Meridian Behavioral Health

Services has provided comprehensive mental health and substance abuse services to the resi-

dents of Monmouth, Ocean, Middlesex, Bergen Counties for over forty years. Due to continued

growth and expansion, we are currently accepting applications for Psychiatrists to join our Mental

Health and Addiction Interdisciplinary Teams in the following positions:

• Consultation Liaison Psychiatrists: Jersey Shore University Medical Center (Neptune, NJ) and

Riverview Medical Center (Red Bank, NJ) and Hackensack University Medical Center

(Hackensack, NJ)

• Staff Psychiatrist for Adult Inpatient Unit: Jersey Shore University Medical Center (Neptune,

NJ) and Riverview Medical Center (Red Bank, NJ) and Hackensack University Medical Center

(Hackensack, NJ)

• Outpatient Child& Adolescent Psychiatrist: Jersey Shore University Medical Center (Neptune,

NJ) and Hackensack University Medical Center (Hackensack, NJ)

• Medical Director/Section Chief, Child & Adolescent Psychiatry: Jersey Shore University

Medical Center (Neptune, NJ)

• Outpatient General Psychiatrist:  Jersey Shore University Medical Center (Neptune, NJ),

Riverview Medical Center (Red Bank, NJ), and Raritan Bay Medical Center (Perth Amboy, NJ)

• Medical Director of Adult Inpatient Unit Riverview (Red Bank, NJ)

• Emergency Psychiatry: Raritan Bay Medical Center (Perth Amboy, NJ)

• Addiction Psychiatrist – Hackensack University Medical Center (Hackensack, NJ)

• Geriatric Psychiatry – Hackensack University Medical Center (Hackensack, NJ)

In addition to our collegial work environment, we offer a highly competitive compensation package

which includes: medical/dental plans, 403(b) retirement plan, and relocation assistance.

For immediate consideration, please contact Renee Theobald, at: 

Renee.Theobald@hackensackmeridian.org or call: 732 751-3597

Hackensack Meridian Health is a leading 
not-for-profit health care network in New Jersey
offering a complete range of medical services,
innovative research, and life enhancing care 
aiming to serve as a national model for changing
and simplifying health care delivery through part-
nerships with innovative companies and focusing
on quality and safety.

Through a partnership between Hackensack
Meridian Health and Seton Hall University, the
School of Medicine will re-define graduate medical
education, research, and clinical practice; reverse
the critical physician shortage in both the New
York/New Jersey metropolitan area and the nation;
and stimulate economic development in northern
New Jersey.

The School of Medicine will be the anchor in the
development of a comprehensive health sciences
campus that will also include research facilities 
and biotechnology endeavors – all in service of
educating tomorrow’s doctors, discovering novel
therapies, and facilitating compassionate and
effective healthcare that will meet the ever-
changing needs of tomorrow’s patients.

The School of Medicine will be the cornerstone 
of a dynamic venue for the exchange of ideas, the
development of healthcare and research thought
leaders and practitioners, and the discovery of
novel therapies to meet the medical challenges 
of the future.

“Ocean Medical Center’s psychiatry program will
be a community-based program,’’ said Ramon
Solhkhah, M.D., program director for psychiatry as
well as  founding Chair of Psychiatry & Behavioral
Health at the Hackensack Meridian School of
Medicine at Seton Hall University. “Our new psychi-
atry residency program will improve clinical care
and ultimately encourage future health care leaders
to build practices in the Jersey Shore area’’

Department of Psychiatry

203 523-7026
Log on to:  

www.psychiatrictimes.com
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OREGON
Do you have a strong desire to provide
outstanding psychiatry services? Would

you love to call the beautiful state of
Oregon your home

There's a place for you with Samaritan
Health Services, a non-profit integrated

health care delivery system!

Opportunities available:
• Outpatient Psychiatry: Corvallis
• Inpatient: Corvallis
• Outpatient Consultant Liaison: Corvallis
• Child/Adolescent: Corvallis 

Job Details:
All positions in both locations provide a
full spectrum of mental health services to
an economically varied population.

Location Specifics: 
• Corvallis

• Supervise psychiatry residents and
medical students, along with tightly
knit faculty

• Minimal weekday call, no weekend
call

• Work closely with established primary
care providers 

• 30-minute follow ups

Benefits include:
• Competitive compensation
• Medical malpractice paid
• Continuing medical education
• Relocation allowance
• Starting bonus
• Possible loan repayment

Life in Oregon: 
Nestled in the heart of Oregon, the Mid-
Willamette Valley and central Oregon
Coast are ideal locations to work, live and
raise a family. From spectacular ocean
views to recreation inspiring mountains,
our communities - couple with our friendly,
unique and adventurous residents - are
unmatched places to call home. With
affordable housing, infinite entertainment
opportunities, good schools, thriving art
communities, numerous wineries and
microbreweries and great food, the advan-
tages of living here are endless!

For more information, or to apply please
visit www.samhealth.org/docjobs or 

contact Annette Clovis at 541-768-4419 
or aclovis@samhealth.org

PENNSYLVANIA
UNIT CHIEF PSYCHIATRY POSI-
TIONS – INPATIENT - PHILADEL-
PHIA AND DARBY – Full-time salaried
position available on Adult Inpatient
Psychiatry Unit and another FT salaried
position available on Dual Diagnosis Unit.
No weekend call required. Also, Crisis
Service positions available --day or night
shifts—full-time or weekend moonlighting
available. 

Please contact Terry Good, 
Horizon Health, at 804-684-5661;
terry.good@horizonhealth.com; 

Fax: 1-804-684-5663.

EASTERN PA - SCHUYLKILL COUN-
TY – Independent Contractor Position, or
Full-time Staff Psychiatrist position if pre-
ferred, on Adult inpatient psychiatric unit
and C/A psych unit in the Lehigh Valley,
Schuylkill Hospital in Pottsville, PA.
Independent Contractor arrangement avail-
able for those in practice who want part-
time work; or if employment is preferred,
can offer salary with benefits. 

Please contact Terry Good, 
Horizon Health, at 804-684-5661;
terry.good@horizonhealth.com; 

Fax: 1-804-684-5663.

TEXAS

Department Chair of Psychiatry-
Transmountain

Texas Tech University 
Health Sciences Center El Paso

Texas Tech University Health Sciences
Center El Paso’s Paul L. Foster School of
Medicine (PLFSOM) is accepting applica-
tions for the position of Department Chair,
Psychiatry-Transmountain. This is a unique
opportunity for a dynamic, entrepreneurial
clinician to build a department at our new
Transmountain location in a collaboration
between TTUHSC El Paso and The Hospitals
of Providence (THOP).

The Department Chair will report to the Dean
of Paul L. Foster School of Medicine. The
Department Chair will participate in the
recruitment of faculty and development of
clinical services at the Transmountain site. A
new full service 106-bed general acute care
hospital and an adjacent 110,000 sq. ft. new
medical office building will serve as a training
site for medical students, residents, nursing
students and researchers. A new psychiatry
residency program is anticipated to open in
2023. The Department Chair of Psychiatry-
Transmountain will work closely with com-
munity physicians in the role as Chief of
Psychiatry at THOP- Transmountain. 

Candidates should be a currently practicing
MD/DO, eligible for a Texas medical license,
with program development skills and an
understanding of budgeting, productivity and
revenue management. The successful candi-
date will have experience in an academic
medical center, possess leadership qualities,
with the ability to secure the confidence and
cooperation of others, and demonstrate an
understanding of the synergy between patient
care, education, and scholarly activity as well
as the interdependent relationships in a health
science center/private hospital partnership.
Experience in a private/academic collabora-
tion is highly valued.    

El Paso is ranked second in the “Safest Metro
Cities in America 2017” SafeWise Report.
The city is also among the top 15 best places
to live in the U.S. for quality of life in 2018
(U.S. News and World Report). Nestled at the
base of the Franklin Mountains with over 300
days of sunshine annually, El Paso residents
enjoy a friendly community with numerous
outdoor and cultural pursuits, and no state
income tax.

Interested candidates may view a full 
position description and apply online at

http://careers.texastech.edu 
Search for requisition #5877BR.  

For confidential inquiries, please contact: 
Dan Schuller, M.D.,
Department Chair of 

Internal Medicine-Transmountain and Search
Committee Chair

dan.schuller@ttuhsc.edu or
(915) 215-4126

As an EEO/AA employer, the Texas Tech
University System and its components will
not discriminate in our employment prac-
tices based on an applicant’s race, ethnici-
ty, color, religion, sex, national origin, age,
disability, genetic information or status as a
protected veteran. 

VIRGINIA
Psychiatrist Opportunity

Southwestern Virginia Mental Health
Institute is located in Marion, Virginia, sit-
ting in the heart of the Blue Ridge
Mountains. Our 179-bed behavioral health
facility offers an exciting career in a wide
range of interesting pathology in psychi-
atric treatment while providing a highly
desirable work-life balance. 
We have opportunities in our inpatient setting
for Psychiatrists for our Adult Admissions
and Geriatric Units. These positions are
employed positions offering a competitive
salary with generous state benefits and paid
malpractice insurance, loan repayment, CME
stipend/leave, sign-on bonus, and relocation
allowance. No on-call required, with com-
pensated on-call available.

If you are licensed or eligible for licensure
in Virginia, and have completed a psychi-
atric residency, please send your current
CV to kim.sayers@dbhds.virginia.gov or
you may contact a member of our Human
Resources staff at 276-783-1204 to discuss
this opportunity.

We invite you to join a team of dedicated
physicians and loyal staff who are commit-
ted to promoting a life of possibilities for all
Virginians.

For more information, please visit:
www.swvmhi.dbhds.virginia.gov;

www.smythcounty.org; 
www.abingdon-va.gov

(203) 523-7026
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