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Priests, Providers, and Protectors 
The Three Faces of the Physician

S
he might be in her 30s, but it is hard to tell. She 
is barefoot, dirty, and she has shaved her hair 
since I last saw her a few days ago. She is ev-

erywhere and nowhere in this small, foreign city. . . 
the rare homeless person, she is a familiar sight to 
the locals who ignore her and to the expats who no-

tice her but quickly look away. On some days she 
walks the streets topless. On other days, you can see 
her sprawled against a tree, or squatting amidst the 
trash along the sidewalk, muttering to herself or just 
staring. She must not have a family, or if she does, 
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Autonomy grew up as a street fighter, and was bloodied in some genuinely 

noble battles against medical paternalism. But like so many rulers . . . it has 

quickly forgotten its democratic roots, and grown fat and brutal in power.

Charles Foster, Ethicist at Oxford University1

“Yes, Father, I’ve been taking my 
medicine.”

Marie’s social worker and I had to 
suppress a chuckle. For a moment, 
Marie had been transported back 50 
years to her French Catholic girlhood, 
and I—her psychiatrist—had momen-
tarily become her Father Confessor. 
Marie suffered from some mild cogni-
tive deficits and a history of psychotic 
episodes, but her moment of role con-
fusion was not the product of mental 
illness—in fact, she laughed at her 
faux pas and quickly corrected it. And 
in an important sense, Marie’s mis-
identification of me as a member of the 
clergy was quite understandable. For, 
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There are currently two 
psychiatrists in Laos. 
Psychiatric care does not exist 

at the primary care level, nor 

do psychiatric medications. 

Spirit Chicken—or Lunch? 

» Susan Kweskin

PsychiatricTimes.com

http://www.psychiatrictimes.com/
https://twitter.com/gotoper
http://www.psychiatrictimes.com/


©2018 Jazz Pharmaceuticals plc or its subsidiaries.   NDS-0389 REV0918

Narcolepsy Link is sponsored by Jazz Pharmaceuticals

References

1. Maski K, Owens JA. Insomnia, parasomnias, and narcolepsy in children: clinical features, diagnosis, and management. Lancet Neurol. 2016;15(11):1170- 

1181.  2. Thorpy MJ, Krieger AC. Delayed diagnosis of narcolepsy: characterization and impact. Sleep Med. 2014;15(5):502-507.  3. Blackwell JE,  

Alammar HA, Weighall AR, Kellar I, Nash HM. A systematic review of cognitive function and psychosocial well-being in school-age children with 

narcolepsy. Sleep Med Rev. 2017;34:82-93.  4. Nevsimalova S. Narcolepsy in childhood. Sleep Med Rev. 2009;13(2):169-180.  5. Maski K, Steinhart E, 

Williams D, et al. Listening to the patient voice in narcolepsy: diagnostic delay, disease burden, and treatment efficacy. J Clin Sleep Med. 2017;13(3):419-425. 

Although narcolepsy is often associated with adulthood, symptom  

onset most commonly occurs in childhood and adolescence.1-4  

Understanding how narcolepsy symptoms manifest in pediatric patients  

may be key to timely recognition and diagnosis.5

To recognize narcolepsy symptoms  

in pediatric patients

A Missed Opportunity
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they have abandoned her to the streets and to the 
voices I imagine she is hearing in her head. I want 
to reach out to her, but I cannot speak a word of her 
language, and haven’t a clue.

The old man is as lean and wiry as a teenager—I 
know this because I see him walking quietly but 
purposefully through town wearing only stained 
shorts. His bald head glints in the tropical sunshine. 
As he makes his daily rounds, he carefully adjusts 
the rear-view mirrors on various cars and motorcy-
cles and bikes parked by the curb. He makes ran-
dom stops on the sidewalk and in the small stores 
and offices that line the main road . . . at each stop 
he kneels and makes sounds that I think must be 
prayers. But the words don’t sound like the local 
tongue to me. He has been making these daily stops 
for so long that his presence is no longer even no-
ticed by the shop keepers. The locals tell me that he 
is an educated man . . . that he once spoke many 
languages, but that he suddenly stopped speaking 
altogether long ago. They say he is bo tem—the Lao 
word that translates roughly into “not full” or “mad” 
or “crazy person.” Many believe the spirits have in-
fected his brain. The expats have heard he contract-
ed dengue fever or malaria—or was it encephalitis?

A young man just past his teens whose job it is to 
take care of elephants—a mahout—has been acting 
very strangely over the past several hours. In be-
tween sudden and violent bouts of vomiting that 
started late in the afternoon, he has been squatting 
on his haunches on the jungle floor and screaming 
continuously. His friends carry the ailing man to a 
nearby hut, which is cushioned by tatami mats, 
where other mahouts sometimes sleep.

The hut is nestled deep in the Lao jungle. The 
setting is breathtaking—small groups of tourists 
come here to walk alongside elephants from a con-
servation camp and marvel at the teak trees, 
streams, and rich vegetation. They can hear (and 
sometimes see) giant wandering water buffaloes 
that wear bells around their necks, and the sounds 
of farmers working their nearby fields that have 
been cleared for growing eggplant, corn, potatoes, 
and rice. There are giant jungle rats out here, geck-
os the size of your forearm, and 22 varieties of poi-
sonous snakes. It is a place of magic.

But this mahout and his friends see and feel things 
that the tourists never do. When they enter this hut, 
they feel the presence of ghosts. The spirit house, 
where offerings must be made to the ghosts, is point-
ing in the wrong direction. The men are all deeply 
fearful, and they will not rest in this place. Even as 
their friend continues to scream, they carry him 
through the jungle. They watch in horror as he vomits 
up splinters of wood. They are afraid that spirits have 
caused wood poisoning. The men slowly carry their 
sick friend through kilometers of the dark trails they 
know so well and at last find transportation that will 
take them all to a hospital. The man’s screams alter-
nate with vomiting on the endless ride.

The doctors examine the mahout and take blood 
and urine samples. All test results are normal. The 

patient is sent home without a medical diagnosis 
after the acute symptoms have subsided. He utters 
not a single word and lies curled in a catatonic-like 
state for the next 2 days.

The hut in which the mahout was “wood poi-
soned” is built near the burial grounds of a local 
village. Another group of men is gathered nearby on 
the day of a funeral of a villager. Out of nowhere, a 
chicken suddenly appears. This is the jungle—
chickens don’t live here and they don’t just wander 
by. The men, locals, don’t think for a minute that it’s 
a coincidence the bird has appeared at this moment. 
They see not a fowl but rather a living, cackling re-
incarnation of the just-buried villager—and they are 
electrified with panic. They begin to flee in various 
directions from the bird, who responds in kind by 
running frantic zigzags to escape the men. With all 
the frenetic back and forth between chicken and 
men, there is pandemonium—a scene of high the-
ater.

The men finally run away and disappear into the 
jungle. But two days later, they return to the hut—at 
about lunch time. The chicken seems to have taken 
up residence. They find it pecking around for in-
sects. One of the men takes his machete, grabs the 
bird, and chops its head off. It is promptly cooked 
and consumed with enthusiasm by the hungry men.

A man lies in the road, moaning—his leg dangling 
at an odd angle, white bone like a tusk clearly visible, 
and blood spurting. He was minding his own busi-
ness, riding his bike, when a speeding and very drunk 
driver broadsided him. I guess it’s a good thing the 
collision happened in this town—it is one of only a 
handful in all of Laos with an ambulance. Many of 
the locals will steer clear of him and will not dare to 
try to help, fearful that the spirits who caused his ac-
cident will turn their wrath on them.

A baby has just been born at a pediatrics hospital 
run by physicians trained in Western medicine. The 
infant—a girl—is covered with a bright red rash. 
The doctors diagnose thrush, and an IV is inserted 
into the baby’s tiny hand for delivery of medication. 
Three days later, the rash is disappearing and the 
child is well enough to be taken home by her par-
ents. But all is not well at home. Two days later, the 
rash has flared and the baby is again covered with 
angry red welts. The parents take their child for 
help—this time to their village “magic lady.” The 
healer tells the parents that they must bring their 
baby to see her twice a day for the next 3 days. The 
healer blows on the child at each visit and rubs a 
paste over her red skin. At the end of the third visit, 
the rash has vanished.

These stories aren’t fairy tales—they were told to 
me by the people who lived them. I met the parents of 
the baby girl whose thrush was cured by the magic 
lady during my recent 3-month stay in a small city in 
northern Laos. The baby had been born in a modern 
pediatrics hospital—one of a very few in this lush, 
lovely, Buddhist country, a facility open to all chil-
dren in need at no cost. The man who nearly lost his 
leg (and possibly his life) in the bike accident was 
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HELP FOR TRAUMA VICTIMS 
OF A WAR THAT ENDED 
DECADES AGO
When President Obama visited Laos in 2016, he 

spoke of America’s secret bombing of that country 

between 1964 and 1973. Eight bombs a minute were 

dropped on average during those years in an effort to 

isolate communist North Vietnamese forces. This 

equates to more than 2 million tons of bombs—more 

than was dropped on Germany and Japan combined 

in all of WWII. It made Laos per capita the most 

heavily bombed country in the world.

Most of the bombs that fell were tennis-ball sized 

cluster bombs, about a third of which failed to 

detonate. An estimated 288 million cluster munitions 

and 75 million unexploded bombs (UXOs) still lie 

buried. To children, these buried bombs look like toys. 

These “toys” explode if children pick them up and 

play with them. And they pose grave risk to farmers 

who labor in mine-laden fields to grow crops for their 

families.

The number of Laotians maimed or killed by these 

UXOs has been dropping each year since the end of 

the war. Between 1964 and 2017, 29, 554 people 

have been killed and 21,200 injured. In 2017, 41 

people died—down from 56 in 2016. Legacies of War 

(LOW) is a US-based educational and advocacy 

organization dedicated to raising awareness about 

the bombing of Laos, and to healing the ongoing 

wounds of the victims of that war. LOW uses the 

funds it raises to clear unexploded bombs, support 

their victims, and educate a new generation about 

the dangers of unexploded ordnance.

For those who have lost limbs to the bombs, to 

accidents, and for those born with physical 

disabilities, there is COPE Laos, an organization that 

provides access to local, affordable, multidisciplinary 

rehabilitation services.

The collection and sale of scrap metal from bombs 

dropped on Laos during the Viet Nam War has become 

a major industry. In some villages, the metal is 

fashioned into jewelry: bracelets, key rings, earrings, 

and eating utensils, and sold at outdoor markets.
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taken to a local hospital for adults, a 
place where aspirin—but not mor-
phine—was available, care was not 
free, and only the cockroaches scut-
tling along the corridors were provided 
with food. After 48 hours of agonizing 
pain, the man was medevaced to 
Bangkok, where he underwent multi-
ple surgeries that probably saved his 
life. “You’re crazy if you come to Laos 
without medical insurance,” one of the 
expats told me.

Few other places in Laos have a 
hospital, or a pharmacy (where you 
can purchase a variety of medications 
without a prescription), or an airport 
for emergency evacuations. Most Lao 
still live in small villages, where 
Western medical care is scarce, and 
perhaps not to be trusted. In these 
places, some still without electricity, 
it is the village healer or, more recent-
ly, a trained lay person, who is the go-
to for help. Offers may be given to the 
shaman—a pig if a family is rich, or 
possibly a chicken if a family is less 
well off. (You can read the story of 
the “No Chicken Doctor” that ap-
peared in Psychiatric Times in 2013.1)

Animism is alive and well in Laos, 
and for the majority who live in this 
country of about 7 million people, 
spirits rule. To those in the many eth-
nic groups here, including the Lao 
Suong (the Lao highlanders), the Lao 
Theung (the midlanders), and the Lao 
Luom (the lowlanders), spirits are as 
present—and as influential—as a nu-
clear family. The Lao do not make de-
cisions, small or large, without con-
sulting these spirits. Inside and outside 
their homes, they erect small shrines 
(that could be mistaken for elaborate 
bird houses) for these spirit dwellers, 
to whom they make daily offerings of 
food or drink or sometimes money. 
They do so to pay their respects, to re-
quest help for some endeavor they are 
considering, or simply to keep the spir-
its well fed and at peace. The spirit 
house is a holy place—feet (the dirtiest 
part of the body) cannot be pointed in 
its direction.

Suk khuan—the call of souls—is a 
ceremony widely performed when 
someone is born, becomes ill, or dies. If 
it is the spirits that cause the body and 
mind to sicken, it is they who can re-
store health. If a parent has sinned, if a 
child has been given a name displeasing 
to the spirits, the child may become 
sick. If the spirits inhabit a dwelling and 
give it bad pee, a Buddhist monk will 
perform a bacci ceremony to dispatch 
the evil spirits and bring in the good. 
For those who want help with their 
problems, and for those who want to 
understand strange behaviors or bad 
feelings, Buddhist monks or spirit lead-
ers may be consulted. 

Care of the mentally ill
To many Lao, the concepts of mental 
illness and spirituality are tightly in-
tertwined. Sandra Bode, who 
co-founded Reach Out Laos, told me, 

People with mental problems 

and visibly problematic behav-

ior are often referred to as ‘pen 

ba,’ as in visited by a ‘crazy spir-

it.’ To many Lao, if something is 

wrong with me, it’s possible a 

spirit is playing a part in that. 

Of course, other narratives are 

also present—depending on lo-

cation, ethnic group, and access 

to education and health care, 

but the spiritual world is cer-

tainly relevant for many.

People who go to one of the few 

hospitals in the country that 

have psychiatric units often 

wind up there when their care-

givers become desperate and 

don’t know where else to turn. 

Most people don’t think ‘there 

is something wrong with me 

and I need to go for help’ or 

they are not sure where to 

turn. . . . While things are 

changing, especially with the 

young generation, and health 

care is improving, there is still 

a stigma associated with men-

tal illness. Many young Lao 

have better access to informa-

tion about mental health and 

emotional well being than old-

er generations, and they are 

determined to contribute to an 

increased awareness and an 

open communication culture.”

Still, there are currently two psy-
chiatrists in Laos. Psychiatric care 
does not exist at the primary care lev-
el, nor do psychiatric medications. 
Only one doctor at the pediatrics hos-
pital I visited had ever seen a patient 
with a psychiatric illness (ie, schizo-
phrenia), and that was years earlier at 
another hospital. According to a 2002 
report (the most comprehensive and 
recent I could find), mental health 
care issues were described as “com-
pletely new for the country.”2

The insane (ba) . . . present 

[with] unusual thoughts and 

behaviors. They might be dan-

gerous. Madness attributed to 

the spirit is the major category 

of madness. Witchcraft and 

spells are still present in the 

minds of most people. [The] 

Most acknowledged of the so-

called “mad disorders” is epi-

lepsy. The non-mad category 
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Antidepressants in 
Bipolar II Disorder
Experts Are Divided on the Issue, but 

There’s One Thing Nearly All Agree on

» Chris Aiken, MD

A
ntidepressants are increasingly 

discouraged in bipolar I disor-

der but what about bipolar II? 

Here depression is the more promi-

nent pole, and the risk of antidepres-

sant-induced mania is smaller. On the 

other hand, most of what we know 

about treatment comes from studies 

on bipolar I. Research on anti-

depressants in bipolar II is scant, but 

a new textbook gives a rare glimpse 

into how the experts approach them 

in their practice.

In Bipolar II Disorder: Model-

ling, Measuring and Managing, 

Gordon Parker surveyed 18 interna-

tional experts on their treatment 

strategies with bipolar II disorder.1 

I’ve clustered their responses about 

antidepressants into 4 categories:

1 
Antidepressants are helpful in 

bipolar II and do not cause 

hypomania (endorsed by 1 out of 

18 experts).

2 
Antidepressants are helpful in 

bipolar II but are best used with a 

mood stabilizer to avoid hypomania 

(endorsed by 10 out of 18 experts).

3 
Antidepressants are best 

avoided or used with a mood 

stabilizer as a last resort in bipolar II 

(endorsed by 6 out of 18 experts).

4 
Antidepressants should almost 

always be avoided in bipolar II 

because of the risk of hypomania 

and cycling (endorsed by 1 out of 

18 experts).

That’s quite a spread, but there is 

one thing nearly all agreed on: anti-

depressants can cause hypomania, 

mixed states, and worsen the over-

all course by triggering more fre-

quent episodes and rapid cycling. 

This issue has long been debated, 

but studies over the past decade 

have largely put that debate to 

rest.2,3

On the other hand, nearly all ex-

perts saw a role for antidepressants 

in bipolar II disorder. Most saw bi-

polar II as a more varied group than 

bipolar I, and within that group are 

some who respond to antidepres-

sants. Even those who tended to 

avoid antidepressants admitted that 

a small minority of bipolar II pa-

tients could do well with antide-

pressant monotherapy.

Which antidepressants are used?
SSRIs and bupropion were the fa-

vorites, as these have the lowest risk 

of inducing mania. The respondents 

were split on the SNRIs. There is ev-

idence that these carry a higher risk 

of mania, but one of them—venla-

faxine—also stood out for its effica-

cy and safety in a small, 12-week, 

controlled trial where it compared 

favorably with lithium in bipolar II 

depression.4 Nearly all agreed that 

the  t r i cyc l i c s  and  MAOIs 

carried the highest risk of mania, but 

several acknowledged that they had 

had success with these agents—par-

ticularly the MAOIs—when used as 

a last resort.

When are antidepressants used?
In the eyes of these experts, each 

patient has his or her fingerprint that 

can guide treatment. That fingerprint 

is shaped by:

�  The Life Chart: a visual map of 

manic and depressive symptoms 

sketched over a timeline of the 

patient’s life5

�  Past treatment response

�  Comorbidities

�  Family history

�  Patient preference

Antidepressants were preferred if 

the patient responded to them in the 

past or got worse after stopping 

them. They were also seen as a via-

ble option when depression was 

long-standing, and hypomanias were 

mild and restricted to the distant 

past. Features that steered these ex-

perts away from antidepressants in-

cluded a history of manic symptoms, 

mixed states, or rapid cycling within 

a few months of starting an antide-

pressant; rapid cycling; hypomanic 

or mixed symptoms within the past 6 

months.

In my experience, bipolar II pa-

tients rarely have classic mania on 

antidepressants. It seems those drugs 

are just not powerful enough to flip 

depression into euphoria, but they 

can sprinkle mixed features onto the 

depression. In that case, the patient 

usually says the medication “made 

my depression worse.”

Hypomania is difficult to meas-

ure, both in research and practice, 

which partly explains the inconsist-

encies in this poll. 

There’s also disagreement about 

how dangerous it is, with two 

basic positions:

1 
Hypomania is a brief, mild, and 

partly desirable state that is far 

better than depression.

2 
Hypomania leads to more 

depression, mixed states, and 

painful life consequences.

Many of my patients would agree 

with the second point. During hypo-

mania, they feel they’ve lost control 

over their mind. It races with an anx-

ious pressure, and they can’t turn it 

off to sleep. Research supports their 

experience. Anxiety tends to be even 

higher in hypomania than it is in de-

pression, and the most common chief 

complaint during manic states is sur-

prisingly, depression.6,7

I’m reluctant to risk that painful 

state with an antidepressant, espe-

cially when we have so many other 

options for bipolar depression. 

When I do use antidepressants in bi-

polar II, I rarely see recovery but do 

see some response about 25% of the 

time. The more difficult question is 

whether that response was a placebo 

effect and whether it came with an 

added cost of rapid cycling. To an-

swer that, I’ll attempt a taper after 

the patient’s life and moods have 

stabilized for about 6 months, slow-

ly lowering the dose of the antide-

pressant over a 2- to 4-month period 

to see if it’s necessary.

Dr Aiken is Director of the Mood 

Treatment Center, Editor in Chief, The 

Carlat Psychiatry Report, and 

Instructor in Clinical Psychiatry, Wake 

Forest University School of Medicine. 

He is the Bipolar Disorder Section 

Co-Editor for Psychiatric Times.

Dr Aiken does not accept honoraria from 

pharmaceutical companies but receives hon-

oraria from W.W. Norton & Co. for Bipolar, Not 

So Much, which he coauthored with Jim 

Phelps, MD.
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TABLE.  Expert opinion on antidepressants in bipolar II

6% Helpful and do not cause hypomania

56% Helpful with a mood stabilizer

33% Best avoided or used as a last resort

6% Harmful; nearly always avoid them

HHHeeeee

HHelpful witth aa moood ssttabilizeerr

BBeest aaaavvoideedd or uuss

HHHHaaaaar
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FROM THE EDITOR

Esketamine: Depression’s Journey From 
Monoamines to Glutamate
John J. Miller, MD | Editor in Chief

March 5, 2019 turned out to be an 

important day for psychiatric provid-

ers as well as individuals suffering 

from treatment resistant depression 

(TRD). This was the day that esket-

amine (Spravato) was FDA approved 

as an intranasal spray to combine 

with a traditional oral antidepressant 

to treat individuals that, despite ag-

gressive and adequate traditional 

psychopharmacological treatments, 

remained severely depressed. There 

are many stories within this story 

that I would like to explore.

Ketamine’s story
Ketamine was discovered by chemist 

Calvin Stevens in 1962. After studies 

in animals demonstrated ketamine’s 

anesthetic effect, it was studied in 

human prisoners in 1964. Once ket-

amine proved itself to be an effective 

dissociative anesthetic, it was FDA 

approved in 1970. Unlike many an-

esthetics, ketamine demonstrated 

properties that were advantageous in 

acute trauma situations—specifical-

ly it did not cause respiratory depres-

sion and hypotension—and it was 

found to be quite useful for injured 

soldiers during the Vietnam War. 

Since that time it has continued to be 

used in medicine for the induction 

and maintenance of anesthesia, often 

in combination with other medica-

tions. Additionally, ketamine is com-

monly used in veterinary anesthesia, 

and is used as a first-line agent in 

equine surgery. In 2000, Berman and 

colleagues,1 at Yale University re-

ported a significant antidepressant 

effect within 72 hours when 7 de-

pressed individuals were treated 

with intravenous ketamine in con-

trast to a saline placebo.

This rapidly acting antidepressant 

effect of ketamine was replicated by 

numerous studies and led to signifi-

cant excitement in the psychiatric 

community for the possibility of a 

novel mechanism of action for the 

treatment of depression. Up until es-

ketamine’s FDA approval for TRD 

this year, all other FDA-approved 

antidepressants—monotherapy and 

augmentation agents—shared mech-

anisms of action that acted on the 

monoamine system, including the 

neurotransmitters serotonin, norepi-

nephrine, and dopamine.

The monoamine hypothesis of de-

pression dates to 1952 when both re-

serpine (used to treat hypertension) 

and iproniazid (used to treat tubercu-

losis) were shown to increase brain 

levels of the monoamines serotonin, 

norepinephrine and dopamine, and 

simultaneously treated symptoms of 

depression. Ultimately iproniazid 

was FDA approved as our first anti-

depressant medication in 1958, fol-

lowed by imipramine in 1959. Al-

though these and all subsequent 

antidepressants showed clinical ef-

fectiveness in the treatment of de-

pression, it often takes 2 to 8 weeks 

to achieve improvement. Hence, the 

observation in 2000 that ketamine 

appeared to reduce depressive symp-

toms within 72 hours of the first 

treatment was a true and welcome 

paradigm shift.

An explosion of research on ket-

amine and its 2 isomers, esketamine 

and arketamine, ensued. A search on 

PubMed (April 12, 2019; https://

www.ncbi.nlm.nih.gov/pubmed) 

listed 4669 articles published with 

the search word “ketamine” in the 

past 5 years. Although ketamine has 

been FDA approved as an anesthetic 

since 1970, its use in depression has 

been off label, greatly limiting its ac-

cess to most depressed individuals. 

Ketamine remains off label for the 

treatment of TRD but is adminis-

tered throughout the US by physi-

cians of various specialties in ket-

amine clinics, where it is usually 

administered intravenously, and with 

no consistent protocol.

Long-term studies are lacking to 

quantify duration of treatment, fre-

quency of treatment, dosing, and 

long-term safety. A recent publica-

tion did monitor long-term tolerabil-

ity in 14 patients who received from 

12 to 45 IV ketamine infusions over 

a period of 14 to 126 weeks with no 

significant long-term serious side ef-

fects reported.2

Esketamine’s story: chirality and 
stereoisomerism
All proteins, enzymes, and receptors 

are constructed of a core sequence of 

amino acids. As life evolved on our 

planet, a random choice was made 

whenever an amino acid had at least 

one carbon atom with 4 unrelated 

groups attached—resulting in a sub-

set of amino acids having mirror im-

age structures, one found in living 

systems and the other absent. This 

results in the phenomena of chirality, 

whereby when you look at the at-

tached groups on the carbon atom, 

the smallest to largest groups rotate 

either clockwise or counterclock-

wise.

Many drugs, when synthesized, 

contain a 50:50 mixture of these chi-

ral compounds, and some drugs can 

have numerous chiral carbon sites. 

Depending on the arrangement of 

these 4 attached groups on the car-

bon atom, the drug is classified as 

either “es” or “S” for left rotating, or 

“ar” or “R” for right rotating. The 

common analogy used is “handed-

ness.” Although the left hand and 

right hand look identical at first 

glance, they are not superimposable. 

Rather, they are mirror images of 

each other. If you had a lock that re-

quired your hand’s 3-dimensional 

structure to open it, only one hand 

would work. These basic chemical 

principles create the phenomena of 

stereoisomerism, and in most cases 

the “es” or the “ar” isomer of a drug 

binds much tighter and cleaner to its 

associated receptor.

Ketamine is a racemic mixture, so 

when it is synthesized it contains 

50% esketamine and 50% arket-

amine. It is well established that es-

ketamine binds approximately 4 

times tighter to the NMDA-gluta-

mate receptor than arketamine. 

However, both molecules have rele-

vant and significant effects on recep-

tors in the human brain. Each isomer 

is metabolized by liver enzymes, and 

some of the metabolites retain chi-

rality, while others do not. An evolv-

ing research literature continues to 

expand our understanding of the dif-

ferences between these 2 isomers, 

but much remains to be learned.

Janssen, the manufacturer of 

Spravato, chose to develop its intra-

nasal spray with the isomer esket-

amine. Initial dosing studies deter-

mined the IV doses of esketamine 

required to achieve similar rapid on-

set efficacy in TRD patients to that of 

IV ketamine. Once these serum con-

centrations were established for es-

ketamine, Janssen developed an in-

tranasal spray delivery system to 

achieve these same concentrations to 

allow for intranasal administration. 

At the time of FDA approval of Spra-

vato, Janssen had studied it for 9 

years, and in over 1700 patients with 

TRD.

The journey to FDA approval of 
esketamine
After significant preclinical research 

on esketamine, and the successful 

development of an intranasal spray 

delivery system, five phase 3 clinical 

trials (three short term; two long 

term) were completed investigating 

the efficacy of esketamine in patients 

with TRD. The esketamine doses 

that demonstrated efficacy were 56 

mg and 84 mg. The primary short-

term, randomized, double-blind, pla-

cebo controlled 4-week clinical trial 

required that patients with estab-

lished treatment resistant MDD, 

with at least 2 failed adequate antide-

pressant treatments in the current 

episode, would be started on a novel 

antidepressant (sertraline, escitalo-

pram, venlafaxine XR, or duloxe-

tine) simultaneously with the onset 

of treatment with either intranasal 

ketamine or intranasal placebo.

The subjects in this trial were 

quite depressed, with a mean Mont-

gomery-Asberg Depression Rating 

Scale (MADRS) score of 37 at the 

time of randomization. Moreover, 

one-third of the study participants 

had a history of suicidal ideation. 

The primary endpoint of this study 

was the change in the total MADRS 

score from baseline to study end at 

day 28. On day 1 of the study, sub-

http://www.psychiatrictimes.com
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jects were started on a new oral anti-

depressant, which they continued 

daily throughout the study. Simulta-

neously, they received either esket-

amine spray or placebo spray twice 

weekly for the 4 weeks. By 24 hours 

after the first dose of esketamine, 

most of the treatment difference 

from placebo was seen. From 24 

hours post-dose through day 28 both 

esketamine and placebo groups con-

tinued to improve. At day 28 esket-

amine spray/oral antidepressant had 

improved the MADRS score by an 

average of 4 points (P = .02) com-

pared with placebo spray/oral anti-

depressant.

The second study was a long-term 

maintenance study in patients with 

TRD that began with 16 weeks of 

open-label treatment with a new oral 

antidepressant along with esket-

amine. Esketamine was adminis-

tered twice weekly for the first 4 

weeks (the Induction Phase), weekly 

for the next 4 weeks, and then week-

ly or biweekly for the remaining 8 

weeks (the 12-week Optimization 

Phase).

At week 16, two sub-groups were 

identified: stable remitters (a 

MADRS ≤ 12) or stable responders 

(≥ 50% reduction in the baseline 

MADRS score). At that point, after 

16 weeks of open-label esketamine 

spray/oral antidepressant, remitters 

and responders entered into separate 

maintenance phases, which involved 

double-blind, placebo spray-con-

trolled randomization for up to 80 

weeks. All patients were treated with 

either flexibly dosed esketamine 

spray (56 mg or 84 mg) weekly or 

every other week, or placebo spray 

weekly or every other week, as well 

as continuing on their original open 

label oral antidepressant.

The stable remitters on esket-

amine spray/oral antidepressant re-

lapsed 51% less than placebo spray/

oral antidepressant. The stable re-

sponders on esketamine spray/oral 

antidepressant relapsed 70% less 

than placebo spray/oral antidepres-

sant.

At the time of FDA approval 

1-year safety data had been collected 

on over 800 patients, and a subset of 

patients were continued on open-

label maintenance treatment with es-

ketamine spray/oral antidepressant 

for up to 96 weeks. Janssen and the 

FDA established a Risk Evaluation 

and Mitigation Strategy (REMS) 

program to minimize serious adverse 

effects and to minimize the potential 

for drug diversion, as well as to pro-

vide a readily accessible database of 

all treatment with Spravato.

Spravato is patient administered 

in REMS certified clinics, and the 

drug is provided by REMS certified 

pharmacies. Patients receiving Spra-

vato are required to remain in a su-

pervised setting at the health care 

provider’s clinic for 2 hours post-

nasal infusion. This allows for ongo-

ing monitoring of patients during the 

period when significant adverse ef-

fects (sedation, dissociation, and el-

evated blood pressure) are most like-

ly to occur. The REMS protocol 

requires the patient to abstain from 

driving or engaging in any complex 

task until the following morning, af-

ter a night’s sleep. More information 

is available at www.spravatohcp.

com, and in the FDA-approved prod-

uct insert for Spravato.

The mechanism of action (MOA) 
story
Ketamine, esketamine, and arket-

amine are all categorized as NMDA 

glutamate receptor antagonists, and 

on the surface this is an accurate de-

scription. Over the past 2 decades an 

impressive literature has evolved, 

including in vitro studies, animal 

studies, and studies in humans, in-

cluding neuroimaging studies of 

subjects given ketamine or placebo. 

Although ketamine contains 50% es-

ketamine and 50% arketamine, each 

of these 3 formulations demonstrates 

unique pharmacokinetic and phar-

macodynamic properties, albeit with 

significant overlap. However, they 

should not be considered inter-

changeable. There is at least one sec-

ondary metabolite, hydroxy-nor-ket-

amine, that has demonstrated 

antidepressant activity in mice; it 

seems to be related to its downstream 

effect of increasing brain derived 

neurotrophic factor (BDNF). The 

majority of research on understand-

ing the MOA to date has been done 

on racemic ketamine, which will be 

reviewed briefly.

A reasonable metaphor for our 

current understanding of ketamine’s 

MOA is that of the 6 blindfolded sci-

entists who are all unknowingly 

placed in front of different parts of 

an elephant’s body and are asked to 

describe the object in front of them. 

They each accurately describe their 

different observations—the ele-

phant’s back, leg, tail, trunk, ear, and 

tusk—and when placed in a room to 

discuss their conclusions each scien-

tist was confused and perplexed by 

the findings of the others. Like the 

elephant, ketamine’s MOA remains 

elusive to us, but there exist signifi-

cant clinical data that some day we 

hope to integrate into a comprehen-

sive understanding.

A list of putative mechanisms that 

may contribute to ketamine’s 

antidepressant effect follows:

�  Direct effects on the NMDA 

glutamate ionotropic receptor

�  Effects on the AMPA glutamate 

ionotropic receptor

�  Secondary glutamate synaptic 

release from interneurons in 

diverse circuits

�  Secondary effects on GABA 

interneurons

�  Activity of the secondary 

metabolite, hydroxy-nor-

ketamine

�  Inhibition of the phosphorylation 

of the eukaryotic elongation 

factor 2 (eEF2) kinase

�  Increased expression of BDNF

�  Increased expression of 

tropomyosin receptor kinase B 

(TrKB)

�  Activation of the mammalian 

target of rapamycin (mTOR) 

signaling pathway

�  Rapid decrease in the size of the 

amygdala and nucleus 

accumbens

�  Rapid increase in the size of the 

hippocampus and prefrontal 

cortex

For me, the most exciting part of 

the ketamine story is a growing liter-

ature of neuroimaging studies look-

ing at brain structural and functional 

changes (especially the hippocampus 

and prefrontal cortex) and increased 

global brain connectivity, which are 

observed in human studies to occur 

within hours and days of a single 

treatment dose of ketamine. As we 

untangle the mosaic of research data, 

it appears that ketamine ultimately 

improves brain connectivity with an 

associated rapid decrease in depres-

sive symptoms that seems to result 

from a range of downstream cascades 

that culminates in the activation of 

mTOR, which plays a primary role in 

synaptogenesis. Remarkably, the 

brain’s structure appears to rewire in 

hours after a single dose of ket-

amine—wrap your brain around that!

I would be remiss not to mention 

a study published in 2018 that hy-

pothesized opioid receptors played a 

primary role in ketamine’s antide-

pressant action.3 Williams and col-

leagues looked at pretreatment with 

naltrexone, followed by the IV ad-

ministration of ketamine. Their 

study had a small number of partici-

pants. Of the 30 adults who were ini-

tially enrolled in this study, 12 com-

pleted the protocol to allow an 

interim analysis fraught with limita-

tions. Two subsequent studies in 

2019 demonstrated no interplay be-

tween the mu opioid receptor and 

ketamine’s rapidly acting antide-

pressant effect.4,5

Conclusion
So, psychiatry has finally crossed in-

to a new paradigm in the treatment of 

TRD, bringing the glutamate system 

on board to join the modulation of 

the monoamine systems. Esketamine 

is the first in what we hope will be a 

long list of non-monoamine-based 

treatments to help improve the lives 

and functioning of the many individ-

uals suffering from TRD.

Dr Miller reports that he is on Janssen’s 

Advisory Board and on the Speaker’s Bureau 

for Spravato.
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Cassandra or 
Happy 
Warrior:
How Paradoxes of Psychiatry 

Can Sustain the Green New Deal

» Michael A. Kalm, MD

T
here’s an old joke about 

change: How many psychia-

trists does it take to change a 

light bulb? Just one, but the light 

bulb really has to want to change.

One of my teachers ruefully de-

scribed working for change as a 

“sandwich board” concept. Poor 

people during the 1930s earned 

money as walking advertisements, 

wearing sandwich boards with mes-

sages on the front and back, like 

“Eat at Joe’s,” and “Open for Break-

fast From 7-11 AM.” My teacher 

used to say that our patients came to 

us wearing sandwich boards, with 

the front saying, “Please help me to 

change,” and the back, saying, 

“Over my dead body.”

Our patients do come to us for 

help. They want to feel better. But 

they also come to us with fear that 

makes change difficult. They come 

to us with psychological defenses, 

like denial, which stop them from 

facing what they fear most. They al-

so come with prejudices, beliefs, 

anecdotal evidence, confirmation 

bias—all designed for feeling better 

but perpetuating the same distress.

Our duty as psychiatrists is to 

build trust, to provide a safe envi-

ronment where our patients can be 

open; reveal their darkest thoughts, 

feelings, and fears; try out new 

things, and use their new skills out 

in the world if they so wish. When 

we do our job right, our patients 

can return to, or achieve for the first 

time, a healthy state where they can 

be in the world confident, thriving, 

and able to sustain healthy relation-

ships.

But this is not easy. Sometimes 

fear runs too deep and denial is too 

great. Many years ago, I had a pa-

tient with paranoid schizophrenia. 

With therapy and medication, she 

recovered from psychosis and was 

a full-time student heading towards 

a full, thriving life. However, be-

fore her illness, she had been an 

accomplished pilot. At the time I 

was treating her, the Federal Avia-

tion Commission (FAA) had a rule 

that prohibited renewal of a pilot’s 

license as long as the person was 

taking prescribed medications. I 

appealed to the FAA on her behalf, 

asserting that I would trust my life 

flying with this patient, because, 

with her medication, she was com-

pletely stable and competent. But 

rules are rules. No license.

My patient decided to discontin-

ue her medication. I urged her not 

to do so, emphasizing the risk of 

relapsing into psychosis, and that 

she would risk losing her license 

anyway and probably much more. 

But the license was too important 

to her. She stopped the medication, 

and, as predicted, relapsed into 

psychosis. She resisted treatment 

and ran away. I received a letter 

from her family some years later 

that she never finished school, 

couldn’t hold a job, and had be-

come homeless.
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Treatment of Traumatic Brain Injury 
With Hyperbaric Oxygen Therapy

» Bruce I. Goderez, MD

H
yperbaric oxygen therapy 

(HBOT) is defined as the use of 

oxygen at higher than atmo-

spheric pressure for the treatment of 

underlying disease processes and the 

diseases they produce. Modern 

HBOT in which 100% O2 is breathed 

in a pressurized chamber dates back 

to the 1930s, when it was first used 

for treatment of decompression ill-

ness in divers. There are currently 13 

FDA-approved uses for HBOT, in-

cluding decompression illness, gas 

gangrene, air embolism, osteomyeli-

tis, radiation necrosis, and the most 

recent addition—diabetic ulcers.

Just as practicing physicians rou-

tinely identify off-label uses for med-

ications, over the years HBOT physi-

cians have identified many other 

conditions that respond to HBOT. A 

number of chronic neurological con-

ditions including traumatic brain in-

jury (TBI) have been shown to re-

spond particularly well. There is 

published literature supporting 

HBOT’s efficacy for TBI, including 

human trials and animal research, but 

due to the impossibility of arranging 

sham pressure there are no rigorous 

double-blind placebo-controlled tri-

als.1 As a result, HBOT is not FDA-

approved for TBI, and insurance will 

generally not pay for it.

HBOT can dramatically and per-

manently improve symptoms of 

chronic TBI months or even many 

years after the original head injury. 

This assertion is generally met with 

skepticism within the medical estab-

lishment because we have been taught 

for generations that any post-concus-

sion symptoms persisting more than 6 

months or so after a head injury are 

due to permanent brain damage that 

cannot be repaired. Therefore, treat-

ment has been limited to symptom 

management and rehabilitative servic-

es, and any claim suggesting that fun-

damental healing is possible is sus-

pect. The combination of entrenched 

skepticism and lack of insurance cov-

erage has made it very difficult for 

patients to access treatment.

Another source of skepticism has 

been the large number of disparate 

conditions that are claimed to be 

helped by HBOT. A brief review of 

the mechanisms through which 

HBOT triggers healing responses, 

with particular reference to the mod-

ern understanding of the pathophysi-

ology of TBI, provides a theoretical 

framework to explain these claims.

Physiological effects of HBOT
About 97% of the total oxygen in 

blood is tightly bound to hemoglobin 

when breathing room air (21% O2) at 

sea level (1 atmosphere, or 1 ATM; 

3% of the oxygen is dissolved in blood 

serum. This amounts to about 0.3 mL 

of oxygen dissolved in 100 mL 

of serum. By the time oxygen diffuses 

out of the circulatory system and ulti-

mately reaches the mitochondria, 

there is just a trace amount present. 

HBOT’s primary mechanism is to 

temporarily hyper-oxygenate body 

tissues. HBOT delivered at 1.3 ATM 

increases dissolved oxygen in serum 

by a factor of 7. HBOT delivered in 

hard chambers at 2.5 to 3.0 ATM in-

creases dissolved oxygen by a factor 

of 15 or more. Oxygen levels in body 

tissues outside the circulatory system 

will be increased commensurately.

If a hyper-oxygenated state is 

maintained for long periods it will 

cause significant oxidative damage, 

but when it is “pulsed” for an hour it 

triggers a variety of healing process-

es without overwhelming the body’s 

anti-oxidant system. The currently 

known mechanisms include a power-

ful anti-inflammatory effect, reduc-

tion of edema, increased blood perfu-

sion, angiogenesis, stimulation of the 

immune system, stimulation of en-

dogenous antioxidant systems, mobi-

lization of stem cells from bone mar-

row, axonal regrowth, and modulation 

of the expression of thousands of 

genes involved in the inflammatory 

response and various healing re-

sponses.2,3

Pathophysiology of TBI
At each site of impact a contusion 

can develop—essentially a bruise 

that may involve local bleeding and 

neuronal death. Over hours to days 

an area of inflammation will develop 

around the contusion, just as inflam-

mation will occur around an injury 

anywhere in the body. Since the 

brain is encased in the skull swelling 

is strictly limited, resulting in in-

creased pressure in the affected area. 

The increased pressure results in re-

duced blood flow, damaging a much 

larger area of cortex than was initial-

ly injured. Within this penumbra, 

neurons may be injured and unable 

to carry out their prime function of 

transmitting neuronal impulses, yet 

they can survive in this stunned or 

“idling” state indefinitely.4

This understanding of the patho-

physiology of TBI explains the typi-

cal evolution of symptoms after a 

concussion. The patient may lose 

consciousness or may just feel 

stunned for some time. There may be 

an initial headache and some degree 

of confusion, which often improve 

over the next few hours. However, as 

the inflammatory process evolves 

more severe symptoms develop, usu-

ally peaking within 1 to 2 weeks. 

These include headache, “brain fog,” 

nausea, photophobia, hyperacusis, 

difficulty with focus and multitask-

ing, impaired memory, difficulty 

with visual processing with promi-

nent difficulty looking at screens, 

and profound fatigue. The symptoms 

eventually stabilize, then begin a 

slow recovery over several months.

During the course of an accident, the brain will 

literally bounce around inside the skull, with an 

impact at one or more points.
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This type of injury is referred to as 

“mild” TBI, since there is no gross 

destruction of brain matter. The ab-

sence of gross damage is reflected in 

the typical finding of unremarkable 

CT and MRI scans even in the pres-

ence of disabling symptoms. Howev-

er, in many cases a brain perfusion 

(SPECT) scan can image macroscop-

ic areas of reduced perfusion of the 

cortex.

Treatment protocol for TBI
HBOT is regulated by the FDA as a 

drug, and like a drug, the appropriate 

dose can vary with the condition be-

ing treated. Dose is determined by 

the pressure in the chamber and the 

total hours of treatment. HBOT for 

FDA-approved indications is most 

commonly delivered in hospital set-

tings, usually in large multiplace 

chambers at a pressure of 2.0 ATM or 

higher. High pressure treatment is su-

perior for infections and for other 

acute severe problems.

It took several decades to deter-

mine that, due to excessive oxida-

tive stress, high pressure HBOT 

carries a significant risk of further 

damage in chronic diffuse neuro-

logical conditions. Treatment at 

lower pressures in conjunction with 

limits on the number of sessions has 

been shown to be safer and more ef-

fective for these conditions, includ-

ing TBI.

The recommended protocol for 

TBI is currently one or more blocks 

of 40, 1-hour HBOT sessions deliv-

ered at 1.3 to 1.5 ATM. Treatment 

can be conveniently delivered in 

“mild” hyperbaric chambers, soft vi-

nyl chambers limited to 1.3 ATM that 

are inflated by a small compressor 

using room air (eliminating the risk 

of fire). Oxygen is extracted from 

ambient air by a portable oxygen 

concentrator, removing the need for 

oxygen tanks. Oxygen is fed into the 

chamber through a tube and deliv-

ered to the patient via an ordinary 

hospital oxygen mask.

These chambers are affordable, 

simple to assemble, simple to oper-

ate, and can be used in the outpatient 

setting. They are considered class II 

medical devices similar to a continu-

ous positive airway pressure ma-

chine, requiring a doctor’s prescrip-

tion but usable at home without direct 

medical supervision.

CASE VIGNETTE

RP is a 55-year-old man who origi-

nally entered treatment with a 

20-year history of bipolar disorder. 

His life had been chaotic because of 

lack of treatment adherence. He was 

stabilized on a modest dose of lithium 

and has been in a stable relationship 

and successfully self-employed for 

the past 10 years.

When it occurred to me to ask him 

about concussions, it emerged that 

there were several significant sports-

related concussions during adoles-

cence and at least a half-dozen seri-

ous concussions in early adulthood, 

possibly related to recklessness dur-

ing manic episodes. His last concus-

sion occurred 30 years before this 

history was obtained. He was unable 

to describe any specific post-concus-

sion symptoms, possibly because he 

had so many concussions starting in 

adolescence, and could not remem-

ber what his functioning was like 

prior to his concussions. A brain-

perfusion SPECT scan showed exten-

sive perfusion defects consistent 

with TBI, which is a strong predictor 

of clinical benefit with HBOT. Accord-

ingly, he was offered treatment even 

in the absence of a clear history of 

acquired symptoms.

The patient rented a mild-HBOT 

chamber and did the treatment at 

home. He completed two blocks of 

40 one-hour sessions of mild HBOT 

(1.3 ATM, 100% O2) over the course 

of 4 months. A post-treatment 

SPECT scan was obtained about 56 

months after he completed the treat-

ment protocol.

Following is the summary section 

of the radiologist report for each 

scan. Note that a normal SPECT scan 

should show homogeneous perfu-

sion, whereas areas of reduced perfu-

sion or heterogeneous (spotty) perfu-

sion indicate cortical areas of reduced 

blood flow.

Pre-treatment SPECT scan, 
Aug. 29, 2016 

“Findings: Decreased tracer 

perfusion is seen in the right 

temporal lobe and also there is 

heterogeneous perfusion in the 

bilateral parietal and posterior 

frontal lobes. The cerebellar 

hemispheres are symmetrically 

perfused in the correct clinical 

settings, this may reflect sequelae 

of traumatic brain injury.”

Post-treatment SPECT scan, 
Dec. 27, 2017 
“Findings: Brain SPECT images 

demonstrate homogeneous 

perfusion of the cerebral 

hemispheres. There are no 

asymmetric perfusion defects, with 

interval resolution of previously seen 

asymmetrically decreased 

radiotracer uptake in the right 

temporal lobe. Similarly, previously 

seen decreased perfusion in 

bilateral parietal and posterior 

frontal lobes has resolved. 

Impression: Normal brain perfusion 

SPECT with interval resolution of 

previously seen areas of decreased 

perfusion.”

After completing treatment he re-

ported improvement in focus, im-

proved ability to multitask, and gen-

erally more stable emotional 

functioning. He noted that he was 

using vocabulary that he had not used 

since he was a teenager, which was 

readily observable on interview. He 

found that he was communicating 

with people in a much more direct 

way, in contrast to his usual tendency 

to be tangential with difficulty get-

ting to the point. He stopped using an 

appointment book for his business, 

finding that he could keep track of 

appointments with his clients for sev-

eral weeks ahead by memory.

Discussion
This case is not ideal as a teaching vehi-

cle because of the lack of clear docu-

mentation of changes in post-concus-

sion symptoms or neuropsychological 

testing results. However, the normaliza-

tion of a grossly abnormal SPECT scan 

is clear indication that HBOT can repair 

neurological damage even decades af-

ter an injury, bringing macroscopic are-

as of cortex back “on-line.” The chang-

es in the patient’s functioning and 

demeanor were striking, and clinically 

there was no doubt about the magnitude 

of the response. A controlled trial in a 

series of similar patients including pre- 

and post-neuropsychological testing, 

rating scales, and serial SPECT scans 

was published in 2012.1

Cerebral palsy (CP) can be consid-

ered to be perinatal TBI and patients 

with CP have been shown to respond 

significantly to HBOT.5 Benefits 

brought about by HBOT in TBI and 

CP are generally permanent, although 

patients may be more vulnerable to 

reinjury. Clinical experience and com-

pelling case reports suggests that 

Alzheimer disease and multiple scle-

rosis can be improved to some extent 

by HBOT. Benefits in patients with 

progressive illnesses such as multiple 

sclerosis will tend to deteriorate over 

time. A maintenance schedule of per-

haps a few sessions per week can slow 

down and, in some cases, appears to 

prevent progression.6,7

Conclusion
HBOT can bring about dramatic 

improvement in many neurological 

conditions for which we have had 

very little to offer other than pallia-

tive care. Considering the high inci-

dence of many of these neurologi-

cal conditions, the safety of 

treatment, and the simplicity and 

relatively low cost of mild-HBOT, 

it is unfortunate that it is not more 

widely available.

Dr Goderez is a psychopharmacologist 

and integrative medicine practitioner 

in private practice. He offers hyperbar-

ic oxygen therapy for traumatic brain 

injury and other neuropsychiatric con-

ditions including dementia and radia-

tion necrosis.
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Should We Prescribe Different Dosages of 
Psychotropic Medications to Men and Women?
» Brynn S. Chavira, Anita S. 

Kablinger MD, and Elham Rahmani 

MD, MPH

T
he human cytochrome P450 

(CYP450) enzyme system op-

erates primarily in the liver and 

is found in large amounts in the intes-

tines. These enzymes are responsible 

for metabolizing a wide array of 

compounds from various classes, in-

cluding many psychotropic medica-

tions. Variability in the performance 

of CYP450 enzymes is common and 

strongly affects how a person will re-

act to medication. Pharmacogenomic 

tests can reveal the efficiency with 

which a patient’s CYP450 enzymes 

operate, providing classifications in-

to metabolizer types: poor, interme-

diate, extensive, and ultrarapid. A 

person’s metabolizer type for an en-

zyme affects how he or she will re-

spond to pharmacologic agents pro-

cessed by that particular enzyme. 

Dosages inconsistent with a patient’s 

metabolizer type can be ineffective 

and/or increase the risk of adverse 

events.

Multiple recent studies suggest 

that there is a correlation between 

gender and metabolizer type for sev-

eral of the most medically relevant 

CYP450 enzymes. When patients 

have above-average metabolism for a 

certain CYP450 enzyme they may 

need to take a higher dose of medica-

tion to achieve therapeutic efficacy. 

Similarly, patients who are slow en-

zyme metabolizers, and are pre-

scribed too high a dose of medica-

tion, run the risk of experiencing 

significant adverse effects.

For many medications, dosage 

does not take gender into account 

with women and men receiving simi-

lar dosages relative to their size. Phar-

macogenomic testing is (currently) 

primarily used on medically complex 

patients or those with treatment-

resistant conditions and failed previ-

ous trials. Its utility and cost-effec-

tiveness as a first step rather than a 

last resort has yet to be demonstrated.

Evidence exists to suggest that 

there may be a correlation between 

sex and metabolizer type for certain 

CYP450 enzymes.1 This knowledge 

can be used to inform the prescrip-

tion of medications metabolized by 

these enzymes. Taking information 

about the expression of each metabo-

lizer type by sex into account can in-

crease the likelihood of initiating an 

effective dose of medication earlier 

in the course of illness without need-

ing to conduct genetic testing on in-

dividual patients.

Psychotropic tests
Psychotropic tests analyze roughly 

16 genes to determine how they af-

fect a person’s metabolism of psy-

chotropic medications. Six of the 

genes encode CYP450 enzymes. 

There is significantly less evidence 

for sex differences in the metabolism 

of CYP2B6, CYP2C19, and CYP2C9 

compared with the CYP450 enzymes 

discussed at length in this review. A 

2003 study of CYP2B6 suggested 

that women have higher metabolic 

activity than men.2 There is little in-

formation available about the effect 

of gender on CYP2C9. Two studies 

have failed to establish a sex-related 

difference in CYP2C19 activity.3,4

CYP1A2. The CYP1A2 gene encodes a 

protein that metabolizes a large vari-

ety of antidepressants, antipsychot-

ics, and sedative/hypnotics. It is one 

of the more frequently studied 

CYP450 enzymes and demonstrates 

large variability in populations test-

ed. In general, extensive metabolism 

is considered normal enzyme activity 

and would be expected to be detected 

in a majority of the population. How-

ever, in a retrospective analysis of 

data gathered from a neuropsychiat-

ric clinic, Ramsey and colleagues5 

found that 86.4% of patients dis-

played altered function in the form of 

enhanced induction of the CYP1A2 

enzyme.

In the US, 49% of the general pop-

ulation is classified as ultrarapid or 

poor metabolizers of CYP1A2.6 The 

results regarding sex differences in 

CYP1A2 metabolism are mixed, with 

some studies failing to establish a 

statistically significant difference. 

However, a study conducted in 2000 

by Ou-Yang and colleagues7 estab-

lished that CYP1A2 activity was gen-

erally higher in men than women. A 

study by Karjalainen and colleagues8 

in 2008 supported these findings by 

demonstrating that certain oral con-

traceptives and female sex hormones 

are inhibitors of CYP1A2 activity. 

Thus, women are likely to have slow-

er CYP1A2 metabolism than men. 

Because above-average metabolizers 

more quickly process CYP1A2 sub-

strates, men may require higher dos-

es of certain medications to achieve 

response.

Although on average, men may 

have faster CYP1A2 metabolism than 

women, individual differences 

should be taken into account. Many 

women may have faster than typical 

metabolism. With this knowledge, 

physicians may decide to start wom-

en on slightly lower dosages of med-

ications metabolized by CYP1A2, 

hopefully limiting the risk of adverse 

effects but keeping in mind the possi-

bility of a need to increase the dose. 

Similarly, physicians may decide to 

start men on a slightly higher dosage, 

limiting the number of adjustments 

before the patient starts responding 

to treatment.

CYP2D6. Although there are more than 

50 different CYP450 enzymes, just 

six metabolize 90% of drugs. The 

two most significant enzymes of this 

class are CYP2D6 and CYP3A4. 

Studies on the effect of sex on 

CYP2D6 metabolism have yielded 

mixed results, but there is evidence to 

suggest that activity is slightly higher 

in females. A study conducted by 

Labbé and colleagues9 in 2000 in-

volved men who were phenotyped 

monthly over the course of a year and 

women phenotyped every other day 

over the course of one complete men-

strual cycle. The results showed high 

variability in CYP2D6 activity re-

gardless of sex and phenotype. The 

study reported that about 80% of ob-

served variability was explained by 

urinary pH variations. Due to weight-

based dosing, men are frequently 

prescribed higher doses of medica-

tion than women. Such dosing prac-

tices may be ineffective; the findings 

from Haag and colleagues10 suggest 

that women may actually need higher 

dosages of medications metabolized 

by CYP2D6 than men.

CYP3A4. As explained above, the 

CYP3A4 enzyme is one of the two 

most medically significant CYP450 

TABLE.  CYP450 enzyme activity differences between 
men and women

CYP450 
enzyme

Gender differences

1A2 Men may be slightly faster metabolizers on average

2D6 Women may be slightly faster metabolizers on average

3A4 Women may be slightly faster metabolizers on average

2B6 Women may be slightly faster metabolizers on average

2C9 No sex-related difference established

2C19 No sex-related difference established

SIGNIFICANCE FOR PRACTICING PSYCHIATRISTS
The sexually dimorphic expression of CYP450 enzymes needs to be 

addressed when prescribing medication. This family of enzymes is 

responsible for the metabolism of a wide variety of medications, including 

psychotropics.

 ◗ Cytochrome P450 enzymes are responsible for the metabolism of a large number 

of psychotropic medications.

 ◗ Differences in the activity of cytochrome P450 enzymes by sex have been shown 

for CYP1A2, CYP2D6, CYP3A4, and CYP2B6.

 ◗ The knowledge that men and women tend to metabolize certain medications at 

different rates may help physicians to determine which specific medications to 

prescribe and in what amounts.

(CONTINUED ON PAGE 13)
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The Grief Monster
–SERIES CHAIR, 

H. Steven Moffic, MD

» Carolina Giacobone, MD

M
y husband can hear me sob in-

consolably as I muffle my 

screams into my pillow. It is 

so soaked in tears and sweat that I 

have no choice but to raise my burn-

ing eyes and, invariably, stare at the 

framed picture of my mother stand-

ing on my bedside table. I have been 

baptized by “the grief monster.” With 

empty desperation, I drown in a sea 

of darkness. I am 30 years old—an 

only child. I gave birth to twin girls 2 

months ago, and I lost my mother a 

month later. I wondered what the 

golden secret was to new mother-

hood as a grieving daughter.

On the evening of Friday, January 

5, I rang the obstetrician’s office to 

confirm my test results. The secretary 

took what felt like an eternity to read 

the hormone levels, and yes, I was 

effectively pregnant. Less than 2 

weeks later, I was leaving my new 

post in psychiatry, my husband, my 

pets, and my life in Ireland to hop on 

a plane to Buenos Aires. “We saw 

something in your mother’s colon in 

the ultrasound,” the doctor had said 

on the phone, “and the liver seems 

highly compromised, too.” I can still 

hear the words resounding in my 

head, like a dagger piercing all my 

senses. It was denial that got me 

through the 14-hour flight—the fee-

ble conviction that they had found an 

abscess that explained the fever, and 

maybe the liver had abscesses too, or 

benign cysts. It was, in fact, stage IV 

colon cancer with liver metastases, 

and although I never told anyone (not 

even my mother), her chance of sur-

vival was only 10%.

An emotional ride
The surgeon summoned me. His 

voice was grave. At that point, I was 

certain that my mum had died in sur-

gery. “We couldn’t remove the tu-

mor,” he explained nonchalantly. He 

then began to get excited, as if recit-

ing a novel case in an international 

surgical conference, “The size of the 

tumor was massive, and the smallest 

metastasis is the size of lemon.” I 

don’t exactly remember falling, only 

the jolt of my aunt’s arms supporting 

my back as I hit a nearby column. 

“This lady will be killed by the lymph 

nodes in the peritoneum though,” the 

surgeon continued, directing his gaze 

to my uncle, as if he was the most 

interested participant of his case ex-

position. “At least we managed to 

bypass the bowels to avoid obstruc-

tion.”

Being empathic comes with over-

whelming emotions. I still fear now 

that the twins will absorb my sadness 

during the days I can barely breathe, 

or that they will be confused by my 

sudden mood swings given my deni-

al and shock. Reading, talking, and 

consulting with my obstetrician and 

even my former boss helped me nav-

igate these uncertain waters. I began 

to question if it would be right for me 

to jump straight back into work after 

my mother’s passing. I wondered, 

“What if having a gap in my CV will 

affect my career?” “What if being 

around the babies with such heavy 

emotions will make them neurotic 

and unhappy?” So began a vicious 

cycle of worry and sadness, until my 

very wise, very understanding and 

experienced former boss, who also 

happens to be a perinatal psychia-

trist, said, “You should not go back 

to work any time soon. You are not 

galivanting around and traveling the 

world. For now, having twins and 

losing your mother are your full-

time duties.” It will take months to 

recover, maybe longer—but that is 

okay.

Reality hits
“Will she meet the baby?” was one of 

my aunt’s first questions after the sur-

geon had so bluntly given us the news 

of the failed operation. “I don’t think 

so,” I blabbered, as a nurse an-

nounced my mother was ready to be 

visited in the intensive care unit 

(ICU). She might have been ready, 

but I surely was not. I crouched on 

her bed and held on tightly to her still 

limp body, waterfalls of tears flood-

ing her hospital gown. Within min-

utes, she asked, “Will I die, love?” I 

looked into her beautiful, infinite, 

almond eyes, and I blurted out, “Yes.” 

She didn’t cry. She only caressed and 

kissed my hair, promising everything 

would be okay. Always the carer, al-

ways prioritizing my wellbeing and 

inspiring me even as we entered the 

confines of Hell. Always my mother.

I slept on the floor of the ICU for 

two nights, I distinctly recall holding 

my tummy the second night, mur-

muring to what I was sure was my 

growing baby boy. “Felix,” I whis-

pered, “It’s okay if you want to go. 

Mommy will understand. It is the 

worst time for you to come to this 

world sweetheart, and if you want to 

leave, I won’t blame you.” How 

wrong I was, not only because I was 

expecting the most unexpected twin 

girls, but because it was the best time 

in my life to welcome them into this 

world.1

Conflicts of the self
Grief has the effect of shaking core 

beliefs and certainly provokes a 

whirlwind of emotions. That was cer-

tainly the case with me, but it is the 

loneliness and guilt that scared me 

the most. The on-call doctor asked 

me if I wanted an anxyolitic. As a 

psychiatrist, all my reasoning fought 

against it. I considered the adverse 

effects of benzodiazepines to the ba-

bies, their half-life, effectiveness, and 

interactions. But my instincts stopped 

me, and for the first time, I put myself 

before everything else and accepted 

the prescription. Not only that, but I 

requested a referral to a perinatal 

psychiatrist, who came to see me 

right before we were discharged after 

the twins’ birth.

Even with all our theoretical 

knowledge and clinical experience, 

when loss touches us, we discover 

that we, too, are human. I try to re-

mind myself that I play many roles—

mother, daughter, doctor, patient, 

woman, and wife.2 I am, and will al-

ways be, scarred by this loss. At 

times, the grief monster seems to 

build an igloo so thick around the 

heart that it isolates me in guilt and 

impossible sadness. My mother was 

the victim of cancer; she lived 

through it with nobility and died by 

its dreadful hands even more digni-

fied. I, too, was a victim of it all, and 

I still am—there should be no shame 

or guilt in admitting this.3

I still remember the dread I felt as 

I entered her hospital room, heart 

pounding madly in my chest, fearing 

I would collapse from sadness. I felt 

a sense of pride, tinged with a pinch 

of guilt, naturally, when I finished 

closing the suitcases and caressing 

the walls goodbye. The linens on my 

mother’s bed were flooded by tears—

but I did it. I survived, all on my own. 

It was the proper goodbye—the slap 

in the face that I needed to be shaken 

out of shock and denial to progress 

into deep sadness and acceptance 

now. And acceptance may lead to let-

ting go one day.4

The dream of resilience
One morning, as I changed one of my 

twin’s nappies, she stared at me as if 

wondering why I was the one crying 

desperately and not she. Grief almost 

knocked me to the floor. It is not only 

pain that defines my grief, for that 

emotion can be easy to override. It is 

the explosive mixture of despair and 

emptiness that is much more striking. 

It is not the even the presence of the 

images of my mother’s last days that 

torture me, with her almost unrecog-

nizable face and her delirious 

thoughts; rather it is the absence of 

the memories that we will never 

make. I will never hear her soft voice 

again, see her dancing ridiculously to 

80s music, watch her basking for 

hours on end under the sun, or admire 

her endlessly in all her flaws and im-

perfections.

My mother dazzled with the 

strength of her light and grace; she 

was elegant as she was sharp and 

proud as she was generous. Not even 

her departure managed to break a love 

so infinite, so strong, so eternal. I rel-

ish now in the hungry yelps of my ba-

bies, in the tiny sighs they make when 

they are bursting with milk, in the un-

conscious smirks they draw on their 

perfect faces when they’re dreaming. 

It is in the sparkle of one of the twin’s 

curious eyes that I find my mother’s 

vivacity, in the other’s cleverness I 

tease out my mother’s. I feel my moth-

er’s empathy in my husband’s em-

brace. They are the epitome of love, 

desire, passion, and life that one day 

will expel the grief.

Even with all our theoretical knowledge 

and clinical experience, when loss 

touches us [psychiatrists], we discover 

that we, too, are human.
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My story could be anyone’s sto-

ry—and it is a story of lessons.5 I 

openly share this fragment of my life 

with my fellow psychiatrists. From 

mourning comes resilience; from 

loss, we can rethink our place in the 

world, and ultimately, a light can be 

shed on the end of one thing and the 

beginning of another. Even now, with 

a seemingly forever missing com-

pass, I find the courage to disclose 

my raw grief and see that strength 

can be mustered even in the darkest 

of times. Motivation will continue to 

feed my existence and strengthen my 

profession, but above all, love and 

time will lighten my way—as it will 

yours.

Dr Giacobone is a general adult psychi-

atrist and a psychotherapist special-

ized in CBT. She was a lecturer in 

Psychiatry at the University College 

Dublin, Republic of Ireland, and cur-

rently works in clinical psychiatry in 

Dublin. She reports no conflicts of in-

terest regarding the subject matter of 

this article.
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Reviewed by John Torous, MD, MBI 

and Jane Gould, PhD

As interest in digital mental health 

grows, so do questions about its 

risks and benefits. The ubiquity of 

smartphones and a plethora of apps 

has created a new digital culture that 

puts a wealth of on-demand tools 

and resources into the palm of one’s 

hand. In Left to Our Own Devices, 

Margaret Morris, PhD,1 explores 

whether technology can extend and 

advance patient care outside the of-

fice and be scaled for mental health. 

She suggests that while technology 

can help users manage their moods 

and mental states, she questions 

whether it is beneficial for well-be-

ing and mental health, given that it 

may present fewer emotional de-

mands on users than face-to-face 

therapy.

When Morris began to write, her 

perspective was at odds with aca-

demic research by Sherry Turkle, 

PhD, as well as other mainstream re-

searchers. Turkle, a noted social sci-

entist at MIT, called out the Internet 

for accelerating a host of maladies, 

including alienation, loneliness, and 

a flight from conversation.2,3 In the 

spirit of academic debate, Turkle 

agreed to write the foreword to Left 

to Our Own Devices. She poses this 

vital question to readers: “If you are 

working with a technology that might 

close down important conversations, 

can it be repurposed to open them 

up?”

Morris is a skillful storyteller and 

takes that challenge to task. Across 

eight easy-to-read chapters, she il-

lustrates how people, most likely 

younger users, “hack” technologies 

to foster connection, mindfulness, 

and well-being. The chapters are 

centered around a collection of per-

sonal narratives from people who 

personalized their digital devices 

and experience positive results. Mor-

ris records these stories with a gen-

tle, engaging, and upbeat tone that 

requires no formal background in 

either mental health or technology. 

The narratives in the book under-

score the idea that technology can 

provide enhanced connection and 

treatment. The people described in 

the book have modified many differ-

ent technologies from smart lights, 

to mood trackers, to game playing. It 

is important to note that the author is 

intent on describing the positive vir-

tues of technology. Hence, like her 

counterpart, Sherry Turkle, who re-

ported on more negative effects, 

Morris features case studies that 

provide ethnographic substance and 

context to support her thesis. Al-

though the book does not promise to 

cover all ground and it does not seek 

to focus on vital issues surrounding 

data privacy, tracking, and the com-

mercialization of personal data or 

health records, it does provide refer-

ences for the reader to explore these 

issues in more depth.

This book is a good read for to-

day’s digital health initiatives and 

for clinicians hoping to keep up to 

date in current trends in mental 

health technology. It reminds us that 

putting a device in a patient’s hands 

will often lead to outcomes that we 

could never have imagined. It also 

pokes holes in the once reigning 

view that robotics and chatbots are 

dehumanizing and antisocial. If any-

thing, the narratives suggest that 

technology can help patients moni-

tor their emotional states and im-

prove sharing and connections. The 

book underscores how useful it is to 

study how patients use apps in re-

al-world settings and to learn from 

their lived experiences.4

Hopefully, Dr Morris will contin-

ue the conversation in a follow-up 

book as the field advances. There 

are social topics that need to be wo-

ven into future dialog. What is the 

emotional toll of using social media 

and the evolving debate on how 

much screen time is too much? What 

about potential attentional deficits 

that may result from being online 

nearly all the time. What are the 

concerns around safety and suicide 

that continue to evolve in terms of 

clinical knowledge and popular per-

ception?5

We do not know how younger 

generations, who are more savvy 

with smartphones and future tech-

nologies, will make therapeutic 

modifications. We also know that 

we are in the early stages of gather-

ing observations and data. From 

where we stand today, the well-an-

notated references in the book pro-

vide a useful compendium of topical 

inquiries on smartphones and apps. 

Dr Torous is Director of the Digital 
Psychiatry Division, Department of 
Psychiatry, at Beth Israel Deaconess 
Medical Center, Boston; Editor in Chief 
of JMIR Mental Health; and Digital 
Psychiatry Editor for Psychiatric 
Times. Twitter: @JohnTorousMD. 
Dr Gould is editor of Dear 
Smartphone, a weekly online column 
on digital media and social impacts. 
She holds a PhD from the Annenberg 
School at the University of 
Pennsylvania.
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enzymes. Multiple studies have 

found that CYP3A4 is predominant-

ly expressed by women. Waxman 

explains that the temporal pattern of 

plasma growth hormone regulates 

genes expressed in the liver. Sex dif-

ferences are seen in plasma growth 

hormone released by the pituitary 

gland, contributing to the difference 

in CYP450 expression by sex. Wax-

man and Holloway11 established that 

most variability in the metabolism of 

medications between men and wom-

en results from the uneven expres-

sion of CYP3A4 and the frequency 

of medications reacting with this en-

zyme. The CYP3A4 enzyme has ar-

guably the most research to suggest 

sexually dimorphic expression of any 

CYP450 enzyme. Substrates of 

CYP3A4 have been found to have 

higher clearance levels in women 

than men. In 2003, Wolbold and col-

leagues12 found that surgical liver 

samples from women contained lev-

els of CYP3A4 that were double 

those of men on average. The study 

showed that the findings were not 

due to higher drug exposure resulting 

in preferential induction.

Conclusion
Thought should be granted to the 

sexually dimorphic expression of 

CYP450 enzymes when prescribing 

medication. This family of enzymes 

is responsible for the metabolism of a 

wide variety of medications, includ-

ing psychotropics. Finding the right 

dosage of a psychotropic may be no-

toriously time consuming, requiring 

multiple trials and errors. Knowledge 

about the differences in expression of 

CYP450 enzymes between the sexes 

can inform treatment direction and, 

in many cases, decrease the number 

of medication trials needed for pa-

tient response.

The three enzymes discussed 

(CYP1A2, CYP2D6, and CYP3A4) 

in this review are among the six cy-

tochrome P450 enzymes that metab-

olize over 90% percent of drugs.13 

Out of the enzymes in this family, 

these three have the most extensive 

research base suggesting gender dif-

ferences in their expression.

Further research is needed to more 

firmly establish the sexual variance 

in metabolizer type for CYP450 en-

zymes as some studies fail to estab-

lish statistically significant differenc-

es. Still, multiple studies suggest that 

CYP3A4 and CYP2D6 are more pre-

dominantly expressed in women. 

Both of these enzymes are involved 

in the metabolism of a very large 

number of medications. This can in-

form the prescription of certain med-

ications as women may need higher 

dosages relative to their size than 

men do.

Men have been found to more 

highly express the CYP1A2 enzyme, 

but the majority of people of either sex 

have above-average metabolism for 

CYP1A2. Paying attention to CYP450 

enzyme activity differences between 

men and women may help physicians 

to prescribe accurate dosages of cer-

tain medications more quickly and 

with less trial and error (Table). Argu-

ments for early pharmacogenomic 

testing are thus noteworthy.

Ms Chavira is an undergraduate, 

University of Virginia; Dr Kablinger is 

Professor and Director of Clinical Trials 

Research, and Dr Rahmani is PGY3 

Resident, Department of Psychiatry 

and Behavioral Medicine, Virginia 

Tech Carilion School of Medicine and 

Research Institute, Roanoke, VA.

The authors report no conflicts of interest con-

cerning the subject matter of this article.
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Looking for 
America
Elizabeth A. Varas, MD

Winter had not yet fallen

A crimson tide of red leaves

Rained down from the heavens

Mixed with the crisp blue of the fall sky.

I heard them before they came into view

The power and the glory of roaring thunder

Harley Davidsons as big as the wide 

Open horizons of this great country.

They rode two by two with a majestic grace

The torchbearer bore an American flag tied to its pole.

I could hear it whistling in the wind.

The black flag of the POW brought up the rear.

I was suddenly moved to tears

A distant mourner behind a funeral procession

Transported to the far-off neighborhood of my youth.

I paused to show my respect

For all these young warriors buried like a time capsule

Beneath the dark soil of a distant land.

As my reverie receded

I was left to contemplate this bond of brotherhood.

How will we remember these warriors of our past?

How long will the Harleys last?

Dr Varas has been in solo private practice in Westwood, NJ 

since 2007. She is a veteran in the US Navy Reserve, having 

recently completed her 8-year commitment as an officer in 

the medical corps as a critical wartime specialist in the 

field of psychiatry. Before starting her private practice, she 

was the Medical Director of a mental health center in 

Paramus, NJ for more than 10 years and served as the di-

rector of the PACT program for patients with chronic psy-

chiatric illness. Upon completion of her fellowship in con-

sultation/liaison psychiatry she was an attending psychia-

trist at Bronx Lebanon Hospital in New York City in the 

consultation/liaison service. ❒
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» Helen M. Farrell, MD

A
s physicians, we learn from our patients, text-

books, and experience. “Cure sometimes, treat 

often, comfort always,” these words from Hippo-

crates remain at the core of our values when interfacing 

with patients.

Psychiatrists have a unique therapeutic relation-

ship—we gain access to a patient’s innermost private 

thoughts, fears and hopes. 

We come to know our pa-

tients on a profound and 

intimate level. As we are 

present through the highs 

and lows of our patients, 

we also navigate our own 

personal life demands. It is 

critically important, there-

fore, that we engage in a 

practice model that meets our individual professional 

and personal goals.

There are a multitude of ways to structure a practice 

model. And done correctly, most come with ample op-

portunities for work-life balance, entrepreneurship, and 

positive patient impact.

This Special Report on practice management helps 

serve as a tool for developing and structuring your own 

rewarding practice. One of the great benefits of our field 

is having options. With a variety of ways to practice—

including virtual encounters, office appointments, lo-

cums, and consultancy—opportunities for the earnest 

psychiatrist are endless. There is no perfect pathway to 

achieving a sustainable practice model, which is why we 

need to support camaraderie in our field and learn from 

each other.

In this Special Report, a variety of topics are dis-

cussed and sound candid advice is provided. The Spe-

cial Report serves as a guideline for dealing with a range 

of issues, from social media to burnout to office design 

to locums. Highlights include learning in detail how an 

office design can support a positive doctor-patient alli-

ance. For those looking for even more freedom and flex-

ibility in their day-to-day work, you will hear about one 

doctor’s experience doing 

locums in psychiatry. Spe-

cifics are shared about both 

the challenges and rewards 

of such work, as we hear 

from the author about the 

overall benefits of a prac-

tice with inherent flexibili-

ty. Another section focuses 

on the pros and cons of so-

cial media integration into practice—along with tips 

about how to overcome the “sting of negative reviews.” 

Readers will also become aware of the risk of burnout 

and learn how to foster resilience.

The goal remains to create exciting careers that will 

have us practicing for a long time. By building a practice 

model that we enjoy, it enhances our ability to “cure 

sometimes, treat often, and comfort always.”

Dr Farrell is a private practice psychiatrist in Boston and a 

lecturer at Harvard Medical School.

Dr Farrell reports no conflicts of interest concerning the subject matter 

of this Special Report. ❒
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Locum Psychiatric Practice 
Unexpected, Unheralded Benefits
» Lawrence H. Climo, MD

A 
t the age of retirement, I was un-

ceremoniously and discourte-

ously given 2-weeks’ notice. I 

was medical director of a struggling 

community mental health center 

stealthily down-sizing to show profit to 

then find a buyer, and I’d been deliber-

ately kept out of that loop. I never saw 

it coming. Embarrassed and angry I 

impulsively signed up with a temp 

agency and became a locum tenens, a 

first for me, to get away and forget 

what had just happened, block it out of 

my mind. I joined our medical “For-

eign Legion,” as it were—home for 

misfits and adventurers as I’d imagined 

this practice—to disappear and not 

have to deal with my shame, pain, and 

loss.

I took my first assignment in another 

state. Once I began seeing patients, I 

couldn’t help but view them as having 

been thrown under a bus just like me. 

They were stuck there and coming to 

me for help getting unstuck and back on 

course; I began keeping a journal. I had 

to. The familiar issue of boundaries was 

not only germane, it was a minefield.

Many months and several assign-

ments later when I began to process 

what had happened to me; I discovered 

I didn’t want to stop this locum work. It 

wasn’t the novelty, salary, or perks. It 

was the renewal I’d begun experienc-

ing as a physician and mental healer. 

But how is that possible for someone 

who is always a stranger, outsider, and 

about to leave, three obvious psychia-

trist liabilities? The answer, I realized, 

lay in my attitude. Would I see myself 

as there to hold down a fort until help 

arrived, or would I be the help they’d 

been waiting for, meaning that if the 

fort wasn’t protecting it would be my 

responsibility to tear it down. If a treat-

ment wasn’t working, it would fall to 

me to change it.

The following is what I discovered 

during my 5 years of locum practice: 

there are unexpected and unheralded 

benefits to both doctor and patient: to 

being a locum psychiatrist and for hav-

ing a locum psychiatrist.

Fresh eyes
As an outsider and stranger you bring 

fresh eyes. The question is will you ap-

ply them, especially to patients who are 

floundering, that haven’t had psychiat-

ric input for a long time or even, never 

had psychiatric input? Or cases seen by 

a succession of locums who’d dutifully 

held down a dysfunctional fort? I found 

at team meetings about such cases that 

simply saying I saw the case differently 

drew and held everyone’s attention. 

And explaining my formulation and its 

implications for treatment—the chang-

es they’d have to make—were usually 

met with relief and support. When cas-

es flounder and staff are demoralized, 

simply validating that reality can re-

store hope and boost morale.

For patients, too. Temporal lobe ep-

ilepsy (TLE) mimics neurotic symp-

toms, psychotic symptoms, behavior 

disorders, and personality disorders. It 

can destroy a life and ruin a family. It is 

easy to diagnose, easy to treat, the 

prognosis is often good for relief and 

improved functioning, but you have to 

think of it. Once I started thinking of it, 

I started finding it. And I started think-

ing of it because so many of my pa-

tients came from poor families that 

featured frequent childhood ear infec-

tions and inadequate access to pediatric 

care, well-known TLE antecedents.

Distraction relief
Workplace culture

As a locum physician, you get to play a 

variety of different roles—admission 

officer, stopper of run-away-trains, 

de-frocker of sacred cows. Here are 

just a few roles I played during differ-

ent scenarios I encountered during my 

5 years as an outsider psychiatrist.

I am an Admissions Officer at a 

state psychiatric hospital. A bipolar 

woman hospitalized medically else-

where and off her medications be-

comes manic and is immediately put 

back on her medications and referred 

here. She arrives after many days’ de-

lay. I review the referral information, 

read the old record, and assess the 

woman and see that she no longer 

needs hospital level of psychiatric care. 

She did before but doesn’t now. Her 

meds kicked in during that long break. 

I don’t admit her. There is pushback. 

Doesn’t the referring doctor need a 

break? Doesn’t our hospital need to fill 

a bed? What about covering my back; 

there may be symptom breakthrough. 

But the referring doctor, my hospital’s 

empty beds, and the bottom line aren’t 

my concern, and career values like ap-

proval ratings and keeping my job 

aren’t either. It’s about the patient now, 

and she doesn’t want to be admitted 

and doesn’t need to.

Anticipated complaints

A hostage-taking scenario is suddenly 

and rapidly unfolding. A nurse is about 

to be trapped inside her office with a 

rageful intruder who has barged in and 

is now closing her door to lock the two 

of them inside. You are first on the 

scene, drawn by his shouting, and im-

mediately push back to keep that door 

from closing. The situation is tense but 

fluid and you see an opportunity. You 

direct people who are gathering to do 

something they’ve never done and are 

afraid to do, namely not only help keep 

that door open but squeeze inside as 

well. The room quickly fills with bod-

ies that soon press against the now rat-

tled and distracted intruder until he 

can’t move, let alone notice his captive 

has, on my signal, squeezed her way 

out of that office. All ends well. The 

nurse is unharmed, the intruder taken 

away in handcuffs, and the two security 

guards he’d assaulted when he’d invad-

ed the clinic are back on their feet, un-

injured. I ignore the complaints about 

me.

Runaway-train baggage

A patient finally finds the courage to 

share with her young, inexperienced 

social worker therapist—who knows 

her history of mental, physical, and 

emotional abuse by the violent alcohol-

ic man she’d lived with and the help-

lessness, fear, and despair that had led 

20 years ago to overdoses that never 

required treatment—that her intermit-

tent suicide thoughts had never 

stopped. She still has them. She’s final-

ly found the courage to take that 

long-delayed step forward in her treat-

ment and talk about them. Her rattled 

therapist calls the police and signs an 

involuntary commitment form.

The police arrive and the startled 

patient, a black woman in her 50s, re-

fuses to get in their cruiser. She’d never 

been inside a mental hospital let alone 

a police cruiser. She is put in shackles, 

forced into the cruiser, and brought to 

the state hospital. I am the Admissions 

Officer.

My mental status exam and assess-

ment for risk-of-harm convince me 

she’s been railroaded. But commitment 

forms, once signed, can take on a life of 

their own, gathering steam with en-

dorsements and justification until the 

train is barreling down a track towards 

a locked ward of a mental hospital. 

SIGNIFICANCE FOR PRACTICING PSYCHIATRISTS
Contrary to what we’re taught and how we’re trained, locum psychiatrists 

need not feel at a disadvantage as mental healers, as there are actual 

advantages to being an outsider and stranger who is always leaving—

advantages to both doctor and patient.
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This is a woman who lives with her sis-

ter and is completing medical records 

training. This polite, cooperative, and 

deeply humiliated caregiver who 

smiles as she illustrates her craft abili-

ties is a woman betrayed. I am the only 

one who can stop this runaway train. 

Retirement age may be no time to stick 

my neck out, but it may be the last time 

I get to stick my neck out. I stop that 

train.

An outside-the-box perspective
New card to play

Low expectations can be disarming. 

Patients sometimes forgo a power 

struggle with a locum whom they view 

as, like themselves, powerless. And it’s 

as if, by prefacing any treatment sug-

gestion with the disarming, “Where I 

come from . . .” as if deferentially con-

fessing you’ve only one foot in this 

door, any power struggle may be ren-

dered pointless.

I’m helping out on an Admissions 

Unit. They’re short-handed. The ad-

mission last night, a young man with 

bipolar disorder in relapse, was as-

signed a doctor who didn’t have time 

to see him let alone write a note. I’m 

told this patient denies he has bipolar 

illness or any problem, won’t take 

meds, and never has. In the communi-

ty he uses cocaine and alcohol. Then, 

when he can’t come down from his 

mania, he causes trouble, authorities 

are called, and he is re-hospitalized. 

Like now.

I introduce myself. He’s still manic 

and refusing meds. I tell him I’m from 

out of town and here only temporarily 

when he interrupts with this challenge, 

“So, do YOU think I am bipolar?!”

It’s time to play my “hapless 

stranger” card. “Where I come from,” I 

begin quietly, “we don’t bother with 

whether or not someone’s bipolar. All 

we care to know is whether or not they 

have a chemical imbalance in their 

brain because, if they do, there is a salt, 

an old-time table salt, that can take 

away stressed-out feelings.”

No response, I continue. “No one 

knows how it works so, if a patient asks 

if he can have some, we just give him a 

prescription and . . .”

“Can I try it?”

I pause. “You’ll have to ask your 

doctor.”

“Would you ask her for me!”

Later that day I do just that. “Do 

what you want,” the doctor murmurs as 

if she’s been around the block with this 

kid one time too many. I discontinue 

the antipsychotic meds he’s refusing, 

order lithium salt, and return to my as-

signed post. He takes the lithium, soon 

asks for higher strength, doesn’t miss a 

dose, and is ultimately discharged to 

the community, illness in remission. In 

the community he remains sober and 

continues the lithium.

Sacred cows defrocked

The state hospital Patient-at-Risk 

Committee has determined that this 

seriously regressed and “out-of-con-

trol” woman, the most difficult patient 

on the locked unit I’m told, will likely 

kill herself should she be discharged. 

On one-to-one supervision (she 

threatens suicide daily) she resists all 

treatment. She has no hospital privi-

leges, a reality that fuels ever more 

antisocial behavior; an irresistible 

force meeting an unmovable object. 

I’ve just arrived as their locum psychi-

atrist, her care is transferred to me, 

and I immediately see a way to break 

this impasse.

I introduce myself to the woman 

and express horror at the way she’s be-

ing treated. I encourage her to continue 

demanding privileges and assure her 

the hospital is in violation of her rights. 

I express my determination to fix this 

and get her out. Not surprisingly, the 

more I assume command of her control 

issue and make it my issue the more 

she loosens her grip on it. The more I 

manifest outrage and indignation the 

more composed and appropriate she 

becomes. Finally, I’m rushing back and 

forth in a feigned dither trying to “force 

the hospital” to relax their controls 

while, unsupervised, she is calmly 

earning privileges until, one day, she is 

deemed “clinically stable and optimal-

ly functioning” and discharged uncon-

ditionally by that same Committee. 

Her transformation took just 2 weeks. 

It seems my staff splitting and patient 

manipulation, two professional no-nos, 

were the ticket. Over the ensuing 

months in the community there is nei-

ther re-hospitalization nor calls for po-

lice intervention.

Entrusted with secrets
People—staff and patients both—con-

fide secrets to strangers. We all need to 

unburden in a way that won’t come 

back to bite us. The locum tenens psy-

chiatrist is a stranger.

This woman I’m seeing for our final 

visit (I leave that week) tells me a se-

cret, a painful memory she hadn’t told 

any of her former therapists over many 

years.

“You know I’m leaving,” I remind 

her. “Why are you telling me this?”

“Because you’re leaving.”

It is as if she wanted me to take that 

secret with me. As if she’d never told 

others because she’d have to look at it, 

talk about, and deal with it whereas she 

wanted only to be done with it, rid of it, 

her path to healing being that of avoid-

ing pain, not revisiting it. Mindful that 

for everything there is a season I am 

comfortable respecting this. After all, 

wasn’t I unable to look at, talk about, 

and deal with my own pain until I felt 

ready? The advisory, “Doctor, heal thy-

self” misses the point because it pre-

sumes doctor healing must precede 

patient treatment whereas genuine doc-

tor healing actually accompanies our 

doctoring. I don’t include her secret in 

my final note.

Dr Climo is the author of Psychiatrist 

on the Road: Encounters in Healing 

and Healthcare, an account of his 

Locum Tenens experience.

Dr Climo reports no conflicts of interest con-

cerning the subject matter of this article. ❒

The Role of Social Media in Private Practice
» Kaustubh G. Joshi, MD, and 

Marie E. Gehle, PsyD

M
ore than half of the world’s pop-

ulation now uses the Internet.1 

Many of these users access so-

cial media sites on a regular basis. So-

cial media can be classified in a pletho-

ra of ways to reflect the diverse range 

of social media platforms, such as col-

laborative projects (eg, Wikipedia), 

content communities (eg, YouTube), 

and social networking sites (eg, Face-

book).2 A recent Pew Research Center 

survey of US adults reports that social 

media use in early 2018 was character-

ized by a combination of “long-stand-

ing trends and newly emerging narra-

tives”3; 73% of US adults reported 

using YouTube and 68% reported using 

Facebook. At the same time, younger 

Americans (especially those aged 18 to 

24 years) are embracing a variety of 

platforms (eg, Snapchat, Instagram, 

Twitter) and using them frequently.3

Psychiatrists are increasingly using 

social media to educate the general 

public, existing patients, and potential 

patients about various conditions. With 

their many applications, social media 

platforms are useful for professional 

networking, patient and provider edu-

cation, research collaboration, personal 

and professional support, and academ-

ic dialogues. Social media adds a new 

dimension to health care because it of-

fers a medium for physicians and pa-

tients to communicate about medical 

issues with the potential to improve 

health outcomes.

Benefits of using social media in 
private practice
Using social media in private practice 

has many benefits. It provides avenues 

for us to market ourselves and our ser-

vices. The most popular social media 

sites for physicians are those where we 

can participate in online communities, 

listen to experts in their fields, read 

news articles, network, and communi-

cate with colleagues regarding patient 

issues. These sites allow us to acquire 

and read relevant information related to 

our patients and practice. Social media 

allows us to engage with other psychi-

atrists and mental health professionals 

by commenting on posts and partici-

pating in group discussions or online 

chats. By identifying and sharing use-

ful information or links with followers 

or other members of an online commu-

nity, these interactions can increase the 

acquisition of salient information.

We can create blogs, forums, vide-

os, and information-sharing websites 

that provide information to the general 

public, patients, and other mental 

health professionals on mental illness, 

treatments available, and wellness; 

these efforts can help reduce stigma 

associated with mental illness and pro-

mote psychiatry. Our use of social me-

dia can expand access to individuals 

who may not easily access health infor-

mation via traditional methods. Social 

media can provide peer, social, and 

SIGNIFICANCE FOR PRACTICING PSYCHIATRISTS
Psychiatrists are increasingly using social media as part of their private 

practice. Using social media in private practice comes with benefits and 

challenges.

 ◗ Social media provides communication in real time and is inexpensive.

 ◗ Information in user-generated form is largely unregulated.

http://www.psychiatrictimes.com
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emotional support for patients, the gen-

eral public, and other mental health 

providers. It can allow the general pub-

lic to discuss sensitive topics and com-

plex information with us and provide 

opportunities for us to provide online 

consultations.

Social media provides communica-

tion in real time and is inexpensive, al-

though potentially time consuming. 

We can quickly monitor public re-

sponse to mental health issues, identify 

misinformation of mental health infor-

mation, and disseminate pertinent 

mental health information to targeted 

communities. We can compile data 

about patient experiences from blogs, 

collect data from patients, and gather 

opinions regarding our performance 

(eg, via customer satisfaction surveys). 

We can use social media to disseminate 

personalized messages immediately.

Challenges of using social media in 
private practice
The challenges of using social media 

can be as numerous as the benefits. In-

formation on the Internet, especially in 

7 PRACTICAL TIPS AND GUIDANCE 
We would like to offer evidence-based objective guidance; however, this 

guidance is not available. Various medical organizations, such as the Amer-

ican Medical Association, have released guidelines regarding the profession-

al use of social media.7-12 However, because these are guidelines, they are 

not requirements and are subjective. The following is based on our subjective 

personal experience as well as synopses of existing guidelines.

1 
Determine your purpose. Determining the purpose for your social media presence 

is an important step in focusing your efforts. Who do you want to reach? What topics 

are important to you? From daily affirmations to starting conversations about public 

policy, tailor the information and use platforms that reach your target audience. Make 

sure anyone who will be posting for the practice understands the purpose and conveys 

that same message.

2 
Brand your practice. Maintaining consistency in the look and feel of your social 

media accounts helps your brand become recognizable. From the use of a logo, 

colors, font, and the overall tone of messages, match your brand to your purpose.

3 
Post relevant content at regular intervals. Regularly post content that serves 

your purpose. Keep it positive, respectful, and professional (and spelled correctly). 

Ensure information is accurate. Avoid complaining, using casual language, referencing 

patients, and oversharing personal information.

4 
Separate personal from professional accounts. Do not post personal information 

on professional practice accounts. Consider using a pseudonym for personal 

accounts. Set personal accounts to the highest privacy settings. Do not link/sync 

personal accounts with professional accounts. Be aware that posting your activities, 

whereabouts, etc, in real time may jeopardize your privacy and safety. Be aware that 

posts may automatically include your location information.

5 
Maintain confidentiality and privacy. All social media interactions should comply 

with federal Health Insurance Portability and Accountability Act (HIPAA) and state 

privacy laws. Develop a social media policy to share with patients that includes how the 

practice uses social media and how privacy is maintained. At a minimum, the policy 

should inform patients that the practice and its employees will not accept friend 

requests from them nor will the practice and its employees follow them on social media 

platforms. Do not post patient information, pictures, or videos of patients without their 

written consent. Remember that de-identifying patient information may not be sufficient 

to remain compliant with HIPAA and/or state privacy laws.

6 
Develop and maintain boundaries. Do not engage in conversations about specific 

medical issues with patients or non-patients on social media platforms. Do not 

search your patients’ social media profiles unless it is discussed beforehand and part of 

the overall treatment plan. Do not reach out to patients via social media platforms. 

Remember that any information you post is a reflection of you and your practice and 

can have unintended consequences on your reputation and career.

7 
Deal with negativity in a consistent and professional manner. Before 

addressing negative comments or responding to cyberbullies, gather all relevant 

information. Respond in a kind and compassionate manner or ignore the comments 

altogether. Make sure all staff posting to the practice’s social media accounts 

understands how to handle negative comments and cyberbullies. Review comments 

before they are visible to the public or consider turning off comments entirely. Support 

others publicly and privately when they are the victims of cyberbullying.
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user-generated forums, is largely un-

regulated and its accuracy cannot be 

guaranteed.4 Authors of medical infor-

mation found on social media sites are 

often unknown or are identified by lim-

ited information, and the medical infor-

mation may be unreferenced, incom-

plete, or informal.5 Social media tends 

to emphasize anecdotal reports while 

evidence-based medicine tends to 

de-emphasize it. Using social media 

may make us susceptible to both 

known and unknown conflicts of inter-

est that we may be unable to decipher.

Social media conveys information 

about a person’s personality and val-

ues, and the first impression generated 

by this content (eg, photos, posts) can 

be lasting. Posting inappropriate con-

tent or unfavorable comments can re-

flect negatively upon us and can be 

viewed as unprofessional.

We can view our patients’ social 

media profile to obtain information 

about them. Their “digital footprint” 

may help us understand the context of 

their lives, reconcile discrepancies with 

what they have told us, or allow us to 

confront denial and address incomplete 

reporting. However, perusing our pa-

tients’ online profiles could negatively 

impact treatment and adherence. Pa-

tients may choose to portray them-

selves differently on their online pro-

files, and their identities often cannot 

be confirmed.6 Even if some informa-

tion is accurate, we might discover 

things that we did not expect to learn 

about our patients, including important 

information that they did not share, sig-

nificant problems they are currently 

experiencing, or even something they 

lied about. This can create ethical di-

lemmas of what to do with the informa-

tion and whether it should be addressed 

immediately or at a future session.

Despite their online activities being 

displayed for the world to see, our pa-

tients may not expect us to access their 

online information. They might per-

ceive such perusal as a breach of trust, 

which can lead patients to view the 

doctor-patient relationship as adversar-

ial. Accessing this information could 

also create a more intimate relationship 

than intended. Even if we acquire their 

consent to perform a search, our pa-

tients may still feel coerced into allow-

ing it because they might feel that de-

clining to grant permission would 

make us suspect that they have some-

thing to hide, or that we would search 

without their consent. In addition, if 

our patients are aware that we are mon-

itoring them, they might change their 

behavior. For example, they may delete 

certain data, add additional informa-

tion that may not be accurate, or censor 

future social media posts. Knowing 

that we could be paying attention to 

them online might motivate patients to 

act out or become withdrawn.

Breaches of patient privacy can oc-

cur when posting information, photos, 

videos, or comments concerning our 

patients to a social media platform. 

These breaches can lead to legal action 

against us as well as adversely affect 

our credentials and licensure.5 There is 

a vast amount of information that is 

available for us to peruse; however, pe-

rusing that information might require 

excessive time and effort, or divert at-

tention from more productive thera-

peutic interventions.

Dr Joshi is Associate Professor of 

Clinical Psychiatry and Associate 

Director, Forensic Psychiatry 

Fellowship, Department of 

Neuropsychiatry and Behavioral 

Science, University of South Carolina 

School of Medicine, Columbia, SC; 

Dr Gehle is Chief Psychologist, South 

Carolina Department of Mental 

Health, Columbia, SC.

The authors report no conflicts of interest con-

cerning the subject matter of this article.
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Turning a Negative Into a Positive
Ways to Avoid and Overcome Negative Reviews

» John Luo, MD

T
he Internet has transformed the 

way we get information. No 

one uses the telephone book 

anymore to find a phone number or 

a physical map to determine travel-

ing directions. Smartphones and 

tablets have even supplanted laptop 

and desktop computers as the portal 

to the vast amount of information 

available online. Typing is not nec-

essary—calling out “Hey Siri” and 

“Hey Google” have become the pre-

ferred method of finding informa-

tion on these devices. Perhaps li-

brarians are at risk of becoming an 

endangered profession as the public 

has become more dependent on dig-

ital assistants to find the information 

that they need.

Online information has been 
transformed
Thirty years ago, websites were 

mostly about distribution of infor-

mation, usually curated by someone 

who may have been an authority in 

that arena but not necessarily so. 

The concept Web 2.0 may be largely 

forgotten, but it highlighted how the 

Internet and software have changed 

to harness collective intelligence or 

knowledge of the masses as well as 

how the web has become a plat-

form.1 Blogs are a great example of 

the web as a platform. Technology 

has enabled everyone to put their 

opinion and other comments online 

and made them easier to find. Ama-

zon has changed the retail industry 

as a platform for commerce, helped 

in part by its presentation of custom-

er reviews and ratings as well as 

questions and answers that facilitate 

purchase decision making.

Physician rating sites
It is no surprise that finding health 

information online is a common ac-

tivity. Google Trends has shown that 

since 2004, 70% of queries on aver-

age are health-related.2 Insurance 

companies use the web to provide 

information about health plan bene-

fits as well as providers in their net-

work. Searching for psychiatrists is 

even easier by entering the terms 

“psychiatrist,” “desired city,” and 

“appropriate state,” in any Internet 

search engine. This search also re-

veals a new web resource—the phy-

sician rating site.

Physician rating sites are just 

what you would imagine. The sites 

allow individuals to review their 

physician and add their opinion. 

Many of these websites list informa-

tion such as where the physician 

trained (eg, medical school, hospital 

affiliations, board certifications), 

and what insurance plans he or she 

accepts. Some of this information 

comes from the American Medical 

Association while other information 

comes from partner websites such as 

Doximity.com. Healthgrades will 

conduct a background check that in-

cludes disciplinary actions, mal-

practice claims, and board actions.3

The majority of these sites use 

metrics to rate the psychiatrist, such 

as how easy it is to make an appoint-

ment, the friendliness of the staff, 

promptness of the physician, and 

how much time he or she spends 

with the patient. A typical rating 

scale ranges from zero to five stars. 

More significantly, an open com-

ments section provides a platform 

for patients to state whatever they 

wish. Some sites allow anyone to 

rate and remain anonymous, while 

for other sites a valid email address 

is necessary to post reviews.

The implications of reviews are 

straightforward. Positive reviews 

help the online reputation of the 

physician, potentially increasing the 

number of patients who will contact 

the office to set up an appointment. 

Negative reviews will do the oppo-

site. Many of these physician rating 

sites suggest several physicians with 

higher ratings for the prospective 

patient.

Implications of negative reviews
Given the impact on both reputation 

and referrals, what can physicians 

do to address this situation when 

negative reviews appear? One strat-

egy is to hire a lawyer and sue the 

patient, which a New York gynecol-

ogist did when a patient posted neg-

ative reviews on Yelp.4 The patient 

took down the negative reviews, but 

the lawsuit persisted because the 

doctor stated that he suffered defa-

mation, libel, and emotional stress. 

While this strategy may sound just 

and appropriate, in the field of men-

tal health, some would consider this 

approach to be a bit draconian.

Hiring a professional firm such as 

Reputation Defender might also 

make sense.5 This firm says that they 

can help with search engine optimi-

zation so that positive reviews stay 

at the top search result and negative 

reviews are found on the last pages 

of the search. They accomplish this 

approach by creating new content 

and using metadata and link content 

on these pages to increase the pres-

ence of this content. However, this 

service comes at a cost of $3,000 to 

$25,000 per year depending on the 

number of personalized websites, 

professional content, and unique di-

rect website desired. Keep in mind, 

they do not delete negative reviews, 

but help physicians to “bury” them.

Similarly, many of these physi-

cian rating sites offer premium ac-

counts in addition to the free ones. 

Besides providing higher search re-

sult placement, they offer additional 

tools that may mitigate the negative 

review. They do not allow for nega-

tive reviews to be deleted as that 

practice would impact the integrity 

of the review platform. Instead, they 

improve attention to the profile by 

eliminating advertising and compet-

itor ads. Healthgrades Advanced is 

$65 per month and Healthgrades 

Premium is $780 per month. Health-

grades Premium also provides the 

ability to promote your practice pro-

file on other physician profile pages 

as well as to be featured on the web-

site. Patient testimonials are utilized 

to combat anonymous negative re-

views.

What you can do
The solutions discussed above in-

volve a significant investment of 

time, energy, and capital. There are 

other options available with a little 

effort. While it may appear to be 

colluding with the enemy, physi-

cians should claim their profile on 

the various physician rating sites. 

One reason to do so is that there may 

be erroneous information about 

your practice that may impact how 

patients perceive your practice.

Another reason is that a more ac-

curate site will be higher on search 

engine hits. It sounds counter intui-

tive to help a site with negative re-

views appear higher in search find-

ings, but it is better exposure for 

your practice online. One thing to 

consider regarding negative reviews 

is that if the comments are full of 

vitriol, then many rating sites will 

consider removing these posts be-

cause they don’t wish to be per-

ceived as a platform that enables 

scathing comments because it will 

SIGNIFICANCE FOR PRACTICING PSYCHIATRISTS
As with any service industry today, physicians are a searchable and rated 

commodity online. While word of mouth or insurance websites may be the 

predominant driver of new patients to a practice, the increasing use of 

digital search assistants may eventually supplant traditional referral 

sources.

 ◗ Filing a lawsuit to fight negative reviews may not always be the best approach

 ◗ Fighting negative reviews with positive ones may create boundary crossings

 ◗ Developing resilience and taking the high road are best strategies to deal with 

negative reviews
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diminish their reputation as well. 

They believe that a negative review 

should be factual such as “the psy-

chiatrist was consistently running 

30 minutes late for appointments” 

versus ‘the psychiatrist was a jerk 

and didn’t give me the time of day.”

It is common knowledge that 

most patients who post reviews are 

those who are dissatisfied with the 

service. Often, the psychiatrist 

knows exactly which patient wrote 

the anonymous post because of an 

identifying feature. For example, the 

patient didn’t get the medication he 

or she was seeking.

While it sounds like making lem-

onade out of lemons, it is important 

to keep in mind that prospective pa-

tients who read a negative review 

regarding denial of medications and 

decide to not make an appointment 

are likely patients whom you may 

not want as a patient anyway. A sav-

vier prospective patient may choose 

to make an appointment with you 

because he or she understands that 

the person who wrote the negative 

review may have an ulterior motive 

such as drug seeking and find that 

the you were correct in declining to 

participate in the abuse.

You may be tempted to ask pa-

tients that you know appreciate your 

care to post reviews to drown out the 

negative ones. This strategy sounds 

appropriate, but it is risky because 

asking patients for reviews may be a 

boundary crossing in the psychia-

trist-patient relationship. It is better 

to have a card or sign in the office 

waiting room with a link to a physi-

cian review site for all reviews, not 

just positive ones. Likewise, office 

staff should not prompt or remind 

patients to review the practice, 

which will appear to be coercion.

Staff and other colleagues could 

technically post positive reviews as 

well, but that would be disingenuous. 

Unlike retailers who often respond to 

negative reviews online, it is recom-

mended that physicians and staff do 

not respond to reviews online be-

cause a response may lead to a 

HIPAA privacy breach because of the 

public nature of such communica-

tions. Instead, if a physician can as-

certain the identity of the patient who 

posted a negative review, it is reason-

able to engage with the patient in per-

son with an open and nonconfronta-

tional manner to better understand 

the patient’s concerns.

Conclusion
It is easy to create your own content 

online without spending extravagant 

amounts of money. A blog that high-

lights your professional activities or 

articles that you find interesting to 

read is easy to create on services 

such as WordPress. Registering a 

URL is fairly inexpensive, and to-

day’s technology has made website 

creation easy without any program-

ming skills.

By creating a website with links 

to physician rating sites that have 

more positive reviews as well as oth-

er social media such Twitter or 

LinkedIn, these sites will be placed 

higher on search engine hits over 

time. These “homemade” tactics 

will work just like hiring a profes-

sional service, no different from de-

ciding to change the oil in the car 

yourself versus going to an automo-

tive service shop.

The sting of negative reviews on-

line hurts both professionally and 

personally. Feelings such as betray-

al, shame, or disgust will certainly 

be evoked by negative online re-

views. It is all too easy and under-

standable to fall into the void of neg-

ativity. However, you must remain 

objective and process your feelings. 

It is helpful to commiserate with 

trusted colleagues, especially those 

who have experienced the same sit-

uation. The challenge is to take that 

leap of faith that your colleagues 

won’t judge you but have empathy 

for your negative experience. Stay 

positive and well-balanced, under-

stand that there are many patients 

who have benefited from your care 

and typically the disgruntled few 

use the physician rating forum to 

vent and bully you.

Given that social media can be 

taken out of context, it is better to 

share in person than to vent online 

with your peers. The court of social 

media is often too quick to judge be-

fore all the facts are available. For 

that reason, while it may be tempt-

ing to be open and share your feel-

ings and experiences on all your 

posts, it may be wise to stay profes-

sional and neutral to political and 

social issues. Unfortunately, it 

comes down to the perception—not 

the intent of your post, which you 

have little control over.

Damage to your online reputa-

tion is unfair and much too easy to 

accomplish with the easy to use 

tools that the Internet has today. It 

is important to be resilient and keep 

in mind that it is a new climate to 

which we must adapt. Bullying 

hasn’t gone away but has found a 

new avenue on the Internet. We can 

take some comfort in that physician 

rating sites today have an Achilles’ 

heel. There are too many of them 

and most practices and physicians 

have a paltry number of reviews.

Dr Luo is Chief Medical Information 

Officer, University of California 

Riverside School of Medicine.

Dr Luo reports no conflicts of interest concern-

ing the subject matter of this article.
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Stay positive and well-balanced, 

understand that there are many patients 

who have benefited from your care and 

typically the disgruntled few use the 

physician rating forum to vent and bully you.
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Psychiatrists Need to Know
» Barbara Long, MD, PhD, Andrew O. 

Brown, MD, Sean Sassano-Higgins, MD, 

and David “Daven” E. Morrison, MD, for the 

Committee on Work and Organizations, 

Group for the Advancement of Psychiatry

A
s in the case of “Bob,” whom you met in 

our previous article in the April 2019 

issue, patients frequently ask psychia-

trists to be “put on disability.”1 Such requests 

typically require that the psychiatrist complete 

documents confirming the patient’s inability 

to work. While patients claim work incapacity 

for a variety of reasons, in claiming disability 

patients are separating themselves from a situ-

ation, event, or demand at the workplace. The 

patient may have difficulty completing 

work-related tasks or may feel the need to 

avoid the workplace for some other reason.

Although patients are typically self-directed 

in their decision to seek disability, it is not un-

common for patients to lack an understanding 

of the intent and purpose of “disability” pro-

grams. It is also common for human resources 

personnel to advise employees to claim disabil-

ity when a workplace problem is brought to 

their attention. This article discusses the risks of 

supporting versus withholding support for a pa-

tient’s disability claim and six key definitions 

psychiatrists need to understand when they are 

asked by patients to support such a claim.

Responding to the patient who claims 
disability
Requests for disability may induce a range of 

reactions in psychiatrists. Positive feelings 

arise when the request impresses the psychia-

trist as reasonable or indicated, or when such 

requests gratify the psychiatrist’s inclination 

to advocate for a patient in need. Negative 

feelings can also occur if treaters feel that their 

services are being used inappropriately, or if 

they feel the request is opportunistic, counter-

productive, or counter-therapeutic. Because 

countertransference reactions can be intense, 

best practices involve psychiatrists’ being 

aware of the emotions that arise when a patient 

asserts disability.

Disability requests almost always create a 

quandary for psychiatrists, who face risks re-

gardless of whether they support or disengage 

from such claims.

The physician’s quandary: risks of 
supporting and withholding support

RISKS OF SUPPORTING DISABILITY CLAIMS

1 
Because psychiatric treatment strives to 

improve the patient’s mental health and 

functioning, the effectiveness of treatment 

may be compromised if the true purpose of 

treatment is transformed into a means by 

which the patient can receive economic 

support by demonstrating illness and 

incapacity.

2 
An administrative burden may be created 

because the physician is required to 

recertify disability on an ongoing basis.

3 
Role confusion is possible if the 

psychiatrist serves dual roles as disability 

evaluator and treater for the same patient. 

The risks are amplified if disability is denied, 

1 Disability. Disability is a legal 

and administrative construct 

that refers to an individual’s 

eligibility to receive benefits from 

an institution, government, or 

society at large. Because one’s 

eligibility to receive benefits is 

contingent upon the terms of 

specific contracts, laws, and 

policies, disability is not a 

medical or clinical concept. 

Government agencies (such as 

the Social Security 

Administration), insurance 

companies, or the courts—rather 

than physicians—determine 

whether an individual is disabled.

2 Functional impairment. 

Functional impairment is 

present when a pathological 

condition has weakened or 

damaged an individual’s capacity 

to execute a mental function. A 

delusion, for example, can impair 

an individual’s judgment and 

ability to make sensible decisions, 

while mania can impair behavior 

and impulse control.

Although functional 

impairment can be attributed to a 

psychiatric diagnosis, functional 

impairment does not in itself 

constitute a diagnosis. Moreover, 

a psychiatric diagnosis does not 

necessarily result in a functional 

impairment that precludes 

employment. For example, the 

vast majority of patients seen in a 

typical outpatient psychiatric 

practice have a diagnosis of a 

psychiatric disorder, but only a 

very small percentage have 

symptoms that would preclude 

the ability to engage in gainful 

employment.

3 
Restriction. Restriction is a 

type of activity that an 

individual should not perform 

because performance of such 

activity can be reasonably 

expected to worsen an illness or 

disease. It may be reasonable to 

restrict an individual with bipolar I 

disorder from performing 

irregular work shifts, for example, 

because disruption of the 

patient’s sleep-wake cycle can 

be reasonably expected to 

exacerbate the disorder.

4 
Limitation. A person with a 

limitation has a compromised 

capacity to perform an activity 

due to the presence of a specific 

functional impairment. For 

example, an individual who 

manifests profound levels of 

psychomotor retardation 

attributable to severe Major 

Depressive Disorder may be 

limited in his or her capacity to 

arrive on time for their scheduled 

work hours. 

5 
Impairment versus 

disability. An individual may 

manifest impairment, restrictions, 

and limitations and yet not be 

prevented from performing the 

duties of his occupation. For an 

individual to manifest disability 

as a result of impairment, the 

identified impairment would need 

to be considered occupationally 

relevant. For example, individuals 

with functionally impairing levels 

of social anxiety disorder may be 

limited in their capacity to give 

presentations, but if their 

occupation does not require that 

they give presentations, such 

impairment and limitations would 

not preclude them from 

performing the duties of the job. 

The institution adjudicating such 

claims would probably 

acknowledge that these 

individuals are “impaired” but 

would not consider them 

“disabled.”

6 
Short-term versus long-

term disability. Patients 

may have a condition that 

prevents them from working at a 

current job but that does not 

prevent them from working in a 

different position (such as for a 

different manager, boss, or 

employer). Short-term disability 

is often used when individuals 

experience a problem that 

prevents them from performing 

their job duties under their 

current employer but not 

necessarily under a different one.

Two problems typically ensue 

when an individual transitions 

from “short-term” to “long-term” 

disability status. First, the 

likelihood that the patient will 

ever return to work in his or her 

occupation (or gainful 

employment in general) is sharply 

reduced. Second, the terms 

governing the patient’s disability 

status change. For example, the 

patient’s claims may be 

adjudicated based on whether 

the patient can perform the 

duties of an occupation 

anywhere or whether he or she 

can complete the duties of the 

occupation and/or the specific 

job under a specific employer.

SIX KEY DISABILITY-RELATED DEFINITIONS

CONTINUED ON PAGE 26
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Introduction to Immunotherapy 

of Malignancies for Psychiatrists
» Janet Charoensook, MD and 

Susan Turkel, MD

T
he immune system has an essential under-

lying role in both physiological and patho-

logical conditions. The immune response 

is the result of the complex interaction of in-

flammatory cells and circulating humoral fac-

tors, which trigger immune surveillance, im-

mune defenses, and the healing processes that 

are crucial for survival. 

In recent years, immunotherapies have be-

come increasingly effective options for cancer 

treatment, but they can also lead to abnormal 

immune reactions and adverse effects ranging 

from minor to severe toxicities against crucial 

organ systems, including the brain. Cancer im-

munotherapy was first attempted with nonspe-

cific immune stimulation using Bacillus Cal-

mette-Guérin (BCG) or vaccination against 

other infectious agents with limited success. 

Treatment with immune modulating cytokines 

such as interleukin and interferon proved effec-

tive, and identification of tumor specific anti-

gens led to attempts at active immunization of 

the patient with better results. The newer meth-

ods of adoptive cell transfer and blockade of 

immune checkpoints show additional promise.

Traditional cytotoxic chemotherapy is the 

most commonly used and generally most ef-

fective class of antineoplastic agents. It acts by 

targeting rapidly dividing malignant cells. The 

adverse effects of chemotherapy are related to 

antimetabolic effects on normal cells while si-

multaneously targeting the malignant cells. 

Immunotherapy can often bypass these toxicity 

problems and may be more effective in select-

ed patients, but it can also result in its own tox-

icity, including adverse neuropsychiatric con-

sequences.

The immune system normally detects can-

cer by recognizing antigens expressed by can-

cer cells but not by normal cells. These tu-

mor-associated antigens may be tumor-specific 

antigens uniquely expressed on cancer cells, or 

they may be neoantigen (ie, new antigens that 

result from mutations in cancer cells). When 

tumor specific antigens and neoantigens are 

detected, they are regarded as foreign by the 

patient’s immune surveillance mechanisms, 

and elicit anti-tumor immune responses.

The prognosis is usually considered to be 

better when an inflammatory reaction is pres-

ent in tumor tissues, which indicates the pres-

ence of immunity to the tumor. When the pa-

tient’s immune system attack on the tumor 

cells has eliminated the most highly immuno-

genic cancer cell clones, less immunogenic 

malignant cells remain, which can multiply 

relatively undisturbed. By the time of diagno-

sis, most cancers no longer have evidence of an 

inflammatory response, indicating a poorer 

prognosis.

This article is a brief introduction to the im-

munotherapy of malignancy for psychiatrists 

who may encounter patients who have received 

these newer immune-mediated therapies for 

cancer as well as for the consultation-liaison 

psychiatrists who are more likely to encounter 

patients who have been exposed to an array of 

immunotherapy options and their potential ad-

verse consequences. It is important for psychi-

atrists to be aware of the potential neuropsychi-

atric toxicities and complications to be able to 

distinguish them from primary psychiatric dis-

orders and to be able to address them when 

they occur.

Tumor associated antigens
Identification of human tumor-associated anti-

gens has led to antigen specific immunotherapy 

using these antigens as targets for monoclonal 

antibodies and cancer vaccines. Specific mono-

clonal antibodies have been developed against 

a variety of molecular targets expressed on dif-

ferent cancer cells. These anti-tumor antibodies 

represent autoimmunity and can also react 

against normal cells or can present like parane-

oplastic neurologic disorders.

Antigens used in cancer vaccines usually 

include peptides and whole proteins with ad-

juvants to improve immunogenicity. For ex-

ample, glypican-3 (GPC-3) is a carcinoembry-

onic antigen overexpressed in human 

hepatocellular carcinoma. Vaccination with 

GPC3-derived peptide has shown clinical ben-

efits and a peptide specific immune response 

that is predictive of overall survival.1

Tumor associated antigens have also been 

encoded in recombinant viruses in an attempt 

to generate a more robust immune response to 

the tumor antigens. As it became easier to 

identify tumor specific and neoantigens from 

individual cancer patients, it was hoped that 

vaccines that target them could be developed 

for personalized anti-cancer immunization 

therapy. Unfortunately, cancer vaccine trials 

frequently report immunologic responses 

without any clinical benefit.

Cytotoxic chemotherapy is typically immu-

nosuppressive because immune cells rapidly 

divide and are vulnerable to chemotherapy’s 

cytotoxic effects. There is often a period of 

shrinkage or limited growth of the tumor after 

chemotherapy is started, followed by possible 

resistance to the chemotherapeutic drug, stim-

ulating tumor growth and metastases. Tumor 

cell death can reactivate antitumor immunity 

and restore immunosurveillance, which sug-

gests the anticancer activity of chemotherapy 

by both cytotoxicity and immune mechanisms.

Cytokines
Many of the functions of the immune system 

are mediated through the production of small 

proteins called cytokines. These proteins in-

clude interleukins, interferons, and tumor ne-

crosis factor. Cytokines modulate the highly 

complex, interrelated inflammatory response 

depending on clinical, physiological, and im-

mune factors. Chemokines are locally acting 

cytokines that enhance the migration of inflam-

matory cells, and lymphokines are mediators 

that are produced transiently during an immune 

response.

Cytokines have major effects on cerebral 

function and affect sleep patterns, mood, be-

havior, cognition, and memory. Cytokines can 

inhibit acetylcholinergic pathways, resulting in 

delirium. Interleukins 1 and 2 (IL-1, IL-2), in-

terferon (IFN), and tumor necrosis factor 

(TNF) can trigger excitatory CNS effects in-

cluding agitation, delirium, delusions, halluci-

nations, and seizures.2 Patients receiving IL-2 

or IFN-Į for cancer treatment have experienced 

hypotension, multiorgan failure, and severe 

neurotoxicity with cognitive, behavioral, and 

mood symptoms.3

IFN-Į has been used for over 30 years to 

treat myeloproliferative disorders. It can in-

duce cell differentiation and cell death, and it 

can inhibit cell proliferation and angiogenesis 

required for tumor growth.4 IFN-Į therapy for 

cancer has been associated with autoimmune 

disorders of vitiligo and diabetes and can ag-

gravate preexisting autoimmune disease.5 Al-

though IFN-Į2 can be an effective anticancer 

agent, its use has been limited by its toxicities.

IL-2 is a cytokine that plays a major role in 

the growth and proliferation of immune cells. 

Trials of high dose IL-2 to treat a variety of 

disorders, including malignancy, began in 1985 

and IL-2 has proved to be an important immu-

notherapy cytokine for the treatment of can-

cer.6,7 IL-2 induces activation of lymphocytes 

and their differentiation into lymphokine-acti-

vated killer cells, which can recognize and 

eliminate tumor cells. By inducing systemic 

inflammation, IL-2 can exacerbate autoim-

munity or trigger it de novo. Nebulized and 

It is important for psychiatrists to 

be aware of potential 

neuropsychiatric toxicities and 

complications to be able to 

distinguish them from primary 

psychiatric disorders.
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aerosolized IL-2 has enabled localized delivery di-

rectly to the lungs resulting in less systemic effects, 

higher local immune cell activation, and greater 

antitumor effect in patients with primary lung can-

cer and pulmonary metastases.6

The use of IL-2 has been limited by systemic 

toxicities, including the capillary leak syndrome 

(CLS). It can occur following administration of 

cancer drugs, bone marrow transplant, and IL-2.8 In 

patients with CLS, fluid from the circulatory sys-

tem leaks into the interstitial space and results in 

edema, hypotension, hypoalbuminemia, hemocon-

centration, dyspnea, circulatory shock, cardiopul-

monary collapse, and multiple organ failure. 

Prophylactic pretreatment with intravenous immu-

noglobulin and supportive therapy with careful flu-

id management are of clinical benefit when CLS 

occurs.

Adoptive cell therapy
Adoptive cell therapy is based on infusions of au-

tologous T cells to mediate an antitumor response. 

Chimeric Antigen Receptors (CARs) are synthetic 

receptors for T-cell antigens that redirect the speci-

ficity and reprogram the function of the T cells onto 

which they are genetically introduced. Chimeric 

antigen receptor T cells (CAR-T) are the patient’s 

own T cells modified using viral vectors to express 

these CARs.

CAR-T cells were first made in 1993 and repre-

sent a form of adoptive cell therapy. To make 

CAR-T cells, lymphocytes are harvested from a 

tumor biopsy or a resected tumor. These lympho-

cytes are then grown in vitro with IL-2 and rein-

fused into the patient after the patient’s T-regulatory 

cells are eliminated. The infused CAR-T cells re-

tain their cytotoxic activity and recognizing tumor 

antigens, eliminate the malignant cells.

Currently, CAR-T cells are usually CD19 specif-

ic, and they target and lyse CD19 positive cells in 

both normal and malignant B cell lineages. CD19 is 

a cell surface antigen unique to B-cells, thus specif-

ically targeting CD19 is effective for B-cell leuke-

mias and lymphomas even in patients with a high 

tumor burden. Moreover, treatment with CAR-T 

cells has yielded high remission rates in patients 

with other refractory, relapsed disease, including 

acute lymphoblastic leukemia, chronic lymphocyt-

ic leukemia, and non-Hodgkin lymphoma.9

Adverse events following infusion of CAR-T 

cells are reversible in most instances, although they 

often require specific medical intervention and 

transfer to intensive care for support and manage-

ment. The most common adverse effect is cytokine 

release syndrome (CRS). It typically begins within 

the first week after T-cell infusion and follows the 

in vivo proliferation of the infused CAR-T cells.

CRS occurs in 13% to 43% of patients and is 

characterized by high fever, cardiac dysfunction, 

hypotension, dyspnea, respiratory compromise, hy-

poxia, and multiorgan failure. The severity of CRS 

may range from mild to severe life-threatening mul-

tiorgan failure. Corticosteroids are considered the 

main treatment for CRS, but they are toxic to in-

fused CAR-T cells, which limits the outcome of 

CAR-T treatment as well as the efficacy of corticos-

teroid treatment itself.

Rarely, severe CRS can evolve into fulminant 

hemophagocytic lymphohistiocytosis. It is related 

to tumor burden and cell lysis and is associated with 

elevated levels of inflammatory markers such as 

ferritin, C-reactive protein, lactate dehydrogenase, 

IFN-Ȗ, soluble IL-2 receptor, and IL-6.

Neurologic toxicity is the second most common 

toxicity associated with CAR-T therapy. It is dis-

tinct from CRS and has been termed “CAR-T-cell-

related encephalopathy syndrome (CRES).” It ap-

pears to result from endothelial dysfunction and 

increased blood brain barrier permeability, and is 

associated with headache, seizures, confusion, agi-

tation, delirium, hallucinations, aphasia, and myo-

clonus, and may require hospitalization in an inten-

sive care unit. The management of CRES 

neurotoxicity has been non-specific, generally em-

phasizing supportive care. Antipsychotics are effec-

tive for agitation, delirium, and psychotic symp-

toms associated with CRES.

New engineering modalities may further en-

hance the efficacy and safety of CAR-T cells. Mod-

ifications in the way CARs are made to allow de-

struction of CAR-T cells when serious toxicity 

occurs have been suggested, but they have increased 

the risk of graft-versus-host disease.9 Recent FDA 

approval of CD19 CAR-T cells for acute lympho-

blastic leukemia and non-Hodgkin lymphoma will 

likely lead to expanded use of these therapies to 

physicians without prior experience in managing 

toxicities, increasing risks of adverse consequences 

and problems in management.

Melanoma antigen gene (MAGE) proteins are a 

large group of proteins expressed in reproductive 

tissue and a wide variety of cancers. These proteins 

are associated with aggressive cancers, a worse 

clinical prognosis, increased tumor growth, and in-

creased metastases.10 Adoptive cell therapy using 

autologous anti-MAGE-A3 engineered T cells has 

been attempted. The patients experienced clinical 

regression of their cancers, but Parkinson-like 

symptoms and mental status changes were noted, 

and a few patients lapsed into coma and subse-

quently died. MRI showed perivascular leukomala-

cia, and autopsy showed necrotizing leukoenceph-

alopathy with extensive white matter defects, 

widespread neuronal cell destruction and lympho-

cyte infiltration in the brain parenchyma.3

Immune checkpoint inhibitors
Immune checkpoints are normal inhibitory signals 

in the immune system that maintain self-tolerance 

and modulate immune response. Cancer cells can 

bypass immune checkpoints and immune surveil-

lance, which interferes with the patient’s normal 

immunologic ability to recognize and destroy can-

cer cells. Checkpoint inhibitors are monoclonal an-

tibodies that block specific immune checkpoint 

molecules that antagonize immune inhibitory path-

ways and promote immune activation by removing 

or blocking the inhibitory signals. Immune check-

point inhibition has been effective and safe in pa-

tients with solid tumors and some hematologic ma-

lignancies, resulting in both long-lasting tumor 

responses and adverse effects.11

The most prominent checkpoint blocking target 

is cytotoxic T-lymphocyte-associated protein-4 

(CTLA-4).12 CTLA-4 is a potent inhibitor of T-cell 

activation that helps maintain self-tolerance. Anti-

CTLA-4 antibodies result in activation of T-cells 

and initiate an anti-tumor response. While the ther-

apeutic blockade of CTLA-4 enhances anti-tumor 

immunity, it may also inadvertently increase the 

likelihood of paraneoplastic neurologic disorders 

due to antibodies against tumor associated antigens 

that cross react with neurologic cells.
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once upon a time, the role of physician and priest 
were intimately connected. I use the term “priest” in 
the broadest sense, without reference to a particular 
religion, to denote “. . . one authorized to perform the 
sacred rites of a religion, especially as a mediatory 
agent between humans and God.”2

In this essay, I contrast the physician’s priestly 
role with that of the modern-day, medical “provider.” 
I then develop a third way of seeing the physician 
that preserves the gravity, dignity, and authority of 
the medical profession while recognizing that the 
patient’s autonomy is an increasingly important 
medical-ethical value.

The physician as priest
According to the Encyclopedia Judaica, medicine and 
religion were closely connected for Jews in ancient 
times. Priests were “the custodians of public health,” 
and Jews in biblical times regarded the physician as “the 
instrument through whom God could effect the cure.” 
Accordingly, “Jewish physicians . . . considered their 
vocation as spiritually endowed and not merely an ordi-
nary profession.” Moreover, Jewish history is replete 
with a “. . . long line of rabbi-physicians that started 
during the Talmudic period [ca. 2nd to 6th century BCE] 
and continued until comparatively recently.”3

Hippocrates—the “Father of Medicine”—also 
practiced in a context that fused medical and priestly 
roles. Indeed, Hippocrates “. . . learned through a 
network of physicians belonging to an established 
guild…in a master-apprentice relationship among a 
cadre of priest-physicians known as the Asclepiads. 
The cult of Asclepius, the hero-god of medicine and 
healing, would eventually gain widespread accep-
tance in Greek and Roman culture, with devotion to 
this deity lasting well into the fourth century.”4

The intertwined medical and spiritual functions 
of the physician are also found in the writings of the 
early Christian Church. Thus, St. Basil (ca. 329-379 
CE), in a letter to the physician Eustathius, describes 
the “ambidexterous” role of the physician: “. . . your 
profession is the supply vein of health. But in your 
case, especially, the science is ambidextrous, and 
you set yourself higher standards of humanity, not 
limiting the benefit of your profession to bodily, but 
also contriving the correction of spiritual ills.”5

Although the priestly functions of the physician 
have largely disappeared in modern times—with 
some justification, as discussed below—the reli-
gious and spiritual needs of patients have received 
increasing attention in the recent literature. As one 
review concluded,

For many patients confronted with chronic 

diseases, spirituality/religiosity is an impor-

tant resource for coping. Patients often re-

port unmet spiritual and existential needs, 

and spiritual support is also associated with 

better quality of life. Caring for spiritual, 

existential and psychosocial needs is not 

only relevant to patients at the end of their 

life but also to those suffering from long-

term chronic illnesses.6

The physician as provider
As internist and Harvard professor Allan H. Goroll, 
MD, explained in a recent editorial, “. . . the term 
‘provider’ first appeared in the modern health care 
lexicon as a shorthand referring to delivery entities 
such as group practices, hospitals, and networks. 
More recently, its use has expanded to encompass 
physicians, nurse practitioners (NPs), physician as-
sistants (PAs), and perhaps others, especially those 
engaged in delivery of primary care.”7

Dr Goroll notes that, on one level, this expansion 
“. . . is both logical and convenient, as it reflects the 

importance of a multidisciplinary approach to mod-
ern primary care delivery, extending beyond the tra-
ditional dyad of patient and physician.” But Goroll 
goes on to note that “. . . the term ‘provider’ has the 
potential for adverse consequences for primary care, 
calling into question the wisdom of its expanded 
use.”6 Specifically, he argues, “Designating all as 
‘providers’ blurs important distinctions and creates 
confusion among team members as to roles, respon-
sibilities, and specific contributions, compromising 
effective team functioning.”8

I agree with Dr. Goroll. But there are even more 
troubling problems with the term “provider,” as ap-
plied to physicians. As internist Suneel Dhand, MD, 
and William J. Carbone (chief executive officer, 
American Board of Physician Specialties) argued in 
a letter to the American Medical Association,

The word “doctor” is over 2000 years old, apt-

ly derived from the Latin doctus, meaning to 

teach or instruct. . . . In almost every country 

in the world, a medical doctor is considered to 

be among the most noble and prestigious pro-

fessions, the title only conferred after one of 

the most rigorous university courses in exist-

ence. It is a privilege and honor to be one. . . . 

The word “provider” is a non-specific and 

nondescript term that confers little meaning.9

Dhand and Carbone call for restoration of the 
“courtesy and respect that is due to a hardworking 
and dedicated profession.” That the term “provider” 
shows neither courtesy nor respect to physicians is 
revealed in a little-known but telling example from 
the history of Nazi Germany (for which I thank my 
colleague, Dr Mark Komrad). As related by pediat-
rics professor Paul Saenger, MD: “In the 1937 issue 
of the Reichs Medizinal Kalender, a directory of doc-
tors, the remaining Jewish doctors in Germany were 
stigmatized by a colon placed before their names. 

Most adverse effects of CTLA-4 blockade usu-

ally resolve after several weeks. Mild liver and gas-

trointestinal effects respond to steroids, and mild 

dermatitis is usually managed by antihistamines, 

but more severe intestinal perforation and toxic ep-

idermal necrolysis have been described.3 Endocrin-

opathies associated with CTLA-4 blockade occur 

with either hormone excess or deficiency, and one 

or more endocrine glands can be affected sequen-

tially or simultaneously. They are mostly irreversi-

ble and require long-term hormone therapy.

Programmed cell death protein 1 (PD-1) is an im-

mune checkpoint regulator that helps prevent auto-

immunity and uncontrolled inflammation in chronic 

infections.13 Inhibition of PD-1 has been used to treat 

melanoma, lung cancer, and renal cell carcinoma. Ad-

verse effects include fatigue, pruritis, rash, diarrhea, 

colitis, and pneumonitis.

Checkpoint inhibitors are associated with a 

unique group of autoimmune toxicities called “im-

mune-related adverse events.” These include neu-

tropenia, thrombocytopenia, red cell aplasia, hemo-

philia A, orbital inflammation, uveitis, keratitis, 

lupus nephritis as well as a range of potentially se-

vere neurologic toxicities the affect the central and 

peripheral nervous system including myositis, my-

asthenia gravis, Guillain-Barre, and encephalitis 

with altered mental status. These conditions are 

usually responsive to corticosteroids, plasmaphore-

sis, and IV immunoglobulin.

Conclusion
There has been significant improvement in the out-

come of many malignancies from increased under-

standing and application of the anti-tumor immune 

system and subsequent development of new immu-

notherapy approaches, which have required balanc-

ing anti-tumor immunity and immune toxicity.

ACKNOWLEDGEMENT—The authors acknowledge the Academy 

of Consultation-Liaison Psychiatry for helping to bring this article to 

fruition. The Academy is the professional home for psychiatrists pro-

viding collaborative care bridging physical and mental health. Over 

1200 members offer psychiatric treatment in general medical hospi-

tals, primary care, and outpatient medical settings for patients with 

comorbid medical conditions.

Dr Charoensook is Senior Fellow, Child-Adolescent 

Psychiatry, Los Angeles County-University of 

Southern California Medical Center and Dr Turkel is 

Attending Psychiatrist, Children’s Hospital Los 

Angeles, Emerita Associate Professor of Psychiatry 

and the Behavioral Sciences, University of Southern 

California Keck School of Medicine, Los Angeles, CA.

The authors report no conflicts of interest concerning the subject 
matter of this article.

References
1. Tada Y, Yoshikawa T, Shimomura M, et al. Analysis of cytotoxic T lym-
phocytes from a patient with hepatocellular carcinoma who showed a 
clinical response to vaccination with a glypican-3-derived peptide. Int J 
Oncol. 2013;43:1019-1026.
2. Dunlop RJ, Campbell CW. Cytokines and advanced cancer. J Pain 
Symp Manage. 2000;20:214-232.
3. Gangadhar TC, Vonderheide RH. Mitigating the toxic effects of antican-
cer immunotherapy. Nat Rev Clin Oncol. 2014;11:91-99.
4. Miwa S, Shirai T, Yamamoto N, et al. Current and emerging targets in 
immunotherapy for osteosarcoma. J Oncology. 2019. https://www.
hindawi.com/journals/jo/2019/7035045/. Accessed March 12, 2019.
5. Amos SM, Duong CPM, Westwood JA, et al. Autoimmunity associated 
with immunotherapy of cancer. Blood. 2011;18:499-509.
6. Dhupkar P, Gordon N. Interleukin-2: old and new approaches to en-
hance immune-therapeutic efficacy. Adv Exp Mol Biol. 2017;995:35-51.
7. Koury J, Lucero M, Cato C, et al. Immunotherapies: exploiting the im-
mune system for cancer treatment. J Immunol Res. 2018. https://www.
ncbi.nlm.nih.gov/pmc/articles/PMC5872614/. Accessed March 6, 2019.
8. Jeong GH, Lee KH, Lee IR, et al. Incidence of capillary leak syndrome 
as an adverse effect of drugs in cancer patients:  a systematic review and 
meta-analysis. J Clin Med. 2019;8:143-163.
9. Perales M-A, Kebriaei P, Kean LS, Sadelain M. Building a safer and 
faster CAR: seatbelts, airbags, and CRISPR. Biol Blood Bone Marrow 
Transplant. 2018;24:27-31.
10. Weon JL, Potts RP. The MAGE protein family and cancer. Curr Opin 
Cell Biol. 2015;37:1-8.
11. Michot JM, Bigenwald C, Champiat S, et al. Immune-related adverse 
events with immune checkpoint blockade:  a comprehensive review. Eur 
J Cancer. 2016;54:139-148.
12. Pitt JM, Vétizou M, Daillère R, et al. Resistance mechanisms to im-
mune-checkpoint blockade in cancer:  tumor-intrinsic and -extrinsic 
factors. Immunity. 2016;44:1255-1269.
13. Tsirigotis P, Savani BN, Nagler A. Programmed death-1 immune 
checkpoint blockade in the treatment of hematologic malignancies. Ann 
Med. 2016;48:428-439. ❒

Priests, Providers, Protectors
Continued from cover

http://www.psychiatrictimes.com
https://www.hindawi.com/journals/jo/2019/7035045/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5872614/


MAY 2019 25PSYCHIATRIC TIMES 

www.psychiatr ic t imes.com

Their medical licenses were finally revoked in 1938. 
They could no longer call themselves ‘Arzt’ or ‘doc-
tor.’ They were degraded to the term ‘Behandler,’ or, 
freely translated, ‘provider.’”10

I am certainly not comparing the status of US phy-
sicians to that of Jewish physicians in Nazi Germany. 
However, I am comparing two usages of the term 
“provider,” and suggesting that, in both cases, there is 
a “degrading” of the physician’s status and stature. It 
is not merely that the ancient priestly mantle is 
stripped from the physician’s persona, which some 
might argue is a change long overdue. Rather, the 
term “provider” renders the physician little more than 
a functionary—a specialized and obedient drone who 
carries out the wishes and instructions of others.

The origin of the term “provider” (as applied to phy-
sicians) is roughly contemporaneous with the later years 
of the consumer movement, which began in the early 
1960s and continues to this day.11 As I have argued else-
where, this movement—notwithstanding its notable 
merits—has attempted to replace the term “patient” with 
the terms, “client” or “consumer.” Specifically,

. . . contemporaneous with the rise of the 

term “consumer,” the term “provider” has 

become a substitute in many settings for the 

terms “doctor” or “physician.” By labeling 

physicians as mere providers of services, the 

consumer movement—abetted by insurance 

companies, and sometimes by physicians 

themselves—may have undermined the his-

torical role of physicians as teachers and 

healers who have answered a calling.12

The great frustration engendered by these con-
sumer-driven trends is summed up in these com-
ments by family medicine physician Dr Stephen 
Zimmer:

[Patients] often just call in and actually 

TELL me what I’m SUPPOSED to call in 

for them. The physician’s role is to call the 

insurance company and ask permission to 

order a test . . . or to start a medication. . . . 

I have been a physician for several years 

and have seen the system change such that 

the doctor is actually a “Provider” and no 

longer a physician. And if I do actually sug-

gest a treatment, medication, or procedure 

(which again, contrary to popular belief, 

does not benefit me in a financial way) I am 

often told by the insurance company that 

this cannot be done unless I can prove the 

benefit [emphasis is Dr Zimmer’s].13

The physician as protector
I believe there is a “third way” of viewing the role of 
the physician—one that neither elevates the physi-
cian to the exalted (grandiose?) position of “priest” 
nor demotes us to the level of mere “providers.” In 
the role I call the protector, the physician’s chief ob-
ligation is the safeguarding of the patient’s physical, 
emotional, and spiritual well-being.

As the patient’s protector, the physician does not 
embrace a false equality between his or her medical 
knowledge and that of the patient: the physician as 
protector is still the medical expert. However, the 
patient’s views, wishes, and perspectives are always 
treated with the utmost respect, and are never dis-
missed on the pretense of the physician’s “priestly” 

authority. Indeed, respect for the patient’s autonomy 
is a foundational value in the physician’s role as pro-
tector. As surgeon C. Ronald MacKenzie, MD notes, 
“. . . the notion of the respect for autonomy of the 
patient has come to lie at the heart of Western medi-
cal practice and its ethics, replacing the legacy of 
medical paternalism of the physician.”14

And yet, Marie’s addressing me as “Father” sug-
gests that some older patients may find it difficult to 
relinquish medical paternalism. As Dr Mark Komrad 
has noted, “The priest-like status of doctors histori-
cally encouraged paternalism to which patients read-
ily acquiesced.”15

To be sure, there are good reasons for abjuring the 
“priestly” role and affirming the patient’s autonomy as 
a central principle of medical ethics. On the other hand, 
some medical ethicists believe that the principle of au-
tonomy has been carried too far in modern medical 
practice, sometimes compromising the other three 
foundational principles of medical ethics: beneficence, 
nonmaleficence, and justice. Komrad has observed 
that “. . . all illness represents a state of diminished 
autonomy. The ill are dependent on others such as phy-
sicians, if not for outright therapeutic ministrations 
then for their expert legitimation of their illness.”15

Komrad goes on to argue that “. . . some paternal-
ism is not only justified but is required in all thera-
peutic relationships due to the nature of illness and 
the sick role . . . [furthermore] Paternalism is not al-
ways incompatible with the principle of autonomy.” 
Komrad notes that medical paternalism may actually 
serve the justifiable goal of restoring the patient’s 
autonomy—and that this restorative function is med-
ical paternalism’s sole justification. Indeed, a degree 
of benign paternalism toward, say, an acutely psy-
chotic patient may be the only feasible means of re-
storing the patient’s autonomy.

Other medical ethicists have observed that auton-
omy is susceptible to over-valuation by some physi-
cians. This privileging of autonomy runs the risk of 
ignoring the ethical constraints that have defined 
Hippocratic medicine for centuries, ie, ignoring the 
deontological (duty-based) nature of medical ethics. 
For example, we would never tolerate a physician’s 
engaging in sex with a patient under active treatment, 
on the theory that the patient “autonomously” con-
sented to, or sought out, a sexual relationship with 
the physician. On the contrary, we would view the 
physician as having committed a serious boundary 
violation, based on the principle of non-malfeasance. 
In short: the patient’s autonomy must sometimes stop 
at the border of the physician’s fiduciary duties as 
protector.16

Indeed, some ethicists have applied this argument 
to the very controversial issue of physician-assisted 
suicide. Thus, as Yang and Curlin put it:

If physicians were solely service providers 

who accommodated the self-determining 

choices of patients, then physician-assisted 

suicide would be logical if assisted suicide 

were justified. But the heart of the medical 

profession is not providing services. Rather, 

the physician’s constitutive professional 

role is to attend to those who are sick and 

debilitated, seeking to preserve the measure 

of health that can be preserved, and to help 

them bear the pain and progressive loss of 

autonomy and bodily function that illness 

often brings.17

Conclusion
The professional role described by Yang and Curlin 
is at the core of the “third way” I have described—
the role of the physician as protector. We are not 
priests, and we should not lay claim to the “God-giv-
en” power or authority of priests—which, as we well 
know, may be subject to abuse and exploitation. On 
the other hand, we are not simply providers of ser-
vices, bowing obediently to an overvalued notion of 
the patient’s autonomy. In Dr Leon Kass’s pungent 
phrase, the physician is not merely “a highly compe-
tent hired syringe.”18

Somewhere between the extremes of priest and 
provider beats the protective heart of medical healing.
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We are not priests, yet we are 

not simply providers of services 

. . . . Somewhere between the 

extremes of priest and provider 

beats the protective heart of 

medical healing.
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litigation ensues, and the patient or attorney asks 

the treater to provide forensic expert opinions on 

diagnosis, causality, and “permanence of 

disability.”

4 
Legal and licensure entanglements may 

ensue, eg, the psychiatrist may be asked on a 

disability application to swear findings are 

accurate under penalty of perjury.

RISKS OF WITHHOLDING SUPPORT

1 The patient may 
decide to sue.

2 The patient may decide to complain 
to the state medical board

3 The patient may write negative 
online reviews.

4 Your decision may result in anger and 
possible violence on the patient’s part.

5 You may become a victim of 
countertransference with feeling of guilt: “I am 

a bad doctor for not supporting my patient;” “My 
patient won’t like me, he may decide to stop 
treatment.”

Psychiatrists must utilize specific concepts 

when they assess patients who claim work incapac-

ity. Adequate understanding of the six key defini-

tions on the previous page is critically important as 

such concepts guide assessment and treatment of 

the patient and will ultimately inform adjudication 

of the patient’s disability claim.

Approach to a functional assessment of 
claimed disability
The determination of disability requires an under-

standing of the specific tasks that an individual must 

complete to perform his or her occupational duties 

as well as an assessment of whether there is any 

functional impairment that would preclude the indi-

vidual’s capacity to complete such tasks. Because 

psychiatric training is focused on establishing an 

accurate DSM diagnosis and on providing appropri-

ate treatment, most psychiatrists lack adequate 

skills, training, and education necessary to perform 

an assessment of functional impairment (also known 

as a functional assessment). While DSM 5 is a use-

ful means of categorizing mental disorders and can 

be used to guide appropriate treatment, it is far less 

useful as a guide to functional assessment.

Endorsement of disability by a physician has 

many consequences. Some of these consequences 

can be beneficial, but there are also negative unin-

tended consequences that can ensue. 

Unintended negative consequences of 

disability:

�  Decline of mental health and mental 
functioning

�  Social isolation and marginalization

�  Negative economic, psychological, and social 
effects of unemployment

�  Role duality resulting in ethical and legal risks 
for the treater supporting disability rather than 
recovery and health

�  Loss of identity as working individual

�  Loss of life structure conferred by regular 
participation in work activity

�  Loss of sense of meaning and purpose

�  Disruption of the connection between work 
and reward

�  Mental and physical deconditioning due to 
inactivity

Dr Long is Committee Chair, Work and Disability 
Consultant Private Industry, the Courts, and the Legal 
Profession; Dr Brown is Department Psychiatrist, 
Boston Police Department, Consulting Psychiatrist, 
Boston Fire Department, Work and Disability 
Consultant, Private Industry and Government; 
Dr Sassano-Higgins is Adjunct Professor, Department 
of Psychiatry, University of Southern California; 
Dr Morrison is Clinical Assistant Professor of Psychiatry 
and Behavioral Sciences, Chicago Medical School.
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THE REMAINING ARTICLES IN THIS SERIES 
will equip the psychiatrist to help the patient 

remain psychologically healthy, address 

workplace relationship problems, and benefit 

from a return to work plan, if out of the 

workplace. Topics will include:

1 
The concept of the patient-psychiatrist-

workplace system, its disruption in disability 

claims, and the role of psychiatrists in its 

successful restabilization.

2  
Components of a valid functional assessment, 

which determines, from the psychiatric 

viewpoint, whether a patient is truly limited or 

disabled from performing the specific job.

3  
How to design a return to work plan that 

therapeutically addresses the problem(s) 

driving the claim of work incapacity; the goal is to 

facilitate the patient’s return to work.

4  
How to avoid the trap of role duality, when 

psychiatrists are asked to function both as 

disability evaluator and treater for the patient, 

and why this is important. The risks of role duality 

are magnified if disability is denied or reversed 

and the patient asks the treater then to assume 

the role of forensic expert.

At the conclusion of this series, psychiatrists 

should have basic tools to understand and work 

with patients requesting disability status. 

Disability
Continued from page 20

refers to several pathologies, including de-

pression, Down syndrome, and psychological/

intellectual dysfunction . . . including mental 

retardation. Causes are primarily attributed 

to organic problems . . . an external spell or 

spirit attack-posession, people breaking a ta-

boo, defective family care and education, food 

deficiency, and use of contraceptives.

The report also offers insights into the care of the 
mentally ill—particularly those in remote villages.

Patients . . . were well treated . . . but they 

were not stimulated as families are not aware 

of potential improvements. Others were 

found chained but were washed, fed, and re-

ceiving some visits from former friends. Mal-

treatment . . . occurs during some rituals that 

are supposed to expel bad spirits (eg, biting 

the patient). Mental [illness] is . . . an eco-

nomic and familial burden, difficult to bear 

for some impoverished families.

Since that report was written, Laos has made sig-
nificant improvements to its health care system. Be-
tween 1990 and 2015, for example, the maternal 
death rate plunged by 78%. Health units, staffed by 
villagers trained in basic care, have been established 
in most villages. And, a number of organizations have 
become a source of help—and hope—for those in 
need.

Among these is Reach Out Laos, the country’s 
first mental health, crisis, and suicide prevention 
helpline. Phone lines and a 24/7 Facebook chat pro-
vide a listening service staffed by trained volunteers 
who speak English and Lao and who make referrals 
when appropriate for people with a range of prob-
lems, from depression to drug and alcohol abuse or 
domestic issues.

BasicNeeds is a UK-based non-governmental orga-
nization that works with people with mental illness and/
or epilepsy. Its Mental Health Innovation Network is a 
multidisciplinary group that promotes mental health and 
provides care for those with neurological and substance 
use disorders.

There are also at least two agencies dedicated to 
helping those who have lost loved ones or who have 
been maimed by bombs dropped on Laos during the 
Vietnam War (Sidebar). These agencies provide pros-

theses and other rehabilitation services to help heal the 
physical wounds. 

ACKNOWLEDGEMENT—I wrote this piece to honor the Lao and 

their beliefs, and I thank the people who told me their stories. I do 

not mean to imply that Western medicine is better or has all the an-

swers. But as practitioners of Western medicine make inroads in 

that country, I hope these narratives offer insights into another way 

of thinking. I also want to thank Sandra Bode for her extraordinary 

input, and I share her hope that this piece might contribute to cul-

turally sensitive approaches to spreading knowledge about mental 

health, and to combat stigma in a way that the Lao can adopt with-

out feeling patronized.
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The historical evolution of negative 

symptoms

The recognition of negative symptoms in schizo-

phrenia dates back to the early works of Kraepelin 

and Bleuler,1,2 with clinical descriptions of emotion-

al disturbance and volitional deterioration as central 

features of the illness. Although for much of the 

20th century emphasis was placed on the assess-

ment and treatment of positive symptoms, the 1980s 

saw a renewed interest in understanding and con-

ceptualizing negative symptoms.3 While definitions 
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have varied over time, consensus from a National 

Institute of Mental Health (NIMH) Negative 

Symptom Initiative identified five core negative 

symptoms: affective flattening, alogia, avolition, 

asociality, and anhedonia.4 Recent efforts using 

factor and component analyses have allowed for 

an even more refined classification of negative 

symptoms as two separate, yet interrelated subdo-

mains consisting of diminished emotional expres-

sion (ie, affective flattening, alogia) and amotiva-

tion (ie, anhedonia, asociality, avolition) reflected 

in the diagnostic criteria for schizophrenia in 

DSM-5.

The etiology of negative symptoms

Although many hypotheses have been proposed 

over the years, the etiology of negative symptoms 

in schizophrenia remains poorly understood. Neu-

robiological hypotheses of negative symptoms 

have focused on the role of dopamine, with evi-

dence of hypodopaminergic dysfunction as well as 

structural and functional abnormalities in the fron-

tal cortical regions of the brain.5,6 Specifically, 

studies have revealed relationships between nega-

tive symptom severity and volume reductions in 

the prefrontal cortex, temporal cortex, corpus cal-

losum, and limbic structures as well as compro-

mised white matter tract integrity.7,8 Negative 

symptoms have also been linked to ventral striatal 

reward system dysfunction, with more severe neg-

ative symptoms associated with reduced activation 

in the nucleus accumbens, orbital prefrontal cor-

tex, anterior cingulate cortex, and the dorsolateral 

prefrontal cortex.9

The cognitive model of negative symptoms 

presents an alternate biopsychosocial approach 

that emphasizes the role of maladaptive cognitions 

in the development and maintenance of negative 

symptoms in schizophrenia. This model relies on 

a diathesis-stress hypothesis, which posits that in-

dividuals predisposed to the illness are more vul-

nerable to negative life experiences, and to the 

subsequent development of dysfunctional atti-

tudes and beliefs.

Specifically, psychological attributes such as 

defeatist beliefs about performance as well as low 

expectancies for pleasure and success may lead to 

reductions in goal-directed behavior, which in turn 

perpetuate the affective and motivational impair-

ments that are often experienced by individuals 

with schizophrenia. While these hypotheses, along 

with many others, have contributed to our under-

standing of the multitude of factors associated 

with the expression of negative symptoms, there 

has not emerged a definitive cause for their devel-

opment in schizophrenia.

Primary versus secondary negative 

symptoms: a clinical conundrum

One of the challenges in uncovering the underlying 

etiology of negative symptoms in schizophrenia 

stems from the difficulty in distinguishing between 

primary and secondary negative symptoms. This 

distinction has its origins in the early works of Car-

penter and colleagues10 in the 1980s. They defined 

primary negative symptoms as idiopathic features 

of the disorder that in a subset of individuals with 

schizophrenia represent an enduring characteristic 

of their illness (ie, the “deficit” syndrome), and 

secondary negative symptoms as iatrogenic, envi-

ronmental, or illness-related phenomena (eg, extra-

pyramidal symptoms, neuroleptic dysphoria, posi-

tive symptoms, depression).

From a clinical perspective such a distinction is 

imperative because the differentiation between pri-

mary and secondary negative symptoms has im-

portant implications for treatment. Specifically, 

primary negative symptoms are more resistant to 

pharmacological interventions, whereas secondary 

negative symptoms are typically responsive to 

treatment targeting the underlying cause. For ex-

ample, negative symptoms resulting from antipsy-

chotic-induced extrapyramidal symptoms or dys-

phoria may be improved with a change in 

medication type or dosage. Similarly, affective or 

depressive symptoms—commonly mistaken for 

negative symptoms—may be effectively treated 

with an antidepressant medication. The clinical 

presentation of primary and secondary negative 

symptoms is often indistinguishable, thus, ascer-

taining the root cause of these symptoms typically 

requires thorough knowledge of the longitudinal 

course of the patient’s illness and treatment history.

Motivation deficits: the central link to 

functioning

In addition to differentiating between primary and 

secondary negative symptoms, it is necessary to 

keep in mind that the construct of negative symp-

toms consists of two distinct subdomains: dimin-

ished expression and amotivation. While both are 

important from a phenomenological perspective, 

it is amotivation that has been shown to represent 

the most critical feature of negative symptoms, 

with research consistently pointing to motivation 

deficits as the driving force linking negative symp-

toms to poor treatment and functional outcomes in 

schizophrenia.11 Moreover, compared with dimin-

ished expression, symptoms within the amotiva-

tion subdomain have been shown to be more prev-

alent and persistent in persons with schizophrenia.12 

The following is a typical case of an individual 

who endorses prominent negative symptoms, and 

in particular, motivation deficits.

CASE VIGNETTE

Mr A is a 21-year-old patient with schizophrenia di-

agnosed 3 years ago. He initially presented to the 

emergency department at the local psychiatric hos-

pital with a 1-year history of functional decline that 

began in the summer after graduating high school. 

At that time, his parents noted that he became more 

withdrawn and isolated with gradually deteriorating 

self-care. This was followed by the emergence of 

auditory hallucinations and persecutory delusions 

that prompted his family to bring him for psychiatric 

assessment.

Mr A subsequently received treatment in a local 

early psychosis intervention program, where he ex-

perienced a good response to low-dose treatment 

with a second-generation antipsychotic. He has re-

mained treatment adherent and with no evidence of 

treatment-emergent adverse effects and has expe-

rienced full remission of psychotic symptoms. De-

spite this, however, Mr A has not been able to return 

to his premorbid level of functioning and continues 

to struggle with ongoing negative symptoms.

He currently lives at home with his parents and 

siblings. He has not pursued any formal education or 

employment since graduating from high school 4 

years ago. During the interview, Mr A’s responses 

are notably delayed and often consist of one- or two-

word answers. His affect is flat, with only rare in-

stances of emotional expression. His current inter-

ests are limited to playing video games and watching 

movies. When asked about his typical day, he reports 

that he wakes up at noon, watches TV, and plays 

video games for most of the day, eats dinner, and 

then goes to bed.

He describes not feeling particularly engaged in 

his daily activities, with minimal interest in having 

new experiences or learning new things. His social 

life is also significantly impoverished, and he has no 

interest in maintaining relationships with others, re-

sulting in infrequent and superficial interactions with 

family and friends.

Notably, Mr A reports an overarching feeling of 

“laziness”: activities outside of playing video games 

require too much energy and effort. He does not, 

however, describe sadness or depressed mood, or 

any feelings of guilt, low self-worth, or hopeless-

ness. On physical examination there is no evidence 

of extrapyramidal symptoms or abnormal involun-

tary movements.

This case illustrates the clinical presentation of 

negative symptoms in schizophrenia, and the na-

ture by which these expressive and motivational 

deficits pervade the lives of affected individuals. In 

particular, Mr A’s lack of interest and motivation to 

initiate and sustain goal-directed behaviors trans-

late into poor functional outcomes across a number 

of domains including interpersonal relations and 

instrumental role functioning. In the absence of 

mood symptoms, co-occurring substance use, or 

extrapyramidal symptoms, it would appear that he 

is experiencing primary negative symptoms.

Motivation deficits: a multi-faceted 

construct

The identification of motivation as a fundamental 

construct by the NIMH Research Domain Criteria 

(RDoC) further underscores the importance of this 

symptom domain, and the critical need to advance 

our understanding of the behavioral and neurobi-

ological underpinnings of motivation deficits.13 

Current conceptualizations of motivation outline a 

multifaceted construct of inter-related reward pro-

cesses, whereby reward responsiveness (ie, “lik-

ing”) and reward expectancy (ie, “wanting”) inter-

act to inform both reward valuation and effort 

valuation. This is followed by decision-making 

and action selection to achieve a final motivated 

outcome.9,13 The following summarizes the behav-

ioral and neurobiological findings that have 

emerged from examinations of isolated facets of 

motivation in schizophrenia.9,14

Regarding reward responsiveness (ie, “liking”) 

in schizophrenia, there has existed a long-standing 

belief that the illness is characterized by anhedo-

nia. However, this notion has been challenged by 

recent case-control studies revealing that patients 

with schizophrenia and healthy controls demon-

strate statistically comparable levels of reward 

responsiveness or “in-the-moment” experience of 
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pleasure, along with evidence from neuroimaging 

studies suggesting intact ventral striatal responses 

to reward.

Similarly, neurobiological investigations of re-

ward expectancy (ie, “wanting”) in schizophrenia 

have demonstrated reduced ventral striatal activa-

tion in response to reward-predicting cues. Behav-

ioral studies utilizing reinforcement-related 

speeding paradigms extend these findings, such 

that patients fail to modulate their behavior in re-

sponse to reward cues.

Given the inherent learning component involved 

in the prediction and anticipation of rewards, there 

have also been numerous investigations into re-

ward learning processes in schizophrenia. These 

studies have revealed that patients exhibit intact 

gradual or procedural learning but impaired rapid 

reward learning in the face of changing feedback. 

In terms of reward valuation, or the appraisal of 

reward value, studies have shown that in the con-

text of delay discounting paradigms, individuals 

with schizophrenia discount the value of future re-

wards more rapidly than healthy controls, particu-

larly for longer-term delays.

Closely related to reward valuation is effort val-

uation, which refers to one’s willingness to exert 

effort in the context of cost-benefit computations. 

Studies using effort-based decision-making para-

digms have shown that patients with schizophre-

nia demonstrate impairments in the ability to effi-

ciently allocate effortful choices across different 

probability and reward levels.

Lastly, action selection and/or preference-based 

decision making, as it relates to the planning and 

implementation of a desired goal, has also been 

examined with performance on gambling-based 

decision-making tasks suggesting impairments in 

schizophrenia. Neuroimaging studies have simi-

larly demonstrated that individuals with schizo-

phrenia exhibit reduced activation in the dorsolat-

eral prefrontal cortex during these gambling tasks.

Taken together, these findings underscore the 

importance of recognizing the mechanistic hetero-

geneity of amotivation, with different underlying 

impairments in one or more facets leading to sim-

ilar clinical presentations of motivation deficits 

across individuals with schizophrenia. Thus, de-

lineating the differential profiles of amotivation is 

an important step towards identifying specific tar-

gets for the treatment of negative symptoms in 

schizophrenia.

Current treatments for negative 

symptoms in schizophrenia

Antipsychotic medications have represented the 

cornerstone of treatment for schizophrenia since 

the discovery of chlorpromazine in the 1950s. Act-

ing as D2-receptor antagonists, these antipsychot-

ic medications have proven effective at treating 

positive symptoms, but unfortunately, have of-

fered little benefit for improving the negative 

symptoms of the disorder. While the introduction 

of newer second-generation antipsychotics initial-

ly generated considerable optimism, ensuing clin-

ical trials have offered little evidence for their ef-

ficacy in treating primary negative symptoms, 

with clinical improvements typically attributed to 

the amelioration of positive symptoms and/or sec-

ondary negative symptoms.

Given the clinical parallels between depressive 

and negative symptoms in schizophrenia, the use 

of antidepressants has also been explored as a po-

tential adjunctive therapy to antipsychotics; al-

though evidence for their efficacy has generally 

been inconclusive, with findings suggestive of 

some small positive effects unlikely to translate 

into meaningful clinical improvements.15,16

The use of stimulant, glutamatergic, and cho-

linergic augmentation has similarly failed to 

demonstrate consistent benefits for treating nega-

tive symptoms in schizophrenia.15,17 Beyond phar-

macological interventions, psychosocial strategies 

have been examined as potential treatments for 

negative symptoms. In light of the promising find-

ings of cognitive-behavioral therapy (CBT) for 

depression and anxiety, there has been increasing 

interest in the potential of CBT interventions that 

target negative symptoms in schizophrenia, with 

recent meta-analyses revealing potential benefits 

for negative symptoms, albeit with small effect 

sizes.15,18 Moreover, cognitive remediation, al-

though primarily designed to target the cognitive 

deficits of the disorder, has also been shown to 

have some moderate associations with negative 

symptom reduction.19

Lastly, non-invasive brain stimulation therapies 

including repetitive transcranial magnetic stimula-

tion (rTMS) and transcranial direct current stimu-

lation (tDCS) has gained momentum in the past 

decade as potential treatments for negative symp-

toms. rTMS has been extensively investigated in 

schizophrenia, with a number of studies and me-

ta-analyses revealing small to large improvements, 

though not consistently. Research on the applica-

tion of tDCS is still in its nascent stages, although 

early findings suggest that tDCS may offer some 

benefit for negative symptoms.15,17

Conclusion

Negative symptoms—of which motivation defi-

cits are a core feature—are prominent and perva-

sive in schizophrenia and currently represent an 

unmet therapeutic need. While several treatment 

modalities have been explored, their lack of broad 

efficacy to date may be attributed to a number of 

factors.

1. Most studies evaluating treatments for negative 

symptoms have relied on overall symptom severi-

ty scores as their primary outcome; however, this 

may be too crude a method to capture meaningful 

differences in specific symptom domains. That is, 

negative symptoms are not a unitary construct, but 

rather, a broad cluster of multi-faceted symptoms, 

and must therefore be examined and treated as 

such.

2. We continue to be faced with the challenge in 

distinguishing between primary and secondary 

negative symptoms. Moreover, our limited under-

standing of the pathophysiological underpinnings 

of negative symptoms inevitably restricts our abil-

ity to develop treatments targeting the specific un-

derlying etiologies. 

3. It is important to acknowledge the possibility 

that negative symptoms may be caused by a com-

plex interaction of biological and environmental 

factors, and as a result, no single treatment may act 

as a panacea for negative symptoms. 

4. Complementing symptom-targeted pharmaco-

logical therapy with psychosocial interventions 

may offer the most effective treatment strategy for 

ameliorating negative symptoms, and ultimately 

improving functional outcomes for individuals 

with schizophrenia. 
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forms, and activity evaluations 

must be completed online at 

www.cmeoutfitters.com/PT 

(requires free account activa-

tion), and participants can print 

their certificate or statement of credit immediately 

(80% pass rate required). This Web site supports 

all browsers except Internet Explorer for Mac. For 

complete technical requirements and privacy poli-

cy, visit www.neurosciencecme.com/technical.asp.

PLEASE NOTE THAT THE POST-TEST IS AVAILABLE ONLINE 

ONLY ON THE 20TH OF THE MONTH OF ACTIVITY ISSUE AND 

FOR 18 MONTHS AFTER.

CME POST-TEST

http://www.cmeoutfitters.com/PT
http://www.neurosciencecme.com/technical.asp
https://www.nimh.nih.gov/research/research-funded-by-nimh/rdoc/constructs/positive-valence-systems.shtml.
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Clinical Director of Addictions Care

Cambridge Health Alliance

Cambridge Health Alliance (CHA), a well-respected, nationally recognized and 

award-winning public healthcare system is recruiting for the Clinical Director of 

Addictions Care. Our system is comprised of three campuses and an integrated 

network of both primary and specialty outpatient care practices in Cambridge, 

Somerville and Boston’s Metro North Region.

•  Serve as the primary voice and authority for addictions care for CHA

•  Ensure the system of addictions care is state of the art and delivers exceptional 

outcomes and value to patients, the community, and CHA

•  Achieve outcomes through strategic guidance that are population health focused

•  Facilitate the development of evidence-based approaches to addictions care

•  Provide oversight to clinical programs, guidelines, policies and procedures 

Requirements:

•  Medical degree required (MD or DO)

•  Must be board certified in Addictions Medicine

•  Minimum of 5 years of progressive clinical leadership experience in Addictions 

Medicine

•  Possess excellent clinical/communication skills and a strong commitment to and 

passion for our multicultural, underserved patient population

CHA is proud to offer a collaborative practice environment with an innovative 

clinical model. As a teaching affiliate of Harvard Medical School (HMS); academic 

appointments are available commensurate with medical school criteria.

Visit www.CHAproviders.org to learn more and apply through our secure 

candidate portal. CV and cover letter may be sent directly to Melissa Kelley, CHA 

Provider Recruiter via email at makelley@challiance.org. CHA’s Department of 

Provider Recruitment may be reached by phone at (617) 665-3555 or by fax at 

(617) 665-3553.

CHA is an equal opportunity employer and all qualified applicants will receive 

consideration for employment without regard to race, color, religion, sex, sexual 

orientation, gender identity, national origin, disability status, protected veteran 

status, or any other characteristic protected by law.

Join the largest, most dynamic mental 

health department in the nation and  

make a difference in the lives of those  

who need it the most. 

•  Multiple avenues for advancement  

and professional development

•  Flexible work schedules, unparalleled 

work-life balance

•  Highly competitive benefits

•   Competitive starting annual salary  

with potential bonuses of up to  

$32,000 annually

•  Student loan repayment incentive  

of up to $250,000

•   Reimbursement for eligible  

relocation expense of up to $15,000

EXPAND YOUR 

OPPORTUNITIES 

AND GROW  

YOUR CAREER

HOPE • RECOVERY • WELLBEING

www.psychiatristjobs.la

http://www.psychiatristjobs.la
http://www.CHAproviders.org
mailto:makelley@challiance.org
https://www.challiance.org/
mailto:Melinda.Carey@omh.ny.gov
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Psychiatrist Opportunities in NYC!

Jacobi Medical Center (JMC) is a modern, state-of-the-art, Level 1 Trauma Center located 
in an attractive and safe residential Bronx neighborhood just 20 minutes north of Manhattan. 
,W�LV�D�1RUWK�%URQ[�+HDOWKFDUH�1HWZRUN�KRVSLWDO�DI¿OLDWHG�ZLWK�1RUWK�&HQWUDO�%URQ[�+RVSLWDO�
DQG�D�WHDFKLQJ�VLWH�DQG�DFDGHPLF�DI¿OLDWH�RI�WKH�$OEHUW�(LQVWHLQ�&ROOHJH�RI�0HGLFLQH��,W�RIIHUV�
D�IXOO�FRQWLQXXP�RI�$FXWH�&DUH�,QSDWLHQW�DQG�2XWSDWLHQW�VHUYLFHV�LQ�GLYHUVH�0HGLFDO�DQG�
6XUJLFDO�6SHFLDOWLHV��LQFOXGLQJ�3V\FKLDWU\��7KH�'HSDUWPHQW�RI�3V\FKLDWU\�KDV����$GXOW�$FXWH�
,QSDWLHQW�EHGV��D�&RPSUHKHQVLYH�3V\FKLDWULF�(PHUJHQF\�3URJUDP��&3(3���D�&RQVXOWDWLRQ�
/LDLVRQ�6HUYLFH��DQ�$GXOW�$PEXODWRU\�3UDFWLFH��DQG�D�&RPPXQLW\�%DVHG�$VVHUWLYH�&RPPXQLW\�
Treatment Program. The department employs evidenced-based best practices in providing 
the highest quality care to its patients, in a patient-centered approach that is respectful of 
their individuality, culture, and community. 

North Central Bronx Hospital (NCB) is a modern, state-of-the-art community hospital 
located in an attractive and safe residential Bronx neighborhood just 20 minutes north of 
0DQKDWWDQ��,W�LV�D�1RUWK�%URQ[�+HDOWKFDUH�1HWZRUN�KRVSLWDO�DI¿OLDWHG�ZLWK�-DFREL�0HGLFDO�
&HQWHU�DQG�D�WHDFKLQJ�VLWH�DQG�DFDGHPLF�DI¿OLDWH�RI�WKH�$OEHUW�(LQVWHLQ�&ROOHJH�RI�0HGLFLQH��
It offers a full continuum of acute care inpatient and outpatient services in diverse Medical 
and Surgical specialties, including Psychiatry. The NCBH Department of Psychiatry has 70 
$GXOW�DQG�*HULDWULF�$FXWH�,QSDWLHQW�%HGV��D�3DUWLDO�+RVSLWDO�3URJUDP��3V\FKLDWULF�(PHUJHQF\�
&RQVXOWDWLRQ�/LDLVRQ�6HUYLFH��DQ�$GXOW�$PEXODWRU\�3UDFWLFH��DQG�D�FRPPXQLW\�EDVHG�
$VVHUWLYH�&RPPXQLW\�7UHDWPHQW�3URJUDP��7KH�GHSDUWPHQW�HPSOR\V�HYLGHQFHG�EDVHG�EHVW�
practices in providing the highest quality care to its patients, in a patient-centered approach 
that is respectful of their individuality, culture, and community. 

Jacobi Medical Center & North Central Bronx Hospital are currently accepting 
applications and referrals for the following opportunities:


�,QSDWLHQW�$WWHQGLQJV��-0&�DQG�1&%�


�$WWHQGLQJ�3V\FKLDWULVW�&3(3��-0&��


�&KLOG�3V\FKLDWULVW�&3(3��-0&�


��'LUHFWRU�RI�3V\FKLDWU\�(PHUJHQF\� 
6HUYLFHV��1&%�


�$WWHQGLQJ�3V\FKLDWULVW�(5��1&%�


��$WWHQGLQJ�3V\FKLDWULVW���3DUWLDO�+RVSLWDO�
Program


��&ROODERUDWLYH�&DUH��3V\FKLDWULVW� 
ZLWKLQ�$GXOW�3ULPDU\�&DUH�6HUYLFHV�

•  Moonlighting opportunities also available! 
�-0&�DQG�1&%�

$Q�DFDGHPLF�DSSRLQWPHQW�DW�$OEHUW�(LQVWHLQ�&ROOHJH�RI�0HGLFLQH�LV�RIIHUHG��:H�RIIHU�D�
JHQHURXV�LQFRPH�SDFNDJH�DORQJ�ZLWK�RXWVWDQGLQJ�EHQH¿WV��RSSRUWXQLWLHV�IRU�DGYDQFHPHQW��

retirement plan, malpractice, and much more!

)RU�LPPHGLDWH�FRQ¿GHQWLDO�FRQVLGHUDWLRQ��SOHDVH�FRQWDFW�� 
&DUPHQ�9HOH]�±�2I¿FH�RI�3K\VLFLDQ�5HFUXLWPHQW��9HOH]F#SDJQ\�RUJ� 

646-494-7559

www.pagny.org
3K\VLFLDQ�$I¿OLDWH�*URXS�RI�1HZ�<RUN�>3$*1<@�LV�FRPSULVHG�RI�RYHU�������SK\VLFLDQV�DQG�KHDOWKFDUH�

SURIHVVLRQDOV�ZKR�SURYLGH�VHUYLFHV�WR�1<&�+HDOWK���+RVSLWDO��WKH�ODUJHVW�SXEOLF�KHDOWKFDUH�V\VWHP�LQ�WKH�
8QLWHG�6WDWHV��2XU�SUDFWLWLRQHUV�DUH�KLJKO\�VNLOOHG�SURIHVVLRQDOV�ZLWK�RXWVWDQGLQJ�FUHGHQWLDOV�ZKR�GHOLYHU�WKH�

KLJKHVW�OHYHO�RI�TXDOLW\�KHDOWKFDUH�WR�SDWLHQWV�WKURXJKRXW�1HZ�<RUN�&LW\��

(2(�0�)�'�9

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:

GERIATRIC�OUTPATIENT�PSYCHIATRIST

The�Zucker�Hillside Hospital

Glen�Oaks,�NY

ADULT�INPATIENT�PSYCHIATRIST

South�Oaks�Hospital

Amityville,�NY

Northern�Westchester� Hospital

Mt.�Kisco,�NY

Staten�Island�University�Hospital

Staten�Island,�NY

Huntington�Hospital

Huntington,�NY

DIRECTOR,�OUTPATIENT�MENTAL�

HEALTH�CLINIC

Lenox�Hillside�Hospital�(MEETH)

Manhattan,�NY

Benefits�at�Northwell�Health�include:

9 Nationally�competitive�salaries

9 Comprehensive�benefits�package

9 Four�weeks’�vacation�plus�paid�conference/CME�time

9 Academic�appointment�commensurate�with�experience�

9 Advanced�education�opportunities

9 College�Tuition�reimbursement�for�dependent�children

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

TELEPSYCHIATRIST

Greenwich�Village�HealthPlex

Greenwich�Village,�NY

CONSULTATION�LIAISON�PSYCHIATRIST

LIJMC� Forest�Hills�Hospital,�NY

Staten�Island�University�Hospital,�NY

CONSULTATION�LIAISON�PSYCHIATRIST

Phelps�Hospital

Mt.�Kisco,�NY�

http://www.pagny.org
mailto:OPR@northwell.edu
https://www.caromonthealth.org/
https://www.caromonthealth.org/
www.pagny.org
https://www.northwell.edu/
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NATIONWIDE

Aligned Telehealth, Inc. – California

Our mission is to be the leader in

innovative, high quality, accessible

behavioral health solutions. Explore

opportunities in multiple states.

Hiring MULTIPLE Psychiatrists for

Telemedicine and Onsite positions in

the following states

CA, TX, NV, AZ, FL, OR, and

Many other states. Full time and Part Time

positions are available.

We offer competitive salaries and

excellent benefits!

Immediate Need for BC Psychiatrist FL

Medical license – Onsite

VERO BEACH, FL

SIGN ON BONUS- RELOCATION

ARIZONA

Show Low, AZ!

Come practice in the beautiful White 

Mountains of Arizona! Enjoy a great qual-

ity of life, a thriving practice and a rewarding 

Medical Director position! Once you visit, 

you will want to stay! Horizon Health, in 

partnership with Summit Healthcare Re-

gional Medical Center in Show Low, AZ, 

is seeking a Medical Director for a new 12-

bed geriatric inpatient psychiatric program. 

The Medical Director will provide rounding 

and treatment on patients for the inpatient 

program, as well as program administration 

and oversight services regarding service line 

policies, practice, development, compliance, 

and performance improvement. Position will 

offer a substantial Base Salary, generous 

Medical Director’s Stipend and a full array 

of benefits! 

For more information contact: 

Mark Blakeney, Voice: 972-420-7473, 

Fax: 972-420-8233; 

email: mark.blakeney@horizonhealth.com

EOE.

CALIFORNIA

Realize Your Dream

Looking for the Freedom & Flexibility

Private Practice

Choose your own hours

Clinical Freedom

Unlimited Vacations

No Calls

100% Outpatient

H1 Visa Welcome

Earn over $350K/Year

Benefits includes:

Malpractice ins, 401K, Medical

Dental, Vision & LTD ins

We are looking for Adult and

Child Psychiatrists in

San Francisco Bay Area

Los Angeles/Orange County Area

Sacramento Area

Comprehensive Psychiatric Services

Mansoor Zuberi, M.D.

P) 925-944-9711 F) 925-944-9709

drzuberi@psych-doctor.com

www.psych-doctor.com

Outpatient Adult and Child Psychiatrists are 

needed for Stanislaus County Behavioral 

Health & Recovery Services, in the Central 

Valley less than two hours from San Fran-

cisco and Yosemite. 

Recovery-oriented treatment provided in a 

multidisciplinary setting with friendly and 

dedicated staff members. Recently revised 

rates with full malpractice coverage and pen-

sion plan (PARS) as a Personal Service con-

tractor with an income potential of over 

$325 K per year for adult psychiatrist and 

over $355 K per year for child psychiatrist 

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 & an-

cillary 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

Psychiatrist Position

J-1 Visa Opportunity in California

Imperial County Behavioral Health Services 

is currently recruiting for a full time psy-

chiatrist. Imperial County is located 90 miles 

by freeway to the city of San Diego to the 

west, and 90 miles to Palm Springs to the 

north. Located in a rich farming area, Impe-

rial County has a population of 180,000 and 

borders with Yuma, Arizona and with the 

cosmopolitan city of Mexicali, Mexico pop-

ulation 1.2 million. San Diego State Univer-

sity maintains a satellite campus in Calexico 

and there are a number of private and public 

universities located in Mexicali, the state 

capital of Baja California Norte. Imperial 

County’s location and diversity make it the 

Join our team!

Are you a psychiatrist looking for a team-oriented, 
collegial practice supported by leading experts 
in psychopharmacology such as Stephen Stahl, 
MD., Ph.D.? Look no further than the California 
Department of State Hospitals. We operate the 
largest forensic psychiatry hospital system in the 
nation, offering an unparalleled quality of practice 
while providing care to some of the most complex 
patients found anywhere.

Email your curriculum vitae to

DSH.Recruitment@dsh.ca.gov.

To find out more, please contact Juan Arguello, DO. 

(916) 654-2609 • DSH.Recruitment@dsh.ca.gov

www.dsh.ca.gov

We are currently recruiting 

psychiatrists at all five of our 

California locations.

Napa

Coalinga

Atascadero

Patton

Los Angeles

Salary: 
$242,784 - $290,952/year (Board Eligible) 
$249,132 - $299,388/year (Board Certified) 

Practice and Benefits: 
• Flexible workweek 

options may be available
• Voluntary paid on-call 

duty
• Substantial continuing 

medical education
• Generous defined-

benefit pension
• Medical, dental and 

vision benefits
• Private practice 

permitted
• Retiree healthcare

• Psychopharmacology 
support by leading 
experts and established 
protocols

• Psychiatrist-led treatment 
teams

• Patient-centric, treatment 
first environment

• Relocation assistance 
may be available

• Telepsychiatry may 
be available at some 
locations

Our competitive rates

can help you promote

physician products and

services like these:

For details call

(203) 523-7026

• Medical transcription

• Practice management

• Medical billing

http://www.psychiatrictimes.com
mailto:mark.blakeney@horizonhealth.com
mailto:drzuberi@psych-doctor.com
http://www.psych-doctor.com
mailto:bmora@stanbhrs.org
mailto:DSH.Recruitment@dsh.ca.gov
mailto:DSH.Recruitment@dsh.ca.gov
http://www.dsh.ca.gov
https://www.alignedth.com/
http://www.dsh.ca.gov/
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perfect place for a psychiatrist to relocate 

under the J-1 Visa program or for any reason.

The position pays a highly competitive sal-

ary, including health benefits for you and 

your family, and requires no hospital work 

and minimal after hours work freeing you up 

for more leisurely activities. 

The successful candidate diagnoses and 

treats patients with mental, emotional, and 

behavioral disorders. Qualified candidate 

must have CA medical license or ability to 

obtain.

Send CV to Imperial County Behavioral

Health Services, 202 North 8th Street,

El Centro, CA 92243.

J-1 applicants welcome.

For additional information,

please contact:

Kristen Smith (442)265-1606

kristensmith@co.imperial.ca.us

Multidisciplinary telemedicine medical

group looking for additional California

licensed Telepsychiatrists.

Contact us at 661-840-9270 or inquire

with CV at jobs@telehealthdocs.com

The doctors of TRADITIONS BEHAV-

IORAL HEALTH are the largest provider of 

MD psychiatric services to adult populations 

in institutional and community based pro-

grams 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 psy-

chiatrists 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 pack-

age valued at approximately $90,000, to up 

to $500,000, for the industrious physician. 

Our generous benefit package includes al-

most 7 weeks paid time off per year. If you are 

creative and think outside the box, if you 

value diversity and cultural competency, if 

you like innovative programs that are patient 

driven, using a rehabilitative, rather than ill-

ness model, if you want more time to work 

with patients, to get the best results, then TBH 

is the company for you. To learn more about 

the specific job openings and salary and ben-

efit packages, check out our Website at: 

www.tbhcare.com or Email your letter of

interest and CV to our company President,

Gary A. Hayes, Ph.D. at: 

Drhayes3@tbhcare.com 

TBH is an equal opportunity employer

  

Employment Opportunity:  

Psychiatric Mental 

Health Nurse 

Practitioner 
$138,050-155,272 Annually 

Job Opportunity in Santa Cruz, 

California, Health Services Agency.   

To apply visit our website at: 

www.santacruzcountyjobs.com 

 

 

An Equal Opportunity Employer 

 

County of 
Santa Cruz 

  

Employment Opportunity:  

Psychiatrist  
 

Job Opportunity in Santa Cruz, 

California, Health Services Agency. 

Must have CA medical license.   

To apply visit our website at: 

www.santacruzcountyjobs.com 

 

 

An Equal Opportunity Employer 

 

County of 
Santa Cruz 

Outpatient Psychiatry Opportunity

San Joaquin County Behavioral Health Ser-

vices is seeking to fill Outpatient Adult 

[General], and Sub-Specialty Psychiatry 

(Child Psychiatry, Geriatric, Forensic, Ad-

diction and Psychosomatic Medicine) posi-

tions in a multidisciplinary, recovery-orient-

ed clinical setting. Services are provided 

either on-site or using a hybrid model of on-

site and tele-psychiatry practice. The posi-

tions offer a very competitive salary with a 

guaranteed base, plus incentive opportuni-

ties, board certified Psychiatrists have the 

potential to easily earn over 300K+ a year; 

comprehensive health insurance; up to three 

retirement and pension programs; 35 days of 

vacation and CME time that increase with 

tenure. Signing and moving bonuses are also 

available. 

Interested J-1 and H-1B candidates are 

welcome to apply. 

Contact Khurram Durrani, MD at: 

kdurrani@sjcbhs.org; 

Fax CV to 209-468-2399. EOE.

BE or BC psychiatrist needed. Following 

locations have immediate openings:

•  Modesto/Ceres, CA: Schedule: 40hrs per 

week. Pay Rate: $291,200 - $364,000

•  Modesto/Ceres, CA: Schedule: Week-

ends (Saturday/Sunday). Pay Rate: $3,200 

per weekend! 

•  Oakland, CA: Schedule: 20 hours per 

week Pay Rate: $140 - $187 per hour 

•  Stockton, CA: Schedule: 16 hours per 

week Pay Rate: $182- $205 per hour 

For additional listings, please visit: www.

telecarecorp.com/physician-jobs/

You will work as part of a multidisciplinary 

team. The staff is all very friendly and it is a 

supportive working environment.

Please email your resume to 

tlcrecruiting@telecarecorp.com 

EOE M/F/V/Disability

CONNECTICUT

The Connecticut Department of Mental 

Health and Addiction Services seeks two 

Principal Psychiatrists at Whiting Forensic 

Hospital in Middletown, CT to: assist in pro-

viding 24-hour direct care psychiatric ser-

vices to patients at Whiting Forensic Hospi-

tal & facility programs as scheduled 

including on-call and weekend coverage; 

examine, diagnose & treat patients with 

mental health and/or substance abuse disor-

ders; develop & monitor integrated treat-

ment plans; prescribe appropriate medica-

tions; prescribe, conduct & administer 

group, individual & family psychotherapy & 

other forms of specialized therapy; inter-

view, examine & admit patients to treatment; 

coordinating treatment with other therapeu-

tic programs; perform discharge planning & 

risk assessment; prepare court petitions & 

attend court hearings as state witness, among 

other duties. Min. qualifications: possession 

of MD or foreign equiv.; graduation from 

ACGME-accredited psychiatric res. pro-

gram; eligibility for CT medical license; cer-

tification by American Board of Psychiatry 

& Neurology; and possessing & maintaining 

elig. for participation in federal health care 

programs as defined in 42 U.S. 1320a-7b (f). 

Apply to: James Anselmo, Human 

Resources, Clinical Recruiter, State of 

Connecticut, Department of Mental Health 

and Addiction Services, 460 Silver Street, 

Middletown, CT 06457, or 

at james.anselmo@ct.gov.

FLORIDA

The University of Miami Miller School of 

Medicine Department of Psychiatry and Be-

havioral Sciences is in an exciting phase of 

growth and recruiting full-time child and 

adolescent psychiatrists, specifically at the 

assistant or associate professor rank.   

Faculty rank and compensation are com-

mensurate with experience.  The University 

of Miami also provides a moving bonus and 

faculty stipend. The UM Department of Psy-

chiatry is ranked 29th in the nation in NIH 

Funding and there are extraordinary oppor-

tunities to participate in research, resident 

education and medical school teaching.  Po-

sition Requirements: 

www.psychiatrictimes.com

Our competitive rates can help you promote 

physician products and services like these:

For details call (203) 523-7026

• Medical transcription

• Practice management

• Medical billing

• Computer Software

• Marketing

• Internet Services

http://www.psychiatrictimes.com
mailto:kristensmith@co.imperial.ca.us
mailto:jobs@telehealthdocs.com
http://www.tbhcare.com
mailto:Drhayes3@tbhcare.com
http://www.santacruzcountyjobs.com
http://www.santacruzcountyjobs.com
mailto:kdurrani@sjcbhs.org
http://www.telecarecorp.com/physician-jobs/
http://www.telecarecorp.com/physician-jobs/
mailto:tlcrecruiting@telecarecorp.com
mailto:james.anselmo@ct.gov
http://www.psychiatrictimes.com
http://www.santacruzcountyjobs.com
http://www.santacruzcountyjobs.com
https://www.vituity.com/
www.Psychiatry and Behavioral Sciences
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•  M.D./D.O. with Board Eligibility or Board 

Certification in Child and Adolescent Psy-

chiatry

•  Active State of Florida Medical License

To be considered for a position, please send 

a copy of your CV to Barbara J. Coffey, 

M.D., Professor and Chief of Child and 

Adolescent Psychiatry, UM Department of 

Psychiatry and Behavioral Sciences at 

psychiatry@med.miami.edu 

MICHIGAN

Psychiatry Position with

Sparrow Medical Group

Sparrow Medical Group (SMG), a multi-

specialty physician group and the premier 

physician organization of Sparrow Health 

System (SHS), located in Lansing, Michi-

gan, is seeking a dynamic BC/BE psychi-

atrist for an adult inpatient position. Po-

sition is hospital-employed and offers 

excellent compensation and benefits in-

cluding relocation assistance, 401(k) with 

matching funds, generous CME benefits 

and malpractice insurance that includes tail 

coverage.

Learn more about this position by 

contacting:

Barbara Hilborn, Manager Provider 

Recruitment Office: 1.800.968.3225

Email: barbara.hilborn@sparrow.org

Visit our website at www.sparrow.org

More information on the Lansing area 

can be obtained at www.lansing.org

The Michigan Interventional Psychiatry 

Fellowship

Modern psychiatry features many novel 

treatments involving Intravenous (IV) med-

ications and neuromodulation.  The Univer-

sity of Michigan Depression Center and 

Department of Psychiatry are pleased to 

announce the newly established Interven-

tional Psychiatry Fellowship.  The Michi-

gan model of Interventional Psychiatry en-

compasses expertise in multiple active 

modalities of treatment, with particular 

emphasis on novel intravenous (IV) medi-

cations and neurostimulation techniques 

and approaches, including ECT, Transcra-

nial Magnetic Stimulation (TMS), and tran-

scranial Direct Current Stimulation (tDCS) 

as well as other emerging IV medications. 

Fellows will learn to independently deliver 

a number of novel treatments such as IV 

ketamine, tDCS, IV brexanolone, and intra-

nasal ketamine.  TMS and ECT competen-

cy is a core part of neuromodulation train-

ing.  Specific training will also be provided 

in the advanced application of measure-

ment tools for these novel treatments, as 

well as emerging wearable monitoring de-

vices. Finally, the fellowship will deliver 

training in evaluating the impact of these 

new treatment approaches.

The fellowship will provide salary support to 

pursue clinical research, as well as a budget 

for laboratory supplies and travel to scien-

tific meetings. This one-year fellowship, 

available in the fall of 2019, will include de-

partmental appointment as a clinical lectur-

er. A second year of support could be avail-

able to an individual interested in pursuing 

additional research, based on success in the 

first year. The successful candidate should 

be completing or have recently completed a 

full psychiatry residency in the US or Cana-

da and be a board-eligible psychiatrist. 

Department of Psychiatry

Child and Adolescent Psychiatrist – 

Outpatient Consultation Position

Full Time * Multiple locations in 

New Jersey

Hackensack Meridian Health is seeking a Board 

Certified/Board Eligible Child and Adolescent 

Psychiatrist to join this growing team. With 4 

hospitals in the top 10 ranking in New Jersey, 

this is an outstanding opportunity to join the 

area’s largest healthcare network. 

Highlights:

 •  Academic Affiliations with the new 

Hackensack Meridian Health School of 

Medicine at Seton Hall University. 

 •  Collaborations among multiple sites 

(statewide). 

 •  Call is not required. 

 •  Outpatient/Consultative setting.

 •  Competitive Salary. 

 •  Comprehensive Benefits Package.

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

HackensackMeridianHealth.org

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 partnerships 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 

psychiatry residency program will improve clinical 

care and ultimately encourage future health care 

leaders to build practices in the Jersey Shore area,’’

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.

The University of Michigan is an affirmative 

action/equal opportunity employer and be-

lieves that diversity, broadly defined, is inte-

gral to institutional excellence.

Interested applicants should submit a letter 

of interest and CV to:

Sagar V. Parikh, MD, FRCPC at 

parikhsa@med.umich.edu

MISSOURI

MEDICAL DIRECTOR - BRAND NEW 

ADOLESCENT 15-BED INPATIENT 

PSYCHIATRY UNIT OPENING IN Fall/

Winter 2019 – Small Town, Big Opportu-

nity - Be in on the beginning of a new unit 

helping to mold and develop the program. 

Open to employment, or independent con-

tractor arrangement.  Located in southeast 

MO near Cape Girardeau, this is a low cost 

of living, low crime rate area but close to a 

local airport that has direct flights to Chi-

cago. It’s also only two hours from Mem-

phis and St. Louis. This designated under-

served area is also located in the Delta 

Regional Authority so J1 Waivers can also 

be obtained through the DRA as well as the 

state.  Position can be inpatient, or inpatient 

and outpatient. 

http://www.psychiatrictimes.com
mailto:psychiatry@med.miami.edu
mailto:barbara.hilborn@sparrow.org
http://www.sparrow.org
http://www.lansing.org
mailto:Renee.Theobald@hackensackmeridian.org
mailto:parikhsa@med.umich.edu
https://www.hackensackmeridianhealth.org/
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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 Depen-

dency and Substance Abuse. Candidate

with experience in treatment of Bipolar

Disorder, Borderline Personality Disorder,

and Mood Disorders is preferred. Addi-

tionally, 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.

OHIO

Horizon Health is seeking Psychiatrists 

for our inpatient psychiatric programs in 

Ohio. Physicians will provide rounding and 

treatment on patients for the inpatient pro-

grams, as well as program administration 

and oversight services regarding service line 

policies, practice, development, compliance, 

and performance improvement for Medical 

Director roles.  Positions offer competitive 

salaries, and/or generous Medical Director’s 

Stipends and benefits for employed posi-

tions.  

For more information contact: 

Mark Blakeney, Voice: 972-420-7473, 

Fax: 972-420-8233; 

email: mark.blakeney@horizonhealth.com 

EOE.

Chief Medical Officer – Community Healthlink

Worcester, MA 

UMass Memorial Health Care’s Department of Psychiatry and its Community 

Healthlink (CHL) member institution is looking for a chief medical officer to help 
lead the largest provider of mental health services in Central Massachusetts. 

The position involves supervision of a large group of professionals and participation 
in the executive team’s strategic, program and organizational development efforts. The 
ideal candidate will have a demonstrated commitment and passion for community 
psychiatry and an interest in a leadership role in advocating and promoting the wellbeing 
of traditionally underserved populations. 

CHL has a long tradition of bringing excellent mental health and substance use disorder 
services to our city and region, from its inception as a community mental health agency 
to its current role as a key member organization at UMMHC. Its 1300 employees serve 
over 22,000 individuals each year and its programs assist patients across the life span. 
Medical staff are faculty members of the UMass Department of Psychiatry and 
employees of the medical group practice—they are vital contributors to the department’s 
missions of training, research, and clinical excellence. We believe this position will be 
a terrific opportunity for individuals committed to serving their community through 
the provision of high quality psychiatric care as part of mission driven team

To learn more about our Community Healthlink locations, please visit our website 
http://www.communityhealthlink.org/chl/

Interested applicants should submit a letter of interest 

and curriculum vitae addressed to:

Alan P. Brown, MD

Vice Chairman of UMMS Department of Psychiatry for BH Integration 

and Population Health

Clinical Professor of Psychiatry, Family Medicine and Community Health

c/o: Jessica Saintelus, Physician Recruiter

Jessica.Saintelus@umassmemorial.org

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

Please contact Terry Good, 

Horizon Health, at 804-684-5661; 

terry.good@horizonhealth.com; 

Fax: 1-804-684-5663.

NORTH CAROLINA

We Want You to Join Our Behavioral

Health Team!

Cape Fear Valley Behavioral Health is one of 

the largest comprehensive, multi-tiered be-

havioral health services in North Carolina. 

Behavioral Health Care’s mission is to meet 

and respond to the mental health needs of the 

community. We offer evidence-based, best 

practice treatments. Staffed by psychiatrists, 

psychologists, clinical social workers, psy-

chiatric nurses, licensed professional coun-

selors, and other mental health profession-

als, Cape Fear Valley Behavioral Health 

Care provides a team approach to mental 

wellness. Behavioral Health Care is accred-

ited 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:

CALL TODAY

(203) 523-7026

Find What You’re

Looking For Now

Log on to:

www.PsychiatricTimes.com/

classifieds

http://www.psychiatrictimes.com
mailto:scobb2@capefearvalley.com
mailto:mark.blakeney@horizonhealth.com
http://www.communityhealthlink.org/chl/
mailto:Jessica.Saintelus@umassmemorial.org
mailto:terry.good@horizonhealth.com
http://www.PsychiatricTimes.com/
https://www.umassmemorialhealthcare.org/
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HEALTHY WORK-LIFE BALANCE 

OPPORTUNITIES

Never be late to work, ever!

TAILOR YOUR SCHEDULE

NO CALL RESPONSIBILITIES

CHOOSE THE BEST TIME TO COMMUTE

CONVENIENCE TO WRITING NOTES OFF-SITE

EXCELLENT PAY - COMPREHENSIVE BENEFITS

MINIMAL ADMINISTRATIVE WORK

YEARLY BONUS

PSYCHIATRISTS

&

PSYCH NURSE PRACTITIONERS

for

CONSULTATION SERVICES

New York City, Long Island,

Westchester, Orange & Dutchess counties

Send your CV to 

recruitment@medcarepc.com

Fax (718) 239-0032 • medcarepc.com

MEDICAL HEALTHCARE SERVICES P.C.

OREGON

Portland Oregon

Private Practice Opportunity

A longstanding group of psychiatrists who 

share a philosophy of comprehensive treat-

ment that includes psychotherapy is seek-

ing colleagues to join us in our overhead 

and billing services cooperative. Offices are 

immediately available in a historic house as 

well as group health insurance is. Reduced 

rent while practice is built and a sharing of 

new patient referrals is available.

If interested, please contact our

Office Manager, Deanne Gomez at

503-228-5909

PENNSYLVANIA

The Penn State Hershey Medical Center 

Department of Psychiatry is currently re-

cruiting board eligible/certified psychiatrists 

for inpatient and outpatient positions in both 

adult and child psychiatry. We are a growing, 

vibrant department in a strong academic 

medical center. We host specialty clinical 

and research programs, including research 

that crosses the translational spectrum. Our 

educational programs include adult psychia-

try residency, child fellowship, psychology 

internship, externship and postdoctoral fel-

lows. We have a strong collaboration with 

basic and clinical science in other neurosci-

ence disciplines across several Penn State 

campuses. With our clinical partner, the 

Pennsylvania Psychiatric Institute, the De-

partment staffs several outpatient and partial 

hospital programs for children and adults, 89 

inpatient beds, ECT and other neuromodula-

tion services, specialty sleep and eating-

disorders programs, and expanding psychi-

atric consultation and integrated care 

programs for Hershey Medical Center. Suc-

cessful candidates should have strong teach-

ing as well as clinical skills and, optimally, 

potential for scientific and scholarly achieve-

ment. We offer an attractive compensation 

package commensurate with qualifications. 

Tenure-track positions are possible.

For consideration, send your CV to:

Jenna Spangler Physician Recruiter

Phone: 717-531-4271 Email:

jspangler2@pennstatehealth.psu.edu

The Penn State Milton S. Hershey Medical

Center is committed to affirmative action,

equal opportunity and the diversity of its

workforce. Equal Opportunity Employer –

M/W/V/D

TENNESSEE

EAST TENNESSEE STATE 

UNIVERSITY

QUILLEN COLLEGE OF MEDICINE

DEPARTMENT OF PSYCHIATRY & 

BEHAVIORAL SCIENCES

ADULT PSYCHIATRISTS, CHILD 

PSYCHIATRISTS

Two full-time positions available for Adult 

Psychiatrists who are BE/BC at time of hire, 

and/or Child Psychiatrists who are BE/BC at 

the time of hire in the subspecialty of Child 

and Adolescent Psychiatry. Positions may 

include inpatient and/or outpatient. Program 

activities include clinical care of patients 

combined with teaching and supervision of 

residents and medical students. Research 

and academic activities are strongly encour-

aged. Salary and academic rank are com-

mensurate with experience and qualifica-

tions. Salary is competitive with funding 

available through the Medical School and 

other sources.

ETSU is located in Johnson City, TN, which 

has the perfect blend of four mild and beauti-

ful seasons, gentle mountains, a local the-

ater, and a symphony orchestra. Come ex-

plore this idea family location with college/

urban sophistication surrounded by national 

forests and beautiful parks. No state income 

tax, low cost-of-living, low crime rate, golf 

courses, and lakes. 

Apply to the position at 

https://jobs.etsu.edu. Telephone inquiries 

should be made at (423) 439-2235 or 

e-mail at lovedayc@etsu.edu. AA/EOE.

TEXAS

Austin, Texas Part-time Private Practice

FOR SALE $32,000 Dr. Soo

Only work 12 days a month

Make $100,000 year

Clientele is FFS & Aetna

512-330-9507

VIRGINIA

Psychiatrist Opportunity

Southwestern Virginia Mental Health In-

stitute is located in Marion, Virginia, sitting 

in the heart of the Blue Ridge Mountains. 

Our 179-bed behavioral health facility offers 

an exciting career in a wide range of interest-

ing pathology in psychiatric treatment while 

providing a highly desirable work-life bal-

ance.

We have opportunities in our inpatient set-

ting for Psychiatrists for our Adult Admis-

sions and Geriatric Units. These positions 

are employed positions offering a competi-

tive salary with generous state benefits and 

paid malpractice insurance, loan repayment, 

CME stipend/ leave, sign-on bonus, and re-

location allow-ance. No on-call required, 

with compensated on-call available.

If you are licensed or eligible for licensure in 

Virginia, and have completed a psychiatric 

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 oppor-

tunity.

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

WASHINGTON

Psychiatry Medical Director 

Opportunity Tacoma WA

•  Available opportunities for medical direc-

tor leadership, outpatient positions and 

consultative liaison.

•  Part-time and full-time positions with com-

petitive compensation package and the 

added benefit of no state income tax.

•  Tacoma/Seattle is one of the most sought-

after metro areas for relocation.

•  2019/2020 start dates

Arleen Richardson, MBA

RM Medical Search

5340 S. Quebec, Suite 320 S

Greenwood Village, CO  80111

rmmedicalsearch.com

303-586-4141

Find What You’re Looking For Now

Log on to

www.PsychiatricTimes.com/classifieds

to view our extensive list of jobs

http://www.psychiatrictimes.com
mailto:recruitment@medcarepc.com
mailto:jspangler2@pennstatehealth.psu.edu
https://jobs.etsu.edu
mailto:lovedayc@etsu.edu
mailto:kim.sayers@dbhds.virginia.gov
http://www.swvmhi.dbhds.virginia.gov
http://www.smythcounty.org
http://www.abingdon-va.gov
http://www.PsychiatricTimes.com/classifieds
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NeuroStar.com  |  1-877-600-7555
RIGHT DOSE.  

RIGHT LOCATION.
EVERY TIME.

Visit booth #731 at APA and take the  
Contact Sensing Challenge

More than 60,000 Reasons to 
Transform Your Practice with NeuroStar®

With ~2.5 million NeuroStar 

treatments delivered to over 

60,000 patients1, you can 

leverage our expertise easily 

into your practice.

NeuroStar can take the uncer-

tainty away when starting a TMS 

practice. Our full service team 

has the  PROCESS, the PEOPLE  

and the  TOOLS  to train you 

DQG�KHOS�\RX��QG�SDWLHQWV�

 

NeuroStar® is indicated for the treatment of Major Depressive Disorder in adult patients who have failed to receive satisfactory improvement from 

prior antidepressant medication in the current episode.  NeuroStar Advanced Therapy is available by prescription only.  

THE PEOPLE

Actual NeuroStar patients shown  //  See patient stories on our YouTube Channel

THE PROCESS

THE TOOLS

• Proprietary six-stage system to help you 
operationalize quickly 
 

• Dedicated practice consultants, clinical  
WHDP���HOG�WHFKQLFLDQV�DQG�FXVWRPHU�VHUYLFH 
to support you and your patients

• Reimbursement professionals ready to answer 
your questions... 35,000�EHQH�W�LQYHVWLJDWLRQV�
and counting 
 

• Physician Locator/Appointment Scheduler

• MyNeuroStar.com Marketing Resource

1

���1HXURQHWLFV�ΖQF��'DWD�RQ��OH�

https://neurostar.com/
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