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J
udgements and settlements are starting in Oklahoma against 

various pharmaceutical companies for their alleged roles in 

that state’s opioid crisis. During these judgements and nego-

tiations with three major companies, the financial liability 

potentially ranged from a judgement for more than $500 million in 

this single state case to negotiations that might reach $10 billion for 

each company to resolve national claims. In this most recent Okla-

homa case, the judge stated that one company “engaged in false and 

misleading marketing of both their drugs and opioids generally, and 

the law makes clear that such conduct is more than enough to serve 

as the act or omission necessary to establish the first element of 

Oklahoma’s public nuisance law.”

COMMENTARY BY

Allen Frances, MD

M
y career is ending on a sour 

note. It is hard to be compla-

cent when 600,000 people 

who should be our patients are in-

stead languishing as prisoners or 

sleeping on streets. County jails are 

now the biggest providers of psychi-

atric care for people suffering from 

severe mental illness. And our pa-

tients do particularly poorly in jail—

enduring long stays, frequently in 

crazy-making solitary confinement 

and often targeted for physical and 

sexual abuse. I have seen long rows 

of cells, in each of which is a desper-

ate mentally ill occupant who has 

smeared excrement all over the walls 

and windows.

We have no excuse for collectively 

failing the patients who need us most. 

It is easy enough for each of us to 

blame the system—the government 

neglect, professional association pas-

sivity, and advocacy groups’ loss of 

mission—but I also blame myself for 

having done far too little, far too late. 

We are all part of the system and 

must take personal responsibility for 

its miserable performance.

 We won’t be able to correct this 

horrible mess without understanding 
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t happened so slowly we ini-

tially didn’t notice. Soon it 

declared itself as a nemesis. 

But by then, it had established 

itself as a powerful force with 

which to be reckoned. Today it is 

a false mythology, designed to 

wreak misery on any prescribers 

in the US who want access to all 

FDA-approved medications to 

provide the best clinical treat-

ment for their patients. This my-

thology has constructed numer-

ous obstacles to interfere with a 

competent medical prescriber’s 

intent to choose the best dosage 

of the most appropriate medica-

tion to get our patients better. 

The primary work horse of this 

mythology is the dreaded medi-

cation formularies designed to 

limit drug prescribing to a subset 

of available medications. Regret-

tably, this subset of medications 

often excludes the preferred 

medication that competent clini-

cians would choose as part of a treatment plan that 

they deem best for their patient.

The false mythology, which remarkably is 

believed as fact by a minority of prescribers, is that 

a trained medical professional, duly licensed and 

with prescribing privileges, CANNOT prescribe a 

medication off label. This mythology interferes 

with good clinical practice and often contributes to 

poor outcomes for patients. There are many 

corollaries to this false mythology: 

1 A drug cannot be prescribed in doses that are 

outside of the doses listed in that drug’s FDA-

approved product insert.

2 A drug cannot be prescribed for an indication 

for which it is not FDA approved.

3 Some drugs can only be prescribed after 

numerous failed trials of other drugs, which 

often include drugs with more adverse effects, 

poorer tolerability, or with contraindications for a 

particular patient.

This, of course, is the short list. In my editorial 

in last month’s issue of Psychiatric Times I focused 

on all of the clinical facts that render corollary 1 a 

false mythology.1 This editorial will elaborate on 

corollary 2, which can be simply restated as the 

false narrative that a drug is off limits for diagnoses 

that are off label.

One of my favorite articles, “An Analysis of the 

High Psychotropic Off-Label Use in Psychiatric 

Disorders: The Majority of Psychiatric Diagnoses 

Have No Approved Drugs,” published in 2009, nice-

ly places corollary 2 in its clinical perspective.2 The 

authors report that only 11.8% of DSM-IV-TR diag-

noses have an FDA-approved 

drug. So, do we not treat the 

88.2% of DSM-IV-TR diagnoses 

that do not have an FDA-ap-

proved medication? Also, with 

the publication of DSM-5 in 

2013, it is likely that the percent-

age of FDA-approved drugs for 

DSM-5 diagnoses has dropped 

even further. A good example is 

the lack of any FDA-approved 

drugs for the DSM-5 novel diag-

nosis Disruptive Mood Dysregu-

lation Disorder. Does that mean 

we cannot treat this disorder with 

medications?

Can you imagine working in 

an ICU, where you are likely to 

treat many patients suffering 

from acute delirium, and the hos-

pital pharmacist and the patient’s 

insurance company tell you that 

there are no FDA-approved 

drugs to treat delirium, so don’t 

prescribe any; or if you do, the 

insurance company will not pay 

for the medication. Or maybe you work in a long-

term care facility with a large population of indi-

viduals suffering from behavioral or psychotic 

complications of advanced dementia—too bad—

there are no drugs that you can prescribe.

Let me state very clearly that I am not saying that 

a prescriber can use any FDA-approved drug to treat 

any condition—this would result in prescribing an-

archy, which is both unethical and dangerous. How-

ever, when a disorder or condition does not have a 

FDA-approved drug, it is our duty to prescribe a 

medication that has been shown to be helpful in this 

setting. Additionally, there should be a consensus 

from experts in each specialty to recommend a sub-

set of medications that are reasonable and show ef-

fectiveness in these situations. Even when these 

recommendations from experts exist, it is common 

practice for insurance companies to deny payment if 

these medications are not on their formulary. How-

ever, the prescriber is always invited to begin the 

time-intensive and frustrating process of submitting 

a prior authorization form.

A second common scenario is when a patient 

has a specific diagnosis for which there exists one 

or more FDA-approved drugs. In this setting, the 

FDA-approved drugs should be used first. Once all 

of the trials of FDA-approved drugs have failed, or 

the remaining FDA-approved drugs are contraindi-

cated for a medical reason, then it is our duty to 

move beyond the labels and prescribe medications 

that are considered to be reasonable by our peers 

and that show evidence of being effective.

This approach of prescribing FDA-approved 

drugs off-label has been supported by the Ameri-

can Medical Association, established law in the 

US, and by the FDA. Furey and Wilkins3 published 

a case of an older woman with dementia, which 

gets complicated by waxing and waning symptoms 

of confusion, agitation, and paranoia.3 Her psychi-

atrist begins an atypical antipsychotic that signifi-

cantly helps these symptoms. The case explores the 

initial conversation between the patient and her 

psychiatrist, and then the subsequent conversation 

after the dementia has progressed and the patient is 

joined by her daughter to discuss treatment. The 

daughter is confused as to why the psychiatrist pre-

scribed a medication to her mother that was off-la-

bel and had a specific black box warning about the 

increased risk of death when this drug is used in 

patients like her mother.

THE AUTHORS CONCLUDED:

Off-label prescribing is a common and 

legal practice in medicine. This practice 

is justified when scientific evidence 

suggests the efficacy and safety of a 

medication for an indication for which it 

does not have FDA approval and when 

the practice is supported by expert 

consensus or practice guidelines.

Practicing clinical medicine is challenging and 

stressful enough without the additional burden of 

being handcuffed by ever-changing medication 

formularies. I am sure that we could fill an entire 

issue of Psychiatric Times with war stories from 

you, our readers, about fights with insurance com-

panies and medication formularies to gain approv-

al for the best medication for our patients. When 
we view this daily stress and frustration through 
the lens of the actual facts:
�  Once a drug is FDA approved for one 

indication, a prescriber in the US can prescribe 

that drug for any indication.

�  Most psychiatric diagnoses do not have FDA-

approved medications.

�  Experts agree that off label prescribing is usually 

utilized when it is the best option for our patients.

�  Medication formularies change year to year, 

likely based on the cost of the medications to 

the formulary and not based on clinical 

effectiveness of the drugs.

We seriously need to ask ourselves why we al-

low this false mythology to perpetuate.
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Several aspects of this ruling seem 

remarkable and perhaps contradictory. 

From a conventional understanding of 

a “public nuisance,” this bland-sound-

ing civil offense seems relatively mi-

nor and hardly the basis for a signifi-

cant financial judgement. Police 

officers may issue fines for a public 

nuisance offense, which is a ticket with 

a payable fine that ranges from $100 to 

$300. From an international perspec-

tive, the Indian Penal Code states that 

a public nuisance     “. . . shall be pun-

ished with a fine, which may extend to 

two hundred rupees,” which is equiva-

lent to about $3. Is the severity of the 

alleged pharmaceutical manufacture’s 

public nuisance offense consistent 

with the magnitude of the financial li-

ability in this judgement?

Compared with the tobacco smok-

ing settlement amounts for hundreds 

of billions of dollars or to the Wall 

Street analysts’ expectation of a fine 

up to $5 billion for this case in Okla-

homa, this $500 million seems a rela-

tively modest amount to pay. The im-

portance of this initial landmark case 

is of course significant; however, we 

need to recognize that nationally more 

than 2000 additional court cases are 

still pending. Moreover, the recent 

Purdue offer to settle its 2000 pending 

opioid related lawsuits for $10 to $12 

billion needs to be recognized.

Since most major pharmaceutical 

companies and wholesale distribu-

tors are defendants in these national-

ly pervasive cases, how large could 

the ultimate pool of funds be? If each 

of these 20 to 30 companies was re-

quired to pay even $500 million over 

2000 lawsuits the national settlement 

would be about $10 billion each. The 

$10 billion from a single company 

would lead to about $6 million for 

each of the municipal plaintiffs, 

which, when multiplied by the 20 to 

30 companies with pending lawsuits, 

would result in hundreds of billions 

of dollars to distribute.

What is the implication of having 

hundreds of billions of dollars avail-

able for addiction disorders, mental 

health, and other health care services? 

Would these be the only beneficiaries 

of these funds? In 2017, the White 

House Council of Economic Advisors 

estimated the national health care 

costs related to the opioid epidemic to 

be about $500 billion, but that esti-

mate is of money already spent and 

does not offer a framework for spend-

ing new funds from a settlement with 

the pharmaceutical companies.

Furthermore, by 2017 much of the 

fatal and catastrophic outcomes asso-

ciated with opioids were attributable 

to heroin and illicit fentanyl, not phar-

maceutic company sources. Thus, 

what portion of any final settlement 

would health care components de-

serve to provide care for the estimated 

11 million current and potentially fu-

ture substance use disorder patients? 

We might learn something from the 

tobacco company financial settle-

ments and their distribution across the 

US, when the period of being a public 

nuisance lasted considerably longer 

and had an impact on a substantially 

larger proportion of the population.

A look back on the benefits for ad-

dictions prevention and treatment 

and for health care broadly is not en-

couraging on this 20th anniversary of 

the Master Settlement Agreement 

(MSA), which is an accord reached 

in November 1998 between the state 

Attorneys General of 46 states, five 

US territories, the District of Colum-

bia, and the five largest cigarette 

manufacturers in America. This 

MSA settlement required the tobacco 

industry to pay the settling states bil-

lions of dollars annually forever. Spe-

cifically, the MSA also had the 

original participating manufacturers 

agree to pay a minimum of $206 bil-

lion over the first 25 years of the 

agreement. Over the years, the states 

have collected tremendous amounts 

of revenue related to the MSA, but 

are spending little of it on tobacco 

prevention and cessation programs.

States collected an estimated $27.3 

billion from the MSA and taxes in fis-

cal year 2019, yet today no state funds 

tobacco prevention at the level recom-

mended by the Centers for Disease 

Control and Prevention (CDC). Over-

all, states spend less than 3% of MSA 

funds on programs to prevent kids 

from smoking and help smokers quit. 

Twenty-nine states and the District of 

Columbia spend less than 20% of the 

CDC recommendation.1 Alaska and 

California spend more than 70% of 

the CDC recommended fund-

ing—$655 million annually on pre-

vention and cessation programs. To-

bacco companies, on the other hand, 

spend more than $14 to market tobac-

co products for every $1 the states 

spend to reduce tobacco use.

Despite overall progress in reduc-

ing smoking rates to 14%, smoking 

rates are highest among people with 

lower income and less education, 

American Indians/Alaska Natives, 

LGBT Americans, those who are un-

insured or on Medicaid, and those 

with mental illness. These differenc-

es are in part due to the misallocation 
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of these MSA funds to many other 

conditions unrelated to health care, 

prevention, and biomedical research.

New challenges have also evolved 

in the spread of nicotine abuse and de-

pendence among youth. Youth e-ciga-

rette use has skyrocketed to epidemic 

levels; the CDC and FDA show that 

from 2017 to 2018 e-cigarette use in-

creased by 78% among high school 

students (to 20.8%) and by 48% 

among middle school students (to 

4.9%). The obvious parallel for opi-

oids with the many other DEA sched-

uled medications such as stimulants 

and sedatives strongly argues that in-

vestments of these settlement funds in 

prevention, treatment, and research in 

related types of addictive substances 

and their delivery systems is essential. 

However, how likely is that to happen 

based on our experience with the 

MSA for tobacco and nicotine?

The funds are available to put into 

health care, particularly for the youth 

of America, but our state leaders are 

not funding these programs at levels 

recommended by the CDC. Thus, the 

upcoming challenge will not be in the 

courts, but in the state legislatures, 

which are likely to get a substantial in-

flux of financial resources to address 

the current epidemic with opioids. The 

fatalities associated with this epidemic 

have indeed shifted to an illicit market 

of heroin and fentanyl and away from 

the original challenges with marketed 

commercial opioids. Nevertheless, fi-

nancial resources are clearly on their 

way to states and communities, and we 

need appropriate planning for wisely 

spending—not wasting these resourc-

es by missing the mark for which they 

were intended.

Dr Kosten is Jay H. Waggoner Endowed 

Chair, Co-Founder, Institute for 

Clinical and Translational Research, 

and Professor of Psychiatry, 

Neuroscience, Pharmacology, and 

Immunology, Baylor College of 

Medicine, Houston, TX.
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its history. The mental hospitals es-

tablished by the states in the 19th 

century had the best of intentions and 

the worst of consequences. Their 

goal was the humane treatment of the 

mentally ill following the principles 

promulgated by the father of modern 

psychiatry, Phillipe Pinel, MD. These 

asylums were meant to be places of 

peaceful rural retreat, providing safe-

ty and a meaningful life for psychiat-

ric patients who had no place in the 

rapidly growing cities. The hospitals 

were self-contained communities, 

much more civilized and welcoming 

that the chaotic urban environments. 

There were workshops and surround-

ing farms that allowed patients to 

learn skills and feel productive. Hos-

pital directors, staff, and families 

lived on the grounds and broke bread 

with the patients. The architecture of 

the buildings was usually strikingly 

beautiful, and they were surrounded 

by lovely bucolic settings.

The 20th century witnessed a rapid 

and thorough degradation of the sys-

tem, with cattle-car overcrowding and 

system-wide patient neglect. Profes-

sionalizing the staff depersonalized 

the care. Growing cities surrounded 

and swallowed up hospital grounds, 

restricting patients to endless days in 

ugly, packed, stench-filled wards. 

Unions resented job competition from 

unpaid or low paid patients and pres-

sured to have workshops closed. The 

well-meaning asylums had degenerat-

ed into dreadful snake pits.

My first experience in psychiatry 

occurred 55 years ago as a medical 

student in one of these state hospitals. 

It was degrading and disgusting—an 

overwhelming smell of urine, ne-

glected patients screaming and pos-

turing, a demoralized and disengaged 

staff, disappearing doctors.

Deinstitutionalization

The deinstitutionalization movement 

meant to correct this chaos arose 

from a strange combination: public 

outrage; a new model of community 

psychiatry; the discovery of powerful 

new drugs; Kennedy family guilt; 

and state government greed. Three 

books were especially influential. 

The Snake Pit, a semi-autobiograph-

ical 1946 novel by Mary Jane Ward 

(made into an acclaimed 1948 mov-

ie), vividly presented a first-hand ac-

count of the sufferings of terrorized 

patients.1 The Myth of Mental Illness, 

written in 1961 by libertarian psychi-

atrist Thomas S. Szasz, MD, made 

the moral and legal argument that pa-

tients are citizens with civil rights 

that must be respected.2 Published in 
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RESEARCH UPDATE: BIPOLAR DISORDER

» Chris Aiken, MD

W
hen lithium works in bipolar 

disorder, it tends to work for 

the long term. That is a good 

thing for the 30% to 40% of bipolar pa-

tients who are lithium responders.1 It 

means they can stay well longer with 

fewer medication changes. They can 

also benefit from lithium’s medical 

perks, which include a lower risk of 

stroke, heart disease, cancer, neuro-

logic illnesses, dementia, and all-cause 

mortality.2 Unfortunately, all of these 

benefits come at a cost to the kidneys.

Does lithium harm the kidneys?

While most studies suggest that long-

term lithium use can impair renal func-

tion, the link is not 100% clear. Bipolar 

disorder itself is a risk factor for renal 

impairment, as are the medical condi-

tions that tend to congregate with it: 

cardiovascular disease, hypertension, 

and diabetes.3 About one-third of the 

research has failed to confirm the asso-

ciation between lithium and renal im-

pairment, and two large studies found 

that anticonvulsants posed a greater risk 

to the kidneys than lithium.4,5

The reason for this confusion is that 

nearly all of the available data are un-

controlled. It takes about 30 years for 

renal problems to develop in patients 

taking lithium, and we are unlikely to 

see controlled trials that last that long. 

Limitations aside, here is what we can 

gleam from the available data:

1 Lithium can impair the kidneys, 

mainly by lowering the glomerular 

filtration rate.

2 These impairments rarely progress 

to end-stage renal disease.

3 Anticonvulsants, and possibly 

antipsychotics, are also 

implicated in renal dysfunction.5,6

Avoiding toxicity

The link between lithium and renal 

dysfunction may be explained by ex-

posure to toxic lithium levels. Toxic 

levels kill renal cells, and that damage 

builds up every time the level rises 

above the toxic line. This theory is 

confirmed by a handful of study find-

ings, which indicate that lithium does 

not seem to harm the kidneys when 

kept below 0.8 mmol/L, but that renal 

impairments rise with the number of 

toxic exposures.7 This is welcome 

news if proven true, because the rec-

ommended level for lithium mainte-

nance is 0.6 to 0.8 mmol/L. Higher 

levels (up to 1.2 mmol/L) are usually 

only necessary for acute mania.8

Keeping the lithium level as low 

as possible can prevent renal impair-

ment. The ideal level needs to be per-

sonalized and tends to fall with age. 

For patients over 60, the recommend-

ed level is 0.4 to 0.6 mmol/L, com-

pared with 0.6 to 0.8 mmol/L for 

younger adults.9 The brain is more 

porous in later life, allowing more 

lithium to enter the CNS even when 

the serum level is relatively low.8

Dosing lithium once in the eve-

ning reduces the risk of renal prob-

lems.10,11 It also makes pharmacologic 

sense: Lithium’s half-life is 18 to 24 

hours. There is no specific cap on the 

number of milligrams that can be 

given in a single dose, because lithi-

um’s risks depend on the serum level 

rather than the dosage. If high serum 

levels are needed to treat active ma-

nia, dosing twice a day may be neces-

sary to avoid toxic peaks. The line of 

toxicity is different for each patient 

because it’s defined by symptoms. 

Older patients may experience toxic-

ity at a 0.8 level, while younger adults 

may show no signs of toxicity—or 

even adverse effects—at 1.2 mmol/L.

Monitoring needed

For every patient taking lithium, renal 

function should be monitored every 

three to six months. Older patients 

benefit from more frequent monitor-

ing, as do those with a history of toxic-

ity, high serum levels, or drug interac-

tions. Creatinine is usually sufficient, 

but a more accurate measure of renal 

function is the estimated glomerular 

filtration rate (eGFR), which can be 

easily calculated from the creatinine 

(you will also need the height and 

weight to adjust for “body surface ar-

ea”). Laboratory changes that should 

prompt a nephrology consult include:

� eGFR < 30 ml/min/1.73m2

� Createnine ≥ 1.5 mg/dL

�  A decline of eGFR by more than 4 

ml/min/1.73m2 per year3

Beware of polyuria and polydipsia

Polyuria and polydipsia are common 

adverse effects of lithium (30% to 

80%), and they are not always be-

nign. When severe, they may indicate 

nephrogenic diabetes insipidus 

(NDI), which means that changes in 

the renal tubules are impeding the 

kidneys ability to concentrate the 

urine. Those changes raise the risk of 

future renal impairments.

NDI is diagnosed by testing urine 

osmolality, urine sodium, serum so-

dium, serum creatinine, and a 

24-hour urine for volume.

Besides stopping lithium, the 

main treatment for NDI is amiloride, 

a potassium sparing diuretic (5mg po 

qd). Amiloride may prevent further 

renal problems by reducing fibrotic 

changes in the kidneys.12 This medi-

cation is best managed through con-

sultation with the medical team be-

cause it carries a risk of hyperkalemia, 

particularly in patients with renal in-

sufficiency or diabetes.

Consider N-acetylcysteine

N-acetylcysteine (NAC) is an antioxi-

dant that can protect and even reverse 

renal toxicity, including toxicity from 

lithium.13 NAC is part of a healthy diet; 

the capsule form is safe, well-tolerated 

(the main risk is constipation), and in-

expensive. Sounds like a winner, but 

there’s one catch. The previously cited 

renal studies were all done in animals.

However, there is another reason 

to use NAC in bipolar disorder. This 

supplement is effective for bipolar 

depression in some, but not all, stud-

ies, and those benefits are more pro-

nounced in the medically ill.14-16 The 

dose in bipolar disorder (2000 mg/d) 

is about twice the amount that was 

used for renal protection (10 mg/kg). 

Brands that stand out for their purity 

and economy include: Doctor’s Best, 

Life Extension, NOW, and Nutricost. 

(As tested by Consumer Labs and 

priced on Amazon.com.)

Conclusion

Among the vital organs, the brain, heart, 

and kidneys are the big three. When 

oxygen is scarce, the body attempts to 

preserve them at all cost, diverting blood 

flow their way through autoregulation. 

The decision to stop lithium can also 

hang in that balance, and for some pa-

tients it is a perilous one. On one side is 

the risk of renal failure; on the other, de-

pression and suicide.

That is why there is no absolute 

contraindication to lithium, and no 

level of renal function where the med-

ication must be stopped. When to stop 

lithium is a tough call, but how to stop 

it is more clear. Tapering slowly over 

at least a month, and preferably over 

several months, significantly lowers 

the risks of relapse and suicide.17
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PORTRAIT OF A PSYCHIATRIST

» Mary V. Seeman, MD

O
n August 5, 1962, Marilyn 

Monroe was found dead of an 

overdose of barbiturates. I was a 

second-year psychiatry resident in 

New York City at the time, and I re-

member exactly where I was when I 

heard of her death. The sad news 

shook the staff and dazed the patients 

in our all women’s hospital ward. The 

ripple effect of Marilyn Monroe’s 

death can still be felt today simply by 

counting the number of books and 

films dedicated to the stories of Mari-

lyn’s deprived childhood, her aston-

ishing Hollywood career, and the 

fame and glamour of the men in her 

orbit, not to mention the psychiatric 

theories about her mental illness and 

the many conspiracy theories that 

continue to surround her death.

The female patients for whom I 

was responsible were particularly 

devastated by the news of her death 

because they identified with her in so 

many ways. Many had experienced 

similar childhoods in foster care, had 

aspired to be film stars, and had suf-

fered through difficult relationships.

As it was summer when this hap-

pened, the head of our ward was on 

vacation in Europe. This left me tem-

porarily in psychiatric charge.

Once I realized how deeply Mari-

lyn Monroe’s death had affected my 

patients, I knew that some form of in-

tervention was urgently needed. I im-

mediately invited patients to join a 

support group that I would lead. I had 

led groups before—these were fairly 

routine on our ward. I knew how to be 

emotionally supportive and how to lis-

ten. I was confident that I was good at 

bringing people out. I had all the brash 

self-assurance of the very naïve.

Our group of eight got off to a 

good start. We cried and shared our 

feelings. The women talked about 

their suicidal urges. “Her life was so 

great compared to mine,” one woman 

said. Everyone agreed, as she added, 

“She was rich; she was beautiful; she 

was talented. Look at all the men 

who loved her!”

“This group is a catharsis,” I 

proudly pronounced to my fellow 

residents.

But this is what happened next. 

Three of the women in the group at-

tempted suicide, one very seriously. 

Fortunately, all three survived. The 

head nurse, frightened by what had 

happened, contacted the head of our 

ward in Europe. He immediately cut 

his vacation short and returned to 

New York. The first thing he did was 

to end the group. Then, he gave me 

the worst dressing down of my life. I 

thought it was the end of my residen-

cy, but he allowed me to stay. What 

came to an end was my early confi-

dence in myself as a therapist. Since 

then, there has always been a seed of 

doubt when I see a patient. I now ask 

myself, “By stirring the pot, am I per-

haps doing more harm than good?”

It was not as if I hadn’t read up on 

suicide. I had read Émile Durkheim’s 

work in my first year. In the French 

sociologist’s 1887 study on anomie, 

he had in fact underplayed the effect 

of imitation as a critical factor in sui-

cide.1 Durkheim believed it was use-

less, for instance, to prohibit newspa-

pers from publishing suicide stories. 

But he was wrong. Human beings are 

very easily influenced. What my 

Marilyn Monroe group had done was 

to bring together eight vulnerable 

women who, with the complicity of 

their group leader, had laid fertile 

ground for intense behavioral conta-

gion.2 I had unknowingly created a 

suicide cluster.3,4 Out of a mix of 

would-be Marilyn Monroes, raw 

emotions, media prodding, and my-

self as a greenhorn therapist, the be-

lief had emerged that suicide was the 

answer to distress.

Today, this is called the Werther 

effect after the widespread emotional 

reaction to the 18th century novel 

The Sorrows of Young Werther by the 

famous German writer Goethe.5 The 

story is about an unhappy lover who 

ends his life with a pistol. At publica-

tion, the book precipitated a massive 

wave of imitative suicides through-

out Germany and much of Europe. 

This response was not unlike what 

took place the month after Marilyn 

Monroe’s death when there was a 

10% increase in suicides in the US.6

More recently, there has again 

been much discussion about the po-

tentially contagious effect of celeb-

rity suicide. According to one article, 

the suicide of film stars is especially 

dangerous because there are many 

facets of the person’s real life that are 

widely known because of extensive 

media coverage and that consequent-

ly serve as springboards for identifi-

cation.7 In addition, people identify 

with various aspects of the characters 

a film star has portrayed. Marilyn 

Monroe is a case in point. The obses-

sion with her suicide continues to this 

day, almost 60 years after her death.

The sources of copycat suicides 

go beyond identification. By using 

new technology to analyze the emo-

tional tone after celebrity suicide 

tweets, recent studies conclude that 

the unexpectedness of the suicide 

contributes to the likeliness of it be-

ing imitated.8,9 A surprising, unex-

pected suicide seems to shake people 

out of their habitual routine into seri-

ous reconsideration of their reasons 

for living and, at times, into impul-

sive action.

Are there lessons here for clini-

cians? I think there are. In the wake of 

a celebrity suicide, it is wisest to ex-

press neither shock nor surprise to 

one’s patients. Patients who are at risk 

need to be assessed, monitored, and 

seen often. Their grief needs to be ac-

knowledged. They also need assur-

ances that you understand, are avail-

able, and that there are ways, 

admittedly difficult, by which one can 

overcome adverse circumstances and 

survive anguish. Persuading someone 

that viable alternatives to suicide exist 

has been called the Papageno effect in 

honor of the character Papageno in 

Mozart’s opera The Magic Flute. In 

the plot, Papageno decides to hang 

himself because he is convinced that 

he has forever lost his one true love, 

Papagena. Three child spirits prevent 

his death, however, by showing him 

how he can summon her back.

My own experience suggests that 

overzealous intervention is not a 

good idea and that it is best to check 

with elders in the field who are more 

experienced before leaping into un-

known therapeutic territory. Sensi-

tive topics such as thoughts of suicide 

need private one-on-one discussion, 

not group therapy. Membership in a 

group transforms a person and the 

results of such transformations can 

be difficult to foresee.

Dr Seeman is Professor Emerita, 

Department of Psychiatry, Institute of 

Medical Science, Toronto, Canada. She 

reports no conflicts of interest concern-

ing the subject matter of this article.
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the same year, sociologist Erving 

Goffman’s Asylums revealed that to-

tal institutionalization made patients 

much sicker and more dependent 

than they would be in any less crazy- 

making environment.3

Community psychiatry envi-

sioned an attractive alternative way 

of living for the mentally ill—symp-

toms stabilized by the new antipsy-

chotic meds, living independently in 

the community, re-socialized and 

working productively. John Kenne-

dy’s exposure to his sister’s mental 

illness motivated him to support a 

comprehensive mental health bill 

that provided funding for community 

health centers (CMHCs) throughout 

the US. State governments were all 

too eager to close the enormous men-

tal hospitals that were usually their 

biggest budget line item.

Deinstitutionalization was an ugly 

business. Patients who had been in a 

hospital for decades were often 

dumped on the street with just one 

week’s warning. A man was admitted 

to my acute inpatient unit the day after 

he had been discharged from the state 

hospital that had been his home and 

business for 22 years. He had achieved 

great status and relative affluence 

washing staff member’s cars. Now, 

without any transition or support, he 

was disconsolate and could not picture 

making a new life for himself. A few 

days later, I had to cut him down after 

he had hung himself in the bathroom.

CMHCs eventually did live up to 

expectations and were a thrilling place 

to work. We saw many of our patients 

flourish, away from the toxic state hos-

pital environment. Seemingly chronic 

symptoms were reduced via a happy 

combination of the new medications, 

rehabilitation, and socialization. By the 

1970s, the US was the pioneer and 

world leader in deinstitutionalization 

and community psychiatry.

Then in the 1980s, the Reagan ad-

ministration killed the system—end-

ing direct federal funding for the 

CMHCs and replacing it with block 

grants to the states that were rarely 

spent on mental health and eventual-

ly were ended altogether. This was 

clothed as an ideological effort to cut 

federal spending and give more pow-

er to the states, but it was mostly a 

means to cut taxes for the wealthy.

Disaster followed upon the double 

blows of deinstitutionalzation and the 

closure or privatization of most CM-

HCs. Before deinstitionalization, there 

had been about 650,000 state hospital 

beds in the US—now, with more than 

twice the population, we have only 

about 35,000.4 Whereas before we had 

far too many patients staying far too 

long in “snake pit” warehouses, now it 

is usually impossible to find a bed even 

for people in desperate need, and stays 

are far too short.

Current state of treatment

Outpatient treatment for the severely 

ill is either completely unavailable or 

a month or more away. Emergency 

department (ED) are jammed with 

acutely ill patients—but have nothing 

to offer them. Police, who are the 

routine first responders and have 

learned it is a waste of time taking 

mentally ill patients to an ED, now 

instead are forced to take them to jail. 

And, having to deal on a regular basis 

with the untreated and unpredictable 

mentally ill has probably made some 

trigger happy.

With its imprisoned and homeless 

army of patients, the US has become 

the worst place in the world to have a 

severe mental illness. The best places 

are those that have most fully em-

braced a community psychiatry mod-

el—particularly the city of Trieste in 

Italy and the Nordic countries.

Advocacy for the mentally ill has 

been muted and impotent. It is sad tes-

timony that the strongest pressure for 

better care comes from the police and 

sheriff associations that have been 

made responsible for people who 

should be within the mental health 

system. The psychiatric and psycho-

logical associations have been ex-

tremely passive—never making the 

shameful neglect of the severely ill 

their number one priority. The Nation-

al Alliance on Mental Illness (NAMI) 

started as an advocacy group to fight 

for better treatment of the severely ill, 

but it has lost its way and diluted its 

mission—often distracted by unreal-

istic faith in scientific research and the 

development of new drugs.

The reliance on future research is 

a case of blind hope victorious over 

bitter experience. The National Insti-

tute of Mental Health (NIMH) has 

spent tens of billions of dollars doing 

fascinating science that has not yet 

helped a single patient. The human 

brain is the most complicated thing in 

the known universe and keeps its se-

crets well hidden. Genetics and neu-

roimaging have shown how remark-

ably complex and interacting are the 

biopsychosocial causes of mental 

illness and that there will likely never 

be magic bullets. Drug companies 

have stopped looking for them.

The National Institute on Drug 

Abuse (NIDA) has similarly focused 

almost exclusively on brain mecha-

nisms and has largely ignored practi-

cal questions that would improve the 

lives of people suffering from addic-

tions. Until recently, Substance Abuse 

and Mental Health Administration 

(SAMHSA) was funding mostly frilly 

projects completely divorced from the 

needs and sufferings of the severely 

ill. The Treatment Advocacy Center 

(https://www.treatmentadvocacycen-

ter.org) is the only group fully com-

mitted to research the needs of the se-

verely ill, speak truth to power, and to 

give voice to the voiceless.4

What to do now?

We need a moon-shot mentality—

and it doesn’t require rocket science 

or new research. We have known for 

50 years how to provide good care 

for severe mental illness. There is 

nothing mysterious or complicated 

about it: decent housing; easily ac-

cessible treatment; social clubs; vo-

cational rehabilitation; positive re-

gard, respect, and empathy; family 

support. The only thing new is apply-

ing the internet as a powerful tool for 

education, for social networking, and 

monitoring symptoms.

The first priority is to get patients 

out of prisons and off the streets. 

Court diversion programs have prov-

en their worth in preventing impris-

onment and deserve universal adop-

tion. Prison diversion programs must 

now be developed to deinstitutional-

ize the mentally ill who have been 

inappropriately imprisoned and pro-

vide them with proper community 

housing and care.

Neglect of the severely ill is not 

only barbarically inhumane, it is also 

economically stupid. And the prison, 

police, ED solutions to mental illness 

are not only ridiculously inappropri-

ate, they are also ridiculously expen-

sive. Decent care for the severely ill 

is not only a moral imperative, it is 

the only rational public policy.

Why is it that the rest of the devel-

oped world gets this, and what makes 

us the laggard outlier? How can it be 

that the richest country in the world is 

most neglectful of its most vulnerable 

citizens? The simplest answer to this 

complicated question is the misplaced 

US faith that market forces are always 

the most efficient vehicle for solving 

problems. Adam Smith—the father of 

modern economics—knew better and 

strongly supported the role of govern-

ment in providing vital public services 

undervalued by the market. Privatiza-

tion of mental health has resulted in 

too much treatment for the well; cruel 

neglect for the severely sick.

My desperate—and so far un-

heeded—plea is that we radically 

switch priorities. The two APAs 

(American Psychiatric Association 

and the American Psychological As-

sociation) and NAMI should devote 

their lobbying and public relations 

muscle exclusively to freeing the im-

prisoned patients and providing de-

cent housing. NIMH and NIDA 

should stop seeing themselves as nar-

rowly focused brain institutes and 

widen their research agendas to proj-

ects that might actually help people, 

not just advance scientific knowl-

edge. SAMHSA should become a 

prison-release and ending-homeless-

ness agency. And none of us should 

go to sleep without contemplating 

the fate of the patient in a prison bed 

or sleeping outside in the cold.

Dr Frances is Professor Emeritus and 

former Chair, Department of 

Psychiatry, Duke University; Chair, 

DSM-IV Task Force; and author of 

Saving Normal and Essentials of 

Psychiatric Diagnosis. He reports no 

conflicts of interest concerning the 

subject matter of this article.

EDITOR’S NOTE: The opinions expressed in 

this article are that of the author and do not 

necessarily reflect the views of Psychiatric 

Times. Readers are welcome to submit 

their comments to PTEditor@mmhgroup.

com, for consideration. If accepted, Letters to 

the Editor will be posted at the end of the ar-

ticle at www.psychiatrictimes.com. Please 

include your full name, title, affiliation, city 

and state, along with your feedback.

This is a companion piece to the first of 

Awais Aftab, MD’s interview series, 

“Conversations in Critical Psychiatry: Allen 

Frances, MD” on page 17 of this publica-

tion. We thank both Dr Aftab and Dr 

Frances for their contributions.
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M
ass shootings in America, 

whether in schools, places of 

worship, or entertainment 

venues, are now predictably followed 

by a call for gun control, which is al-

most immediately followed by an 

objection to gun control and a call, 

instead, for improved mental health 

services. (Along with thoughts and 

prayers, of course.) Then, nothing.

I began carrying my own con-

cealed weapon after the Columbine 

High School massacre in April 1999. 

But that massacre was not why I did 

so; that was not my tipping point. And 

it was not the shooting at a local hos-

pital by a surgeon who had encoun-

tered his wife’s lover when visiting 

her in her hospital bed, either. (He shot 

the lover dead on the spot; he had a 

license to carry.) It was not the home 

visits I was directed to make—I was a 

staff psychiatrist at a struggling Mas-

sachusetts mental health clinic with a 

state contract—to check on mentally 

ill people in recovery in our poor, 

high-crime community. They had 

stopped answering their phones or 

knocks at their doors by case workers, 

and their monitors were alarmed. And 

it was not my house calls to group 

homes where a client with a psychotic 

mental illness controlled by medica-

tions had been drinking alcohol and 

his state-employed supervisor had 

discontinued his antipsychotic medi-

cations, leaving him at the mercy of a 

psychotic relapse aggravated by alco-

hol—the result of a group home rule. 

And it was not even the decision of 

that local hospital, where the surgeon 

had murdered his wife’s lover, to take 

a stand against gun violence by de-

claring guns absolutely forbidden in-

side the hospital, with hospital secu-

rity guards no exception. Or, that my 

clinic’s director had decided that our 

own security guards be unarmed as 

well, even though there was direct ac-

cess to doctors in their offices by 

walk-ins such as angry disability ben-

efit seekers who blamed their psychia-

trist for being denied benefits because 

the State Disability Office would tell 

them that the doctor’s report was the 

reason for their denial (ie, “don’t 

blame us”) aburst into my office to 

vent their fury. No. My tipping point 

was the clinic’s emergency protocols 

for what to do in the event someone 

did enter our clinic with a handgun. 

The protocols were clear. Immediate-

ly notify the psychiatrist on duty. That 

psychiatrist would approach the gun-

man and, in a “quiet, non-threatening 

voice,” ask for his gun. I recalled my 

medical school classmate who had 

done that very thing some years earli-

er at a different mental health clinic. 

He was shot dead on the spot.

I never told anyone other than my 

wife about my joining a gun club, tak-

ing safety lessons, and then practice-

shooting at their range. I never shared 

with friends or colleagues that the po-

lice had granted me a concealed-

weapon license to carry. They never 

knew that; for some of my profession-

al tasks I went armed. What mattered 

to me was feeling safe. I felt safe.

Only later did I wonder what 

pushed me to that decision, what tip-

ping point was followed by my 

against-the-rules behavior that ended 

my discomfort? It was obvious: frus-

tration. I had felt vulnerable and 

helpless as a victim-in-waiting and 

was determined to act. It was many 

American mass shootings later that I 

began pondering the question: was 

frustration the tipping-point for those 

killers, too? Was intense and intoler-

able frustration that pushed them to 

action? Is frustration the common 

denominator for mass murderers?

Zealots, extremists, and bigots 

came to mind because frustration 

seems their natural default mental 

state. But mental illness always gets 

the rap, not radicals, extremists, and 

bigots. It is as if the reaction, “he 

must be crazy” or “sick,” must mean, 

“he’s mentally ill,” which sets in mo-

tion the runaway train with “im-

proved mental health services” its 

destination. But it did not feel right. 

The identification of frustration as a 

tipping point for killing seemed a bit 

too close to home. Frustrations are 

our friends, after all. They power our 

nation’s progress, growth, and course 

corrections. In contrast, pointing the 

finger at mental illness, a credible 

and accessible scapegoat with a gen-

uine scapegoat-record, makes us feel 

safe and reassured. And it feels right. 

We can fret and then forget. Besides, 

mental health services are chronical-

ly in need of attention and fixing, 

anyway, right?

Thus, it is that our National Rifle 

Association, members of congress 

and the president confidently assure 

us that the solution to gun violence 

lies in improved mental health ser-

vices even though psychiatry and 

mental health services have never 

promised such a thing.

But, what if there is this other com-

monality, this frustration goad or tip-

ping point? What if the tipping point 

for those with urges and obsessions 

about delivering justice, restoring 

honor, pride, and the natural order, de-

fending America, destroying evil, and 

serving patriotism, justice and God, or 

just the desire to end pain, isolation, 

insignificance, and loneliness and feel 

at peace—or at least feel safe and in 

control—is an overpowering and un-

bearable frustration? What are the im-

plications? 

One is obvious. Background 

checks might shift from reviewing 

mental health records, which are of 

zero predictive value, to something 

easily obtained, shared, and updated 

and with predictive value: the require-

ment that handgun license applicants 

have a record of being, and are cur-

rently, capable of recognizing, dealing 

with, and tolerating frustration—cer-

tainly no record of the converse—be-

fore being issued a firearms license.

Dr Climo is the author of Psychiatrist on 

the Road: Encounters in Healing and 

Healthcare, an account of his Locum 

Tenens experience. ❒

RUMINATIONS OF A PSYCHIATRIST

What Do Mass Murderers Have in 
Common? (It’s Not Mental Illness)

THE FOLLOWING DATA of recent mass shootings are, at least 
to me, suggestive of pre-violence frustrations and credible 
tipping points for these perpetrators.

1 The 1995 Oklahoma City bomber. Frustrated by the lack of 

checks and balances to imagined federal abuses and by the 

assault-weapons ban that had just passed, coupled with rumors of 

federal raids scheduled to confiscate firearms, the shooter decided it 

was left to him to initiate resistance to that federal abuse of power.

2 The 2012 Sandy Hook shooter. A socially isolated young man 

with an autism-spectrum brain disorder, chronically and 

ritualistically preoccupied with war and destruction, experienced 

abrupt changes in his relationship with his sole caretaker (his 

mother), which caused his anxiety to skyrocket. Further aggravated 

by fears of losing his home, which was up for sale, his efforts at self-

control led not to relief, but only deeper into his bizarre and violent 

state of mind. He killed his mother, visited his childhood school and 

killed school children, and then killed himself.

3 
The 2016 Orlando shooter. Failing efforts to hold down a job, 

stay married, and please his father—or at least manage his anger 

despite these failed efforts, he was unable to reconcile his own 

uncertain sexuality when he attacked a gay nightclub.

4 The 2017 Las Vegas shooter. A high-stakes invisible (video-

poker) gambler felt helpless to overcome his deteriorating 

physical health and depression as well as his losing streak. He lost 

his spirit along with his mojo—”your God doesn’t love me,” he told 

his girlfriend. He tried to retake control in a way perversely similar to 

his video slot-machine experience. He planned a suicide wherein, 

unseen while calling the shots, to play his final hand and to go out 

memorably with fireworks. Nothing personal (my guess).

5 The 2018 Marjory Stoneman Douglas shooter. A chronically 

stressed youth with auditory hallucinations that directed, “burn! 

kill! destroy!” that he only had partially managed throughout his life 

by hunting and killing animals, hating people, getting into fights, and 

dreaming of killing people. The voices got worse after his step-

mother died.

http://www.psychiatrictimes.com
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Brain Glucose, Insulin Resistance, 
and Memory in Schizophrenia
» Brian Miller, MD, PhD, MPH

I
mpairments in memory are as-

sociated with worse functional 

outcomes and quality of life in 

patients with schizophrenia .1 Al-

terations in glucose metabolism 

that are found in patients with schizo-

phrenia,2 are also associated with 

memory impairment.3 Levels of insu-

lin signaling molecules in blood ex-

tracellular vesicles (EVs) of neuronal 

origin can be measured as a marker 

of neuronal-specific insulin resis-

tance.4 Complementary to this ap-

proach, magnetic resonance spec-

troscopy (MRS) is a non-invasive 

technique to measure brain glucose 

levels.

Wijtenberg and colleagues5 per-

formed a study of EV biomarkers of 

neuronal insulin resistance and brain 

glucose levels using magnetic reso-

nance spectroscopy (MRS), and their 

relationship to memory function, in 

22 patients with schizophrenia and 

24 healthy controls. Patients with 

schizophrenia were clinically stable 

with no changes in symptoms or 

medications in the past four weeks. 

Exclusion criteria were contraindica-

tion for magnetic resonance imaging 

(MRI) scanning, major medical ill-

ness affecting brain structure, diabe-

tes, and current substance use disor-

der (excluding nicotine). Verbal and 

visuospatial learning and memory 

were assessed using the Hopkins Ver-

bal Learning Task-revised (HVLT) 

and the Brief Visuospatial Memory 

Test (BVMT).

Functional capacity and quality of 

life were assessed with the UCSD 

Performance-Based Skills Assess-

ment (UPSA). Fasting morning 

blood samples were collected for EV 

biomarkers, using an established pro-

tocol to isolate EVs enriched for neu-

ronal origin. A principal component 

score representing six EV biomark-

ers was used as a measure of neuro-

nal insulin resistance. All participants 

also had a morning brain scan on a 

3T MR system for glucose levels. 

Between-group differences were an-

alyzed using Pearson Chi-square test 

for categorical variables, and Wil-

coxon rank-sum or Wilcoxon-Mann-

Whitney tests for continuous vari-

ables. Linear regression analyses 

were used to examine relationships 

between brain glucose, neuronal in-

sulin resistance, and memory func-

tion.

The mean age of participants was 

38 years; 63% were male; 18% were 

smokers. Patients with schizophrenia 

had a mean duration of illness of 19 

years, and the majority were taking 

second-generation antipsychotics. 

Blood samples were available for EV 

biomarkers for 19 patients with 

schizophrenia and 16 controls. Pa-

tients with schizophrenia had signifi-

cantly lower scores on the HVLT, 

BVMT, and UPSA compared to con-

trols. There were no statistically sig-

nificant differences in neuronal insu-

lin resistance biomarkers between 

subject groups.

In patients with schizophrenia, 

neuronal insulin resistance biomark-

er scores were associated with higher 

brain glucose levels and poorer per-

formance on the HVLT, but not the 

BVMT. Patients with schizophrenia 

had higher brain glucose levels than 

controls, and brain glucose levels 

were associated with poorer BVMT 

scores. In participants with schizo-

phrenia, several individual neuronal 

insulin resistance biomarkers were 

significantly correlated with HVLT 

but not BVMT scores. In the control 

group, insulin resistance biomarker 

scores were not associated with HV-

LT scores or brain glucose nor were 

individual insulin resistance markers 

correlated with memory function.

The findings indicate that poor 

glucose utilization, reflected by high-

er brain glucose levels, is evident in 

patients with schizophrenia. Further-

more, there was evidence of schizo-

phrenia-specific interrelationships 

between neuronal insulin resistance 

biomarkers, brain glucose, and mem-

ory impairment. Limitations of the 

study include the relatively small 

sample size, the uncertain impact of 

antipsychotic medications on brain 

insulin resistance in schizophrenia is 

unclear, the self-reported diabetes 

status, and the lack of measurements 

for peripheral metabolic markers.

Findings from this preliminary 

study suggest that brain insulin resis-

tance may be an underlying cause of 

memory impairments in schizophre-

nia and a novel potential treatment 

target.

Dr Miller is Associate Professor of 

Psychiatry, Department of 

Psychiatry and Health Behavior, 

Augusta University, Augusta, 

Georgia. He is the Schizophrenia 

Section Editor for Psychiatric 

Times. He reports that he receives 

research support from Augusta 

University, the National Institute of 

Mental Health, the Brain and 

Behavior Research Foundation, and 

the Stanley Medical Research 

Institute.
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O
n May 22, 2019, Vielight Inc, 

a Toronto company, an-

nounced that it was commenc-

ing the recruitment of participants for 

a pivotal trial using near infrared 

light as an intervention for Alzheimer 

disease (AD). Vielight’s proposed in-

tervention is based on photobiomod-

ulation (PBM) involving the delivery 

of low-power near infrared light from 

light emitting diodes (LEDs) to the 

brain (Figure 1). In light of recent 

failed trials, why would another trial 

by a small Canadian company be ex-

pected to succeed against the odds? 

The proposed justification is that 

PBM works by “helping the brain re-

pair itself,” rather than by targeting a 

single biological mechanism.

Understanding failed trials

No new drug for treating AD has been 

approved since 2003, at which time 

memantine (a blocker of the N-meth-

yl-D-aspartate receptor [NMDA] sub-

family glutamate receptor) received 

FDA approval. There have been sev-

eral reasons offered to explain the re-

peated failures of AD drug trials—

ranging from targeting the wrong 

biological mechanisms, to suboptimal 

methodologies, to the late disease 

stage of the participants. There is a 

trend in new drug trials to target popu-

lations with preclinical and prodromal 

disease, and increasingly towards non 

`-amyloid (A`) mechanisms of action 

in the earlier phases of drug develop-

ment. There has been negli gible dis-

cussion on any physical treatment 

modality, which appears to have been 

eclipsed by a continued search for 

prospective drugs despite multiple re-

peated failures.

Broadly speaking, drug develop-

ment takes the approach of molecular 

screening, which may or may not be 

based on alteration of phenotypes. 

Over the years, many of these single 

molecule candidates have been relat-

ed to A` oligomers and/or plaques or 

tau misfolding. AD has been found to 

have a much more complex etiology, 

with multiple risk factors that argue 

against single molecule targeting. On 

the other hand, PBM is an interven-

tion that is able to modify multiple 

pathways, which may be an elegant 

answer to a complex problem.

The multifactorial and complex risk 

factors related to AD

Between 60% and 80% of the risk of 

AD is genetic, and many genes seem 

to be involved. Other risk factors in-

clude a history of head injury, depres-

sion, and hypertension. AD is gener-

ally characterized by diffuse atrophy 

of the entire brain, accompanied by 

extracellular A` plaques and intra-

neuronal neurofibrillary tangles 

composed of hyperphosphorylated 

tau protein. AD mechanisms have 

been widely discussed, but there is 

still a lack of fundamental under-

standing with much ongoing debate.

Neuroinflammation and reactive 

gliosis are also hallmarks of AD. Ac-

cumulating evidence suggests that 

that microglia with the M1 pheno-

type are contributors to inflammation 

in AD.1 However, the M2 microglial 

phenotype is non-inflammatory and 

is also proposed to be able to clear 

the amyloid plaques by phagocyto-

sis. PBM is capable of switching the 

microglial phenotype from M1 to 

M2, which partly explains its well-

known anti-inflammatory effects.

Reductions in mitochondrial activ-

ity and glucose metabolism are wide-

ly seen in AD, including changes in 

cytochrome c oxidase and morpho-

logical changes in mitochondria. 

PBM is consistently cited to be able 

to improve mitochondrial activity.2

Recent theories have implicated 

changes in the gut microbiome. The 

bacteria may secrete bacterial amy-

loid that may trigger cross-seeding of 

amyloid plaques, or else the bacteria 

may overstimulate the innate im-

mune response. Bacteria such as Por-

phyromonas gingivalis have been 

found in AD brains.3 A` peptide may 

be an endogenous response for anti-

microbial defense. Emerging evi-

dence suggests that PBM can im-

prove the gut microbiome.4

Mechanisms of photobio-

modulation in the brain

A bewildering array of different 

mechanisms and pathways have been 

proposed to account for the benefits of 

transcranial PBM on the brain. These 

are schematically shown in Figure 2.

METABOLISM. Improved metabolic 

function of the mitochondria is one 

of the most easily recognized effects 

of PBM, and increased intracellular 

adenosine triphosphate production 

(required for cellular energy) is one 

of the most strongly supported mech-

anisms of action. Several preclinical 

studies have shown that the brain ad-

enosine triphosphate content was in-

creased in experimental animals sub-

jected to transcranial PBM.

BLOOD FLOW. Disorders of cere-

bral blood flow have been associated 

with AD. Researchers have found 

that transcranial PBM induced sig-

nificantly increased cytochrome c 

oxidase concentration and led to a 

higher oxygenated hemoglobin con-

centration in the treated site.5

It has been suggested that the re-

lease of nitric oxide as result of PBM 

is responsible for the increased cere-

bral blood flow.6 Nitric oxide is a ma-

jor neuronal signaling molecule that, 

among other functions, possesses the 

ability to trigger vasodilation.

REDUCTION AND NEUROPRO-

TECTION IN OXIDATIVE STRESS.

Findings suggest that PBM can be uti-

lized for neuroprotection—essentially, 

to protect cells from damage, to pro-

mote their survival and longevity, and 

reverse apoptotic signaling processes.7

PBM may also protect cells from the 

harmful effects of toxins, which can be 

traced to its stimulation of cytochrome 

c oxidase.8 PBM lowers excitotoxicity 

effects, thus promoting cell survival 

and lowering oxidative stress.9

ANTI-INFLAMMATORY EFFECTS. 

Many diseases, including AD, can be 

traced (at least in part) to chronic in-

flammation. One way that PBM helps 

to quell inflammation is through the 

inhibition of the cyclo-oxygenase 2 

(COX-2) enzyme. 635 nm light irra-

diation at low power was able to cause 

COX-2 inhibition by decreasing intra-

cellular ROS.10 PBM can also modu-

late cellular levels of free nuclear fac-

tor kappa-light-chain-enhancer of 

activated B cells (NFkB), which con-

tributes to inflammation.11

NEUROGENESIS. Recent research 

showed that there was a sharp drop in 

hippocampal neurogenesis in people 

with AD, and this reduction further 

increased along with disease progres-

sion.12 The first report of neurogene-

sis being stimulated by transcranial 

PBM delivered to the brain came 

from a study in 2006 that treated 

stroke in rats.13 The number of newly 

formed neuronal cells as well as mi-

grating cells was significantly elevat-

ed in the subventricular zone (SVZ). 

A similar result was reported by oth-

er investigators who treated mice that 

had suffered TBI using transcranial 

PBM.14 They found that there was a 

significant increase in neuroprogeni-

tor cells in the dentate gyrus of the 

hippocampus and in the SVZ.

SYNAPTOGENESIS. One manner in 

which transcranial PBM may pro-

mote synaptogenesis could be by up-

regulation of brain derived neuro-

trophic factor (BDNF). BDNF is also 

FIGURE 1. 
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a mediator of the protein synapsin-1, 

which improves synaptogenesis by 

accelerating the development of neu-

ronal fibers and maintaining synaptic 

contacts. PBM has been shown to up-

regulate the expression of BDNF, 

thus positively affecting dendritic 

morphogenesis and improved neuro-

nal connectivity.15

GAMMA RHYTHMS. Iaccarino and 

colleagues26 reported that 40 Hz 

pulsed blue light could reduce the 

load of A` 1-40 and A` 1-42 pep-

tides and lessen the amyloid plaque 

burden in the visual cortex of the 

brain in a mouse model of AD. The 

hypothesis was that the microglia in 

the brain were transformed to an en-

gulfing state by the gamma entrain-

ment. A subsequent study from the 

same group showed that 40 Hz 

pulsed light was neuroprotective and 

improved cognitive performance in 

mice that include a tau mouse model 

of neurodegeneration. They found 

improved synaptic function, en-

hanced neuroprotective factors, and 

reduced DNA damage in neurons, 

while the inflammatory response in 

microglia was reduced.

Saltmarche and colleagues16 treat-

ed five patients who had a diagnosis 

of mild to moderately severe demen-

tia. The study used the Vielight Alpha 

(near infrared at 810 nm, pulsed at 

10Hz) that combines transcranial 

plus intranasal PBM to treat the corti-

cal nodes of the default mode net-

work. There were 12 weeks of active 

treatment consisting of weekly in-

office transcranial/intranasal, and 

daily home-based intranasal, plus a 

4-week no-treatment follow up.

The participants were assessed with 

the Alzheimer Disease Assessment 

Scale-cognitive (ADAS-cog) and the 

Mini-Mental State Examination 

(MMSE) scales. At 12 weeks, cogni-

tive function was significantly im-

proved (MMSE increased by a mean of 

2.6, P < .003; ADAS-cog decreased by 

a mean of 7.4, P < .023). Moreover, 

sleep was improved, there were fewer 

angry outbursts, less anxiety, and wan-

dering. There were no negative adverse 

effects. Precipitous declines were ob-

served during the 4-week follow-up/

no-treatment period. It should be noted 

that this small trial commenced as a 

placebo-controlled trial, but the pa-

tients randomized to receive placebo 

dropped out before the conclusion.

A second pilot trial tested the ef-

fects of home PBM on cognitive and 

behavioral function, cerebral perfu-

sion, and resting-state functional con-

nectivity in eight patients with demen-

tia.17 The PBM treatments were 

administered at home three times per 

week with the Vielight Neuro Gamma 

device (pulsed at 40 Hz). The partici-

pants were assessed with the ADAS-

cog and the Neuropsychiatric Inven-

tory at baseline and at 6 and 12 weeks, 

and with arterial spin-labeled perfu-

sion MRI and resting-state functional 

MRI at baseline and 12 weeks.

After 12 weeks, there were im-

provements on ADAS-cog (P = .007) 

and Neuropsychiatric Inventory (P = 

.03), increased cerebral perfusion (P < 

.03), and increased connectivity be-

tween the posterior cingulate cortex 

and lateral parietal nodes within the 

default-mode network in the transcra-

nial PBM group. The lack of blinding 

was a limitation of this study.

Conclusion

PBM can trigger cellular activities 

that restore cellular metabolism, pro-

mote blood flow, neuroprotection, 

and reduce levels of inflammation 

and oxidative stress. All of these cel-

lular mechanisms can be summed up 

as “helping the brain to repair itself.” 

While PBM will probably not be a 

permanent cure for AD, if it can be 

proven to be effective in large well-

controlled trials, it could make a sub-

stantial impact on patients with AD 

and their caregivers.

If demonstrated to be effective, and 

with no reports of significant adverse 

events having been made as yet, the 

significance for geriatric psychiatrists 

is great. The potential of a modality 

that could turn the tide on AD with a 

convenient, affordable, home-use de-

vice would make a big impact. The 

preliminary clinical evidence from 

these small studies to date is impressive 

when compared to the results of con-

trolled studies using AD drugs. The 

findings support moving forward with 

larger, double-blind, placebo-con-

trolled trials using the Neuro PX Gam-

ma (810 nm near infrared at 40 Hz).

The pivotal trial involves 228 partici-

pants with moderate to severe cognitive 

impairment, in a double-blind study at 

eight sites across North America. The 

trial incorporates 24 weeks of assess-

ment with the Severe Impairment Bat-

tery (SIB) as its primary endpoint. It is 

expected to take three years to complete. 

The details of this study have been re-

viewed by the FDA; these details are 

published online at ClinicalTrials.gov.18

Dr Hamblin is Principal Investigator, 

Wellman Center for Photomedicine, 

Massachusetts General Hospital, 

Associate Professor, Department of 

Dermatology, Harvard Medical School, 

Boston, and Affiliated Faculty, Harvard-

MIT Division of Health Sciences and 

Technology, Cambridge, MA. He reports 

that he receives financial compensation 

as a Scientific Advisory Board Member 

and Consultant to Vielight Inc. For the 

sake of completeness other potential 
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Boards: Transdermal Cap Inc, Cleveland, 
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LLC, Cambridge, MA; Global Photon Inc, 
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Minneapolis-St. Paul MN; AIRx Medical, 

Pleasanton CA; FIR Industries, Inc. 

Ramsey, NJ; UVLRx Therapeutics, 

Oldsmar, FL; Ultralux UV Inc, Lansing MI; 

Illumiheal & Petthera, Shoreline, WA; MB 

Lasertherapy, Houston, TX; ARRC LED, 

San Clemente, CA; Varuna Biomedical 

Corp. Incline Village, NV; Niraxx Light 

Therapeutics, Inc, Boston, MA. 

Consulting; Lexington Int, Boca Raton, 

FL; USHIO Corp, Japan; Merck KGaA, 

Darmstadt, Germany; Philips Electronics 
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brain function and that could possibly impact the progres-

sion of AD.

FIGURE 2. Multiple mechanisms for PBM in brain
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EDITOR’S NOTE: Conversations in Critical Psychiatry is an interview series 

with prominent individuals who have made meaningful criticisms of psychiatry 

and have offered constructive alternative perspectives to the current status quo. 

It is Dr Aftab’s hope that these discussions will stimulate a much-needed de-

bate in the psychiatric community.

I 
have always been intrigued by Dr Allen Frances’ views on 

psychiatric diagnosis. I was in medical school when DSM-5 

was in development, and it was fascinating to see his relent-

less commentary on issues related to diagnostic inflation and 

diagnostic validity as an inside critic. His critique also served 

as a portal for me (and many others) to explore larger philo-

sophical issues in psychiatric diagnosis. This made him an 

ideal candidate with whom to converse for the launch of this 

interview series on critical psychiatry.

DR AFTAB: In many ways, you are 

one of the architects of modern psy-

chiatry, yet you have also emerged 

as one of its most prominent critics. 

How do you see your own relation-

ship with the field?

DR FRANCES: I think psychiatry is 

among the noblest of professions, 

but it has drifted astray from best 

practice. It is heartbreaking to me 

that 600,000 of our most severely 

ill patients are either in jail or 

homeless and that we have done so 

little to advocate for the community 

mental health centers and afford-

able housing that would have freed 

them from confinement and ended 

the shameless neglect.

I fear that too many psychiatrists 

are now reduced to pill pushing, 

with far too little time to really 

know their patients well and to ap-

ply the rounded biopsychosocial 

model that is absolutely essential to 

good care. We also have done far 

too little to educate the primary 

care doctors who prescribe 80% of 

psychiatric meds on the principles 

of cautious prescribing, proper indi-

cations, full consideration of risks, 

and the value of watchful waiting 

and tincture of time.

I despair the diagnostic inflation 

that results from a too loose diag-

nostic system, aggressive drug 

company marketing, careless as-

sessment, and insurance company 

pressure to rush to judgement. Di-

agnoses should be written in pencil, 

and underdiagnosis is almost al-

ways safer and more accurate than 

overdiagnosis. And, finally, I object 

to the National Institute of Mental 

Health (NIMH) research agenda 

that is narrowly brain reductionis-

tic; it has achieved great intellectual 

masterpieces, but so far has not yet 

helped a single patient. 

So, in sum, I have loved being a 

psychiatrist, but wish we were bet-

ter organized to end psychiatric suf-

fering.

AFTAB: When it comes to a philo-

sophical understanding of mental 

disorders, on several occasions you 

have eloquently expressed that you 

neither see them as real diseases 

nor as fanciful myths, but rather 

something in between, as useful 

constructs that represent our current 

best guess on how to sort psychiat-

ric distress. I am reminded a bit of 

the argument by Thomas Szasz that 

there are only two possible realities 

behind mental health conditions: 

They are either brain diseases or 

they are problems in living, and 

there is no in-between. Do you ac-

cept this dichotomy between dis-

eases and problems of living? And, 

if so, by calling mental disorders as 

constructs, are we admitting that we 

don’t really know which conditions 

are diseases and which are prob-

lems in living?

FRANCES: I like to refer questions on 

the philosophy of diagnosis to the 

three umpires:

Umpire 1: There are balls and 

strikes, and I call them as they are.

Umpire 2: There are balls and 

strikes, and I call them as I see them.

Umpire 3: There are no balls and 

no strikes until I call them.

Robert Spitzer, MD, [Chair of 

the DSM-III Task Force] was an 

Umpire 1 and, until recently, so 

were most biological psychiatrists. 

The credibility of this model has 

been destroyed as we have learned 

more about the unfathomable com-

plexity of the human brain and the 

complete failure of genetics and 

neuroscience to provide useful an-

swers about what causes psychiat-

ric problems.

Szasz could argue the Umpire 3 

position only because he strenuous-

ly and successfully avoided ever 

seeing severely ill patients. Schizo-

phrenia and other severe psychiatric 

disorders clearly have a strong bio-

logical contribution and cause a 

qualitatively, as well as quantita-

tively, different level of suffering 

far beyond the everyday problems 

of living.

I—and I think most people 

now— humbly aspire only to be 

Umpire 2, doing our best to define 

mental disorders in ways that are 

most currently useful, without any 

pretention that this is the only way 

or that current constructs will with-

stand the test of time.

Sharp disagreements do remain 

on how inclusive the diagnostic 

system should be. I am most fearful 

of the risks of overdiagnosis and 

have argued strongly for a narrower 

system with higher diagnostic 

thresholds. Experts in each area al-

ways want to expand their pet diag-

noses and worry much more about 

missed patients than mislabeled pa-

tients. We contained the experts in 

preparing DSM IV; they were given 

a free rein in DSM 5, leading to a 

much more inclusive system.

AFTAB: A lot of people feel that 

something went awry between the 

creation of Spitzer’s Research Di-

agnostic Criteria (RDC) and the 

creation of DSM III. The two dozen 

psychiatric diagnoses in the RDC 

were well supported by a body of 

research, but DSM III created diag-

nostic criteria out of thin air (based 

on consensus alone) for so many 

more disorders.

What if psychiatry had contin-

ued to expand the research diagnos-

tic criteria patiently and iteratively 

through research instead of relying 

on DSM in this fashion? Might psy-

chiatry be in a better shape now?

FRANCES: The narrow research focus 

of the RDC made it a completely in-

adequate guide to clinical practice. 

Going overboard in the other direc-

tion, the diagnostic exuberance of 

DSM-5 confuses mental disorder 

with the everyday sadness, anxiety, 

grief, disappointments, and stress re-

sponses that are an inescapable part 

of the human condition. DSM-5 am-

bitiously mislabels normal diversity 

and childhood immaturity as disor-

der, creating stigma and promoting 

the excess use of medications. We 

need a Goldilocks-just right balance 

between the risks of missing patients 

Allen Frances, MD 
Relentless Warrior for Mental Health 

DSM 5 ambitiously mislabels normal diversity and 

childhood immaturity as disorder, creating stigma 

and promoting the excess use of medications.
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and of mislabeling them. At the mo-

ment, mislabeling rules.

AFTAB: You have expressed that the 

DSM approach has been far too in-

fluential, leading to a reification of 

diagnostic constructs and a check-

list approach to diagnosis that the 

creators of DSM had never intend-

ed. Why do we still need DSM? 

Most other fields of medicine don’t 

rely on an official manual in this 

fashion.

FRANCES: DSM is a system of limit-

ed, but essential, value. I don’t trust 

clinicians who know only DSM, 

but I equally don’t trust clinicians 

who don’t know it at all or use it 

carelessly. The DSM evaluation 

should be just a small part of an ini-

tial interview and not done as a rote 

checklist. Eliciting symptoms in a 

natural way expresses empathy and 

understanding for what the patient 

is experiencing and can be a giant 

step toward a strong therapeutic re-

lationship. DSM also plays a cen-

tral role in differential diagnosis 

(particularly in ruling out medical, 

medication, and substance causes 

for symptoms), in differential selec-

tion of treatments and in predicting 

course and prognosis. Reductionis-

tic systems are useless or harmful 

in clinical practice; see for example 

NIMH’s Research Domain Crite-

ria1 and “Understanding Psychosis 

and Schizophrenia” by the British 

Psychological Society. 2

AFTAB: You recognize DSM as an im-

perfect document, yet you also ad-

vocate for diagnostic conserva-

tism—that current diagnostic 

constructs should be maintained un-

less there is convincing meta-analyt-

ic evidence to support a change. 

When groups of researchers come 

up with proposals for diagnostic cri-

teria for psychiatric conditions and 

their supporting evidence falls short 

of meta-analytic evidence, those 

proposals are not given much legiti-

macy, even though the amount of ev-

idence would likely still be far more 

evidence than Robert Spitzer ever 

had for DSM III. Does that not seem 

like an unscientific state of affairs?

FRANCES: With all its flaws and lack 

of empirical base, I think the field 

would have been better off sticking 

with DSM III. Changes since that 

edition have been consistently ex-

ploited to increase diagnostic infla-

tion. If anything in DSM can be 

misused, it will be misused. We had 

excellent empirical evidence for in-

cluding both bipolar II and Asperg-

er’s in DSM IV, but both did more 

harm than good. Data drawn from 

research studies on highly selected 

patients in the hothouse environ-

ment of a university research clinic 

generalize very poorly to the hustle 

and bustle of primary care.

AFTAB: What are your thoughts on the 

role and relevance of Freud and his 

ideas in contemporary psychiatry?

FRANCES: Freud is punished now for 

being unduly worshipped during 

his heyday 100 years ago; he gets 

far too little credit for presciently 

anticipating much of modern cogni-

tive theory, neuroscience, and psy-

chotherapy technique. Freud’s em-

phasis on the power of instinct and 

unconscious mental functioning 

successfully applied Darwinian 

psychology to a wide variety of 

clinical problems. But psychoanal-

ysis was too important to be left in 

the hands of the antiquated psycho-

analytic institutes that adhere reli-

giously to old ideas that Freud him-

self would have surely abandoned 

as modern science made them ob-

solete and quaintly silly. It is tragic 

that many residents now get so little 

psychotherapy training; it explains 

why some psychiatrists become 

mindless pill-pushers.

AFTAB: Is it appropriate in your view 

that one single organization, the 

American Psychiatric Association, 

has total control over DSM? Some 

would say that the APA uses the 

book to solidify its authority and 

for the generation of financial reve-

nue. It seems odd for a manual of 

such importance to be tied to orga-

nizational professional politics.

FRANCES: I have worked with a group 

studying how guidelines are devel-

oped throughout medicine. We rec-

ommend that specialty groups never 

be permitted sole power to determine 

the diagnostic guidelines for that spe-

cialty. There is an inherent financial, 

intellectual, and emotional conflict 

of interest that leads every specialty 

to recommend overdiagnosis. Diag-

nostic guideline development needs 

specialists as consultants, but they 

should never be allowed to call the 

shots. Contributions from primary 

care, public health, health econom-

ics, and consumers are also impor-

tant, and methodologists without 

specialty affiliation should do the re-

view and evaluation of evidence. 

Moreover, APA has a special conflict 

of interest because DSMs are such a 

valuable publishing property—es-

sential for meeting its budget. This 

makes frequent revision too tempting 

and results in an unseemly hyping of 

the product.

AFTAB: You have acknowledged that 

conditions have become mental dis-

orders by “accretion and practical 

necessity” and that mental disorder 

is “what clinicians treat and re-

searchers research and educators 

teach and insurance companies pay 

for.” Does that not imply an unset-

tling relativism in the shape psychi-

atry has taken? I am reminded of 

something Robert Kendell, FRC-

Psych, wrote in 1975: “The fact is 

that any definition of disease which 

boils down to ‘what people com-

plain of,’ or ‘what doctors treat,’ or 

some combination of the two, is al-

most worse than no definition at all. 

It is free to expand or contract with 

changes in social attitudes and ther-

apeutic optimism and is at the mer-

cy of idiosyncratic decisions by 

doctors or patients.”1

FRANCES: Bob Kendell was the 

clearest voice in the history of psy-

chiatric diagnosis, and his caution 

about diagnostic relativism is even 

more cogent and widely applicable 

today than when he wrote 45 years 

ago.3 Diagnostic inflation exists not 

just in psychiatry, but in every med-

ical and surgical specialty.

The definitions for just about ev-

ery disease—hypertension, osteo-

porosis, diabetes, glaucoma, knee, 

shoulder, and back disease, pros-

tate, breast, and thyroid cancers—

are far too loose and ever getting 

looser. Half of adults in the US now 

have hypertension. Modern medi-

cine is making such rapid advances, 

soon none of us will be well. If I 

were in control of psychiatric diag-

nosis now, I would recommend a 

reduction in diagnostic inflation 

through a risk/benefit analysis. We 

need an evaluation of which diag-

noses and what diagnostic thresh-

olds do more harm than good.

AFTAB: You have talked about epide-

miological studies that exaggerate 

the prevalence of mental disorders 

because they also include psychiat-

ric symptoms, which lack clinical 

significance in their prevalence esti-

mates. DSM relies heavily on “clin-

ical significance” as a necessary 

criterion, but the concept is never 

formally defined in the manual. 

How do you understand “clinical 

significance”?

FRANCES: Never believe the extreme-

ly high rates of mental disorders 

routinely reported by epidemiologi-

cal studies in psychiatry—usually 

labelling about 25% of the general 

population as mentally ill in the past 

year, about 50% lifetime. This entire 

literature has a systematic, but unac-

knowledged, methodological bias 

that inherently results in over-re-

porting. Because epidemiology re-

quires such huge samples—in the 

tens of thousands—it is prohibitive-

ly expensive to conduct clinical in-

terviews. Instead, phone surveys are 

done by non-clinicians following a 

highly structured format that allows 

no clinical judgment whether the 

symptoms reported cause sufficient 
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clinically significant distress and 

impairment to qualify as a mental 

disorder. Since there is no sharp 

boundary between normal distress 

and mental disorder, not assessing 

for clinical significance includes 

among those labelled mentally ill 

many who are merely distressed. 

The rates in studies are really only 

upper limits, not accurate approxi-

mations of true rates. They should 

be, but never are, reported as such.

“Clinical significance” is an in-

definable but essential construct in 

applying DSM criteria—so impor-

tant that we repeated its necessity in 

each and every criteria set despite 

the fact that we could not operation-

alize its application. Many of the 

most essential terms that we use so 

glibly in everyday life and practice 

are equally undefinable, eg, mental 

disorder, disease, illness, impair-

ment, and dysfunction. Words that 

are categorical lose precision in de-

fining phenomena that are distribut-

ed dimensionally. DSM should be 

seen only as a tool helpful in guid-

ing clinical judgment, not a replace-

ment for it.

AFTAB: Are there books that have 

profoundly influenced how you un-

derstand psychiatry that you would 

like to recommend to other psychi-

atrists and trainees?

FRANCES: Here are some of my 

favorites:

�  Ulysses by James Joyce for the 

fullest literary description of how 

people think;

�  The Brothers Karamazov by 

Fyodor Dostoevsky for the 

deepest understanding of human 

motivation and best takedown of 

expert witness testimony in 

forensic psychiatry;

�  The Peloponnesian War by 

Thucydides for its profound 

insight that interacting complex 

contingencies make predicting 

the future impossible no matter 

how well we know the past;

�  The Expression of Emotions in 

Man and Animals by Charles 

Darwin for inventing evolutionary 

psychology and making almost 

completely obsolete the prior 

psychological musings that had 

occupied the world’s greatest 

philosophers;

�  On the Nature of Things by 

Lucretius for its brilliant scientific 

intuitions and calm acceptance 

of the small place we humans 

occupy in this universe.

I also watch lots of movies, travel, 

and read widely. See lots of pa-

tients, and imagine yourself in their 

life, feelings, and thoughts. The 

broader and deeper you are as a 

person, the better you will be as a 

psychiatrist. The easiest—and most 

mindless—part of psychiatry is pre-

scribing meds; be good at it, but not 

limited by it.

“There’s no more terrible 

pain a man can endure 

than to see clearly and 

be able to do nothing.”
— Herodotus, The Histories

AFTAB: Thank you!

Dr Aftab is a geriatric psychiatry fel-

low at University of California San 

Diego in La Jolla, CA, and has been 

actively involved in initiatives to edu-

cate psychiatrists and trainees on the 

intersection of philosophy and psy-

chiatry. He is also a member of the 

Psychiatric Times Advisory Board. He 

can be reached at awaisaftab@

gmail.com.  Dr Frances  is Professor 

Emeritus and former Chair, 

Department of Psychiatry, Duke 

University. He was Chair of the DSM-

IV Task Force and is the author of 

Saving Normal and Essentials of 

Psychiatric Diagnosis. Drs Aftab and 

Frances report no conflicts of interest 

concerning the subject matter of this 

article.
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E
ating disorders (ED) are associated with signifi-

cant comorbid psychopathology and the most ex-

tensive medical complications of any psychiatric 

disorder. Disordered behaviors 

that present across diagnoses (eg, 

restriction, binge eating, compen-

satory behaviors) are linked with 

acute medical risks that often re-

quire careful medical monitoring 

and clinical intervention. Yet, indi-

viduals with EDs frequently ex-

press hesitancy towards recovery 

and have great difficulty con-

trolling their ED symptoms.

EDs are typically chronic and 

follow a treatment-refractory tra-

jectory. Existing research indicates 

that even the most effective evi-

dence-based outpatient treatment 

yields recovery for only around 

one-half of patients.1-3 In our clin-

ic, we often encounter patients like 

“Hayley,” “Georgia,” and “Mi-

chael” (see Case Vignettes) for 

whom outpatient treatment has 

been unsuccessful. Like many oth-

er eating disorder treatment pro-

grams, our program seeks to opti-

mize recovery by providing more 

intensive treatment with stepped levels of care.

Most research explores the efficacy of treatment at 

the outpatient level; little is known about the compara-

tive value of the higher levels of care for patients with 

EDs.4 However, these approaches are important alterna-

tives for treatment-refractory EDs because they provide 

the more intensive treatment and meal support that ma-

ny severely ill patients need.1,2 

Common reasons for needing 

higher levels of care include sub-

stantial weight loss that might be 

life threatening; difficulty eating 

enough food to gain weight; severe 

binge/purge behaviors; incapaci-

tating ED symptoms; comorbid 

substance abuse; and anxiety, de-

pression, obsessive compulsive 

disorder, or suicidal intent.

It is not unusual that such be-

haviors result in medical instabili-

ty with symptoms of cardiovascu-

lar compromise, electrolyte 

disturbances, or hypoglycemia. It 

is important to note that some indi-

viduals have a lack of insight about 

their behaviors or are not motivat-

ed to engage in treatment. Because 

of these factors, the mortality rate 

for anorexia nervosa and bulimia 

nervosa can be 5% or higher.5,6 

Higher levels of care provide a 

structured and protective environ-

CASE VIGNETTE

Hayley is a 24-year-old graduate stu-

dent and a competitive runner who 

competes regularly. She has a diag-

nosis of anorexia nervosa, restricting 

type (AN-R), which developed when 

she was 20 after a period of binging. 

Two years ago, Hayley began work-

ing with a multidisciplinary outpa-

tient team, but she has continued to 

lose weight. She attributes the 

weight loss to her unwillingness to 

eat the large amount of food it would 

take to offset the calories she burns 

while running and training. She ini-

tially presented to her primary care 

physician feeling weak then was ad-

mitted to an inpatient eating disor-

ders unit for bradycardia. Upon dis-

charge from the hospital she was 

referred to a partial hospitalization 

treatment program.
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EATING DISORDERS: PART 2

ment that can be essential for these 

serious, life-threatening disorders.

Description of available higher 

levels

Higher levels of care for EDs include 

various types of programs, with dif-

ferent levels of intensity. 

The treatment goals for EDs are 

similar and include:7

�  Restoring weight;

�  Interrupting binge, purge, and 

restrictive behaviors;

�  Managing physical complications;

�  Enhancing motivation for 

recovery;

�  Providing psychoeducation 

regarding regular eating;

�  Challenging ED-related 

cognitions;

�  Treating comorbid conditions;

�  Supplementing family support; 

and

�  Preventing relapse.

Psychotherapy approaches among 

higher levels of care are typically in-

formed by cognitive behavioral and 

dialectical behavioral therapies. 

Family-based treatment is often in-

corporated for children and adoles-

cents. Patients might transition be-

tween levels of care due to variables 

such as symptom severity, medical 

status, motivational status, treatment 

history, and financial limitations.7,8

 There are several different levels 

of care from which to choose:

1 Inpatient hospitalization is the high-

est level of care available. This set-

ting can be in a medical hospital and is 

intended for patients with acute medi-

cal instability. Alternatively, this may 

be in a psychiatric hospital if there are 

severe behavioral symptoms. In either 

event, subspecialty medical and behav-

ioral consultation are readily available, 

meals are supervised, and one-to-one 

monitoring is available.

2 Residential programs offer full-

time treatment in a non-hospital 

setting. Patients receive multidisci-

plinary care that includes nutritional 

support, medication management, 

and individual and group therapy.

3 Partial hospitalization programs 

(PHP), or daytreatment, offer 

treatment in an outpatient setting ap-

proximately six to 10 hours a day, 

between three and seven days per 

week. Patients typically spend nights 

and sometimes weekends on their 

own, allowing them to practice the 

skills they are learning in social, oc-

cupational, and leisure settings out-

side of treatment.

4 Intensive outpatient programs 

(IOPs) offer treatment approxi-

mately three hours a day, from three 

to five days per week. At both the 

PHP and IOP levels, patients receive 

meal support, group therapy, individ-

ual therapy, dietary sessions, and 

medication management.

Outcomes research

Treatment efficacy for higher levels of 

care. Randomized controlled trials 

(RCTs) are necessary to avoid the 

confounding effects of psychopathol-

ogy severity and evaluate the compar-

ative efficacy of different levels of 

care. Since patients with more severe 

symptoms and greater functional im-

pairment are more likely to present to 

higher levels of care than those with 

mild ED pathology (and milder ED 

pathology is associated with better 

outcomes), reliable findings are de-

pendent on patients matched with con-

trols based on symptom severity or 

random assignment to level of care.

Unfortunately, RCTs that compare 

different levels of care are limited 

given significant costs and ethical 

considerations related to randomiz-

ing acutely ill patients. As such, liter-

ature on higher levels of care treat-

ment efficacy is scarce and consists 

largely of open trials assessing out-

come at discharge. A 2015 review of 

PHP and residential programs identi-

fied that duration of treatment was 

similar between these levels of care, 

and all but one study reported im-

provements in outcomes (ie, body 

mass index [BMI], number of binge/

purge episodes) at discharge.4

There have been several, more re-

cent naturalistic studies of higher lev-

els of care treatment that also offer 

support for the effectiveness of care 

in most patients.9,10 However, less 

than half of the open trials identified 

in the review reported follow-up data 

after discharge.4 Moreover, follow-up 

completion rates tend to be low; the 

average rate of follow-up completion 

was 66% for PHP and 37% for resi-

dential. Although most of the studies 

reported that positive treatment out-

comes at discharge were maintained 

or improved at follow-up, the missing 

data at follow-up make long-term re-

sults difficult to interpret.

Predictors of recovery

As previously mentioned, the litera-

ture on treatment efficacy at higher 

levels of care is preliminary and con-

sists largely of open trials. Within the 

context of these trials, researchers 

have begun to study the predictors of 

long-term recovery. However, more 

is known about predictors of recov-

ery from EDs in general, regardless 

of type of treatment, and no study has 

looked at how predictors of success-

ful outcome might differ depending 

on level of care received.

Vall and Wade11 conducted a meta-

analysis of predictors of treatment out-

come that included a large number of 

patients treated at a higher level of 

care. Their findings indicate that pa-

tients with higher BMI, fewer binge/

purge behaviors, greater motivation to 

recover, lower depression, lower 

shape/weight concern, fewer comor-

bidities, better interpersonal function-

ing, and fewer familial problems at 

baseline had better outcomes both at 

end-of-treatment and follow-up. The 

most robust predictor of outcome at 

both end-of-treatment and follow-up 

was the meditational mechanism of 

greater early symptom change.

The literature consistently corrob-

orates that early behavioral change 

predicts later symptom remission.12,13 

Given that higher levels of care treat-

ment settings typically involve meal 

supervision and more opportunities 

to quickly learn skills, these settings 

may be uniquely well-suited to facil-

itating early symptom change.

Determining level of care

When determining the appropriate 

level of care, practitioners should con-

sider practice guidelines published by 

reputable organizations as well as in-

dividual variables important in pre-

dicting treatment response. The Amer-

ican Psychiatric Association (APA), 

Royal Australian and New Zealand 

College of Psychiatrists (RANZCP), 

and National Institute of Clinical Ex-

cellence (NICE) published guidelines 

for ED treatment that outline factors to 

consider in making decisions regard-

ing level of care.7,8,14,15

The NICE and RANZCP guide-

lines recommend first seeking outpa-

tient care and suggest transfering to 

higher levels of care if there is no im-

provement of symptoms. Alternative-

ly, the APA advises consideration of 

Table 1. Factors to 
consider when making 
treatment 
recommendations

�  Medical status

�   Weight as a percentage of 

healthy body weight

�  Suicidality

�  Co-occurring disorders

�  Motivation to recover

�  Delineate the need for gaining 

weight

�  Ability to control compulsive ex-

ercising

�  Purging behaviors

�  Environmental stress

�  Geographic location of care

CASE VIGNETTE

Georgia, aged 17 years, has bulimia nervosa (BN) with comorbid major depressive 

disorder, panic attacks, and a history of sexual trauma. She has been engaging in 

polysubstance abuse, including alcohol, marijuana, prescription painkillers, and co-

caine, since the age of 12. She has been hospitalized several times for suicide attempts 

and accidental drug overdoses. She binges and purges daily and states that she is 

only able to reduce these behaviors when using substances. Her outpatient therapist 

feels overwhelmed by all of Georgia’s comorbidities and is not sure how to help her 

reduce these self-destructive behaviors, so she refers Georgia to a PHP program. 

CASE VIGNETTE

Michael is a 12-year-old boy who has avoidant/restrictive food intake disorder (AR-

FID), generalized anxiety disorder, and panic attacks. He endorses fear of food con-

tamination and reports eating the same foods at the same time every day to avoid 

illness and/or vomiting. Michael has seen outpatient providers over the past few 

years for low weight, stunted growth, and gastrointestinal complaints. He was re-

cently admitted to an inpatient eating disorders unit for low weight. Following dis-

charge, he was unable to maintain weight at the outpatient level due to food-related 

fears resulting in restricted intake. As such, he was readmitted to the inpatient unit; 

he was later referred to PHP for continued care.

Levels of Care
Continued from page 24
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various factors when making initial treatment 

recommendations (Table 1). All guidelines 

clearly outline criteria for determining medical 

stability and recommend that patients who do 

meet these requirements be considered for ad-

mission to inpatient hospitalization (Table 2). A 

recent update on the medical management of 

EDs offers a list of criteria that indicate medical 

instability in adolescents that deviates slightly 

from the APA recommendations.16

The RANZCP and APA guidelines suggest 

that inpatient treatment may be needed if ED 

symptoms are uncontrolled and require 24-hour 

supervision. Inpatient care and partial hospitaliza-

tion also are appropriate when there is significant 

risk of suicide or self-harm. The NICE and APA 

guidelines advise considering logistical issues 

concerning the geographic location of treatment; 

they recommend that patients first receive care at 

facilities close to their home. Research indicates 

that PHPs are more cost-effective than residential 

or inpatient treatment; therefore, financial factors 

are important considerations.17,18 Clinicians might 

also consider recent scientific developments relat-

ed to variables that account for significant vari-

ance in treatment response.19

Conclusion

As any clinician who works with patients who 

have EDs knows, there are, unfortunately, many 

patients who are treatment resistant in outpatient 

care. For patients like Hayley, Georgia, and Mi-

chael, specialized higher levels of care facilities 

can be a relief for the clinician and life-changing 

for the patient. 

Hayley was able to achieve her ideal body 

weight with PHP and stepped down to IOP. She 

decided not to return to competitive sports be-

fore returning to her outpatient team. Georgia 

stopped using drugs and alcohol within the 

structure of PHP, participated in weekly family 

therapy, and learned skills for coping with emo-

tional dysregulation. Michael restored his 

weight in PHP through repeated food exposures 

that helped him increase his food volume and 

variety and decrease his fears surrounding con-

tamination.

For many of the complex, severely ill patients 

who present to treatment, intensive treatment with 

stepped levels of care can offer a cost-effective 

structure that promotes positive behavioral change.

Dr Anderson is Associate Clinical Professor Director 

of Training, Ms Simpson is Milieu Therapist, and 

Dr Kaye is Professor and Founder and Executive 

Director, Eating Disorders Program, Department 

of Psychiatry, University of California, San Diego, 

CA. The authors report no conflicts of interest 

concerning the subject matter of this article.
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Gratification only from words, 

not from food!

 —A ground rule of treatment taught by a 

psychoanalyst supervisor.

But my colleague gives each child three,

and I’m covering his residential school kids

who demand rewards stored in his drawer.

They sulk and swear when I say, “Sorry,

no Jollies,” tune out when I lecture

about sugar, acid, and tooth decay—

they’ve known sweetness and want more.

My inner voice curses my colleague

for breaking the ground rule until

I remember being ten, weekly allergy shots,

three per arm, needles my pediatrician

sharpened on his stone. Sleeve rolled,

I’d offer a triceps and watch him jab,

detached from pain when steel failed

to penetrate, once, twice, the way

he let out his breath when the shaft

sunk deep, my pride for never crying.

He’d swab the blood and bandage

my arm, smiling as he opened

the lollipop drawer and I’d grab

my colors, resolved to grow up

and become a doctor like him.

Now I blink and see the patient

boy in my office, eyes steady,

fearless about what he deserves,

as certain as my supervisor’s belief

in theories I was fed. I reflect

for an instant, sigh like my pediatrician,

shoulders relaxing while I rummage the desk.

I offer him three.

Dr Berlin is Instructor in Psychiatry, 

University of Massachusetts Medical School, 

Worcester, MA. ❒

Table 2. Criteria for medical 
instability

ADULTS

�  Heart rate <40 bpm

�  Blood pressure <90/60 mmHg

�  Glucose <60 mg/dL

�  Potassium <3 mEq/L

�  Electrolyte imbalance

�  Temperature <97.0 F

�  Dehydration

�  Indication of organ compromise

�  Poorly controlled diabetes

CHILDREN AND ADOLESCENTS

�  Heart rate near 40 bpm

�  Orthostatic blood pressure changes 

(<20 bpm increase or <10-20 mmHg drop)

�  Blood pressure 80/50 mmHg

�  Hypokalemia

�  Hypophosphatemia

�  Hypomagnesmia

http://www.psychiatrictimes.com
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» Guido K.W. Frank, MD

A
norexia nervosa is the third most 

common chronic illness among 

adolescent females. The mortal-

ity rate is 12-fold higher than with all 

other combined causes of death for 

females aged 15 to 24 years.1 The dis-

order is associated with severe emaci-

ation from self-driven food refusal and 

a perception of being overweight de-

spite very low body weight. Anorexia 

nervosa shows a complex interplay 

between neurobiological, psychologi-

cal, and environmental factors, and it is 

a chronic disorder with frequent re-

lapses, high treatment costs, and se-

vere disease burden. Little is known 

about the pathophysiology or bio-

markers that characterize anorexia ner-

vosa brain function, treatment effec-

tiveness is limited, and there are no 

FDA-approved medications.2

Brain circuitry

What makes anorexia nervosa so dif-

ficult to treat is the seemingly willful 

food avoidance and self-driven relent-

less motivation to lose weight. While 

eating is a very normal behavior for 

most of us, overcoming the fear of eat-

ing and weight gain is extremely diffi-

cult for children or adults with anorex-

ia nervosa. Humans have historically 

evolved to be biologically protected to 

survive times of food scarcity. The 

brain circuitry that drives food-seek-

ing has been well defined in basic sci-

ence models.3

Developing neurobiological mod-

els for anorexia nervosa and existing 

mechanisms that disregard or override 

hunger signals has been much more 

difficult. Moreover, there are psycho-

logical and social factors involved in 

anorexia nervosa, including anxious 

traits and the tendency to worry, and 

their interaction combined with peer 

pressure and stress in general affect 

illness behaviors.4 This has made it 

difficult to tease apart environmental 

effects from brain biology that poses a 

vulnerability for developing or main-

taining anorexia nervosa.

Recent brain research in anorexia 

nervosa has focused on reward path-

ways, with the hypothesis that these 

pathways might disturb food ap-

proach mechanism in anorexia ner-

vosa. Food is a salient stimulus or 

natural reward, and reward pathways 

similar to those of substance abuse 

are activated when we desire, ap-

proach, or eat food.5 Important re-

gions in this circuitry include the 

ventral striatum, which receives mid-

brain dopaminergic input and drives 

motivation and the reward approach; 

the orbitofrontal cortex responsible 

for reward valuation; the insula, 

which processes our taste sensations 

and provides input to the striatum; 

and the hypothalamus, which inte-

grates body homeostasis.5,6 The cir-

cuitry between those brain regions 

may adapt to weight loss and instead 

of driving eating may reinforce food 

restriction in individuals vulnerable 

to anorexia nervosa.

Dopaminergic involvement

A variety of studies in the past applied 

tasks that either showed food pictures 

or delivered monetary or taste rewards 

to stimulate the reward system. The 

studies repeatedly showed that the in-

sula, orbitofrontal cortex, or striatum 

activated differently in persons with 

anorexia nervosa during those tasks 

compared with healthy controls.

In our laboratory, the aim is to 

identify chemical targets to develop 

better treatments for anorexia nervo-

sa. To accomplish this, we applied 

reward tasks that were closely associ-

ated with brain dopamine response to 

find evidence of dopaminergic in-

volvement in the pathophysiology of 

anorexia nervosa.

The dopamine neurotransmitter 

system has been intensively studied 

and well characterized. Its neurons’ 

cell bodies lie in the brain stem in the 

ventral tegmental area and substantia 

nigra and from there distribute to the 

cortical and subcortical brain. The 

basal ganglia and especially the ven-

tral striatum that includes the nucleus 

accumbens receive dopamine input 

and have been involved in the drive to 

reward stimuli. The reward stimuli 

can be unconditioned or conditioned 

(learned) stimuli.

A central feature of dopamine neu-

ron response is that it is triggered by 

unexpectancy, ie, a discrepancy be-

tween what one expects versus what 

in fact happens. After receiving an un-

expected reward such as food or mon-

ey, a dopamine surge is elicited in the 

striatum and midbrain, which is called 

a positive prediction error response. 

When receiving this reward becomes 

a regular occurrence, the dopamine 

signal is triggered by the conditioned 

stimulus that predicts the reward. 

However, the dopamine system does 

not respond when the actual reward is 

received (prediction matches the out-

come). If the reward is predicted but 

not received (there is no food or mon-

ey after expecting it), there is a dip in 

dopamine activity in the brain, which 

reflects the negative prediction error 

(unexpected omission).

This dynamic can be studied in the 

living human brain with functional 

brain imaging during the application 

of a Pavlovian conditioning para-

digm: participants learn to associate 

sugar-taste or monetary stimuli with 

pictures of colored shapes that be-

come the conditioned stimulus and 

appear on the screen before money or 

sweet solution are delivered (Figure 

1). Sometimes when the participants 

expect to get the reward, they will not 

get it; at other times the reward is de-

livered unexpectedly.

During these studies, adults and 

adolescents with anorexia nervosa 

repeatedly showed elevated response 

to the unexpected conditions in the 

insula and striatum, which suggests 

altered dopamine function.7-9 Basic 

science found that in the process of 

EATING DISORDERS: PART2

SIGNIFICANCE FOR PRACTICING PSYCHIATRISTS
This article describes a model for anorexia nervosa that is useful when 

working with patients or families to help them understand the complexity of 

the illness. 

 ◗ Anorexia nervosa is associated with changes in the brain reward system, which 

determines food approach or avoidance.

 ◗ Stress and anxiety may lead to changes in eating and may drive anorexia nervosa 

behaviors in persons vulnerable to the illness.

 ◗ This model can be used to prepare patients and/or their families for times when 

there is a high risk of triggering anorexia nervosa behaviors.

CASE VIGNETTE

A 20-year-old female reported the 

onset of anorexia nervosa at 13, 

characterized by a 30 pound weight 

loss over a year and a resulting BMI 

of 14. She had fears of weight gain, 

active food avoidance behaviors, and 

body image disturbance (ie, feeling 

fat) despite her weight loss. 

 When recalling her initial experi-

ence of symptoms, she stated: “I 

would lie in bed feeling like I was suf-

focating. I could feel the weight on 

my ribs and I felt like it was suffocat-

ing me. I was sure it was anxiety, but 

I just felt like I was going to die from 

the weight I was gaining.”

Dysregulation of Brain 
Processing in Anorexia Nervosa
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Functional 

magnetic 

resonance 

imaging (fMRI)

Brain response to unexpected 

receipt or omission of stimuli is 

modeled using computer 

model data

Pavlovian taste conditioning 

paradigm with expected and 

unexpected delivery or 

omission of sucrose

FIGURE 1.  Brain imaging design to study the Pavlovian 

learning paradigm during functional magnetic brain imaging.

CS, conditioned visual stimulus; US, unconditioned taste stimulus.
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food restriction, the dopamine sys-

tem in the brain gets sensitized to 

stimulate food seeking. We interpret-

ed this elevated activation as a nor-

mal response.

This brain activation does not drive 

eating as it would in heathy individuals. 

In fact, it can often be observed in indi-

viduals with anorexia nervosa that de-

spite weight loss, fear of weight gain 

worsens and there is no limit as to how 

low the weight will drop. In our most 

recent study, we propose a model of 

how this drive to lose weight may be 

perpetuated and how the elevated pre-

diction error response fits into this be-

havior.9 Our findings indicate that ele-

vated brain response correlated 

positively with harm avoidance—a 

measure of trait anxiety—but negative-

ly with weight gain during treatment.

Harm avoidance was positively 

correlated with drive for thinness and 

body dissatisfaction. We propose that 

when a person who develops anorex-

ia nervosa starts to lose weight, the 

dopamine system quickly gets faster 

or more strongly involved, ie, sensi-

tized. Weight loss leads to low blood 

sugar and changes in hormonal and 

neuropeptide levels, which signal to 

the hypothalamus that the organism 

should eat. However, this biological 

motivation and drive to eat disagrees 

with conscious motivation to not eat 

and lose weight, which leads to high 

levels of anxiety. To avoid weight 

gain and driven by extreme anxiety, 

the person with anorexia eats even 

less, which further reduces weight 

and triggers more biological drive to 

eat and further increases anxiety. 

Thus, setting off a vicious cycle that 

is difficult to break (Figure 2).

Benefits of understanding the 

mechanism

Clinically, this has been a useful mod-

el to discuss the neurobiology of an-

orexia nervosa with patients or fami-

lies. I draw and develop this model in 

a monthly seminar with parents of 

children with anorexia nervosa, which 

helps them understand the typically 

very difficult to comprehend ongoing 

drive for food restriction.

Understanding a certain mecha-

nism does not cure the illness, but it 

provides opportunities to support 

treatment. In psychotherapy it helps 

to go from something inexplicable to 

understanding the connection be-

tween an anxious temperament with 

a predisposition to worry and eating 

problems. This is also relevant for pa-

tients who have recovered but who 

may be at risk for relapse.

Every year in August, around the 

time when school starts, I see several 

patients with symptom relapse in my 

outpatient clinic. This is due to height-

ened stress over grades that triggers 

eating problems and food restrictions. 

The subsequent weight loss may then 

set in motion the vicious biological 

cycle as previously described.

As do other biological studies in-

cluding genetic research, such a 

model serves another important pur-

pose. Psychiatric diseases are often 

associated with stigma and personal 

guilt. The more we understand the 

underlying neurobiology of psychiat-

ric disorders such as eating disorders, 

the more we will be able to develop 

medical models, find more effective 

treatments, and reduce stigma.

Future directions

Our research has helped to pose new 

hypotheses for potential treatment di-

rections. In animal models, fear extinc-

tion was aided by dopamine receptor 

stimulation.10 A main focus of psycho-

therapy for anorexia nervosa is weight 

restoration, such as family-based ther-

apy in youth, which requires overcom-

ing the fears of eating. We hypothe-

sized that dopamine receptor 

stimulation could be helpful in the 

treatment process for anorexia nervosa. 

We compared youth treated with the 

partial dopamine D2 receptor agonist 

aripiprazole with those who did not re-

ceive aripiprazole. The patients who 

received aripiprazole had better weight 

outcomes at the end of treatment.11 

However, a controlled study is missing, 

and no firm conclusions can be drawn 

from these results. Although such a 

medication alone would probably not 

cure anorexia nervosa, it could, howev-

er, act as a catalyst in concert with psy-

chotherapy.

The conceptualization of the neu-

robiology of anorexia nervosa in our 

model poses a dichotomy of frontal 

cortex cognitive-emotional and sub-

cortical basal ganglia involving cir-

cuits. What has been very difficult to 

model from a biological perspective 

are the severe eating disorder core 

behaviors such as body dissatisfac-

tion and drive for thinness. Those 

thoughts and drives can persist life-

long in a person despite having re-

covered weight-wise from anorexia 

nervosa. It is possible that the anx-

ious traits commonly found in an-

orexia nervosa—even before the on-

set of the disorder—come into play 

and perpetuate those behaviors, mak-

ing “letting go” extremely difficult.4

Models to test how to target the be-

haviors pharmacologically still need 

to be developed. Serotonin reuptake 

inhibitors can help with anxiety and 

depression but do not improve the 

core behaviors of anorexia nervosa.12 

A more complex biochemical model 

may be needed for anorexia nervosa. 

Such a model would take into account 

the interaction between neurotrans-

mitter systems such as dopamine and 

serotonin and signals from the body 

periphery such as gut hormones and 

their adaptation to food intake.

Conclusion

Recent data lend themselves to ap-

plying a neurobiological model when 

talking with patients, parents, or fam-

ilies about anorexia nervosa. This can 

reduce personal burden, shame, or 

guilt. Weight restoration continues to 

be a key aspect of treatment, and 

there is the possibility that this is sup-

ported by dopamine receptor ago-

nists, although this is yet uncertain as 

controlled studies are lacking.
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FIGURE 2. A schematic model that integrates human brain imaging 

studies with previous research on neuroendocrine function in 

human studies and animal models for the effects of food restriction

NOTE: After deciding to change eating behavior and lose weight, endocrine changes occur that signal the need to eat; the dopamine system gets acti-

vated to support the motivation to seek out food; perfectionism and high anxiety mediate the transition to developing AN core behaviors while the 

original conscious motivation is sustained. Weight loss briefly alleviates anxiety and reinforces food restriction. However, gut hormones and dopamine 

that stimulate food-seeking, elevate anxiety, and subsequently elevate AN core behaviors. Anxiety triggers a food-control circuitry from the ventral stri-

atum to the hypothalamus that depends on dopamine D1 receptors, which have been sensitized in the context of food restriction. Anxiety gets further 

elevated in the illness process because of possible loss of control and weight gain, and this becomes a self-reinforcing process. Ongoing food restriction 

and weight loss perpetuate the cycle.13
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Understanding and Treating Avoidant 
Restrictive Food Intake Disorder 
in Children and Adolescents
» Wendy Spettigue, MD, 

and Mark L Norris, MD

A
voidant restrictive food intake 

disorder, or ARFID, is a newly 

introduced eating disorder in 

DSM-5. ARFID is characterized by a 

persistent failure to meet appropriate 

nutritional and/or energy needs, 

which can result in at least one of the 

following: significant weight loss or 

nutritional deficiency, dependence 

on enteral feeding or nutritional sup-

plements, and/or a marked interfer-

ence in psychosocial functioning. 

ARFID cannot be explained by a lack 

of food availability, cultural practic-

es, body image concerns, or concur-

rent medical or mental conditions.

Given that the disorder was intro-

duced in 2013, it remains unclear how 

prevalent ARFID is in the general pop-

ulation. Early research suggests that 

compared with anorexia nervosa pa-

tients, those with ARFID are typically 

younger, more likely to be male, more 

likely to have an anxiety diagnosis, and 

have a longer duration of illness.1,2

Clinical presentation

ARFID can present in a variety of 

ways, making it difficult to describe 

a typical case. 

DSM-5 suggests 3 primary reasons 

why those with ARFID avoid food

�  Fear of negative consequences of 

eating;

�  Low appetite or disinterest in food;

�  Avoidance of food based on 

sensory characteristics.

Our review of 48 children and ad-

olescents (mean age 13.6 years) who 

presented to a hospital-based eating 

disorders clinic with ARFID revealed 

that 13% of cases had a mixed pre-

sentation of two or even three of 

these subtypes.3 

Most patients with ARFID will 

avoid food for one or more of 

the following reasons:

1  FEAR OF NEGATIVE CONSEQUENC-

ES OF EATING. Although patients 

in this category restrict food because 

they are afraid to eat, they do not 

have body image concerns and are 

not afraid of weight gain. The fear of 

eating may be direct (eg, the patient 

feels nauseous or experiences ab-

dominal pain when eating so the pa-

tient restricts to avoid these symp-

toms) or indirect (eg, the patient 

worries that he might vomit or have 

an allergic reaction if he eats). Other 

presentations in this cohort may in-

clude younger patients who have 

learned about “bad foods” and avoid 

these foods out of a fear of being un-

healthy. (Although there is debate 

about whether these patients should 

be considered as having a form of 

AN, so further research is required.) 

Earlier in childhood these patients 

typically have unremarkable growth 

histories, and only experience weight 

loss or insufficient weight gain after 

an acute event that triggers the eating 

disorder (eg, fear of eating develops 

after a choking incident, after an al-

lergic reaction to food, or after doing 

a school project on healthy eating).

2  LOW APPETITE OR DISINTEREST 

IN FOOD. Parents often describe 

children in this second AFRID cate-

gory as being “grazers” or “eating 

like a bird.” Their histories are char-

acterized by longstanding low appe-

tite, early satiety, and indifference to 

food. While they may present at any 

stage of childhood or adolescence, 

puberty often triggers weight and 

growth concerns. In these cases, pa-

tients’ appetites do not increase suf-

ficiently to meet the increased ener-

gy needs of puberty, resulting in a 

fall off their growth curve. Other 

examples include children and 

youth who are active in sports and 

cannot keep pace with their high en-

ergy needs because of low appetite, 

which is often combined with the 

stress of busy schedules and lack of 

family meals (especially for those 

who eat slowly).

 Other examples include patients 

with comorbid chronic illnesses 

(which also increase metabolic de-

mands) who also struggle with food 

indifference and low appetite. It must 

be noted, however, that in these cas-

es, the comorbid medical condition 

does not fully account for the feeding 

disturbance; rather, the feeding is-

sues drive the underlying growth 

concerns.

Struggles with anxiety or depres-

sion may also cause feeding issues 

that result in impairment and/or 

medical compromise; some children 

lose their appetite in response to 

feeling scared, stressed, or unhappy.  

Examples of stressors include anxi-

ety associated with going to school; 

being bullied or rejected by peers; 

moving or losing a friend; parental 

conflict, separation or illness; or 

physical, sexual, or emotional abuse 

(all of which must be ruled out). Al-

though children with severe 

school-associated anxiety often eat 

better on weekends and holidays, 

their intake does not meet their over-

all needs.

3  AVOIDANCE OF FOOD BASED ON 

SENSORY CHARACTERISTICS. Pa-

tients in this category struggle pri-

marily with food variety; they are 

often extremely selective (picky) re-

garding the food that they consume. 

Their histories of food refusal usual-

ly date back to an early age. They 

often have sensory hypersensitivity 

that results in profound rigidity in-

volving food (eg, can only eat foods 

of a certain color or texture). In many 

cases, the rigidity extends to the man-

ner in which food is served (eg, dif-

ferent foods on a plate cannot touch; 

the hotdog must be cut up in equal 

pieces) and to details related to 

preparation (eg, pasta must be boiled 

SIGNIFICANCE FOR THE PRACTICING PSYCHIATRIST

Avoidant restrictive food intake disorder (ARFID), a newly introduced eating disorder in 

DSM-5 with which few clinicians are familiar, can present in a variety of ways. Like other 

eating disorders, the malnutrition caused by the disorder is associated with significant 

medical and psychological morbidity. AFRID can also be challenging to treat.
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for exactly 11 minutes). These pa-

tients often will only accept the same 

limited number of foods prepared in 

the exact same manner and served in 

the exact same way.

These extremely rigid picky eaters 

are challenging to treat, and treat-

ment will almost always require a 

multidisciplinary team approach. Of-

ten, caregivers are exhausted from 

years of trying to meet the needs of 

these children. Although picky eating 

is common in children, and in most 

cases improves with age without the 

need for any intervention, this is not 

the case for children with this sub-

type of ARFID. Maybe not surpris-

ingly, early research suggests that 

children with autism spectrum disor-

der are more likely to be in this cate-

gory of ARFID.

It is important that health care pro-

fessionals not simply dismiss paren-

tal concerns around feeding based on 

weight gain and growth at a rate 

deemed acceptable. Our early study 

illustrates that when patients and 

families with such presentations are 

treated with an intensive interven-

tion, the child’s weight and growth 

velocity can supersede that observed 

before the intervention, and that this 

weight gain can be associated with 

improved physical and mental 

well-being.1 It is also important to 

recognize that these children may not 

be simply picky eaters but may have 

feeding difficulties that severely af-

fect their functioning. For example, 

one 12-year-old girl would only eat 

baby food, while one boy with autism 

would only eat Cheerios and fish 

crackers.

Treatment

In children and adolescents, insuffi-

cient nutrition that results in weight 

loss or poor growth is associated with 

significant medical and psychologi-

cal complications, and as such should 

be treated aggressively. This is espe-

cially true for a young person who 

has fallen off his or her growth curve. 

Using pediatric growth curves and 

working with families and health care 

providers to determine a child’s opti-

mal goal weight is an essential step in 

the assessment and treatment of pa-

tients with ARFID.4

Limited published evidence exists 

to guide clinicians in the treatment of 

ARFID, although trials are presently 

underway in the US and abroad. 

Strandjord and colleagues5 undertook 

an open label trial and concluded that 

modified family-based therapy was 

helpful for adolescents with anorexia 

nervosa or with ARFID, although few 

adolescent ARFID patients took part 

in the family-based therapy sessions, 

thus limiting the study’s conclusions.

Family-based therapy, the 

gold-standard treatment for adoles-

cent anorexia nervosa, seems 

well-suited to the treatment of a pro-

portion of underweight youngsters 

with ARFID, given that family-based 

therapy focuses on lifting blame, 

raising the family’s anxiety about the 

dangers of low weight and malnutri-

tion in young people, and empower-

ing parents to take charge of nutrition 

and to focus on the goal of weight 

gain.

We recently published a case se-

ries of six young patients with AR-

FID.6 Two cases had histories of 

acute events that affected their nutri-

tion (eg, fear of eating after seeing a 

dog choke on a bone), and the other 

four were mixed presentations. Al-

though treatment was individualized 

to meet patient needs, modified fam-

ily-based therapy was utilized in each 

case, along with adjunctive pharma-

cotherapy. For some, individual cog-

nitive behavioral therapy was also 

added to address anxiety. Each pa-

tient reached his or her treatment goal 

weight (which is essential for reach-

ing optimal physical and mental 

health), and family therapy played a 

major role in recovery.

The shared elements in these fam-

ily therapy sessions included provid-

ing education to the families about 

the negative consequences of insuffi-

cient nutrition and low weight, lifting 

guilt in all family members, empow-

ering parents to take charge of nutri-

tion, providing compassion for the 

patient, and helping the parents to 

empathize with their child’s pain, 

fear, or discomfort while still being 

firm about the need to take the nutri-

tion. The family was helped to focus 

on issues relating to intake and 

weight gain, often using detailed 

food diaries and the use of weekly 

weight graphs.

Four of the six patients required 

admission to hospital to help with 

weight gain. One 14-year-old girl 

with autism spectrum disorder plus 

severe anxiety at school was helped 

by staying home from school while 

her mother took time off from work 

to focus on feeding her; once the pa-

tient had gained sufficient weight, 

she returned to school part-time with 

additional supports in place.

All six patients were treated with 

the atypical antipsychotic medication 

olanzapine for its anti-anxiety prop-

erties plus appetite stimulation; four 

of the patients subsequently transi-

tioned from olanzapine to an SSRI 

(such as fluoxetine) as they ap-

proached their treatment goal weight, 

and two remained on a low dose of 

olanzapine at bedtime in addition to 

an SSRI. These last two patients, who 

had a combination of chronic low ap-

petite, picky eating, severe anxiety, 

and acute stressors, also required the 

appetite stimulant cyproheptadine in 

addition to olanzapine to help them 

reach their healthy weight.

The medications were all used 

off-label because of the lack of evi-

dence for their role in the treatment of 

ARFID. Currently there is only one 

case series that explores the utility of 

olanzapine for treating ARFID. In the 

Brewerton and D’Agostino’s study,7 

it was demonstrated that the use of 

low-dose adjunctive olanzapine may 

have improved patients’ appetites 

and weight gain and helped reduce 

symptoms of anxiety and depression 

for nine of the patients.

Some patients with anorexia ner-

vosa may present with low weight, 

but deny body image concerns. In 

cases where the diagnosis is unclear, 

we would recommend proceeding 

with treatment focused on weight 

gain as described above. Moreover, 

the development of eating disor-

der-specific and ARFID-specific 

measures and diagnostic instruments 

should be considered.8,9 In cases of 

anorexia nervosa, the fear of weight 

gain typically becomes apparent 

during the course of treatment. In our 

eating disorders clinic, approximate-

ly 8% of 77 patients who presented 

initially with ARFID subsequently 

received a diagnosis of anorexia ner-

vosa.

Conclusion

Additional research is needed to bet-

ter understand which treatments or 

combinations of treatments are most 

effective for ARFID. There is a lack 

of evidence to guide clinicians, and 

in many cases, consultation with a 

feeding or eating disorder specialist 

is helpful. Moving forward, it will 

be important for researchers to con-

duct treatment outcome studies that 

investigate the effectiveness of vari-

ous therapies and medications, alone 

and in combination, for the various 

subtypes of ARFID in both children 

and adults. Helping underweight pa-

tients reach their treatment goal 

weight is often an essential first step 

in address their physical and mental 

well-being.
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The Martial Personality and 
the Decline of Communal Values
» Ronald W. Pies, MD

W
riting in 2016, The New York Times colum-

nist David Brooks described the perilous 

state of communal values in this country:

The great challenge of our moment is the 

crisis of isolation and fragmentation, the 

need to rebind the fabric of a society that 

has been torn by selfishness, cynicism, dis-

trust, and autonomy. At some point there 

will have to be a new vocabulary and a re-

stored anthropology, emphasizing love, 

friendship, faithfulness, solidarity, and 

neighborliness that pushes people toward 

connection rather than distrust.1

In my estimation, the problem of societal disinte-

gration in the US has only worsened in the past three 

years. While many social, political, economic, and 

psychological forces are probably at work here, I 

have been struck by the growing prominence—and, 

in some circles, acceptance—of what I call the Mar-

tial Personality (MP). More precisely, this should be 

called the Aresian Personality—named for Ares, the 

Greek god of war—as I will explain presently.

In all likelihood, the MP has been around since our 

paleolithic ancestors first fought one another over 

mastodon meat. But in recent years, this personality 

type seems to have proliferated and flourished. Be-

fore exploring the archetypal foundations of the MP, 

I need to stress that I am not describing a new catego-

ry of mental illness, such as might be included in the 

next edition of DSM. Rather, I am describing a con-

stellation of personality traits that may or may not 

veer into frank, clinical psychopathology; and which, 

paradoxically, may be adaptive in certain contexts—

think bullfighting, politics, and Wall Street.

I also want to head off the criticism that I am describ-

ing any specific public figures, though I suspect many 

readers will have one or two in mind. But if you need 

a fictional character to prefigure my development of 

the MP, think corporate raider Gordon (“Greed is 

good”) Gekko in the movie, Wall Street. As one re-

viewer described him, “Gekko isn’t in his line of work 

only for the money . . . he is in it to crush his oppo-

nents.”2 That is not a bad capsule summary of the MP.

Just to be clear: I believe this personality type 

may be seen in people on both ends of the political 

spectrum and probably in the middle as well. And 

although the Martial archetype is strongly male-

centered, I do not believe the MP is limited to men. 

Indeed, readers may well recognize the MP type in 

some of their male or female co-workers, supervi-

sors, or even former lovers (long gone, I hope!). In 

short, the MP is an equal opportunity archetype.

So how might MP present in modern-day 

guise—perhaps in a psychotherapist’s office? A 

brief composite sketch may be helpful at this point.

CASE VIGNETTE

“Mr Ares” is a 28-year-old single male who is self-em-

ployed as a day trader. He is referred for psychotherapy 

by the woman he has been dating off and on for the past 

two years, and who—as the patient expresses it—“. . . 

said she’d kick me to the curb if I didn’t get some f---ing 

help.” Although he denies he has any emotional or psy-

chological problems “except dealing with all the wimps 
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out there,” Mr Ares is superficially willing to engage in 

psychodynamic psychotherapy. In the course of several 

sessions, the following picture of the patient emerges.

 The patient was raised in a fairly stable, middle class 

home. His mother was an accountant; his father, an un-

successful entrepreneur who drifted from one sales job 

to another. Mr Ares described his mother as “quiet and 

distant—kinda mousy, to be honest.” He described his 

father as, “mostly out of the picture, usually on the road. 

When he was home, he’d rag on me about how I had to 

do better and fight harder—in school, in life. ‘Sharks die 

when they stop swimming,’ was Dad’s favorite saying.”

 From his early school years, Mr Ares was considered a 

troublemaker by teachers and peers. Although he rarely 

exhibited any overt violent behavior, the young Ares was 

constantly picking fights and provoking arguments with 

his peers, sometimes eventuating in a brief scuffle. Typi-

cally, he would pick on boys who were smaller and weak-

er, though occasionally, he would pick a fight with one of 

the larger and more aggressive boys and suffer fairly 

severe beatings. His middle school guidance counselor 

noted in a report that “Young Ares seems to thrive on 

conflict. He seems to relish the attention, the chaos that 

results, regardless of whose side he is on, which doesn’t 

seem to matter.” The report described an “extremely 

competitive” adolescent who “brooks no rivals,” often 

taking revenge on other boys he viewed as better-liked 

and more talented than he was. The young Ares was fur-

ther described as impetuous, impulsive, boastful, having 

a hair-trigger temper, and easily angered by even the 

most trivial slight, which usually provokes some act of 

retaliation. The report concluded by noting that “Young 

Ares is almost universally disliked by his peers.”

 Mr Ares attended a two-year community college, 

where he earned an associate of science degree in 

business studies. After completing the two-year pro-

gram, Mr Ares worked for four years in a small invest-

ment company, where he assisted one of the senior 

commodities trading analysts. Mr Ares described this 

supervisor as, “Kind of a weenie—I mean, a loser who 

didn’t know when to cut the jugular.” Mr Ares was even-

tually fired from the job, and his supervisor described 

him as “very smart, aggressive, but totally focused on 

himself and sticking it to the other guy. He loved hu-

miliating his co-workers.” Mr Ares now works from a 

home office, marginally surviving as a day trader.

The archetypes: Ares and Mars

Our term martial (as in martial arts and martial law) 

is derived from Mars—the Roman god of war. The 

Roman myth depicts Mars as a brave warrior and a 

rather helpful and benign personage—perhaps a 

consequence of Mars’ dual role as both god of war 

and agriculture.3 We might say that Mars was a kind 

of mythic upgrade of the earlier Greek model: the 

god Ares. As one authority puts it:

Although most of the myths involving 

[Mars] were borrowed from the Greek god of 

war Ares, Mars, nevertheless, had some fea-

tures that were uniquely Roman. Considered 

more level-headed than the often impulsive 

and disruptive Ares, Mars was also seen as a 

more virtuous figure by the more martial-

oriented Romans . . . [and as] a protector of 

Rome and the Roman way of life . . . .4

In contrast, most of the myths surrounding Ares 

paint a much darker picture. In The Iliad, Ares is 

addressed by Zeus, his father, in these terms:

. . . thou art the most odious to me; for thou 

enjoyest nothing but strife, war and battles. 

Thou hast the obstinate and unmanageable 

disposition of thy mother, Hera, whom I 

can scarcely control with my words.5

Zeus further characterizes Ares as “wicked and 

fickle.” And this, from Ares’s father! Ironically, 

Ares—though often showing great bravado—rarely 

emerges victorious in battle; he is easily bested by 

the cool-headed warrior goddess Athena, who calls 

Ares a “vain fool.”5 Mythology scholar Mark Cart-

wright6 describes Ares as “. . . perhaps the most un-

popular of all the Olympian gods because of his 

quick temper, aggressiveness, and unquenchable 

thirst for conflict.”

 According to the Dictionary of Greek and Ro-

man Biography and Mythology, Ares was “not so 

much the god of war as of its tumult, confusion, 

and horrors.” Ares “loves war for its own sake” and 

has no qualms about which side of the battle he 

supports; ie, he “sometimes assists the one and 

sometimes the other side, just as his inclination 

may dictate.”7 And Ares sometimes behaves less 

like a god and more like a cowardly, petulant child, 

as when Athena guides the spear of a Greek warrior 

so that it wounds Ares. At that, “The god of war 

runs off to Olympus, terrifying both armies with 

his screams. He complains to his father, Zeus, who 

has little sympathy for him.”8

The martial personality and related conditions

Readers familiar with character pathology will 

quickly recognize certain pathological traits in both 

Mr Ares and his mythic counterpart. Narcissistic 

and sociopathic traits stand out, along with impul-

sivity, sadism, and aggressive behaviors. It would be 

fascinating to sit old Ares down and do a complete 

psychiatric evaluation, but a discussion of the dif-

ferential diagnosis would take us far afield. (That 

said, I suspect Ares might meet DSM-5 criteria for 

narcissistic personality disorder, among others.)

Despite substantial overlap with several conditions 

or disorders, I believe that a distinguishing feature of 

the MP is the individual’s sheer delight in causing 

harm, discomfort, or chaos: something akin to 

schadenfreude (from the German, Schaden [damage, 

misfortune] + Freude [joy]). Although this term is 

usually defined as “malicious joy in the misfortunes 

of others,” psychologist Shensheng Wang and col-

leagues9 have argued that “The process of dehuman-

ization may lie at the core of Schadenfreude.” Indeed, 

I would argue that schadenfreude turns one’s fellow 

human beings into objects whose sole purpose is to 

feed one’s twisted need for pleasure, power, and con-

trol. Think, school yard bully meets Machiavelli. This 

is not a bad conceptualization of Ares and of the MP.

Ares and the loss of communal values

Returning now to David Brooks’ diagnosis of pres-

ent-day American culture,1 we can readily see how 

the narcissism, sociopathy, aggression, and dehu-

manization characteristic of the MP are deeply at 

war with communal values. The pleasure derived 

from sowing discord and making others suffer is 

radically incompatible with the values Brooks 

seeks to foster: namely, the “love, friendship, faith-

fulness, solidarity, and neighborliness that pushes 

people toward connection rather than distrust.” Put 

another way, the MP is incompatible with civility, 

which Yale Law professor Stephen L. Carter10 de-

fines as “. . . the set of sacrifices we make for the 

sake of our common journey with others.”

Since this Martial (Aresian) Personality does 

not have formal diagnostic criteria, there is no way 

of knowing if this type has become more frequent 

in recent decades, thereby fueling the breakdown 

of communal values. There is, however, substantial 

evidence that narcissistic traits have increased in 

recent decades, as the research of Twenge and 

Campbell11 has shown. As a heuristic hypothesis, I 

would argue that we are seeing more and more in-

dividuals in high levels of authority—in business, 

industry, and government—who fit the MP profile. 

I suspect that these individuals are both products of 

a disintegrating communal culture and an acceler-

ant to that very disintegration—in effect, creating 

a vicious circle of selfishness, cynicism, distrust, 

and autonomy. (We normally think of autonomy as 

a desirable trait, but when carried to an extreme, it 

can become a form of disconnected self-isolation).

If my hypothesis is correct, how do we break the 

vicious circle?12 That, I think, is the challenge David 

Brooks presents to us: to rebind the fabric of a society 

torn by Martial values. Perhaps, as psychiatrists, we 

have a role to play that extends beyond the clinic or 

office, encompassing the ethical values underlying 

education, government, and family. In that vein, Ste-

phen L. Carter helps us chart the way forward:

Teaching civility, by word and example, is an 

obligation of the family . . . children need to 

see evidence that adults can disagree and yet 

respect and even love each other . . . teaching 

civility to the next generation also requires 

the establishment of clear rules of respect and 

simple good manners in the household.10

Perhaps we need to counter the archetype of 

Ares with that of Athena, whose warrior traits are 

humanized and balanced by her “cool and intelli-

gent courage.”5

Dr Pies is Professor in the psychiatry departments of 

SUNY Upstate Medical University, Syracuse, NY and 

Tufts University School of Medicine, Boston. He is Editor 

in Chief Emeritus of Psychiatric Times (2007 to 2010).
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Mania and Hypomania: Latest Thinking 
on Duration of Episodes and Other Features
» David N. Osser, MD

A
n international task force of ex-

perts in the diagnosis and treat-

ment of bipolar disorder was 

recently convened to address con-

cerns about DSM-5 criteria, particu-

larly the definitions of manic epi-

sodes. This initiative was funded by 

the National Health and Medical Re-

search Council of Australia; 64 indi-

viduals from 14 countries spanning 

five continents responded to a ques-

tionnaire probing different aspects of 

the criteria.1 The findings are perti-

nent for clinicians struggling to make 

the bipolar I and II diagnoses, which 

have been found to be both underdi-

agnosed and overdiagnosed in differ-

ent studies. The consequences for 

patient outcomes with these missed 

diagnoses can be severe.

The DSM’s duration criteria is an 

area of concern. Currently, it includes 

seven days for mania and four days 

for hypomania. Patients with only 

brief episodes who meet phenotypic 

criteria are excluded from the diag-

nosis, and a lot of time is spent with 

patients struggling to find if they 

have had the syndrome for four or 

more days. Some task force members 

felt that any duration of this syndro-

mal criteria should be sufficient. 

However, most responders (75%) 

thought that ultra-short episodes 

have many possible explanations, 

and some limit should be imposed. 

Of those nominating a finite period, 

the modal recommendation was two 

days for both mania and hypomania.

 Thus, for patients who have a suf-

ficient number of symptoms to meet 

criteria, it may be that [hypo]mania 

durations of as little as two days 

could be a reasonable basis for con-

cluding that the diagnosis is probably 

bipolar disorder and treatments 

should be chosen accordingly.

The group also came up with a 

new proposed definition for hypoma-

nia and mania:

A distinct period of either an 

abnormally elevated and ex-

pansive mood, or an irritable 

and quick-tempered mood, 

characterized by increased 

activity and cognition such 

that the individual feels unu-

sually energized, hyper, or 

wired. Such changes are per-

ceived at the time or on later 

reflection as excessive and an 

unambiguous change in 

functioning from the individ-

ual’s usual state.

The consensus was that this char-

acterized the disorder better than the 

current DSM definition.

In differentiating bipolar I from 

bipolar II, the majority voted to con-

tinue to require marked disturbance 

in functioning at work or socially for 

bipolar I (mania). However, the re-

quirement that hospitalization would 

automatically qualify the patient for 

bipolar I was strongly opposed. This 

requirement was considered arbitrary 

and too dependent on local health 

services practices, insurance, or other 

external factors. However, if the pa-

tient was hospitalized, that certainly 

could be an indicator of severity and 

likely mania. The group thought psy-

chosis should be retained as a crite-

rion indicating mania.

The group has studies underway to 

test these proposed changes and others 

to see how well they describe a con-

secutive series of patients in clinical 

practice. They are also looking at 78 

possible symptoms of mania to see if 

any are better than the seven in DSM-5.2

Dr Osser is Associate Professor of 

Psychiatry, Harvard Medical School, 

and Consulting Psychiatrist, US 

Department of Veterans Affairs, 

National Telemental Health Center, 

Bipolar Disorders Telehealth Program, 

Brockton, MA. He reports no conflicts 
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The End of Human Civilization
» Beth Mark, MD

A person’s a person, 
no matter how small

–Theodore Seuss Geisel1

I
t’s not that I did not believe in cli-

mate change—I could sense the 

subtle changes in the seasonal 

norms, and I forced myself to read 

the increasing number of articles of-

fering scientific proof of it—but it 

was an unsettling, nagging insight 

that I could generally pack away. I 

would recycle my plastics, make 

some donations, and get on with my 

busy day. My defensive structure was 

shaken four years ago when my son 

sent me a link to an article with the 

title “When the End of Human Civi-

lization Is Your Day Job,”2 which de-

scribed how climate scientists were 

struggling emotionally with the bur-

den of facing the facts and trying to 

communicate them to the public.

The article forced upon me the re-

alization that, in the face of impend-

ing catastrophe, I had not only resort-

ed to repression (trivializing the 

magnitude of the problem and there-

by diminishing the intensity of my 

fear and anger). I had engaged in re-

gression, manifesting a remarkably 

childlike consciousness with respect 

to authority.

Of the generation whose forma-

tive experiences included the Viet-

nam War and Watergate, I generally 

thought of myself as an adult who 

had a healthy skepticism about the 

competence and morality of those in 

power. The fear of climate change 

had evoked my childish trust that the 

adults in charge would “take care of 

things.” To my surprise, I realized 

that I (or some part of me) still re-

tained the belief that scientists imper-

sonally discern the facts and those in 

charge make the appropriate policy 

changes to keep us safe, and that’s 

just the way things work. Yet, the sci-

entists featured in the article were 

distraught about what they were find-

ing. Even more intense was their ago-

nized frustration that no one seemed 

to be listening to their important and 

dire message—this was acutely pain-

ful to me.

Perhaps not surprisingly—given 

my job (I work in a college counsel-

ing center) as well as my childlike 

consciousness with respect to climate 

change—I became interested in how 

actual (ie, chronological) children 

and adolescents are responding to 

climate change. As it turns out, there 

is little research in this area.

Scientific and psychological 

challenges

One of the central insights of those in 

the field of climate change is that the 

scientific and psychological chal-

lenges confronting the climate crisis 

cannot be severed from politics, eco-

nomics, ethics, and even religion.3 In 

part, this is because our treatment of 

each other and our treatment of 

Mother Earth reflect the same ethos.4 

The allocation of money and atten-

tion with respect to research on chil-

dren’s emotions and attitudes toward 

climate change reflect colonialism 

and racism. Eighty percent of the 

world’s children live in the develop-

ing world, ie, those countries that did 

the least to create the climate crisis 

while suffering the most from it.5 

Lake6 writes:

Climate change feeds on 

and accentuates 

inequality. The inequality, 

for example, between the 

inhabitants of the present 

and those of the future 

whose legacy is being 

squandered; between the 

countries that have 

emitted the most carbon 

and those that are paying 

the price of those 

emissions; and, within 

nations, between the 

fortunate and the have-

nots who are already 

undernourished or living 

in unsanitary conditions.

Prejudice

Childism, prejudice against children, 

is evident in the amount of research 

in this area on children—whether 

from the developing or developed 

world.7 Children are uniquely vulner-

able, both physiologically and psy-

chologically, to the direct and indi-

rect effects of climate change. For 

example, children not only have 

greater biological sensitivity, they lit-

erally interact with their environ-

ment—as a percentage of their body 

weight, with the air, food, and wa-

ter—more than adults.

Children are uniquely at risk for 

exposure to environmental contami-

nants while playing on the ground 

and putting their hands, dirt, and 

other objects in their mouths. Ex-

treme weather events—occurring 

more frequently in the context of 

global warming—disproportionately 

disrupts childhood, a period of rela-

tively more limited adaptive capaci-

ties (eg, children are less able to di-

gest  the psychological  and 

physiological traumas of migration).8 

Despite all of this, there is very little 

research on children’s emotions and 

attitudes. In contrast, there is a rela-

tively robust body of literature exam-

ining adults’ emotions and attitudes 

with respect to environmental issues 

in the US.8,9

As another manifestation of child-

ism, there is a top-down quality to the 

research insofar as it is concerned 

with how adults can help children 

cope with their emotions and how 

adults can facilitate children’s “pro-

environmental behavior” (ie, reduc-

ing one’s carbon footprint). I wonder 

if our current emphasis on getting 

children to reduce their carbon foot-

print reflects the condescending be-

lief that, until children grow up and 

gain more sophisticated skills and 

power, this is the only way they can 

contribute to mitigating the climate 

crisis.

Of course, I believe that adults 

have the responsibility to help chil-

dren regulate their emotions. And, 

while reducing one’s carbon foot-

print is a laudable goal, it is not for 

the reason I had thought while I was 

busy recycling my plastic. The mate-
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rial benefits of recycling is no longer 

terribly meaningful; many believe 

the goal of sustainability is no longer 

feasible.3

Nevertheless, children’s participa-

tion in efforts to recycle can acquire 

the character of a needed, vital ritual. 

It becomes a mindfulness practice 

that re-orients our relationship with 

the environment from one of exploi-

tation to one of mutual care. Recy-

cling mindfully can also open up op-

portunities for children to become 

curious about what we use, where it 

goes, and how much do we really 

need. Rather than a top-down lesson 

to be “learned,” a more mutual, natu-

rally occurring conversation between 

parent and child can take place.

A radical and urgent perspective

Children, less wed to existing politi-

cal “realities” and economic struc-

tures than adults, may provide the 

more radical and urgent perspective 

that is needed in times of crisis. It is 

the children who are listening to cli-

mate change scientists. They believe 

in the fact of human generated global 

warming more than adults.12 Students 

are suing their governments, organiz-

ing marches and school strikes 

around the world, and creating stu-

dent-led environmental activism 

groups. Children are sounding the 

alarm and calling for more funda-

mental changes in our ways of being.

Children, it would seem, are angry 

and feel betrayed. They are increas-

ingly putting these feelings and their 

unique perspective to adaptive use—

pushing us out of our complacency. 

As adults, we too can make unique 

contributions, including sharing our 

wisdom and defining core values, 

and a capacity to regulate our own 

and our children’s emotions in the 

face of crisis.

A dialogue needs to be opened. As 

the older generation, we need to not 

only to listen to children and youths,  

but we must also acknowledge that 

we have failed in our fundamental 

duty to create a safe home on planet 

Earth for them. Such acknowledg-

ment might open the way for each 

generation to hear the other and 

might best permit us all to move for-

ward doing everything we can; not 

because we have a childlike belief in 

a happy ending, but because it is the 

right and only thing to do.

Dr Mark is a staff psychiatrist at the 

Counseling and Psychological Services 

of the University of Pennsylvania, and 

a student in the Masters of 

Environmental Studies Program at the 

University of Pennsylvania. She re-

ports no conflicts of interest concern-

ing the subject matter of this article.
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Committee on Work and Organizations, 

Group for the Advancement of Psychiatry

I
magine: Your patient has complained about 

a disagreement with his boss, who he thinks 

is criticizing him unfairly. You have pre-

scribed an antidepressant and have been help-

ing the patient communicate better with the 

boss, but the hostility between the two has es-

calated, and the boss terminated him. At his 

request, you supported his application for So-

cial Security Disability Insurance (SSDI).

His application was denied, and he is suing 

SSDI for the denial and his former employer 

for discrimination based on the Americans 

With Disabilities Act (ADA). He wants you to 

provide a forensic expert psychi-

atric opinion that he is disabled, 

and that the denial of benefits 

has psychologically damaged 

him permanently. You feel 

caught in a bind, and you are. By 

stepping out of the treater role, 

either into the role of disability 

evaluator or forensic expert, you 

assume risks inherent in this role 

combination.

This article highlights some 

of these major risks. The take-

home point is that treaters should avoid role 

duality if at all possible, preserving the role as 

treater and referring disability and forensic 

evaluations to a colleague trained in this area. 

The following principles apply to psychiatrists 

who are asked either to support a patient’s dis-

ability application or offer forensic expert 

opinions if litigation ultimately ensues be-

cause disability is denied.

Advocacy role
The treater is an advocate for the patient’s 

mental health. The treater absorbs what the 

patient says without question and makes treat-

ment decisions accordingly, viewing suspect-

ed distortions or exaggerations only as part of 

a complicated clinical picture. If the treater 

suspects malingering, treatment is terminated.

In the role of disability assessor or forensic 

consultant/expert, the psychiatrist is not an ad-

vocate for the litigant, instead he or she strives 

for honesty and impartiality in the assessment. 

Especially as expert, any signs of advocacy for 

the litigant leaves the expert open to a chal-

lenge of bias from the opposing side and may 

result in the expert’s being discredited by the 

fact-finder.

A possible exception exists in the case of a 

patient with acute and unambiguous impair-

ment and debilitation (eg, florid psychosis, 

delirium, mania, profound neuro-vegetative 

depression) in which an appropriately quali-

fied forensic expert cannot be obtained, the 

treater has not conducted the disability func-

tional assessment, and the patient has been 

denied disability benefits. Since the psychiat-

ric conditions listed create functional impair-

ment and therefore are generally considered to 

be disabling, at least temporarily, the treater 

may be obliged to render an expert opinion in 

court.

Confidentiality
Ethics require that information divulged in 

treatment sessions remains confidential. If the 

treater has also agreed to be the patient’s dis-

ability assessor or forensic expert, an ethical 

bind results, particularly in the latter role. In 

practicing within ethical guidelines the dis-

ability examiner or expert advises the litigant 

that there is no treatment relationship and no 

confidentiality exists in the interview. Any-

thing discussed in the interview might appear 

in the report, which will be shared with either 

the disability insurance company and employ-

er (if a disability exam) or the attorneys in-

volved in the litigation process. In embracing 

dual roles, the treater who has breached patient 

confidentiality in order to provide a complete 

and honest opinion risks not only the patient’s 

angry termination of treatment but also an eth-

ics complaint or even a retaliatory malpractice 

lawsuit.

Medical record
If the treater should become incapacitated, die, 

retire, or take an extended leave of absence, 

the replacement treater should be able to gar-

ner the important treatment issues from the 

record. If the treater is also the disability asses-

sor or forensic expert and the patient shares 

crucial information that could harm the dis-

ability claim or legal case, the treater faces 

another bind. Documenting this may be the 

ethical choice but risks termination and/or re-

taliation by an angry patient if the disability or 

legal case suffers accordingly, not to mention 

worsening of the patient’s mental health. This 

bind can lead the treater to sanitize the record, 

thereby including only medications and be-

nign information and omitting any potentially 

damaging therapeutic revelations. An inde-

pendent disability assessor or forensic expert 

does not have this bind since no treatment re-

lationship exists.

Diagnosis, causality, and 
malingering
The treater focuses on helping the patient rath-

er than formulating opinions on diagnosis and 

causality of symptoms. Many treaters conduct 

a limited mental status examination, if any, 

and instead focus on current symptoms.

The disability examiner needs to conduct a 

comprehensive evaluation and functional as-

sessment so that an independent opinion on 

disability can be rendered. The forensic exam-

iner must defend opinions on both diagnosis 

and causality of the diagnosis in 

deposition or at trial, since valid 

legal claims of emotional injury 

are translated into psychiatric 

diagnoses caused by the disput-

ed circumstances.

The disability examiner 

should review collateral infor-

mation, especially work records, 

but additionally must understand 

the mental functions required by 

the job and explain how any psy-

chiatric diagnoses impair the 

person’s ability to carry out the job tasks. Psy-

chological testing may be useful.

The expert must also defend the diagnostic 

opinions by reviewing multiple cross-section-

al sources of information including mental 

health, medical, employment, legal, and other 

pertinent records. Objective psychological 

testing is important in order to check for con-

sistency with the diagnostic hypotheses. In 

either role, a complete mental status examina-

tion is essential.

In addition to the psychiatric diagnoses, the 

disability examiner must discuss any collateral 

factors that may underlie the request for dis-

ability, such as family problems and severe 

financial problems, as with the IRS and credi-

tors. Some diagnoses, such as PTSD, are eas-

ily malingered by review of symptoms posted 

online. Treaters involved with the Veteran’s 

Administration clinics and hospitals in which 

PTSD checklists are administered routinely 

face a unique responsibility to minimize inap-

propriate use of the system by these patients.

Limited inquiry
Although treaters may initially obtain infor-

mation about the patient’s medical, mental 

Treater, Disability Assessor, or Forensic Expert 
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health, developmental, and family histories, rarely 

does inquiry go beyond these areas—often because 

of time limitations. Follow-up sessions are usually 

brief checks that inquire about response to medica-

tions and adverse effects without discussion of 

other issues such as current life circumstances and 

collateral stresses.

By contrast, the disability or forensic examiner 

usually has a single interview in which to gather 

sufficient information to formulate opinions re-

garding diagnosis and causality. This usually re-

sults in a lengthy inquiry into historical and present 

circumstances without any follow up. The disabil-

ity exam involves a functional assessment, which 

may not be required in a forensic evaluation.

Financial
The treater makes arrangements with the patient 

for the payment of services. Disability examiners 

contract with insurance companies or independent 

third parties to conduct the exam; the particulars 

and payment are decided at that time, and the fee 

may be different than that charged for treatment.

Forensic examiners usually contract with the 

retaining attorney regarding payment for time and 

expenses to conduct the examination. Usually fo-

rensic consultation is more costly than treatment. 

If treaters also assume the forensic role and charge 

more accordingly, questions arise such as who is 

responsible for payment of services. Usually it is 

the litigant’s attorney, but if the psychiatrist is also 

providing treatment, attorneys may ask that the 

evaluation be charged to the patient’s medical in-

surance provider. This creates another ethical prob-

lem: what portion of services should be described 

as treatment and what is the risk to the treater for 

an ethical complaint because of disparate charges 

for treatment versus expert work?

Conclusions

The treater who also assumes the dual role as either 

a disability examiner or forensic consulting expert 

faces ethical risks because of the inherent binds in 

the dual role, including advocacy, confidentiality, 

integrity of the medical record, diagnosis, causali-

ty, limited inquiry, and financial reimbursement. 

Dual roles leave the treater opining on the patient’s 

disability claim open to question by the disability 

insurer, who may then request an independent as-

sessment.

If the treater is also the forensic expert, he or she 

will be open to attack by opposing attorney at de-

position and trial, and the treater/examiner’s cred-

ibility, impartiality, and motives for functioning in 

this dual role may be questioned and memorialized 

in the public legal record. Worse, if the treater/fo-

rensic expert testifies at trial while the patient 

watches a withering cross-examination by oppos-

ing counsel, the patient’s legal case may be com-

promised and lost. How will the patient/litigant 

respond to the treater’s loss of credibility? Will the 

patient terminate treatment and retaliate legally 

against the treater?

These are some of the important reasons why, 

barring certain exceptions, treaters who are asked 

by their patients to function as a disability assessor 

or forensic expert should strongly consider declin-

ing and remaining in the treatment role alone, re-

ferring the patient to an appropriately trained col-

league. If asked to testify for the patient, the treater 

may testify as a fact, but not an expert witness. A 

possible exception exists when a patient who ex-

hibits signs of acute and unambiguous impairment 

and debilitation has been denied disability benefits, 

and a qualified disability examiner or forensic ex-

pert cannot be obtained. Such conditions may tem-

porarily require the treater’s assuming a dual role, 

but the treater should document the reasons for role 

duality and the limitations this imposes on the 

treatment process of treatment and disability or fo-

rensic assessment, clearly explaining these limita-

tions to the patient , insurer, and the courts.

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. ❒

Harvey Roy Greenberg, MD

A
t a dinner party on the eve of the 

new millennium, I met a recent-

ly retired European diplomat. 

He had served over three decades in 

often impoverished provincial back-

waters, then in major cities through-

out the East and West. His geopoliti-

cal savvy was immense.

At the evening’s end, I asked for 

his thoughts about the major perils 

that might confront the world over 

the next 20 years. The problems he 

feared were the rise of religious fun-

damentalism across all creeds; the 

resurgence of bellicose, ethnically 

biased l9th century populist national-

ism; environmental degradation; and 

nuclear proliferation.

He paused, then reflected on an-

other danger. It was recognized by 

rote, yet for the most part went curi-

ously unaddressed in the halls of 

power. It was compounded out of a 

sinister articulation of those already 

cited: “I worry that the next 10 or 20 

years will see an unprecedented 

number of refugees; displaced within 

their country’s borders, inevitably 

flooding into nearby, then distant na-

tions, such as the world has never 

seen . . .”

I’ve recalled his words many 

times since then, as one catastrophic 

migration, frequently spurred by im-

pending genocide, has followed an-

other. I remembered them again after 

viewing director Christian Pitzold’s 

haunting Transit (2019). In German 

and English, it is based on Anna 

Seghel’s masterful 1942 novel avail-

able from New York Review Classics 

(https://www.nyrb.com/collections/

classics).

 Seghe’s story is set in the 1940s; 

in Paris, then Marseille. Thousands 

fleeing the Nazi invasion descended 

upon the gritty port city, known as 

much for its vigorous criminal ele-

ment as its bouillabaisse. The refu-

gees came from elsewhere in France 

and other already occupied European 

countries.

They ranged across the social 

spectrum in class, race, and econom-

ic status. (Many were Jews.) Their 

common goal was escape, mainly by 

sea, to any country willing to take 

them. The alternative was an ardu-

ous, dangerous return through occu-

pied territory, then a trek over the 

mountains to neutral Switzerland, or 

through Franco’s Spain to neutral 

Portugal.

Few were able to leave quickly. 

The majority found themselves 

hopelessly stranded, embroiled in a 

dispirited search for visas and per-

mits. The dizzying array of crucial 

documents escalated daily. Mean-

while, the uprooted multitude be-

came the prey of hostile, frequently 

corrupt bureaucrats as well as a le-

gion of con artists.

With legal passage increasingly 

scarce, the displaced were compelled 

to seek illegal means of getting out, 

shady captains of “rustbuckets,” ma-

ny of which never intended to sail. 

When their cash and jewels were de-

pleted, the destitute turned to beg-

ging, petty thievery, prostitution—

and suicide.  

Pitzold’s cinematic translation 

preserves Seghel’s essential plot, 

principal characters, and the debased 

Marseille mise-en-scene. But he has 

skillfully fleshed out Seghel’s subtle 

intimation that the refugee’s specific 

plight mirrored a generic unmooring 

of mores and morality as the Nazi 

menace swept across Europe. Hence, 

the film is as scarily relevant to our 

fractured society as Seghel’s, of 

which more presently.

In Transit, Pitzhold has construct-

ed an eerie alternate 21st century fas-

cist reality. Architecture, costumes, 

and machinery are contemporary. No 

Nazis exist, only Germans sans swas-

Transit: Already in Hell

MEDIA ON MY MIND
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R
ecent surveys suggest that 7% to 8% of 

children and 4% to 5% of adults meet 

ADHD criteria.1,2 The rate at which ADHD 

is diagnosed and treated has increased dra-

matically since the syndrome was recognized by 

DSM as a specific disorder in the 1970s. It is esti-

mated that fewer than 20% of adults with ADHD 

have had a correct diagnosis and have thus incurred 

significant social and occupational risk. Almost 

half of those who have ADHD never graduate from 

high school and fewer than 5% complete a 4-year 

university degree program.3 A diagnosis of ADHD 

has been associated with 35 days of lost work on 

average per year, which suggests US$19 billion in 

lost productivity and 120 million lost work days 

annually.4

Limitations of 
conventional treatment
Because stimulants are usually classified as 

scheduled or restricted medications (depending 

on the country), prescriptions are often limited to 

a small supply, which results in treatment inter-

ruptions and transient worsening of when refills 

are not obtained on timely basis. Adverse effects 

of stimulants include insomnia, decreased appe-

tite, abdominal pain as well as occasional stimu-

lant-induced psychosis; chronic use can increase 

the risk for slow growth. Moreover, stimulants 

and other pharmacologic treatments for adult 

ADHD may be only half as effective as they are 

in children.

Controlled-release stimulants, bupropion, and 

the SSRI antidepressants are being increasingly 

used in the adult ADHD population, however 
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these medications may not be as efficacious as 

stimulants. Although atomoxetine is FDA-ap-

proved for the treatment of childhood ADHD, there 

are growing concerns about its adverse effects, 

including hypertension, tachycardia, nausea and 

vomiting, liver toxicity, and possibly increased 

risk of suicide.

CAM therapies are widely used to 
treat ADHD
Growing concerns about inappropriate prescribing 

or over-prescribing of stimulant medications and 

the incomplete understanding of risks 

associated with their long-term use 

have led to increasing acceptance of 

complementary or alternative medi-

cine (CAM) therapies. CAM therapies 

in children with ADHD are used large-

ly out of parental concerns over pre-

scription drug safety. CAM therapies, 

including vitamins/minerals, dietary 

changes, and expressive therapies, are 

used although parents rarely disclose 

this to the child’s doctor. Although 

there is limited evidence to support most CAM 

therapies for treating ADHD, it is highly regarded 

by many patients’ parents.

Dietary modification
Early studies suggested that artificial food colors 

were associated with ADHD; however, a meta-anal-

ysis of studies spanning a 35-year period failed to 

confirm this relationship.5 One such diet, the oligo-

antigenic diet (OAD), is a highly restrictive multi-

ple elimination diet that excludes food colors and 

additives, in addition to dairy products, sugar, 

wheat, corn, citrus, eggs, soy, yeast, nuts, and choc-

olate. The diet permits a limited number of hypo-

allergenic foods like lamb, chicken, potatoes, rice, 

bananas, apples, cabbages, broccoli, brussels 

sprouts, carrots, peas, pears, and cucumber, as well 

as salt, pepper, calcium, and some vitamins. Reduc-

tions in hyperactivity were seen in children who 

were on the OAD regimen when specific food items 

were eliminated from the diet.6 Behavioral symp-

toms improved during the elimination and placebo 

phases and recurred when children were subse-

quently challenged with the eliminated food item.

Roughly one-third of hyperactive children may 

benefit from some form of an elimination diet.5 Al-

though these findings are promising, they cannot be 

used to develop general ADHD treatment protocols 

because of study design flaws, including heteroge-

neity of patient populations, absence of standard-

ized outcome measures, high dropout rates and, in 

some studies, non-blinded researchers.

The American Academy of Pediatrics does not 

endorse elimination diets because of inconsistent 

efficacy findings as well as concerns that highly 

restrictive diets do not provide balanced nutrition. 

Parents who are considering restrictive diets 

should consult with a qualified nutritionist. Highly 

restrictive diets should not be continued for longer 

than two weeks in the absence of noticeable im-

provements in ADHD symptoms.

EEG biofeedback
Many individuals with ADHD have abnormal pat-

terns of brain electrical activity, including un-

der-arousal in the frontal and midline cortical re-

gions. Electroencephalogram (EEG) biofeedback 

is aimed at normalizing EEG activity to correct the 

brain’s state of relative under-arousal and improve 

cognitive and behavioral functioning. Two EEG 

biofeedback protocols have been extensively eval-

uated as treatments of ADHD.

Sensorimotor rhythm (SMR) training reinforc-

es EEG activity in the faster beta frequency range 

(16-20 Hz) in the midline cortical regions, with the 

goal of reducing symptoms of impulsivity and hy-

peractivity. Theta suppression reduces EEG activ-

ity in the slower theta frequency range (4 to 8 Hz) 

and is primarily used to treat symptoms of inatten-

tion. An EEG biofeedback protocol directed at 

suppressing theta activity (4 to 8 Hz) over the mid-

line regions is probably the most effective strategy 

when treating primarily symptoms of distractibil-

ity and inattention.

Controlled studies that compared EEG biofeed-

back with a stimulant medication versus a waitlist 

showed positive clinical effects and EEG normal-

ization; however, it is not yet established whether 

improved alertness is associated with increased or 

decreased alpha activity (12 to 18 Hz).7,8 A review 

of 14 randomized neurofeedback trials in children 

with ADHD consistently showed beneficial out-

comes.9 Findings of neurofeedback research are 

limited by small study sizes, heterogeneous popu-

lations, absence of a control group, inconsistent 

outcome measures, and limited or absent fol-

low-up. The potential benefits of neurofeedback 

are limited by expensive treatments that are sel-

dom covered by insurance.

Nutritional supplements
Children with ADHD have lower plasma concen-

trations of certain essential fatty acids (EFAs). 

However, findings from controlled trials of sup-

plemented EFAs in ADHD are inconsistent. One 

study found no differential benefit of EFAs com-

pared with stimulants.10 In another study, parents 

of children in the EFA-treatment group (n = 104) 

reported more improvement than parents of chil-

dren who received a palm oil placebo.11 This study 

has been criticized because a high dropout rate 

confounds findings in a positive direction. A me-

ta-analysis (including studies from 1965 to 2010) 

confirmed positive effects of adjunctive EFAs in 

childhood ADHD; however, therapeutic benefits 

were significantly less compared with convention-

al pharmacological treatments.12

The use of olive oil as a placebo in certain stud-

ies may mask the beneficial clinical effects of 

EFAs because an active constituent of olive oil is 

converted into oleamide, which is known to affect 

brain function. Furthermore, the short durations 

and low doses of EFAs used in most studies may 

not be adequate to result in the long-term changes 

in neuronal membrane structure required for clin-

ical improvement.

Some children with ADHD have abnormally 

low plasma zinc levels, which may interfere with 

optimal information processing and thereby result 

in difficulties maintaining attention. However, 

findings on zinc supplementation are inconsistent. 

In a large 12-week prospective controlled trial, 

children and adolescents randomized to zinc (150 

mg/d) experienced significant improvements in 

hyperactivity and impulsivity over place-

bo but not inattention.13 However, a high 

dropout rate limited the significance of 

these findings. In contrast to these findings 

a more recent placebo-controlled study 

failed to show efficacy.14

Abnormally low serum ferritin levels 

may be associated with hyperactivity in 

children with non-anemic ADHD, but not 

with deficits in cognitive performance. A 

2012 systematic review of studies on iron 

in children with ADHD found mixed re-

sults in the relationship between serum iron levels 

and symptom severity as well as inconsistent re-

sponses of ADHD symptoms to iron supplemen-

tation.

The amino acid acetyl-L-carnitine (ALC) is re-

quired for energy metabolism and synthesis of 

fatty acids. L-carnitine may significantly reduce 

the severity of ADHD symptoms; however, incon-

sistent findings and design flaws limit the signifi-

cance of these findings. In a multisite 16-week 

pilot study, 112 children with ADHD were ran-

domized to placebo versus ALC (500 to 1500 mg 

bid). Children in the ALC group with predomi-

nantly inattentive-type ADHD experienced great-

er improvement over placebo, but there was no 

differential benefit in children with combined-type 

ADHD.15

In a six-week placebo-controlled trial, children 

and adolescents were randomized to ALC (doses 

ranged from 500 to 1500 mg/d depending on 

weight) plus methylphenidate (20 to 30 mg/d) ver-

sus placebo plus methylphenidate. At the end of 

the study no differences were observed between 

the groups.16

Herbal supplements
The bioactive constituents of saffron may increase 

reuptake inhibition of dopamine and norepineph-

rine and may function as both N-methyl-D-aspar-

tic acid (NMDA) receptor antagonists and gam-

ma-aminobutyric acid (GABA)-a agonists.

In a six-week randomized double-blind study 

children and adolescents aged 6 to 17 years were 

randomized to methylphenidate (20 to 30 mg/d) or 

saffron capsules (20 to 30 mg/d). Participants who 

received saffron capsules showed equivalent im-

provement on both parent and teacher symptom 

rating scales.17 Both treatments were well tolerat-

ed. Large long-term placebo-controlled studies are 

needed to confirm these findings and to investigate 

the efficacy of saffron in individuals with comor-

bid mood and anxiety disorders.

In a four-week open label study, an herbal 

preparation containing Ginkgo biloba and Panax 

quinquefolium was added to existing ADHD med-

When stimulants fail to result in significant 

reductions in symptom severity or when 

adverse effects, toxicities, or comorbid 

substance abuse preclude their use, 

evidence-based CAM may be considered.
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ication.18 Beneficial effects were observed in 18 

children (53%) taking the herbal combination af-

ter four weeks. However, the absence of a control 

group and the small size of the study limit the sig-

nificance of these findings.

Other findings suggest that a standardized ex-

tract of Pinus pinaster (pycnogenol) bark may be 

beneficial for ADHD; however, only one con-

trolled study has been published.19 Children and 

adolescents who received pycnogenol for one 

month experienced non-significant improvements 

in inattention, improved visual-motor coordina-

tion; however, no improvements were seen in 

symptoms of hyperactivity. Symptoms returned to 

pretreatment baseline levels after a one-month 

wash-out. Only one case of mild gastric discom-

fort was reported. These findings should be re-

garded as preliminary pending replication by large 

prospective studies.

In addition to singular vitamins or herbal med-

icines, various proprietary herbal and nutrient for-

mulas have been used to treat ADHD; however, 

little research evidence supports their use. A four-

month randomized double-blind placebo-con-

trolled trial evaluated the efficacy of a patented, 

compound herbal preparation (Nurture and Clari-

ty) in improving attention, cognition and impulse 

control in children (n = 120) with newly diagnosed 

ADHD.20 At study end those who received the 

herbal formula showed statistically significant im-

provement in symptoms of inattention, impulse 

control and cognition in all four subscales of the 

test of variables of attention (TOVA) compared 

with no improvement in the control group. The 

herbal formula was well tolerated. These findings 

should be regarded as preliminary pending confir-

mation by large prospective placebo-controlled 

studies.

Acupuncture
A 2010 meta-analysis of acupuncture for ADHD 

revealed three studies that met inclusion criteria 

for sufficient methodological rigor and sample 

size.21 Positive results were seen with electroacu-

puncture given concurrently to behavioral therapy. 

A meta-analysis of two other studies of somatic 

acupuncture or auricular acupuncture combined 

with drug therapy showed significant differential 

effects of combined treatment.22 The findings, 

however, were inconclusive because of the small 

study size, its short duration (less than one month), 

the absence of blinding, and the absence of an in-

tention-to-treat analysis.

Meditation and yoga
In a systematic review of studies on meditation 

and mind-body practices (eg, yoga, Tai chi, Qi 

gong) to treat ADHD, only four studies (83 partic-

ipants total) met inclusion criteria for methodolog-

ical rigor and sample size.23 Two studies evaluated 

mantra meditation and two studies compared yoga 

with conventional drugs, relaxation training, 

non-specific exercise, or treatment as usual. How-

ever, design problems resulted in a high risk of 

bias in all studies and identified only one study 

that met criteria for formal analysis. In that small 

study (n = 15) the teacher rating ADHD scale 

failed to show significant outcome differences be-

tween the meditation group and the drug therapy 

group.24

In a small pilot study (n = 19), children in a 

yoga group experienced greater improvement in 

symptoms over time compared with children who 

exercised. Children who continued on stimulants 

while practicing yoga experienced the greatest im-

provements.25 Two small controlled studies sug-

gest that yoga and regular massage therapy may 

reduce the severity of ADHD symptoms.26,27

Summary and clinical recommendations
When stimulants fail to result in significant reduc-

tions in symptom severity or when adverse effects, 

toxicities, or comorbid substance abuse preclude 

their use, EEG biofeedback and select evi-

dence-based CAM treatments may be considered. 

Restrictive diets are reasonable interventions in 

cases where impulsivity and distractibility may be 

related to sugar intake or food allergies. Parents of 

children with ADHD should first consult their 

child’s pediatrician before initiating a strict dietary 

regimen, and ideally with a qualified nutritionist 

who can provide them with expert guidance 

should be consulted.

When therapeutic doses of stimulants cannot 

be achieved with acceptable tolerance, the adjunc-

tive use of EFAs and select herbals including 

Ginkgo biloba, Panax quinquefolium, Pinus pin-

aster, and Bacopa monnieri may improve re-

sponse. The adjunctive use of acetyl-L-carnitine, 

zinc, and iron may be beneficial in some cases; 

however, these treatments are not substantiated by 

strong research findings. Regular yoga and mas-

sage therapy may help improve attention and hy-

peractivity in some cases. When a person diag-

nosed with ADHD fails to respond to 

pharmacological and CAM treatments it is pru-

dent to rule out confounding psychiatric disorders, 

including learning disorders, depressed mood, and 

anxiety disorders, which are frequently comorbid 

with the syndrome and may interfere with treat-

ment outcomes.
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tikas, jackboots, or the Reich’s typi-

cal soldiers and weaponry. Instead, 

brutal street arrests and sadistic inter-

rogations are carried out by 

thugs who could be collaborat-

ing locals rather than iconic Ge-

stapo agents.

The gendarmes backing 

them sport NATO-type gear and 

guns. One can’t tell whether 

they are German or French 

(shamefully, many police in oc-

cupied France—particularly in 

Paris—arrested refugees and 

dissenters, whether they acted 

out of fascist sympathy or a 

misplaced sense of duty).

The film’s protagonist has 

escaped from a prison camp in 

Germany, the reasons for the 

internment are never explained. 

He is nameless in the novel; 

Georg in the film is nearly as 

anonymous in speech and de-

meanor. Gone to ground in oc-

cupied Paris, he is first encoun-

tered sitting in a bar, immured in 

stolid indifference while violent 

fighting rages in the streets outside.

Petzold deliberately does not clar-

ify whether Georg’s intense anomie 

is innate or posttraumatic shaped by 

his savage prison experiences and the 

dangers he endured on the way to 

Paris. Both possibilities obtain.

He has been paid to deliver two 

letters to Weidel, a famous leftist 

writer. Georg finds the man has 

bloodily killed himself after his wife, 

Marie, declared she no longer loved 

him and left for Marseille. Ironically, 

she declares her change of heart in 

one of the letters he was to deliver; 

implores him to join her in Marseille 

and attempt escape. The other enve-

lope contains an offer from Mexico 

of relocation—the country is a haven 

for displaced leftists—as well as the 

necessary travel papers, presumably 

for intended for husband and wife.

With a death squad hammering at 

Weidel’s door, Georg flees, scooping 

up the writer’s Mexican entry papers, 

passport, and his last short story. He 

plans to travel to Marseille, assume 

Weidel’s identity, and somehow jury-

rig an exit.

Transit powerfully depicts the refu-

gees’ frenetic round of official and 

embassy visits, punctuated by weeks 

of excruciating boredom, and hope for 

securing precious documents dashed 

hopelessly by indifferent or openly 

hostile scornful bureaucrats. Absurd-

ly, Marseille’s authorities will tolerate 

and mercilessly exploit the stateless 

but only if they can prove their com-

mitment to leave the city.

The film’s opening sequences 

deftly establish the refugees’ devas-

tating dislocation. The film is filled 

with vivid, evanescent encounters. 

Georg’s are notably intense and 

ephemeral. He drags a wounded par-

tisan into a boxcar, then finds him 

dead upon arriving in the city next 

morning. He grows close to a fetch-

ing North African boy and his deaf-

mute mother. The pair then vanishes 

into the mountains after the young-

ster angrily rejects Georg when he 

learns about the intended escape. To 

paraphrase Goethe’s Faust: all is 

transitory.

Transit knowingly evokes the clas-

sic 1940s and 1950s film noir tropes. 

Many of these were written and di-

rected by European refugees like Fritz 

Land and Billy Wilder, who were 

strongly influenced by post-World 

War I German expressionist art, which 

often contained unsettling urban 

themes. Emigré filmmakers translated 

the angst ridden, dispossessed milieu 

of the doomed European city to Hol-

lywood (eg, The Big Heat, 1953; Dou-

ble Indemnity, 1944).

The noir genre was typified by 

labyrinthian plots involving a crimi-

nal venture, set in the seamy under-

belly of big city nights. Characters 

often came from working class, low 

class, or otherwise compromised so-

cial backgrounds.

In a common noir subgenre, a pair 

of star-crossed lovers, one or both se-

duced into crime, pursue redemption 

down dark, mean urban streets. A ca-

pricious, ultimately imponderable 

destiny dictate the destruction of 

their dreams—and usually their lives 

(eg, Criss Cross, 1949). 

Transit insinuates that most of the 

refugees’ fate will be as fatally 

sealed, but in the actinic sunlight of 

Marseille rather than the tarnished 

nocturnes of Los Angeles or Manhat-

tan. A femme fatale, who caught lov-

ers in a a spiderweb of betrayal, often 

lurked at the core of noirs like The 

Maltese Falcon (1941). One inter-

prets her as destiny’s lethal hand-

maid. Weidel’s wife is her avatar and 

the film’s femme fatale. She is the 

narrative lynchpin, however unwit-

ting she appears about the sinister 

consequences of her compulsive am-

bivalence towards men.

Her abandonment compels Wei-

del’s suicide; her backpedaling letter 

precipitates Georg’s usurping the 

writer’s identity and journey to Mar-

seille. When they finally meet, she is 

living with an American doctor, who 

gave up his own hard-won departure 

to be with her. She then offers herself 

to Georg. Instantly smitten, he cannot 

reveal his imposture. Her narcissistic 

perspective admits no incongruity in 

sailing away with all her lovers, in-

cluding the dead husband she thinks 

will be on board with the crucial 

Mexican entry papers. Instead of a 

tidy Casablanca (1943) ending, the 

conclusion of Transit is unutterably 

tragic with no convenient rescue. I 

will only reveal that one last sees 

Georg, again alone in a bar, more im-

mured in his sarcophagus of peren-

nial anomie.

Backed by an exemplary cast, 

Franz Rogowski’s Georg personifies 

the director’s dramatic and ideologi-

cal purposes. At times his faintly 

dysmorphic features appear set as in 

Gargoyle stone; at others, they are 

id iosyncra t ica l ly  a t t rac t ive . 

Rogowski makes Georg’s default si-

lent isolation achingly palpable. Be-

ing so unexpected, his observations 

about Marseille’s traumatized, un-

anchored mileu are rendered more 

incisive—and his rare breakthrough 

of endearing tenderness even more 

poignant.

In the film’s most heartbreak-

ing scene he wipes away a sin-

gle tear, while crooning a sweet 

lullaby to the North African boy 

about the twilight return of 

beasts and parents alike to the 

solace of home.

I have noted the analogizing 

of Transit between the totalitari-

anism engulfing Seghal’s era 

and our troubled time. Pitzhold’s 

enigmatic project demands 

strenuous work from the viewer 

to grasp this searing equiva-

lence, and it brilliantly suc-

ceeds. One comes away enlight-

ened and discomfited.

Transit implicitly references 

the social critics who illuminat-

ed the disrepair and absurdity of 

the human condition during and 

after World War II. One chiefly 

thinks of the great existentialists: no-

tably Camus of The Stranger and 

Sartre of No Exit. But, it is the ghost 

of Franz Kafka, paragon of agonized 

alienation, who hovers over the con-

cluding appraisal of our suffering un-

moored world in Transit. Kafka’s 

presence is unmistakable in the par-

able of Weidel’s last story, which 

Georg relates with quiet irony to a 

cynical American embassy official 

who would rather see thousands die 

in Marseille’s squalor than grant 

them liberty.

A scene occurs at the end of the 

film: a man who has just died must 

register himself into hell. What he 

has done to deserve his fate is as in-

explicable as the bureaucratic regis-

tration process—he finds himself 

standing before a large door and 

waits years without being admitted. 

(It is all pure Kafka.) Finally, he asks 

a passerby how to gain entry. The 

Kafkaesque reply:

“But, sir, this here is hell.”

Dr. Greenberg practices psychiatry 

in Manhattan, New York. He continues 

to publish frequently on film, media, 

and popular culture. For many years, his 

cinema column appeared in Psychiat-

ric Times. He has appeared frequently 

on national and international network 

and cable television programs includ-

ing Good Morning America, Today, 

CBS Evening and Sunday News. Please 

address communications to Dr. Green-

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

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

Opportunities are currently available for the following:

• Inpatient Attendings
• Director of Psychiatry Emergency Services
• Attending Psychiatrist – Emergency Room 
• Attending Psychiatrist – Partial Hospital Program

Moonlighting opportunities also available!

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

We offer an easily accessible location within a beautiful residential Bronx neighborhood, 
generous compensation package, as well as unparalleled health benefits, opportunities for 
advancement, retirement plan, malpractice, Sponsorship for H1 & J1 Visas, and much more!  
For immediate confidential consideration, please contact: Carmen Velez – Office  
of Physician Recruitment: Velezc@pagny.org 646-494-7559

www.pagny.org

Physician Affiliate Group of New York [PAGNY] provides services to NYC Health + Hospitals Corporation (H + H),  

the largest public healthcare system in the United States. EOE M/F/D/V

Psychiatrists
Bronx, NY    

New York City Health + Hospitals/Jacobi is a modern, state-of-the-art, Level 1 Trauma 

Center located in an attractive and safe residential Bronx neighborhood just 20 minutes 

north of Manhattan. It is a North Bronx Healthcare Network hospital affiliated with 

North Central Bronx Hospital and a teaching site and academic affiliate of the Albert 

Einstein College of Medicine. It offers a full continuum of Acute Care Inpatient and 

Outpatient services in diverse Medical and Surgical Specialties, including Psychiatry.   

The Department of Psychiatry has 89 Adult Acute Inpatient beds, a Comprehensive 

Psychiatric Emergency Program (CPEP), a Consultation-Liaison Service, an Adult Ambulatory 

Practice, and a Community-Based Assertive Community Treatment Program. The 

department employs evidence-based best practices in providing the highest quality care to 

its patients, in a patient-centered approach that is respectful of their individuality, culture, 

and community. 

Opportunities are currently available for the following:

• Inpatient Attendings

• Attending Psychiatrist CPEP

• Child Psychiatrist CPEP

• Consultation and Liaison Psychiatrist

Moonlighting opportunities also available!

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

We offer an easily accessible location within a beautiful residential Bronx neighborhood, 
generous compensation package, as well as unparalleled health benefits, opportunities for 
advancement, retirement plan, malpractice, Sponsorship for H1 & J1 Visas, and much more! 
For immediate confidential consideration, please contact: Carmen Velez – Office of Physician 
Recruitment: Velezc@pagny.org 646-494-7559

www.pagny.org

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

Psychiatrists $266,844 - $320,640 (Board Certified) 

$260,004 - $311,592 (Board Eligible)

INPATIENT PSYCHIATRY – ON YOUR TERMS.

Contact us today: LaTreese Phillips at (916) 691-4818, CentralizedHiringUnit@cdcr.ca.gov | Apply online at www.cchcs.ca.gov EOE

Imagine practicing psychiatry on your terms.   

A practice opportunity that provides you the 

structure of a multidisciplinary team, including 

psychologists, rehabilitation therapists, clinical 

social workers, and other health care support 

staff, all working collaboratively to deliver quality, 

evidenced-based mental health.   

A clinical framework designed to allow you the 

time to carefully treat your patient caseload, 

demonstrate your psychopharmacological 

skills with the help of a robust drug formulary, 

and advance your knowledge through 

regularly-scheduled, thought-provoking CMEs, 

including lectures from forensic psychiatry and 

psychopharmacology experts from neighboring 

academic institutions.

A safe and secure psychiatric inpatient program, 

where you’ll receive a competitive salary and 

comprehensive State of California benefits, such as:

• 40-hour workweek with flexible schedules, 

including 4/10 shifts

• $10,000 Thank You Bonus to professionals 

newly hired with the State of California

• 401(k) and 457 retirement plans (tax defer up to 

$38,000 - $50,000 per year)

• Visa sponsorship opportunities

• Relocation assistance available to professionals 

newly hired with the State of California

• And much more

This practice opportunity exists in select California 

locations with California Correctional Health 

Care Services and the California Department of 

Corrections and Rehabilitation.  Working together, 

these two State of California departments provide 

much needed inpatient psychiatric care to patients 

at the following State-owned and -operated 

correctional facilities:

• California Health Care Facility – Stockton, CA

• California Medical Facility – Vacaville, CA

• Salinas Valley State Prison – Soledad, CA

mailto:Velezc@pagny.org
http://www.pagny.org
mailto:Velezc@pagny.org
http://www.pagny.org
mailto:CentralizedHiringUnit@cdcr.ca.gov
http://www.cchcs.ca.gov
http://www.cchcs.ca.gov
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• 5HFHQW�LQSDWLHQW�VDODU\�LQFUHDVH����������-���������� 

• 3V\FKLDWULVW�/RDQ�5HSD\PHQW�3URJUDP�RIIHULQJ�XS�WR�
���������RYHU���\HDUV� 

• )OH[LEOH�ZRUN�VFKHGXOHV��3ULYDWH�SUDFWLFH�SHUPLWWHG� 

• 7HOH-SV\FKLDWU\�SRVLWLRQV�DYDLODEOH�DW�RXU�97&�6XLWHV��
LQFOXGLQJ�/RQJ�,VODQG� 

• 2SWLRQDO�SDLG�RQ-FDOO�GXW\�DW�WKH�KRVSLWDO� 

• 2SSRUWXQLWLHV�IRU�DFDGHPLF�DIILOLDWLRQ�ZLWK�681<�����������
8SVWDWH��'LYLVLRQ�RI�)RUHQVLF�3V\FKLDWU\� 

• *HQHURXV�EHQHILWV�DQG�UHWLUHPHQW�SDFNDJH� 

• 5HORFDWLRQ�DVVLVWDQFH� 

• 5REXVW�FRQWLQXLQJ�PHGLFDO�HGXFDWLRQ�RSSRUWXQLWLHV�� 

• 6DWHOOLWH�8QLWV�ORFDWHG�WKURXJKRXW�1<6��ZLWKLQ�������
FRPPXWLQJ�GLVWDQFH�RI�PRVW�PDMRU�FLWLHV������������ 

)RU�PRUH�LQIRUPDWLRQ��FRQWDFW�0HOLQGD�
&DUH\��+5�6SHFLDOLVW��DW����-���-�����RU�

0HOLQGD�&DUH\#RPK�Q\�JRY 

+RSH��5HFRYHU\��5HVLOLHQFH��

6HHNLQJ�3V\FKLDWULVWV�� 

1HZ�<RUN�LV�WKH�6WDWH�RI�2SSRUWXQLW\���-RLQ�
RXU�H[FHOOHQW�WHDP�RI��SV\FKLDWULVWV�DQG�QXUVH�����
SUDFWLWLRQHUV�GHOLYHULQJ�FRPSDVVLRQDWH�FDUH�IRU�
SDWLHQWV�LQYROYHG�LQ�WKH�MXVWLFH�V\VWHP�WKURXJK�
D�PXOWLGLVFLSOLQDU\�PRGHO��&HQWUDO�1HZ�<RUN�������
3V\FKLDWULF�&HQWHU�LV�D�G\QDPLF�RUJDQL]DWLRQ�
WKDW�SURYLGHV�FRPSUHKHQVLYH��HYLGHQFH-EDVHG�
PHQWDO�KHDOWK�VHUYLFHV�WKURXJK�D�FRQWLQXXP�RI�
FDUH�LQ�RXU�LQSDWLHQW�KRVSLWDO�DQG�VWDWHZLGH��
FRUUHFWLRQDO�IDFLOLWLHV�DQG�LV�DFFUHGLWHG�E\�7KH�
-RLQW�&RPPLVVLRQ� 
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Our Work 
Matters

Make a difference  
for those who  

need it the most.

www.psychiatristjobs.la

• Join the largest and most dynamic 

mental health department in  

the country

• Multiple avenues for advancement 

and professional development

• Flexible work schedules 

• Unparalleled work-life balance

• Highly competitive benefits

• Competitive salary with potential 

bonuses of up to $32,000 annually

• Student loan repayment incentive 

of up to $250,000

• Reimbursement of eligible 

relocation costs of up to $15,000
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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

PROVIDED. OUTSTANDING

SALARYAND BENEFITS

Immediate Need for BC Psychiatrist

with CA license for several outpatient

and inpatient sites

Contact Sandra Williams at 818-814-7790

or email me your current CV to

swilliams@alignedth.com

To be considered for these

great opportunities.

CALIFORNIA

Locum Psychiatrists needed

Ref/Sign Bonuses

CA State Hospitals $275 to $280/hr

$1/2 Million to ¾ Million plus/year.

$185-$300/hr.

CA Counties, Prisons, DMH-LA,

Telepsychiatry, A+ Occurrence Insurance

www.imperiallocum.com

Call: 559-799-8344 Fax: 888-712-2412

Email: Locumjobs@Imperiallocum.com

Realize Your Dream 

Looking for the Freedom & Flexibility

Private Practice

Choose your own hours

Clinical Freedom

Unlimited Vacations

No Calls

100% Outpatient

H1 Visa Welcome

Earn over $350K/Year

Benefits includes:

Malpractice ins, 401K, Medical

Dental, Vision & LTD ins

We are looking for Adult and 

Child Psychiatrists in

San Francisco Bay Area

Los Angeles/Orange County Area

Sacramento Area

Comprehensive Psychiatric Services

Mansoor Zuberi, M.D.

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

drzuberi@psych-doctor.com

www.psych-doctor.com

Psychiatrist for Private Practice

Full Time or Part Time

Includes health benefits, vacation, 401K, 

and excellent competitive compensation, 

other arrangement

Please contact

Human Resources

Phone: 916-628-7654

Fax 916-930-6100

Hisham.solimanmd@gmail.com

 

 

Opening for an Outpatient Psychiatrist at 

LAC+USC Medical Center

The USC Department of Psychiatry & Be-

havioral Sciences seeks a full-time Califor-

nia-licensed, board-eligible psychiatrist for 

the LAC+USC Adult Outpatient Psychiatric 

Clinic (AOPC). This is a county-paid posi-

tion with the Los Angeles County Depart-

ment of Health Services; salary and benefits 

are competitive. 

As an attending psychiatrist at the 

LAC+USC AOPC, you will:

• Provide psychiatric evaluation and treat-

ment to patients through direct patient 

care and clinical supervision of physician 

residents in psychiatry.

• Mentor and provide guidance to eager 

third-year general psychiatry residents 

serving a diverse patient population.

• Work with multidisciplinary teams in 

treatment planning.

• Have access to cutting-edge evidence-

based patient care methodologies.

• Be eligible for a faculty appointment in the 

USC Department of Psychiatry.

• Have the opportunity to attend Grand 

Rounds and fulfill CME requirements.

If interested, please submit a cover letter and 

CV to:

Jacqueline Garcia

HR Coordinator

USC Dept of Psychiatry

323.442.4034

garcia8@med.usc.edu

Outpatient Psychiatry Opportunity

San Joaquin County Behavioral Health 

Services is seeking to fill Outpatient Adult 

[General], and Sub-Specialty Psychiatry 

(Child Psychiatry, Geriatric, Forensic, 

Addiction and Psychosomatic Medicine) 

positions in a multidisciplinary, recovery-

oriented clinical setting. Services are 

provided either on-site or using a hybrid 

model of on-site and tele-psychiatry 

practice. The positions offer a very 

competitive salary with a guaranteed base, 

plus incentive opportunities, board certified 

Psychiatrists have the potential to easily earn 

over 300K+ a year; comprehensive health 

insurance; up to three retirement and pension 

programs; 35 days of vacation and CME 

time that increase with tenure. Signing and 

moving bonuses are also available. 

Interested J-1 and H-1B candidates are 

welcome to apply. 

Contact Khurram Durrani, MD at: 

kdurrani@sjcbhs.org; 

Fax CV to 209-468-2399. EOE.

Our competitive rates

can help you promote

physician products and

services.

4 5

(203) 523-7026
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The doctors  of  TRADITIONS 

BEHAVIORAL HEALTH are the largest 

provider of MD psychiatric services to adult 

populations in institutional and community 

based programs in California. We provide 

services to the seriously and persistently 

mentally ill and have openings in the San 

Francisco Bay Area, Santa Barbara, San 

Diego and Los Angeles. Overall we plan to 

add 50 more Fulltime psychiatrists in 

California to bring our medical staff team to 

400 psychiatrists. Our packages vary from 

a minimum of $300,000 per year plus 

$10,000 in bonuses and a benefit package 

valued at approximately $90,000, to up to 

$500,000, for the industrious physician. 

Our generous benefit package includes 

almost 7 weeks paid time off per year. If you 

are creative and think outside the box, if you 

value diversity and cultural competency, if 

you like innovative programs that are patient 

driven, using a rehabilitative, rather than 

illness model, if you want more time to work 

with patients, to get the best results, then TBH 

is the company for you. To learn more about 

the specific job openings and salary and 

benefit packages, check out our Website at: 

www.tbhcare.com or Email your letter of

interest and CV to our company President,

Gary A. Hayes, Ph.D. at: 

Drhayes3@tbhcare.com 

TBH is an equal opportunity employer
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Psychiatrist Position

J-1 Visa Opportunity in California

Imperial County Behavioral Health Services is 

currently recruiting for a full time psychiatrist. 

Imperial County is located 90 miles by freeway 

to the city of San Diego to the west, and 90 

miles to Palm Springs to the north. Located in 

a rich farming area, Imperial County has a 

population of 180,000 and borders with Yuma, 

Arizona and with the cosmopolitan city of 

Mexicali, Mexico population 1.2 million. San 

Diego State University maintains a satellite 

campus in Calexico and there are a number of 

private and public universities located in 

Mexicali, the state capital of Baja California 

Norte. Imperial County’s location and diversity 

make it the perfect place for a psychiatrist to 

relocate under the J-1 Visa program or for any 

reason.

The position pays a highly competitive 

salary, including health benefits for you and 

your family, and requires no hospital work 

and minimal after hours work freeing you up 

for more leisurely activities. 

The successful candidate diagnoses and treats 

patients with mental, emotional, and behavioral 

disorders. Qualified candidate must have CA 

medical license or ability to obtain.

Send CV to Imperial County Behavioral

Health Services, 202 North 8th Street,

El Centro, CA 92243.

J-1 applicants welcome.

For additional information,

please contact:

Kristen Smith (442)265-1606

kristensmith@co.imperial.ca.us

BE or BC psychiatrist needed. Following 

locations have immediate openings:

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

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

• San Jose, CA: Schedule: 32 hours per 

week Pay Rate: $140 - $158/hour 

(Employee); $183 - $210/hour (Contractor)  

• San Jose, CA: Schedule: 8-20 hours per 

week Pay Rate: $140 - $158/hour 

(Employee); $183 - $210/hour (Contractor)  

• Belmont, CA: Schedule: 24 hours per 

week Pay Rate: $140 - $158/hour 

(Employee); $183 - $205/hour (Contractor)  

• 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 

Psorecruiting@telecarecorp.com 

EOE M/F/V/Disability

FLORIDA

The University of Miami Miller School of 

Medicine Department of Psychiatry and 

Behavioral 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: 

• M.D./D.O. with Board Eligibility or Board 

Certification in Child and Adolescent 

Psychiatry

• 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 

Leading Locum Psychiatrist Services

 Psychiatrists Needed NOW
GREAT NEWS WITH TOP DOLLAR PAY!!!

BEST PAY IN THE PSYCHIATRIST PLANET!!!
EASILY MAKE ½ A MILLION DOLLARS PLUS PER YEAR!!! 

BEST WEATHER & BEACHES IN THE AREA!!!

DEPARTMENT OF STATE HOSPITALS

• Atascadero State Hospital $275-$280 per hour

• Colinga State Hospital $275-$280 per hour

• Napa State Hospital $275-$280 per hour

• Patton State Hospital $275-$280 per hour
 

( Part time & full time positions available )

Payment Plan: Monthly/Delayed

*Free Direct Deposit*

Ref. bonus/signing Bonus will be $1.5k/$2.5k starting September 2019

(certain rules applies)

A+ Occurrence Malpractice Through PRMS

Phone: 559. 572. 6088 Fax: 559. 328. 0065

Email: pinnaclehealthservices@pinnaclehealthservicesinc.com

Website: http://www.pinnaclehealthservicesinc.com

Apply Now

Find What You’re Looking For Now

Log on to:

www.PsychiatricTimes.com/
classifieds

UMass Memorial Health Care and the University of  Massachusetts Medical School 
currently have openings within the Department of  Psychiatry.

The Department of Psychiatry is a national leader in public sector psychiatry, child and adolescent psy-

chiatry, neuropsychiatry, psychosocial rehabilitation, women’s mental health, and addiction psychiatry. 

We integrate our clinical, research, teaching and community partnership activities to help individuals and 

families transform their lives through recovery from mental illness and addiction. We are particularly in-

terested in having Faculty join our Department who are motivated for a career in clinical research. We are 

the largest provider of psychiatric services in central Massachusetts, with over 400 faculty members and 

12 hospitals and community mental health centers. 

Our residency program trains 7 residents per year, including general psychiatry and specialty tracks for 

combined adult and child psychiatry and combined neurology. We offer fellowships in Child and Adolescent 

Psychiatry, Addiction Psychiatry, Forensic Psychiatry, Neuropsychiatry, and Adult Developmental Dis-

abilities. Interested candidates should send their curriculum vitae addressed to Dr. Sheldon Benjamin, MD. 

�

Commonwealth of  MA Positions UMass Memorial Medical Group Positions

Facility Medical Director (Cape Cod and Islands 
Mental Health Center, Pocasset, MA): Provides 

administrative and clinical oversight for the 
DMH-operated and contracted state hospital 

and community support programs.

Full-Time Inpatient Psychiatrists, Worcester 
Recovery Center and Hospital, Worcester, MA: 
Be part of a person centered, recovery oriented 

multidisciplinary team that strives to help 
individuals lead healthy lives and return safely to 

the community.

Part-Time/Full-Time Psychiatrist (Cape Cod and 
Islands Mental Health Center, Pocasset, MA): 

Work closely with two advance practice 
psychiatric nurses, a consulting internist, and a 

multidisciplinary team.

For additional information, please contact:
Marie Hobart, MD, Vice Chair, Public Sector Psychiatry 

marie.hobart@umassmed.edu

Geoffrey Bottone
geoffrey.bottone@umassmed.edu.

Interested applicants should apply directly at 
www.academicjobsonline.org

(J-1 and H-1B candidates are welcome to apply)

Chief Medical Officer (CHL, Worcester, MA): 
Supervision of a large group of professionals and 

participation in development efforts serving 
>22,000 individuals each year.

Medical Director 
(Adult Outpatient Psychiatry, Worcester, MA): 
Clinical Academic oversight of a new 38-office 

outpatient teaching clinic 

Adult Attending Psychiatrist (CHL, Worcester, 
MA): Outpatient clinic in Worcester serving a 

diverse population with mental health and 
substance use disorders.

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

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

Dr. Sheldon Benjamin, MD:
c/o: Jessica Saintelus, Physician Recruiter

Jessica.Saintelus@umassmemorial.org

http://jobs.jobvite.com/umassmemorialmedical-
groupphysicians/search?q=&d=Psychiatry

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

mailto:marie.hobart@umassmed.edu
mailto:geoffrey.bottone@umassmed.edu
http://www.academicjobsonline.org
http://www.psychiatrictimes.com
http://www.tbhcare.com
mailto:Drhayes3@tbhcare.com
mailto:kristensmith@co.imperial.ca.us
http://www.telecarecorp.com/physician-jobs/
mailto:Psorecruiting@telecarecorp.com
mailto:psychiatry@med.miami.edu
mailto:pinnaclehealthservices@pinnaclehealthservicesinc.com
http://www.pinnaclehealthservicesinc.com
http://www.PsychiatricTimes.com/classifieds
mailto:Jessica.Saintelus@umassmemorial.org
http://jobs.jobvite.com/umassmemorialmedicalgroupphysicians/search?q=&d=Psychiatry
http://www.pinnaclehealthservicesinc.com
http://www.tbhcare.com
http://umassmed.edu
http://telecarecorp.com
http://med.miami.edu
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UNIVERSITY OF MIAMI, 
DEPARTMENT OF PSYCHIATRY
SYLVESTER COMPREHENSICE 

CANCER CENTER

EXCEPTIONAL PSYCHIATRY 
OPPORTUNITY

Consultation-Liaison Psychiatrist

The Department of Psychiatry at the 
University of Miami and The Sylvester 
Comprehensive Cancer Center announces a 
search for an academic psychiatrist with 
interest and experience in psychosomatic 
medicine and psycho-oncology. Applicants 
can anticipate working collaboratively with 
fellow psycho-oncology providers including 
five psychologists, a psychiatrist and a team 
of oncology social workers.

JOB DESCRIPTION

Providing psychiatric consultation-liaison 

services in either inpatient, outpatient or both 

oncology settings across the oncology enterprise

Participation as a member of the Department 

of Psychiatry and Behavioral Sciences

Participating in teaching activity for 

advanced trainees to ensure the highest level 

of educational excellence.

 

QUALIFICATIONS OF THE 

PSYCHIATRIST

•  Board certification in Psychiatry.

•  Board eligibility/certification in C-L 

Psychiatry would be preferred but 

experience will be considered. 

COMPENSATION & BENEFITS 

This dynamic position commands an 

extremely competitive salary enhanced by an 

attractive benefits package, including but not 

limited to:

•  Competitive compensation including bonus 

programs, vacation 

•  Comprehensive benefits include: health/

dental/vision, paid malpractice, 403(b) plan

The University of Miami (UM) Miller School 

of Medicine is an academic medical center 

with extensive clinical facilities including the 

Sylvester Comprehensive Cancer Center 

(Sylvester). All Sylvester physicians are on the 

faculty of the Miller School of Medicine, South 

Florida’s only academic medical center. 

CV’s and letter of interest can be directed to 

Maria Rueda-Lara, MD 

email: mrueda2@med.miami.edu

Our competitive rates
can help you promote

physician products and

services.

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

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

residents of Monmouth, Ocean, Middlesex, and Bergen Counties for over forty years. Due to 

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

our Mental Health and Addiction Interdisciplinary Teams in the following positions:

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

•  Carrier Clinic -Inpatient Attending-  

 o Child/Adolescent–Carrier Clinic (Belle Mead, NJ)

 o Adult/Geriatric–Carrier Clinic (Belle Mead, NJ)

•  Residency Training Program Director – Ocean Medical Center, (Brick, NJ)

•  Pediatric Psychiatry Collaborative 

•  Consultation Liaison Psychiatrists:  

 o Hackensack University Medical Center (Hackensack, NJ) 

 o Raritan Bay Medical Center (Perth Amboy, NJ)

•  Staff Psychiatrist for Adult Inpatient Unit: 

 o Riverview Medical Center (Red Bank, NJ)

 o Hackensack University Medical Center (Hackensack, NJ)

•  Outpatient Child& Adolescent Psychiatrist: Hackensack University Medical Center 

(Hackensack, NJ)

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

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,’’

Department of Psychiatry

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.

Psychiatry Residency Training Program Director

Ocean Medical Center, Brick, New Jersey

Hackensack Meridian Health is seeking a Residency Training Program Director to lead a unique community-

engaged psychiatry residency program. 

Located in the heart of one of the largest and fastest growing counties in the state, Ocean Medical Center has 

become a vital part of the community since its opening in 1984. 

Ocean Medical Center has been ranked as the top rated hospital for quality in Ocean County, and among the 

best in the state of New Jersey. We have been rated as the top hospital in the county for the treatment of heart 

attack, congestive heart failure, and surgical care improvement. In fact, Ocean Medical Center was named one 

of the safest hospitals in the state of New Jersey by Forbes Magazine.

Requirements: Candidates must have an MD or DO degree; Completion of an ACGME Accredited Psychiatry 

residency; Current board certification by the American Board of Psychiatry and Neurology; Three years of 

experience as a member of a teaching faculty or as an educational administrative leader; and have a strong 

track record of scholarship. 

Hackensack Meridian Health is committed to improving the health and well-being of the residents of New 

Jersey by providing quality, patient-centered health care services delivered in hospital, community and in-

home settings, and to advancing medicine through clinical education and research.

We foster a culture of excellence within a collaborative environment. We actively seek innovative solutions, 

technologies and partnerships to support sustainable financial growth and to ensure communities we serve 

have access to a comprehensive continuum of integrated services that meet their present and future health 

care needs. Successful candidate will not only have a faculty appointment at our new Hackensack Meridian 

School of Medicine, but will also be part of the academic psychiatry leadership team.

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,’’

Department of Psychiatry

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.
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MASSACHUSETTS

Psychiatry Opportunities - Cambridge 

Health Alliance (CHA)

CHA, a well-respected, nationally recognized 

and award-winning public healthcare system, 

is seeking full- and part-time Psychiatrists 

and Psychologists. We are comprised of three 

campuses and an integrated network of pri-

mary and specialty outpatient care practices.

CHA offers comprehensive mental health 

services for all ages and in many languages. 

Opportunities are available both inpatient 

and outpatient in our Adult, Child/Adoles-

cent, Psychiatry Access Service (PAS), 

and Primary Care Integration. 

CHA offers a collaborative practice environ-

ment with an innovative clinical model. As a 

teaching affiliate of Harvard Medical School; 

academic appointments are available com-

mensurate with medical school criteria.

Ideal candidates will possess excellent clini-

cal/communication skills and a strong com-

mitment to and passion for our multicultural, 

underserved patient population.  

Please visit www.CHAproviders.org to learn 

more and apply.  CV and cover letter may be sent 

directly to ProviderRecruitment@challiance.org. 

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.

MISSOURI

Compass Health Network, is a large non-

profit health system delivering Behavioral 

Health services in multiple settings, both in-

patient and outpatient in forty-nine Missouri 

counties.  We have immediate openings for 

full and part-time Psychiatrists in multiple 

locations in Missouri.  Candidates must have 

MD or DO degree, be ABPN board-certified 

or eligible in Psychiatry and possess or ob-

tain a Missouri license. We offer a competi-

tive compensation and benefit plan.

Apply online at 

www.compasshealthnetwork.org

or send your CV to cgrigg@compasshn.org.

Candidates with J-1 or H1-b visa status are 

welcome to apply.

EOE

 

Compass Health, Inc. in Clinton, MO, seeks 

psychiatrist to provide psychiatric services 

to patients in Cass County, Henry County, 

and other locations throughout central MO 

as assigned.  M.D., or prof. equiv. degree, 

BC/BE in Psychiatry and MO Medical 

License required.  Send C.V. to: Ms. Cathy 

Grigg at cgrigg@pbhc.org, fax: 

417-532-6606. EOE.

NEW YORK

Locum Psychiatrists needed

Ref/Sign Bonuses

$200-$250/hr.

Up to $1/2 Million plus/year.

State Hospitals/OMH NYC and Upstate

All Locations, A+ Occurrence Insurance

www.imperiallocum.com

Call: 559-799-8344 Fax: 888-712-2412

Email: Locumjobs@Imperiallocum.com

NORTH CAROLINA

We Want You to Join Our Behavioral

Health Team!

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

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

Emergency Opportunity

•  Two BE/BC providers with experience in 
ED or trained in ED/Psychiatry. The 
Emergency Department maintains a 
Psychiatric Unit of 
9 beds for patients in crisis. Support team 

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�

www.psychiatrictimes.com/classifieds
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mailto:ProviderRecruitment@challiance.org
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http://www.imperiallocum.com
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is specialty trained. Schedule consists of 16 

hour  shifts, approximately 10 shifts per month.

Adult Outpatient Opportunity

•  BE/BC provider with training/experience in a 

variety of mental health treatment conditions as 

well as Chemical Dependency and Substance 

Abuse. Candidate with experience in treatment 

of Bipolar Disorder, Borderline Personality 

Disorder, and Mood Disorders is preferred. 

Additionally, ECT training and experience is 

highly desirable. Well established adult team is 

flexible and transparent for either or both 

inpatient and outpatient services. Clinic hours 

are Monday -  Friday with limited call

Child Outpatient Opportunity

•  BE/BC Child & Adolescent providers.

The current structure is for 90% outpatient 

Monday through Friday work schedule.

We offer best in class compensation plus generous 

benefits including Paid Malpractice, CME Time 

and Allowance, Accrued Paid Time Off, 403(b) 

match and 457(b), Health, Dental, and other 

desirable benefits.

Please contact Suzy Cobb,

Physician Recruiter for more details

at (910) 615-1889

or scobb2@capefearvalley.com.

BRAND NEW ADULT INPATIENT 

PSYCHIATRIC UNIT OPENING NEAR 

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

bed unit helping to mold and develop the program 

in Louisburg, NC – 30 minutes from Raleigh. 

Offering employment with benefits.  We have 

already helped the hospital open a 13-bed Geriatric 

Psychiatry Unit.  Please contact Terry Good, 

Horizon Health, at 804-684-5661; terry.good@

horizonhealth.com; Fax: 1-804-684-5663.

OKLAHOMA

Medical Director

St. Mary’s Regional Medical Center, located in 

Enid, OK, is now hiring a Psychiatrist to provide 

inpatient and outpatient services.  Enjoy providing 

much-needed services in an attractive Midwestern 

location.  Work while benefitting from the support 

of a progressive administrative team that values a 

strong work/life balance.   

Opportunity Highlights

• Hospital-employed position

• Position includes treatment of adult patients in a 

15-bed inpatient wing as well as a busy outpatient 

practice

• Program is fully staffed and includes a reception-

ist, LPN and clinic manager.  There is also an NP 

to assist the physician

• Position includes a Medical Directorship, with 

clinical oversight of the program

• Compensation package includes a competitive 

base salary, full employed benefits, sign-on bonus, 

relocation, and a director’s stipend.  

St. Mary’s Regional Medical Center is a 229-bed 

facility and is one of the two hospitals in Enid. It 

serves a ten-county service areas with a popula-

tion of approximately 200,000. Most specialties 

are represented on the medical staff.

Just 90 miles from Oklahoma City, Enid of-

fers many of the advantages of larger cities 

without the associated high cost of living. 

One of Good Morning America’s “Five Hot 

Real Estate Markets”, Enid offers the best of 

Midwestern living - fine dining, shopping, 

historical sites, and recreational activities in 

abundance.  If you’re looking for exception-

al quality of life, consider Enid.  You’ll see 

why we’re known as the “Bright Star of the 

Great Plains”! 

For more information, contact: Mark 

Blakeney, Phone: 972.420.7473, or email: 

mark.blakeney@horizonhealth.com

OKLAHOMA

John J Hopper MD PLLC is a well-

established Family Psychiatry private 

practice located in Rockport, Texas. Join this 

highly successful team with 1000+ active 

files. We have a patient draw area of 11 

counties of 600,000 and have been serving 

this area for over 19 years. Our office offers 

a fully staffed professional therapeutic team 

of experienced medical office and billing 

management.

Our practice is 100% outpatient and can 

offer a partnership track. We provide 

services to children, adolescents, adults and 

geriatrics.  Rockport is a beautiful coastal 

community only 30 min. away from three 

psychiatric hospitals. You can expect a 

strong growth rate in this vibrant area with 

additional psychiatrists.

Contact Pat Hopper at (361)729-4263 or 

submit C.V. by fax at (361) 727-2036.

WASHINGTON

PHYSICIAN - Psychiatrist - **Sign-On 

Bonus** The Mann-Grandstaff Veterans 

Affairs Medical Center in Spokane 

Washington, is seeking full-time physicians 

to serve our Nations Veterans. Seeking board 

certified or board eligible in Psychiatry.  

Inpatient and outpatient opportunities. 

Relocation may be available to physicians 

who currently reside more than 50 miles from 

our facility.   Benefits include malpractice 

coverage, and generous paid vacation, sick, 

and CME package.  For detailed qualification 

requirements and to apply, refer to 

announcement CBAO-10328822-18-CWZ 

posted on www.USAjobs.gov For further 

information, please contact the VA Medical 

Center, Human Resources, 4815 N. 

Assembly, Spokane, WA  99205 (509)434-

7389.  An Equal Opportunity Employment 

Opportunity.
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