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K
etamine has caused quite a stir in psychiatric 

practice. Sub-anesthetic administrations of 

ketamine have been shown to markedly im-

prove symptoms of depression and anxiety.1 

While the growing off-label use of ketamine speaks 

to the need for novel approaches to psychiatric care 

and treatment-resistant illness, it also presents an 

ethical dilemma, wherein widespread adoption has 

once again leaped ahead of scientific understanding.

The current literature suggests that therapeutic ef-

fects of ketamine involve modulation of glutamate 

neurotransmission, Į -amino-3-hydroxy-5-methyl-

4-isoxazole propionic acid (AMPA) receptor po-

tentiation, downstream influences on neurotrophic 

signaling cascades and neuroplasticity, and func-

tional changes in assorted neural networks. Addi-

tional work is necessary to clarify the importance 

and reliability of these biological findings.

 

Another arc to the ketamine story dates back to a 

decades-old era of psychedelic research and search 

for medications with transformative power. Indeed, 

although primarily conceptualized today as a dis-

sociative anesthetic, ketamine has also been classi-

fied more broadly as a hallucinogen. Hallucinogens 

function by various pharmacological mechanisms 
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H
andgrip is a simple proxy for 

muscular strength and a clinical-

ly useful measure of muscular 

function. A weaker handgrip strength 

is associated with poorer quality of 

life, increased mortality, and poorer 

cognition—including cognitive de-

cline—in aging populations.1-3 The 

neurophysiologic underpinnings of 

the relationship between handgrip 

strength and cognition are unclear. 

Higher total brain volume is associat-

ed with greater muscle size but not 

necessarily with muscle strength.4 In-

creased handgrip strength is associat-

ed with fewer age-related white matter 

hyperintensities in the brain.5 Another 

potential mechanism is inflammation, 

as both age-related cognitive decline 

and weaker handgrip strength are as-

sociated with higher levels of inflam-

matory markers.6

 Whether the association between 

handgrip strength and cognition gener-

alizes to other non-aging populations, 

including patients with psychiatric dis-

orders, is unknown. In particular, no 

previous studies have investigated the 

association in patients with schizophre-

nia, which is associated with a broad 

range of cognitive deficits. Firth and 

colleagues7 used population-scale data 

to investigate the relationship between 

maximal handgrip strength and cogni-

ISSUE HIGHLIGHTS

Earn 30 FREE CME credits
www.psychiatrictimes.com/CME

COMPLETE CONTENTS, PAGE 2

Addressing Poverty 
and Mental Illness

Kevin M. Simon, MD, Michaela 

Beder, MD, and Marc W. 

Manseau, MD, MPH

The Silent Suffering of 
Those on Temporary 
Protected Status

Jennifer Severe, MD and Kirsy 

Japa, MD

The Opioid Epidemic: 
Who Is to Blame?

Steven A. King, MD, MS

(CONTINUED ON PAGE 16)

(CONTINUED ON PAGE 3)

» David S. Mathai, MD, Sanjay J. Mathew, MD, 
Eric A. Storch, PhD, and Thomas R. Kosten, MD

LI
P
S
K
IY

/S
H

U
T
T
E
R

S
T
O

C
K
.C

O
M

; 
W

IT
H

T
H

E
S
E
H

A
N

D
S
/S

H
U

T
T
E
R

S
T
O

C
K
.C

O
M

Special Report
Community Psychiatry

http://www.ubmlifesciences.com/
http://www.PsychiatricTimes.com
http://www.psychiatrictimes.com/CME


Focused on the latest developments in the field, 

NeurologyTimes is a key resource for neurologists 

and neurological care specialists, including:

◗  Resource libraries dedicated to: Alzheimer disease, multiple 

sclerosis, Parkinson disease, strokes, epilepsy and seizures

◗  Interactive features and webinars with thought leaders involved 

in the research and treatment of neurological disorders

◗  Educational quizzes that put your diagnostic skills to the test

◗  The sharing of best practices to help neurological 

professionals improve patient outcomes

    …and more!

Visit NeurologyTimes.com today!

http://www.ubmlifesciences.com
www.NeurologyTimes.com
www.NeurologyTimes.com


JUNE 2018 1P S YC HI AT R IC T IME S

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

FROM THE EDITOR

APA Dreamin’, on a Summer’s Day

Allan Tasman, MD | Editor in Chief

T
here was a lot to digest from the 

recent APA Annual Meeting in 

New York, and I’m still at it. 

There were many terrific aspects of 

what I believe is by far the most di-

verse, comprehensive, innovative, 

and overwhelming psychiatric con-

vention in the world. I still remember 

that I felt the same way at my first 

APA convention in Anaheim (“Psy-

chiatrists in Fantasyland” was the 

headline in Time magazine). And 

that program probably had about 

20% of the presentations and pre-

senters as this year’s meeting. Thanks 

go to this year’s scientific program 

chair, Linda Worley, and to Phil 

Muskin, current APA secretary, who 

during his long tenure as scientific 

program chair introduced many of 

the innovations in format from which 

we’ve all benefitted.

Before I get to other content, 

please indulge me as I take a few lines 

to show some avuncular pride. The 

Convocation of Fellows is one of the 

most beloved parts of the meeting, as 

hundreds of members are honored for 

their professional accomplishments. 

Among the most important of these 

recognitions are the annual Distin-

guished Service awards.

My heart swelled as I saw on the 

stage one of this year’s awardees, Mi-

chelle Riba. Most of you know Mi-

chelle as a past president of APA, a 

transformative leader in consultation 

liaison psychiatry, and the Deputy 

Editor of Psychiatric Times, but I 

know her also as one of my former 

trainees when I was residency direc-

tor at the University of Connecticut.

A special honor is bestowed on the 

person selected to give the Convoca-

tion Lecture. I was filled with pride 

when I learned Elinore McCance-

Katz was selected this year. Most of 

you know Ellie for her public mental 

health and substance abuse leadership 

roles in several states and as the new 

Assistant Secretary for Mental Health 

and Substance Abuse. She’s the first 

office holder for this newly created 

position, the senior administrator at 

SAMHSA and the highest ranking 

psychiatrist in the federal government. 

I was nearly overwhelmed during her 

lecture when I was mentioned as the 

mentor who helped her decide on a 

career in psychiatry during medical 

school and in her future career path 

when she was my resident at UConn.

Nights like that one come rarely 

in life so I had to reflect here on the 

convocation. I hope you’ll excuse 

me for that indulgence, but now on to 

some comments about the rest of the 

meeting presentations. This is of 

course a very personal and extremely 

abbreviated list.

I was pleased to see a burgeoning 

presence of discussions of cultural 

issues in psychiatric diagnostic as-

sessment, treatment, and training. As 

much as we might talk about it, I 

don’t think we talk about it nearly 

enough. One reason such attention is 

necessary is that this is the period of 

the largest mass migration of people 

in recorded history due to many nat-

ural and man-made disasters, mak-

ing these conversations more urgent 

than ever. Even in a moderate-size 

city in the Midwest like Louisville, 

we use translators in our clinic for 

over 50 languages. It’s gratifying 

this topic has increasing visibility 

with the aim to increase our cultural 

competence.

There is, though, another aspect of 

this topic that is under-represented: 

implicit bias. Those of us who prac-

tice any form of psychotherapy spend 

a good deal of our time with patients 

in trying to understand how they are 

affected by unconscious motivations, 

affects, and cognitions. And, we ac-

knowledge that to do that work well 

we must maximize our own self-

awareness and self-reflective capaci-

ties. But self-reflection alone isn’t 

often enough to better understand our 

own implicit biases: racial, ethnic, 

gender, sexual, gender orientation 

etc. I was pleased that this was an im-

portant topic in the Presidential Sym-

posium, Diversity issues in Psycho-

therapy, in which I participated.

For example, I’ve been asking 

myself for years why there are so few 

African American psychiatrists in the 

US, and many fewer in leadership. 

When I was a residency director, 

granted perhaps too long ago to refer-

ence, one prevailing theory was that 

this recruitment gap reflected the 

high level of stigma about mental ill-

ness in the African American com-

munity, which was not adequately 

addressed for that student population 

during medical school.

I’ve been pretty sure that’s not the 

only reason, and that implicit bias in 

academia plays some role. If you find 

this hard to believe, you would have 

been convinced otherwise by listen-

ing to the presentation in our sympo-

sium delivered by Deborah Cabaniss, 

a faculty member at Columbia, and 

her resident supervisee, Rachel Tall-

ey. This is an area of discussion that 

needs much more presence through-

out the field, not only in our academ-

ic programs or the APA meeting.

I’m certainly not suggesting im-

plicit bias reflects any psychopathol-

ogy or conscious malintent; biases 

are an intrinsic part of human nature. 

I’m only suggesting that better self-

awareness is always helpful especial-

ly when it pertains to often touchy 

subjects such as subtle racial, ethnic, 

gender, sexual orientation, and simi-

lar areas. We unfortunately already 

know only too well how unrecog-

nized racial bias has played a corro-

sive role in medical research.

There also were fascinating dis-

cussions in New York about the 

emerging use of augmented reality 

in training, and the use of increasing 

digital complexity and capability 

throughout psychiatry. One present-

er talked about a virtual reality based 

standardized patient education expe-

riences—the technology now exists 

to subtly alter patient characteristics 

such as personality traits, mood, 

cognition, and facial expressions to 

provide small alterations in the pa-

tient’s presentation. Thus, a very so-

phisticated training experience in 

diagnostic assessment, interviewing 

skills, and psychotherapy skills 

could be implemented. This is only 

one example of an exploding area of 

psychiatry.

A number of presentations on col-

laborative/integrated care were on 

the program, although we’re still a 

long way from finding a single best 

model for both implementation and 

sustainability. There was again a 

paucity of presentations about any 

new breakthrough medications, with 

the possible exception of ketamine. 

New medications, other than minor 

tinkering with existing compounds, 

still seem off in the future. And, 

while burnout was a priority of Anita 

Everett, the APA immediate past 

president, and although there were a 

large number of sessions devoted to 

this topic, there’s still no generaliz-

able solution for any individual psy-

chiatrist. In fact, in my work on ad-

dressing burnout in my own medical 

school, what I’ve learned is that 

without systemic and institutional 

level changes, individual interven-

tions are likely to be incompletely 

effective (think HER).

There’s one more area that was 

notable for its lack of prominence or 

sense of urgency: suicide prevention, 

especially regarding adolescents. To 

illustrate, in the new research listing 

of topics in the program guide, sui-

cide and risk prevention had one of 

the smaller number of presentations. 

And, suicide was the topic of only 

one of the keynote lectures, and that 

was on development of subtyping 

biomarkers.

In my February Psychiatric 

Times editorial I wrote about the 

burgeoning suicide rate in the US.1 I 

emphasized how the adolescent sui-

cide rate had been increasing and 

had reached nearly a 30-year high. 

The news in recent weeks has had 

many stories about how the rate has 

increased yet again. Furthermore, 

the news in May about a medical 

student suicide and a psychiatric 

resident suicide within several days 

of each other at NYU medical 

school is alarming. It shouldn’t take 

having a Surgeon General like Da-

vid Satcher to do something about 

this personal, familial, and public 

health emergency. I think the APA 

needs to make this a priority, as I’m 

pretty sure there’s not currently any 

other source of impetus that would 

carry as much weight.

So, like every year, there’s more 

food for thought and action at the 

APA meeting than is easily or quick-

ly metabolized. And there’s a great 

deal I didn’t have enough space to 

discuss. Summer’s a good time to di-

gest and reflect on the richness of our 

field and how we can implement ad-

vances in our own work. I hope you 

have a chance to do that. 

Reference
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of action but exhibit similarities in their ability to 

occasion temporary but profound alterations of 

consciousness, involving acute changes in somatic, 

perceptual, cognitive, and affective processes.

 Current biological theories involving ket-

amine’s antidepressant effect may be inseparable 

from these non-ordinary experiences of conscious-

ness, but we can only know the answers to ques-

tions we ask. Here we examine findings from con-

temporary research that hint at the unexplored 

hallucinogenic potential of ketamine and consider-

ations for future investigation.

Hallucinogenic psychedelics

There has been a resurgence of interest in halluci-

nogenic psychedelics (eg, psilocybin, lysergic acid 

diethylamide (LSD), mescaline, N,N-Dimethyl-

tryptamine (DMT)) and entactogens (eg, 3, 4-meth-

ylenedioxymethamphetamine [MDMA]) in psy-

chiatric research, which are hypothesized to 

achieve clinical benefit due to, in part, experiences 

of altered consciousness and fundamental shifts in 

mental frameworks.2

 These drugs have been associated with cogni-

tive states of enduring personal importance and 

have been compared with mystical experiences that 

might emerge over the ordinary course of life and 

carry sacred or spiritual meaning. Furthermore, 

these experiences may powerfully influence exis-

tential concepts of self, including moral values, 

self-identity, and purpose. There is converging ev-

idence that these psychedelic effects are mediated 

in part by activity at 5HT-2A receptors. Ketamine 

may induce alterations in consciousness and per-

sonal frameworks similar to those achieved by se-

rotonergic psychedelics while also sharing a com-

mon glutamatergic pathway of drug effect.3,4 

However, there has been little investigation into 

how such changes might mediate the therapeutic 

potential of ketamine.

 Preliminary data suggest that ketamine pro-

duces meaningful, transformative experiences that 

may help patients accept healthier values, behav-

iors, and beliefs related to abstinence from drugs 

and alcohol.5,6 Other evidence suggests that 

dose-related mystical-type experiences mediate the 

effects of ketamine on motivation to quit in co-

caine-dependent research volunteers.7 Few recent 

studies have examined whether ketamine’s halluci-

nogenic properties are implicated in antidepressant 

effects; however, psychiatric vulnerabilities to de-

pression plausibly involve an existential dimen-

sion. This dimension includes depressive symp-

toms of hopelessness, guilt, and suicidality, which 

appear to be ketamine-sensitive.8

The evidence

Given the paucity of modern literature exploring 

the psychedelic and mystical properties of ket-

amine in depression, more widespread data on psy-

chotomimetic and dissociative effects of ketamine 

provide some initial groundwork. Berman and col-

legeagues9 and Zarate and colleagues10 suggested 

that the antidepressant effects of ketamine (0.5 mg/

kg over 40 min) were disconnected from ket-

amine-induced psychotomimetic symptoms. The 

antidepressant effects, measured by the Hamilton 

Depression Rating Scale (HDRS), were significant 

even after positive symptoms on the Brief Psychi-

atric Rating Scale (BPRS) returned to baseline. 

However, it was also noted that initial changes in 

BPRS positive symptom scales from 

baseline trended to predict a greater 

decrease in HDRS scores within a 

day of treatment with ketamine.

 A small study further 

demonstrated a substantial 

relationship between psy-

chotomimetic effects 30 

minutes after ketamine ad-

ministration (0.54mg/kg over 

30 min) as measured by BPRS 

and antidepressant effects in the 

following week.11 A larger study 

involving 108 patients found that 

dissociation measured by the Clinician 

Administered Dissociative States Scale 

(CADDS) at 40 minutes was associated with 

HDRS score improvement at 230 minutes and 7 

days after infusion.12 Although no relationship 

between initial BPRS positive subscale scores 

and antidepressant effect was found, a correlation 

between CADSS and BPRS scores was found at 

40 minutes postinfusion.

 In a small study by Valentine and col-

leagues,13 the proposed correlation between ket-

amine-induced dissociation and antidepressant 

efficacy was not observed. However, a larger 

analysis found that greater intra-infusion dissoci-

ation as measured by CADDS was one of the 

strongest predictors of extended antidepressant 

response.14 Both of these studies utilized a sin-

gle 0.5 mg/kg ketamine infusion delivered 

over 40 minutes.

 Further investigation is needed, but 

there is an emerging rationale for a connec-

tion between the psychotomimetic or disso-

ciative effects of ketamine and its antide-

pressant efficacy. Perhaps the experience 

of these effects simply un-blinds patients 

as to whether they are receiving ketamine 

or placebo in randomized trials; it may 

also be that such symptoms are only a 

“side effect” of ketamine’s mechanism 

of action. However, it is also worth 

considering that the psychotomimetic 

or dissociative effects associated with 

ketamine treatment are markers or me-

diators of subjective experiences of 

potential therapeutic value seen with 

other hallucinogenic agents.

Recommended dosing

The recommended doses of ketamine 

for anesthetic induction are typically 1 

to 4.5mg/kg IV and 6.5 to 13 mg/kg 

IM, with alternate, off-label recom-

mendations for 0.5 to 2 mg/kg IV and 

4 to 10 mg/kg IM, primarily in the con-

text of adjuvant drug use. For use in 

depression, ketamine is most common-

ly administered at a sub-anesthetic 

dose of 0.5mg/kg IV across 40 min-

utes.

 Interestingly, in a study of electro-

convulsive therapy (ECT) and anes-

thetic induction with either a near-anesthetic dose 

of IV ketamine (0.8mg/kg) alone, sub-anesthetic 

ketamine (0.5mg/kg) plus propofol (0.8mg/kg), or 

propofol alone (0.8mg/kg), predicted a more rapid 

antidepressant effect and a higher remission rate 

than propofol use. The near-anesthetic 

dose of ketamine was associated with 

superior antidepressant effects 

than the mixed, sub-anesthetic 

dose.15

 In a study of ketamine 

alongside psychotherapy for 

heroin addiction, Krupitsky 

and colleagues6 compared the 

effects of 2 doses of ketamine 

(0.2 and 2.0 mg/kg IM) and 

found that only the higher dose 

was associated with a “full psy-

chedelic experience” as measured by 

the Hallucinogen Rating Scale (HRS). 

The lower dose was considered a “sub-psyche-

delic” active placebo, but was nonetheless asso-

ciated with some positive drug effects: patients 

were still affected by their experiences and con-

sidered them useful and therapeutic. The high 

dose group ultimately experienced higher rates of 

abstinence, greater effect on emotional attitudes 

related to abstinence, and lower rates of relapse 

and drug craving than the low dose group. Both 

doses resulted in post-treatment reductions in 

measures of depression and anxiety; there were 

no significant differences between the groups.

 Similarly, Dakwar and colleagues7 compared 

the effects of 0.41 mg/kg and 0.71 mg/kg doses of 

IV ketamine given to cocaine-dependent pa-

tients. Dose-dependent mystical-type effects 

as measured by Hood’s Mysticism Scale 

(HMS) were seen as well as a relationship 

between HMS scores and the motivation to 

quit cocaine 24 hours post-infusion.

A different study involving a lower dose 

of intramuscular (IM) ketamine did not 

generate the same mystical-type phenom-

ena.16 Perhaps these results highlight the 

importance of calibrating dosing and de-

livery. Clements and colleagues17 demon-

strated that ketamine had reduced bio-

availability with IM administration 

compared with IV administration. Taken 

together, these findings support the idea 

that positive treatment outcomes for ket-

amine may be dose-dependent and its 

psychoactive effects are based on deliv-

ery parameters.

Limitation

One criticism of ketamine has been its 

short duration of antidepressant effect, 

with benefits peaking at 24 hours 

post-infusion and generally subsiding 

by 72 hours. The most promising ap-

proach to this challenge thus far seems 

to be the strategy of repeated-dose ket-

amine infusions, which have observed 

extended time-to-relapse and increased 

rates of antidepressant response.18

If ketamine’s therapeutic effect is 

indeed mediated by psychoactive expe-

rience, it may be that repeated dosing of 

Ketamine Potential
Continued from Cover

Data suggest that 
ketamine 

produces meaningful, 
transformative 
experiences.
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W
What is the scope of 

psychiatry as a medical 

practice? Is it just thera-

py or psychopharmaco-

logical modality of practice? Is it 

confined to the hospital or tradition-

al outpatient clinical setting? Should 

it continue to just conjure up the im-

age of a couch in a private practice 

room? Is psychiatry limited to urban 

centers or community clinics?

 I would argue that psychiatry is 

all of these and much more. As a 

medical field, it is unique in that it 

can claim to be both a primary care 

and a specialty care discipline at the 

same time. Our scope can extend be-

yond our traditional roles in a medi-

cal setting and is well suited to be 

practiced in wide ranging collabora-

tive, innovative, and integrated mod-

els of care. We can be contributors in 

the basic sciences laboratory and to 

society at large. The richness of how 

psychiatry can be applied and con-

tribute in our community is the focus 

of our special issue.

 With the rise of information 

technology, psychiatrists can pro-

vide evidence-based care to remote, 

underserved areas with ease. One of 

telemedicine’s first application was 

in mental health and we continue to 

push the boundaries in how psychia-

try is delivered.

 As discussed by Dr Saeed, psy-

chiatry has moved beyond using 

telemedicine as just a tool in reach-

ing distant areas. It is now being 

integrated in mobile personal de-

vices, leveraging application tools 

and has linked diverse providers. It 

has also evolved into a specialized 

delivery system to support diverse 

clinical-care models. Allowing for 

more flexibility in how psychiatry 

can be delivered, telepsychiatry has 

blossomed into a potent tool in our 

drive to increase access to high 

quality care.

 The positive impact of psychia-

try can be found in places many 

may not expect. Our work is not 

just about dealing with mental ill-

ness but also promoting mental 

well-being. As such, our input is 

valuable in settings outside of tradi-

tional medical buildings and clin-

ics. As illustrated by Dr Gabri-

elian’s article, involvement of 

psychiatrists in supported housing 

can lead to great improvements in 

success of a homeless client—this 

is truly a patient centered delivery 

of psychiatric care.

 In looking at societal impact on 

health, psychiatry can contribute to 

the ongoing dialogue about poverty 

and mental well-being. In “Ad-

dressing Poverty and Mental Ill-

ness,” Drs Simon, Beder, and Man-

seau, use a case vignette to illustrate 

the ways in which a psychiatrist can 

best impact those in poverty. They 

don’t just focus on clinical outcome 

of an illness but take on the total hu-

man experience.

 Finally, Dr Davidson and col-

leagues make an argument for peer 

support. As psychiatrists, we can 

partner with our patients in leverag-

ing their strengths and experiences 

to help others. This collaborative 

approach with peer support should 

be encouraged and can serve to ex-

tend psychiatry’s reach to those 

who continue to be underserved and 

stigmatized.

 In this Special Report, the topics 

may seem diverse and wide-ranging. 

However, this is precisely the point. 

Psychiatry can contribute in ways 

that some medical fields cannot. It 

comes down to the fact that our work 

boils down to alleviating the suffer-

ing of the human condition itself. As 

psychiatry evolves, we should be 

encouraged by the fact that our work 

is not limited by traditional confines 

of medicine. 

Dr Koh reports no conflicts of interest con-

cerning the subject matter of this Special 

Report. ❒
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Reflections on Psychiatry in Supported Housing

» Sonya Gabrielian, MD, MPH

Dr Gabrielian is Psychiatrist and Health 

Services Researcher, VA Greater Los 

Angeles; Assistant Professor, 

Department of Psychiatry and 

Biobehavioral Sciences, UCLA David 

Geffen School of Medicine; and 

Affiliated Researcher, National Center 

on Homelessness Among Veterans, Los 

Angeles, CA.

A
s a psychiatry resident, I 

worked at a community service 

agency in Los Angeles, treat-

ing chronically homeless patients 

with serious mental illness and sub-

stance use disorders (SUD) as they 

transitioned into permanent, commu-

nity-based housing with supportive 

services (“supported housing”). Na-

ively, I expected to see decreased 

mental health symptoms when these 

patients became housed. Instead, I 

was struck by their range of mental 

health outcomes and variable levels 

of success using supported housing 

to exit homelessness.

Today, as a psychiatrist who 

treats and studies adults who are ex-

periencing homelessness, my pa-

tients continue to inspire important 

and unanswered questions: What 

factors predict if a homeless person 

will be able to engage in supported 

housing to attain and retain an apart-

ment? What supportive services fa-

cilitate permanent exits from home-

lessness?

Financial subsidies

At a national level, the Department of 

Housing and Urban Development 

(HUD) recognizes housing status as 

a critical determinant of physical and 

mental health.1 After developing fed-

eral housing projects that uninten-

tionally evolved into concentrated 

islands of poverty, HUD embraced 

the notion of “mobility” for homeless 

individuals or persons at risk for be-

coming homeless, offering Housing 

Choice (Section 8) vouchers to mobi-

lize persons with socioeconomic dis-

advantage into “mainstream” com-

munities.

For low-income persons, Housing 

Choice vouchers subsidize rental 

costs in apartments available to the 

public at large. Voucher recipients 

pay a portion of their income towards 

rent and the remainder of costs are 

subsidized by local Public Housing 

Authorities (not-for-profit entities 

that work with local governments 

and agencies to develop housing 

strategies for communities).2

Supportive services

However, particularly for homeless 

persons with mental health disorders, 

financial subsidies alone are often in-

adequate to facilitate exits from 

homelessness; supportive services 

(eg, case management, linkages to 

health care) are critical complements 

to financial assistance. Traditionally, 

supportive services were offered 

along a linear “continuum;” patients 

progressed from shelters, to transi-

tional housing, to residential treat-

ment, and eventually independent, 

community-based housing as they 

began to be adherent with their men-

tal health care.3 In this model, a pa-

tient progressed along the continuum 

when mental health providers deter-

mined that he or she was “housing 

ready,” or able to stay involved with 

necessary services such as psychiat-

ric care or substance use disorder 

(SUD) treatment.

With the emergence of recovery-

oriented treatment for persons with 

mental illness and SUD, housing 

came to be viewed as a fundamental 

human right, distinct from an indi-

vidual’s utilization of clinical servic-

es.4 In recent years, services shifted 

towards a supported housing para-

digm (Figure), in which patients ex-

periencing homelessness receive in-

dependent permanent housing (often 

with the assistance of Housing 

Choice vouchers) with community-

based supportive services, including 

non-mandated referrals to psychiat-

ric, medical, and substance use disor-

der treatment.3 In this approach, 

homeless patients are referred to ser-

vices, but housing is provided regard-

less of an individual’s engagement in 

such; housing is recognized as a de-

terminant of health in and of itself.4

Supported housing outcomes

A significant body of research sub-

stantiates the positive health and psy-

chosocial outcomes (Table) of per-

sons engaged in supported housing; 

this intervention increases days in 

stable housing, decreases substance 

use disorders, increases perceived 

autonomy, and is associated with 

marked reductions in use of acute 

care and correctional facilities.5,6 

Supported housing is a widely ac-

cepted, evidence-based practice to 

address homelessness.7

Overall, persons with psychiatric 

and/or substance use disorders do 

well in supported housing. In a 

chronically homeless population—

many of whom had mental health 

problems and/or SUD—a demon-

stration project in 2010 compared 

supported housing participants with 

individuals engaged in a traditional, 

“housing ready” program that man-

dated sobriety and treatment.8 Per-

sons who received supported housing 

were housed more rapidly than the 

comparison group (35 vs 223 days, 

respectively). More importantly, the 

supported housing group was 8 times 

(odds ratio 8.3) more likely than the 

comparison group to retain stable 

housing for one year. These data sug-

gest that with engagement in sup-

ported housing most homeless per-

sons with mental illness and/or SUDs 

can live independently in their com-

munities.

Achieving supported housing

In my first attending job, I worked on 

an Assertive Community Treatment 

(ACT) team for “high-risk” homeless 

individuals—adults who were chron-

ically homeless, with serious mental 

illness and/or recalcitrant SUD—

who sought supported housing. Al-

though the literature touted the ben-

efits of supported housing for this 

vulnerable population, many of my 

patients struggled to attain housing; 

among those that successfully rented 

an apartment, many had difficulty re-

maining housed, often ending up in-

carcerated, on the streets, or in higher 

levels of care (eg, board and care set-

tings). This experience drove me to 

examine the research surrounding 

predictors of success in supported 

housing. Although challenges faced 

by psychiatric patients in supported 

housing programs are poorly under-

stood, this area has been explored in 

several studies.

A national study of supported 

housing participants in the VA sys-

tem employed secondary database 

analyses (N = 9967) and in-person 

surveys (n = 508), using logistic re-

gression analyses to identify predic-

tors of achievement of supported 

housing (ie, the rental of a unit after 

enrollment in a supported housing 

program).9 In this sample, 15% of 

participants exited supported hous-

ing before supported housing place-

ment. Having a schizophrenia spec-

trum or other psychotic disorder, 

military service during the Iraq and 

Afghanistan conflicts, the presence 

of a disability worsened by or 

caused by military service (“ser-

vice-connected disabilities”), or 

having an Emergency Department 

visit in the 90 days after supported 

housing admission significantly de-

SIGNIFICANCE FOR THE PRACTICING PSYCHIATRIST

Supported housing, which offers independent, permanent housing with 

supportive services, is an evidence-based practice to address 

homelessness. Patients with mental health problems have increased risk 

for becoming homeless and often do well in supported housing settings.

 ◗ Housing status is an important determinant of physical and mental 

health

 ◗ Financial subsidies alone are often inadequate to facilitate exits from 

homeless; supportive services are important complements to financial 

assistance

 ◗ Although many patients with mental health problems do well in 

supported housing, many factors relevant to premature exits from 

supported housing are in the mental health domain.

COMMUNITY PSYCHIATRY

TABLE  Key benefits of supported housing: 

take-home clinical points

• Increased days in stable housing

•  Decreased substance use disorders

• Improved perceived autonomy

•  Decreased acute care (emergency department, inpatient) use

•  Decreased use of correctional facilities

(CONTINUED ON PAGE 6)
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creased the odds of becoming 

housed. However, receiving outpa-

tient psychiatric or other mental 

health care in the 90 days before 

supported housing admission and 

use of outpatient care in the 90 days 

after supported housing enrollment 

significantly increased the odds of 

achieving housing.

This relationship between adher-

ence to outpatient care and supported 

housing receipt was supported by a 

related study that we conducted in 

Los Angeles.10 Overall, these data 

suggest that psychiatric disorders 

closely interplay with service receipt 

to influence the acquisition of sup-

ported housing. Though supported 

housing cannot mandate engagement 

in health care, these findings stress 

the importance of adequate linkages 

to psychiatric and related mental 

health care pre- and post-supported 

housing enrollment, particularly for 

vulnerable individuals with serious 

mental illness and/or substance use 

disorders.

Among persons who achieve sup-

ported housing (ie, move into a rental 

unit), a multi-site, quantitative study 

identified several factors that in-

crease risk for premature exits from 

supported housing programs.11 Spe-

cifically, days intoxicated in the 

month before supported housing en-

rollment (a proxy for SUD intensity), 

lower income, and institutionaliza-

tion history (eg, in the mental health 

system), were associated with shorter 

program tenure.

Building from this work, we con-

ducted a mixed methods study of 

supported housing enrollees in Los 

Angeles.12 Our goal was to under-

stand the extent of the general medi-

cal, mental health, and psychosocial 

factors with potential implications 

for supported housing retention. 

Nearly all variables relevant to exits 

from supported housing were linked 

to mental health problems. A nation-

al study corroborated these findings, 

which suggests that admissions to 

inpatient SUD treatment settings 

and psychiatric hospitalizations, 

along with Emergency Department 

visits, predicted exits from support-

ed housing into recidivistic home-

lessness.13

Even for persons who achieve 

and retain supported housing, a fun-

damental problem remains: “recov-

ery” from homelessness extends 

beyond the acquisition of permanent 

housing. Extrapolated from the 

mental health literature, recovery 

from homelessness for persons with 

psychiatric disorders or SUDs en-

compasses a deeper process of 

building a meaningful and fulfilling 

life, with autonomy and social rela-

tionships.14 Yet, little is known about 

the social support and community 

involvement of formerly homeless 

persons who are engaged in sup-

ported housing, although findings 

suggest that supported housing par-

ticipants remain socially isolated 

even after achieving housing.15 Ad-

ditional work is needed to conceptu-

alize and improve recovery for 

homeless persons engaged in sup-

ported housing.

Conclusion

Despite these challenges and 

knowledge gaps, I find psychiatric 

practice in supported housing set-

tings to be immensely rewarding. In 

mental health clinics with few em-

bedded social services, it is often 

challenging to treat patients’ de-

pression or other psychiatric symp-

toms that are closely tied to social 

vulnerabilities. Sitting with patients 

who are experiencing homeless-

ness—living in their vehicle or on 

the streets—and discussing their 

low mood without concrete resourc-

es to offer, can feel immobilizing. 

In contrast, including permanent, 

community-based housing with 

field-based case management—the 

tenants of supported housing—in a 

patient’s treatment plan (alongside 

traditional medication management 

and psychotherapy) can be im-

mensely powerful. I am continually 

amazed by patients with serious 

mental illness—often untreated for 

years—who engage in supported 

housing and thrive in their own 

apartment.

My clinical skills are sometimes 

inadequate to predict who will suc-

ceed and who will fail in indepen-

dent, supported housing with field-

b a s e d  c a s e  m a n a g e m e n t . 

Psychiatrists are integral members 

of supported housing teams, work-

ing closely with social workers, psy-

chologists, nurses, and consumer 

providers to engage a population 

with tremendous unmet mental 

health needs, but who are often dis-

engaged from care. However, as a 

community psychiatrist, I often 

wonder if I practice a different sort 

of psychiatry than I learned in medi-

cal school and residency—care that 

is centered in harm reduction, the 

patient’s goals and needs (often fo-

cused on housing and social servic-

es, rather than mental health symp-

toms or substance abuse), and 

building rapport.

Given the robust linkages be-

tween social vulnerabilities and 

emotional health, community psy-

chiatrists have a unique ability to 

advocate for the underserved, par-

ticularly for strengthened linkages 

between social services and mental 

health care. There may be value in 

implementation work to adapt evi-

dence-based practices for psychiat-

ric patients (eg, motivational inter-

viewing, social skills training, and/

or critical time intervention) to the 

context and setting of supported 

housing. Housing is a critical deter-

minant of health and a fundamental 

human right; increasing access to 

supported housing will benefit many 

of our sickest patients. 

Dr Gabrielian reports no conflicts of interest con-

cerning the subject matter of this article.
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D
efinitions of poverty vary with 

social, cultural, and political 

systems. Attempts to under-

stand poverty from poor people’s 

perspectives reveal that poverty is a 

multidimensional social phenome-

non.1,2 From an epidemiological per-

spective, poverty can mean low so-

cio-economic status (measured by 

social or income class), unemploy-

ment, and/or low levels of education 

Economic inequality and poverty as 

social determinants of mental health.

CASE VIGNETTE

Sitting in the waiting room talking to 

herself, Susan looked exhausted and 

disheveled. Surrounded by her be-

longings, she waited for her psychia-

trist. Since her last visit, Susan has 

become homeless following a rent in-

crease, she has chronic medical con-

ditions that have gotten worse, she 

stopped taking her prescribed psy-

chotropic medications, and she has 

lost contact with the clinic. Thankfully, 

she has returned for care.

Poverty is one of the most signifi-

cant social determinants of health and 

mental health, intersecting with all oth-

er determinants, including education, 

local social and community conditions, 

race/ethnicity, gender, immigration sta-

tus, health and access to health care, 

neighborhood factors, and the built en-

vironment (eg, homes, buildings, 

streets, parks infrastructure). The men-

tal health effects of poverty are wide 

ranging and reach across the lifespan. 

Individuals who experience poverty, 

particularly early in life or for an ex-

tended period, are at risk of a host of 

adverse health and developmental out-

comes through their life. Poverty in 

childhood is associated with lower 

school achievement; worse cognitive, 

behavioral, and attention-related out-

comes; higher rates of delinquency, 

depressive and anxiety disorders; and 

higher rates of almost every psychiatric 

disorder in adulthood. Poverty in adult-

hood is linked to depressive disorders, 

anxiety disorders, psychological dis-

tress, and suicide.

Poverty affects mental health 

through an array of social and biologi-

cal mechanisms acting at multiple lev-

els, including individuals, families, lo-

cal communities, and nations. 

Individual-level mediators in the rela-

tionship between poverty and mental 

health include financial stress, chronic 

and acute stressful life events exposure, 

hypothalamic-pituitary-adrenal (HPA) 

axis changes, other brain circuit chang-

es (eg, language processing, executive 

functioning), poor prenatal health and 

birth outcomes, inadequate nutrition, 

and toxin exposure (eg, lead). Fami-

ly-level mediators include parental re-

lationship stress, parental psychopa-

thology (especially depression), low 

parental warmth or investment, hostile 

and inconsistent parenting, low-stimu-

lation home environments, and child 

abuse and neglect.

The evidence is strong for a causal 

relationship between poverty and 

mental health.3 However, indings 

suggest that poverty leads to mental 

health and developmental problems 

that in turn prevent individuals and 

families from leaving poverty, creat-

ing a vicious, intergenerational cycle 

of poverty and poor health.4

Economic inequality affects men-

tal health independently of poverty. 

Both internationally and within 

countries including the US, area-lev-

el income inequality has been associ-

ated with mental health outcomes 

including more depression, poor 

self-reported mental health, drug 

overdose deaths, incidence of schizo-

phrenia, child mental health prob-

lems, juvenile homicides, and ad-

verse child educational outcomes.5–8

Neighborhood deprivation

Findings indicate that geographically 

concentrated poverty—often in urban 

areas—is particularly toxic to psychi-

atric well-being. Signs of social and 

physical disorder often characterize 

poor neighborhoods, which can cause 

stress, undermine health-promoting 

social ties, and affect the mental health 

of people who live there. Neighbor-

hood deprivation has been associated 

with many of the same mental health 

outcomes as poverty, even while con-

trolling for individual poverty.9,10 In-

stitutional and structural mediators 

include the quality of local services 

and schools, as well as physical dis-

tance between residents and social 

isolation. Community-level mediators 

include collective efficacy, socializa-

tion by adults, peer influences, social 

networks, exposure to crime and vio-

lence, and safety fears. Individual-lev-

el poverty moderates the relationship 

between neighborhood deprivation 

and mental health, with poorer fami-

lies affected more adversely by 

area-level poverty.

Clinical challenges 

and practical solutions

The link between increased rates of 

physical and mental illness and pov-

erty has been well established. And 

yet, many psychiatrists receive little 

training in assessing and intervening 

in poverty. To address risk factors, we 

must first screen for them. A validat-

ed screening question, such as “Do 

you ever have difficulty making ends 

meet at the end of the month?” that 

has a 98% sensitivity and 40% speci-

ficity for people living below the pov-

erty line, allows clinicians to identify 

those who may need further support.11 

To intervene effectively, we also need 

to ask our clients about other social 

determinants of mental health, in-

cluding housing, education, immigra-

tion status, and legal concerns.

Psychiatrists may be hesitant to 

screen for poverty if they do not have 

ready access to interventions or refer-

rals. Screening should not occur in 

isolation, especially because most of 

the remedies for poverty and other 

social determinants of health or so-

cial determinants of mental health lie 

beyond the health sector. To address 

the complex effects of poverty on 

mental health, a 3-level approach to 

socially accountable care can be 

used. Psychiatrists can assist patients 

living in poverty at the micro- (indi-

vidual, clinical) level, at the meso- 

(local community) level, and at the 

macro- (policy and population) level. 

There have been numerous validated 

screening tools for poverty created 

for research purposes. For clinical 

use, such tools should always be in-

terpreted in the context of what is 

known about the patient and family. 

The Table provides an example of a 

clinical tool that highlights questions 

COMMUNITY PSYCHIATRY

SIGNIFICANCE FOR PRACTICING PSYCHIATRISTS

This article succinctly describes the effects of poverty and inequality on the mental health 

of the patients we serve and highlights ways in which psychiatrists can identify and 

address poverty and other social determinants of mental health in clinical interactions and 

in the wider community.

 ◗ Economic inequality, poverty, and neighborhood deprivation have many negative mental 

health effects throughout the life course.

 ◗ It is important and relatively easy to screen for poverty and other social determinants of 

mental health during a clinical encounter.

 ◗ Psychiatrists can help their clients address the effects of poverty in individual clinical 

interactions.

 ◗ Psychiatrists can also advocate for better solutions to poverty and a more equitable, 

healthier society on the local community and national levels.

Addressing Poverty and Mental Illness

(CONTINUED ON PAGE 8)

1Significantly lower than for other races and ethnicities.
2Significant decreasing linear trend by poverty level.

Source: CDC/NCHS. National Health Interview Survey, 2009–2013

Figure. Age-adjusted percentage of adults with serious psychological 

distress, by income relative to federal poverty level and by race and 

ethnicity: United States, 2009–2013
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psychiatrists can ask when screening for 

poverty that address different levels of inter-

vention.

In the clinic, at the individual level, mental 

health providers are well placed to start with 

a thorough social history, to understand 

whether clients are accessing all the financial, 

housing, and support resources they are eligi-

ble for, to elicit client strengths, and to listen 

to what each person says that they need. 

The health care and social welfare sys-

tems are often challenging to navigate, and 

it is important to validate the systemic diffi-

culties clients experience. Resources such as 

Poverty—A Clinical Tool for Primary Care 

Providers,12 developed for use within differ-

ent Canadian cities, can support clinicians 

and organizations in helping clients to max-

imize their income. There are similar screen-

ing tools including The EveryOne Project 

endorsed by the American Academy of 

Family Physicians. And yet, clinicians may 

not feel confident that their clients can fol-

low through and access support services. For 

clients with multiple vulnerabilities, en-

hanced care coordination and case manage-

ment support, such as social workers, Inten-

sive Case Management, and Assertive 

Community Treatment (ACT) teams, can 

assist clients in addressing the social deter-

minants of mental health, along with im-

proving access to medical and behavioral 

health care.

CASE VIGNETTE (CONT’D)

Susan has “always been anxious,” particularly 

since the death of her son, and has been unable 

to work for the past 3 years. However, her anxi-

ety worsened after her eviction. Susan reports 

insomnia and spends most of the day worrying 

about many things, including her debt, safety, 

and when an imprisoned son will be on parole. 

After first providing her with a drink of water, 

you find out that she has never applied for any 

income or housing support. She agrees to re-

start an antidepressant, and accepts a referral 

to a local community agency, which helps her 

apply for unemployment and disability benefits, 

thereby allowing her to obtain housing. They 

also ensure that her health care coverage is ac-

tive. Her anxiety and insomnia subsequently 

improve.

While assisting individual patients can 

have a significant impact, the repeated oc-

currence of poverty in the lives of our cli-

ents calls for community-level interven-

tions. Addressing the social determinants 

of mental health through the health care 

system is only part of the answer, and cre-

ative solutions are needed. At the meso-lev-

el, which includes community engagement 

and education, training, and continuing 

professional development, mental health 

professionals can advocate for improved 

health. For example, they can develop out-

Poverty
Continued from page 7

reach programs that targeted specific populations, 

they can contact local elected officials about the 

need for enhanced funding of social services, and 

they can provide continuing education sessions for 

their fellow health care professionals.

Systemic barriers are equally challenging and call 

for macro-level advocacy in solidarity with affected 

communities. To create upstream change, we need 

systems-based solutions that go beyond simply en-

couraging individual clinicians to address social 

needs. The past decades have seen declining taxes on 

the wealthy with cuts in social benefits, which re-

stricts the resources available to address social needs 

effectively. Using a variety of advocacy skills, includ-

ing everything from writing letters and opinion pieces 

to protesting on the streets, clinicians can bring an 

evidence-based lens to efforts to advocate for better 

housing, more income equality, better access to care, 

fairer immigration policies, and a stronger social safe-

ty net to improve mental health for everyone.

In working with people experiencing poverty, clini-

cians need to be mindful of the privilege that comes 

with the role of health care professional. There is a long 

history of professionals telling people in poverty what 

they need, without carefully listening to the creative 

ideas and strengths present in poor communities. 

www.psychiatrictimes.com
http://www.genesight.com/rct
http://www.genesight.com/rct
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Whether in the clinic, at the commu-

nity-level, or when advocating for pol-

icy change, the voices of those direct-

ly impacted need to be at the front and 

center. For psychiatrists, this can 

mean listening closely in clinical en-

counters, asking for community input 

and partnership for any new local pro-

grams, and ensuring that all advocacy 

efforts involve the leadership of peo-

ple with lived experience, with clini-

cians as allies.

Conclusion

To break the complex links between 

economic inequality, poverty, and 

poor mental health, providers need to 

take a multi-level, prevention-orient-

ed approach that addresses upstream 

causes. Through careful screening, 

clinical care, referral to social ser-

vices and psychosocial programs, 

and community- and population-lev-

el advocacy, mental health profes-

sionals can work collaboratively with 

clients, in a strengths-based manner, 

to improve health for all. 
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T
elepsychiatry has its roots in 

Europe. In the 1920s and into 

the 1940s radio consultations 

were performed between European 

countries and sailors onboard ships 

or people on isolated islands who 

were ill. In the 1950s, radiology im-

ages were being transmitted.1 In 

1959, the Nebraska Psychiatric Insti-

tute was using early videoconferenc-

ing to provide group therapy, long-

term therapy, and consultation-liaison 

psychiatry.2 By the 1980s, telepsy-

chiatry was increasingly common.

The New Freedom Commission 

on Mental Health emphasized the 

need for prevention and treatment of 

mental illness so that patients with 

mental health conditions can receive 

the care they need and become func-

tional participants in the community.3 

The Commission discussed video-

conferencing and telehealth as a 

means of access to care. In 2015, ap-

proximately 60 million people in the 

US were living in rural areas.4 The 

popularization of telemedicine has 

been secondary to a direct need to 

serve these areas.

Benefits and effectiveness of tele-

psychiatry

The use of telepsychiatry to provide 

mental health services has the poten-

tial to solve the provider shortage 

problem that directly affects access 

to care. Telepsychiatry is not only ef-

fective and well accepted; it can also 

increase administrative efficiency 

while providing positive outcomes in 

most clinical settings. Hilty and col-

leagues5 reviewed the published liter-

ature on effectiveness of telemental 

health compared to services provided 

face-to-face. Their findings suggest 

that telemental health is not only ef-

fective for diagnosis and assessment 

across many populations and disor-

ders in many settings, but it appears 

to be comparable to face-to-face 

care. Telepsychiatry has also been 

found to be effective in providing ac-

cess to care for inmates and veteran 

populations.6,7

In a study that compared telepsy-

chiatry with standard care, partici-

pants who received treatment via te-

lepsychiatry had greater response 

and remission rates.8 Positive results 

were also seen in a study undertaken 

in a skilled nursing facility.9 The 

findings indicate that telepsychiatry 

provided efficient access to care 

compared with regular visits by a 

provider who would need to travel to 

the nursing home multiple times. A 

study by De Las Cuevas and col-

leagues10 also demonstrated the ef-

fectiveness of telepsychiatry and how 

it is equivalent to in-person evalua-

tion. In a literature review of child 

and adolescent psychiatry articles, 

Diamond and Bloch11 found telepsy-

chiatry to be equivalent to in-person 

consultations and no negative out-

comes were reported. As evidence 

continues to emerge in support of te-

lepsychiatry as a means to reach un-

derserved patients, we hope to see it 

continue to evolve into a widely 

available method for delivering men-

tal health services.

Despite empirical evidence for the 

effectiveness of telepsychiatry when 

compared with in-person care many 

psychiatrists are still not at ease with 

telepsychiatry. Including telepsychi-

atry in residency training curriculum 

can help increase the number of psy-

chiatrists who will likely use it in car-

ing for patients.

A recent review of the use of tele-

psychiatry in graduate medical educa-

tion concluded that there was a need 

for a more evidence-based approach 

to telepsychiatry training and that 

such a training, if done right, could 

not only improve clinical outcomes 

but also promote social accountabili-

ty, cultural competence, and interpro-

fessional care.12 There appears to be a 

clear practice gap in the US between 

resident/fellow interest in telepsychi-

atry and the didactic curriculum and 

clinical experiences offered in resi-

dency programs. Pedagogical ap-

proaches have been proposed that are 

likely to promote these competencies 

including an elective that is likely to 

(CONTINUED ON PAGE 10)
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SIGNIFICANCE FOR THE PRACTICING PSYCHIATRIST

Telepsychiatry has been shown to be an effective option to provide psychiatric services to 

patient populations with limited access to health care. It is an appealing and cost-effective 

way for practicing psychiatrists to reach patients who are unlikely to have access to 

mental health services without the patient or provider having to travel long distances.

 ◗ Telepsychiatry has been shown to be as effective as face-to-face care.

 ◗ Telepsychiatry is applicable to a wide range of health care settings.

 ◗ The technological requirements to establishing a telepsychiatry service are within reach 

of many traditional psychiatry practices.

 ◗ Education and early exposure to telemedicine is critical to expanding its acceptance 

among providers.
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advance residents’ competence to 

practice telepsychiatry.13

In addition to the direct benefits of 

telepsychiatry for patients and pro-

viders, other benefits have also been 

identified, including reducing geo-

graphic and socioeconomic health 

disparities; better consumer compli-

ance, education of mental health pro-

fessionals, coordination of care across 

mental health systems; improving in 

recruiting and retaining mental health 

professionals to work in underserved 

or rural areas; and possible reduction 

of stigma associated with receiving 

mental health services.14

Telepsychiatry applications

Applications of telepsychiatry in-

clude both clinical and non-clinical 

uses such as education as well as ad-

ministrative and research applica-

tions. Clinical outcomes of telepsy-

chiatry interventions are comparable 

to face-to-face treatment delivered 

across diverse patient populations and 

diagnostic groups. For clinical appli-

cations, telepsychiatry can be used for 

both diagnostic and therapeutic appli-

cations across the life span. Common 

applications include diagnostic as-

sessments, pre-hospitalization assess-

ment and post-hospital follow-up 

care, medication management, psy-

chotherapy, and consultation.

Telepsychiatry consultations can 

be used for routine as well as for cri-

sis behavioral health cases. It can also 

be used in the development of clinical 

care plans, case management, psy-

chological testing, forensic evalua-

tions, and liaison services with other 

medical specialties. Points of deliv-

ery can include hospitals and their 

emergency departments, clinics, of-

fices, homes, assisted living facilities, 

nursing homes, schools, and forensic 

settings. Professional users can in-

clude psychiatrists, resident physi-

cians, nurses, social workers, psy-

chologists, and other mental health 

providers. Practice models can vary 

from direct clinical service to consul-

tation, as depicted in the Figure.

Telepsychiatry can be effectively 

used for any number of psychiatric 

interventions. A review of telepsy-

chiatry for suicide prevention found 

no difference between use of DBT 

via teleconferencing versus treat-

ment as usual.15 Telepsychiatry has 

also been used for cognitive assess-

ments of patients with dementia, and 

it has been effective in providing care 

to geriatric patients in rural nursing 

home facilities.9,16

The department of Veterans affairs 

has conducted studies on the use of 

videoconferencing to provide CBT to 

veterans with PTSD.17 Videoconfer-

encing did not affect compliance 

with CBT treatments. Study data also 

show that videoconferencing was a 

practical way to deliver care to veter-

ans in remote areas without affecting 

the quality of care provided.

Greene and colleagues18 exam-

ined the use of videoconferencing for 

anger management group therapy. 

Although the participants displayed 

decreased alliance towards the group 

leader, videoconferencing was 

deemed a practical and effective way 

of delivering care. Steel, Cox, and 

Garry19 looked at videoconferencing 

for the management of long-term 

conditions. Their data indicate that 

videoconferencing delivered similar 

outcomes to in-person care and was a 

practical way to provide care to rural 

communities.

Technology basics

Two-way audio-video communica-

tion in real time—videoconferenc-

ing—has become synonymous with 

telepsychiatry. A provider at a distant 

location evaluates and treats a patient 

at a local clinical site via live and in-

teractive audiovisual conferencing 

systems. Historically telepsychiatry 

applications have used point-to-point 

network connections; with the rapid 

diffusion of Internet and Ethernet 

networks, Internet Protocol (IP) has 

largely replaced these older point-to-

point networks.

Typically, a telepsychiatry setup 

includes a video camera, microphone, 

speakers (or headset), and one or two 

displays at each end of the system. 

Often, separate displays or a pic-

ture-in-picture (if one display) are 

used to enable participants to see both 

outgoing and incoming video. A pan-

zoom-tilt control of the video camera 

is preferred that allows the clinician to 

control his or her view of the patient’s 

site or locally control the view that is 

being transmitted to the patient.

When setting up a telepsychiatry 

service the following security mea-

sures need to be considered and ad-

dressed:

1 
Personal computer or mobile de-

vice should have the latest securi-

ty patches and updates applied to the 

operating system and any third-party 

applications being utilized for tele-

psychiatry encounters.

2 Audio and video transmission 

should be secured by using point-

to-point encryption that meets recog-

nized standards. Unauthorized per-

sons should not be allowed access to 

sensitive information stored on the 

device or use the device to access 

sensitive applications or network re-

sources.

3 Protected health information and 

other confidential data must be 

backed up to or stored on secure data 

storage locations.

4 When using mobile devices, spe-

cial attention needs to be given to: 

adequate restriction on access to any 

patient contact information stored on 

the device; a passphrase or equivalent 

security feature before the device can 

be accessed, preferably using 

multi-factor authentication; an inac-

tivity timeout function that requires a 

passphrase or re-authentication to 

access the device after the timeout 

threshold has been exceeded (the 

American Telemedicine Association 

[ATA] recommends this timeout not 

to exceed 15 minutes); capability to 

remotely disable or wipe the device 

in the event it is lost or stolen.

5 ATA guidelines recommend pro-

viding services at a bandwidth of 

384 Kbps or higher in each of the 

downlink and uplink directions and 

providing a minimum of 640 × 360 

resolution at 30 frames per second.

6 Videoconference software should 

not allow multiple concurrent ses-

sions to be opened by a single user.

The American Psychiatric Associ-

ation (APA) has released a telepsy-

chiatry toolkit as a resource for its 

members who want to learn about the 

various aspects of telepsychiatry. The 

toolkit covers topics from history, 

training, practice/clinical, reimburse-

ment, and legal issues; it is available 

at https://www.psychiatry.org/psy-

chiatrists/practice/telepsychiatry. 

ATA practice guidelines are available 

at https://www.integration.samhsa.

gov/operations-administration/prac-

tice-guidelines-for-video-based-on-

l ine-menta l -hea l th -serv ices_

ATA_5_29_13.pdf. 
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Telehealth
Continued from page 9

Figure. Practice Models for Telepsychiatry

Consultation

Model

Consultee-Centered 

Consultation

Direct Care Provided

by a Psychiatrist

Client-Centered

Consultation

Ongoing Care Coordinated by a

Midlevel Professional in Conjunction

with a Psychiatrist

Comprehensive Services Involving

a Team of Clinicians

Direct Care

Model

(CONTINUED ON PAGE 22)
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A 
recent issue of Psychiatric 

Times featured an opinion 

piece by D.J. Jaffe who argued 

that there is little empirical support 

for the effectiveness of paid 

peer-support staff—persons in re-

covery from mental illnees who are 

trained to provide support to oth-

ers—on the outcomes of “homeless-

ness, arrest, incarceration, violence, 

and needless hospitalization.”1 In 

this article, we rebut Mr Jaffe’s ar-

gument by revisiting the rationale 

and evidence base for peer support.

 While we agree that the gov-

ernment needs to fund more re-

search on this important topic, we 

argue that stating that peer support 

“lacks evidence” is simply not ac-

curate. In fact, as we will explain 

below, over 30 studies have found 

positive effects in numerous out-

come domains. But first it is im-

portant to understand the nature 

and intended impact of this form of 

service delivery.

Rationale for peer support

The rationale for peer support is nei-

ther new nor limited to psychiatry. 

Paid peer support has been around 

since the birth of the discipline in the 

late 18th century, with the hiring of 

recovered patients as staff identified 

as one of the most essential compo-

nents of “moral treatment.”2 Harry 

Stack Sullivan continued this practice 

in his hospital in the 1920s, while the 

milieu therapy models that dominat-

ed psychiatry for the following de-

cades relied in large part on the bene-

fits of peer support and role modeling.

 Outside of psychiatry, the Insti-

tute of Medicine reports that various 

forms of peer support can be found in 

virtually every branch of medicine 

that deals with chronic conditions, 

from asthma and cancer to diabetes 

and hypertension.3 The rationale here 

is simple; as explained by Fisher and 

colleagues4 in a recent review, per-

sons with chronic illnesses spend 

about 6 hours every year in a health 

professional’s office, while spending 

the remaining 8760 hours of the year 

living with and trying to manage 

their health conditions. In psychiatry, 

this ratio is likely much less. Whether 

it is diabetes or mental illness, help-

ing someone to live well with a seri-

ous illness is different from treating 

the illness, and it takes a different in-

vestment of time and effort. Simply 

put, people living with serious men-

tal health conditions need more assis-

tance and support than can be provid-

ed by a physician alone.

 In psychiatry, as in other areas of 

chronic illness management, that 

“more” is typically provided by para-

professionals. In medicine, there is 

currently rapid growth in the hiring 

of community health workers to as-

sist patients with all manner of condi-

tions to engage in self-care and to 

navigate complex health systems. In 

public psychiatry, paraprofessionals 

spend the most time with persons 

with chronic conditions, but usually 

have little to no training.

 Training and hiring persons in 

recovery to provide peer support rep-

resents a win-win situation for re-

source-strapped systems. Patients 

receive support from trained peers 

who instill hope, model self-care, 

and help navigate the health care sys-

tem. Peer support providers are gain-

fully employed in a role that supports 

their own recovery by allowing them 

to do personally motivated work. 

Systems gain a trained, effective 

workforce that pushes providers be-

yond the basic outcomes of decreased 

homelessness, incarceration, and 

hospitalization to include other out-

comes that also matter to patients and 

their loved ones, ie, those associated 

with reclaiming a meaningful life.

 To aspire to help persons with 

mental illnesses to establish mean-

ingful lives is not to overlook or min-

imize the need to address homeless-

n e s s ,  i n c a r c e r a t i o n ,  a n d 

hospitalization. Because many have 

walked in their shoes, peer-support 

staff are especially expert in forging 

caring relationships with people who 

are overcome by the direst of circum-

stances and who have not responded 

to traditional approaches. Peer-sup-

port staff can effectively engage 

patients because they understand how 

they live (all too often on the street or 

in shelters) and offer practical help 

with basic needs and everyday living. 

In contrast to coercive measures that 

further erode patients’ sense of self 

and basic dignity by focusing solely 

on illness, peer-support staff can earn 

patients’ trust by providing assistance 

with day-to-day struggles, offering a 

more effective and sustained pathway 

to needed care tan 2-week involun-

tary inpatient stays.

The evidence for peer support

It should be no surprise that the CMS 

study Jaffe references found that de-

SIGNIFICANCE FOR PSYCHIATRISTS

Peer support staff offer a valuable complement to clinical care. They are especially effec-

tive at engaging people into needed services and empowering them to play an active role 

in their own recovery. In particular, evidence suggests that peer staff can:

 ◗ Engage patients in caring relationships, increase their engagement in non-acute and 

less costly care, and activate patients for self-care.

 ◗ Decrease substance use, unmet needs, and demoralization.

 ◗ Increase hope, empowerment, social functioning, and quality of and satisfaction with life.

Patients in the treatment group—with peer support— 
had fewer psychiatric hospital admissions on average 
and more episodes of crisis stabilization than those in 
the comparison group

Treatment 
(N = 1910)

Comparison 
(N = 3820)

Average utilization

Psychiatric hospital admissions 1.35 1.58

Crisis stabilization episodes 1.09 0.84a

Average duration of stay

Psychiatric hospital 19.2 21.5

Crisis stabilization 7.2 6.1

Average cost

Psychiatric hospital $16,454 $18,595

Crisis stabilization $2405 $2401

Total Medicaid $27904 $19,926b

Facility $3634 $4426a

Professional $13,408 $7563b

Peer Support $4,50 N/A

Rx $10,861 $7,937***

Peer Support Impact

Average months of Medicaid enrollment 22.9 21.7

NOTE: **p < .01, ***p < .001

SOURCE: Authors’ analysis.

(CONTINUED ON PAGE 12)
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ploying peer staff increased the use of 

crisis services while decreasing hos-

pitalizations.5 This increase in service 

use was a positive outcome for per-

sons who otherwise were disconnect-

ed from all outpatient treatment. Per-

haps it is on this score, above all, that 

the effectiveness of peer services has 

been shown most consistently.

 When reviewing this evidence, it 

is important to recognize that neither 

peer nor non-peer non-clinical staff 

“treat” mental illness, that is not their 

role. Peer-support staff complement 

clinical care; their role is to instill 

hope, engage patients in self-care and 

health services, help them navigate 

complex and fragmented systems, 

and promote their pursuit of a mean-

ingful life. When assessed on their 

ability to do these jobs for which they 

have been trained, peer-support staff 

clearly demonstrate effectiveness. 

The Table provides examples of the 

roles peer-support staff have played 

that have garnered consistent evi-

dence in improving patient out-

comes.6 To date, over multiple studies 

have found that peer staff who are 

working in peer-specific roles are 

better able to engage people in caring 

relationships7–8; improve relation-

ships between clients and outpatient 

providers, thus increasing engage-

ment in non-acute and less costly 

care9–17; decrease substance use, un-

met needs, and demoralization8,11,17–18; 

and increase hope, empowerment, 

self-efficacy, social functioning, 

quality of and satisfaction with life, 

and activation for self-care.8,11–13,16,18–29

Patient-care outcomes

Why would these kinds of gains not 

be worthy of funding? Presumably 

because they have yet to be connect-

ed directly to reductions in the nega-

tive outcomes of arrest, incarcera-

tion, and violence. But these poor 

outcomes are more reflective of soci-

etal and systemic failures than of 

mental illness per se. They are due 

primarily to long-standing discrimi-

nation that has resulted in a lack of 

parity in funding for communi-

ty-based  mental health care.

 This becomes obvious when one 

looks beyond the borders of the US. 

Homelessness, arrests, and incarcer-

ation are not attributable to mental 

illness alone, because they are not 

significant problems for persons with 

mental illness in most other devel-

oped countries. Mental illness alone 

poses minimal risk for violence 

(around 4%).30 Mass shootings are 

more a result of our failure to control 

access to assault weapons than a fail-

ure to treat mental illness. As Zakari12 

pointed out in the Washington Post, 

the incidence of mental illness in the 

US is the same as that of the UK, yet 

the rate of gun violence in the US is 

40 times that of the UK. Surely, un-

addressed factors other than mental 

illness contribute significantly to 

such poor outcomes.

 Foremost among these is the 

long-standing stigma against persons 

with mental illnesses that has resulted 

not only in the lack of adequate fund-

ing for community-based care but al-

so acts as a barrier to accessing what 

care is available sooner, which might 

prevent the need for more intensive 

care later on. Homelessness, incar-

ceration, and violence among persons 

with mental illness are more of a con-

sequence of our failure to accord such 

persons the rights of dignity, respect, 

and full citizenship that is their birth-

right than to mental illness per se.

Conclusion

No one would deny a person in re-

covery from cancer, or a person liv-

ing with diabetes, the opportunity to 

contribute to the shaping and deliv-

ery of cancer or diabetes care. Per-

sons in recovery from mental illness-

es have insider knowledge of what it 

takes to have a life well lived with 

mental illness. In fact, two of the 

most influential visionaries in the 

history of mental health policy, Dor-

othea L. Dix and Clifford W. Beers32 

had their own experiences of mental 

illness. Based on the credibility and 

trustworthiness fostered by their 

lived experience, their passion to give 

back, and their dedication to making 

recovery a reality for others who suf-

fer with mental illness, other people 

in recovery (ie, peers) can also make 

invaluable contributions to better 

outcomes by advocating for, trans-

forming, expanding, and providing 

effective mental health services. 

The authors report no conflicts of interest concern-

ing the subject matter of this article.
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COMMUNITY PSYCHIATRY

Overview of Peer Support Staff (PSS) on Hospitalization and ED Utilization

Study 
Typology of 
PSS Definition

Impact of PSS on 
hospitalization/
ED usage

Key factors that  mediate 
Outcomes

Crisis and 
respite services

Programs and services that 
provide an acute response 
to individuals who are 
experiencing a psychiatric 
emergency and need an 
urgent response.

Provides 
alternatives to 
hospitalization and 
ED use. Fosters 
stability and 
community tenure.

Peers are employed to provide 
services.

Training and certification standards 
exist.

Services are reimbursable.

Services are covered under 
Medicaid state plans.

Peer specialists are integrated into 
the health care system.

Community has other supportive 
resources and services to support 
clients.

Peers are part of health care team 
and provide input into medical 
records.

Track record of success in the 
community.

Supported by other providers.

Peers focus on whole health.

Transition in 
levels of care

Programs and services 
designed to provide 
assistance and support to 
individuals who are involved 
in changes to their 
treatment services that 
involve new providers or 
settings and levels of acuity.

Helps reduce/ 
prevent crisis, crisis 
relapse, hospital 
readmission, ED 
use.

Community-
based services 
to promote 
recovery and 
resiliency

Programs and services 
designed to provide 
ongoing engagement, 
support, and activation for 
those who have 
successfully established 
recovery and illness 
management plans.

Keeps individuals 
healthy in the 
community and 
helps prevent 
hospitalization.

Peer Support
Continued from page 11

(CONTINUED ON PAGE 22)
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» Jennifer Severe, MD 
and Kirsy Japa, MD

Dr. Severe is a Public Psychiatry Fellow, 

Columbia University, New York; Dr 

Japa is a PGY 2 Psychiatry Resident, 

Cooper University Hospital, Camden, 

NJ.io

T 
he 2018 American Psychiatric 

Association (APA) Annual 

Meeting hosted an advocacy 

booth that brought together medical 

students, psychiatry residents, and 

practicing psychiatrists from differ-

ent backgrounds with one purpose: 

“To increase awareness around the 

mental health needs of the 437,000 

foreign nationals from 10 countries 

on Temporary Protected Status.”

Congress created the Temporary 

Protected Status, also known as 

TPS, as part of the Immigration Act 

of 1990 to provide temporary lawful 

status to foreign nationals from 

countries that have suffered natural 

disasters, protracted unrest or con-

flict, or who are going through other 

extraordinary circumstances that 

prevent their safe return home. Put 

differently, TPS is a humanitarian 

visa that allows its beneficiaries to 

integrate into, and contribute to, the 

American social, economic, and 

civic fabric. Fpreogn nationals from 

El Salvador, Honduras, and Haiti ac-

count for almost 93% of the TPS 

population and more than 80% are 

currently part of the labor force. The 

remaining countries with a TPS des-

ignation include Nepal, Syria, Nica-

ragua, Yemen, Sudan, Somalia, and 

South Sudan.

At the risk of returning back to 

their native country which might 

still be unsafe, TPS beneficiaries 

are desperately trying to avoid de-

portation by advocating for an ex-

tension of the TPS or seeking per-

manent residence in the US. 

Through our advocacy booth at 

2018 APA meeting, psychiatrists 

became aware of the fear, anxiety, 

demoralization, and possible re-

traumatization that trainees, col-

leagues, and patients on TPS go 

through. We also increased aware-

ness around the high incidence of 

emotional suffering and mental ill-

nesses associated with immigration, 

the low rate of mental health service 

use by migrants, and the effects of 

immigration-related family separa-

tion on US-born children.

Health care providers are an im-

portant and trusted source of support 

in addition to legal service and faith-

based providers. We wish to contin-

ue reminding mental health provid-

ers of this crucial role through 

ongoing awareness-raising activi-

ties. We also hope to launch a pilot 

initiative to reach out to Haitian TPS 

holders and their families in their 

communities, churches, and clinics 

by targeting states with the highest 

density of Haitians. The goal is to 

encourage access to psychological 

support and empower them with in-

formation through a phone service 

line. To learn more, go to http://

lovinskyseverefoundation.org/tem-

porary-protected-status/. This pilot 

program can be replicated for other 

foreign nationals on TPS.

“When the Homeland Security re-

scinded the TPS, I first thought of the 

direct psychosocial impact on my 

family, whom I am here for, but I also 

think of those families affected 

throughout the US who have no-

body” [Dr. Japa]. ❒

The exhibit booth was a joint effort 

between a diverse group of 

psychiatrists and was mainly 

supported by the Professional Risk 

Management Services Inc, the 

Association of Haitian Physicians 

Abroad, and the Haitian American 

Psychiatric Association. The initiative 

was spearheaded by Dr Severe. 

The Silent Suffering of Those on Temporary 
Protected Status: Unbeknownst to Many

A CALL TO ACTION

“To increase 
awareness 
around the mental 
health needs of 
the 437,000 
foreign nationals 
from 10 countries 
on Temporary 
Protected Status.”

FROM LEFT TO RIGHT 

are volunteers Marie-Ange 

Jean-Fils, MD; Benite Pierre 

Louis, MD; Michael Ingram, 

MD; Jennifer Severe, MD; 

Darlene Guerrier MD; and 

Kirsy Japa, MD.

To learn more about the pilot initiative and to reach out to Haitian TPS holders and their families, go to 

http://lovinskyseverefoundation.org/temporary-protected-status/
LEARN MORE

Foreign nationals from El Salvador, Honduras, and 

Haiti account for almost 93% of the TPS population

More than 80% are currently 

part of the labor force.

Let Us Hear 

From You!

We’d like to hear from you, let us know 

how this affects you. Write to us with your 

story at editor@psychiatrictimes.com and 

we may post it on our web site.

www.psychiatrictimes.com
mailto:editor@psychiatrictimes.com
http://lovinskyseverefoundation.org/temporary-protected-status/


14 JUNE 2018P S YC HI AT R IC T IME S

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

» Steven A. King, MD, MS

I
f there is one thing in the US upon 

which there is virtually universal 

agreement, it is that we are in the 

midst of an opioid epidemic. How-

ever, whom or what is to blame for 

this is not as clear and should be the 

subject of greater discussion. So far, 

most of the blame has been placed at 

the doorstep of illicit drug dealers 

and the pharmaceutical companies 

that manufacturer opioids. There is 

no doubt that both have contributed 

to it, but their share of the responsi-

bility for the epidemic is overstated.

 Drug dealers are obviously the 

source of illegal drugs such as heroin 

and various forms of fentanyl not 

available by prescription in the US. 

However, data from SAMHSA indi-

cate that when it comes to prescrip-

tion opioids, drug dealers play a lim-

ited role in the supply chain. Fewer 

than 10% are purchased from drug 

dealers or other strangers. Approxi-

mately 50% of non-medical users of 

prescription opioids get them from 

friends or relatives; 25% get them by 

prescription from physicians. De-

spite the often-cited problem of pa-

tients obtaining prescriptions from 

multiple prescribers, most receive the 

prescriptions from one doctor.1

 Several state and local govern-

ments have instituted lawsuits against 

some of the pharmaceutical compa-

nies. The lawsuits claim that the 

companies purposely misled physi-

cians about the addiction potential of 

their products; the Federal govern-

ment is currently deciding whether to 

join these suits. The main target of 

these suits is Purdue Pharma, the 

manufacturer of the now infamous 

OxyContin, although other compa-

nies have also been included.

 There is no doubt drug compa-

nies have aggressively marketed prod-

ucts that contributed to the epidemic. 

Although the tobacco companies’ ac-

cepting the responsibility for the 

health consequences of their products 

and the consequent settlements have 

been cited as a model for what should 

be required of opioid manufacturers, 

there is a marked difference between 

the two. Tobacco companies sold their 

products directly to consumers where-

as patients legally obtain opioids from 

physicians and dentists who write the 

prescriptions.

 Over the course of my career, I 

have dealt with many representatives 

of pharmaceutical companies. The 

majority are ethical, and a number 

have asked for my input on the posi-

tive and negative aspects of their 

products based on my experience in 

pain management. There have also 

been representatives who were will-

ing to make what at best might be 

described as misleading statements. 

Some may have done so out of igno-

rance, but others knew what they 

were saying wasn’t true.

 Whether good or bad, pharma-

ceutical company representatives are 

sales people trying to get physicians 

to prescribe their products. I believe 

that any medical professional who 

claims that whatever errors he or she 

made was because of what these rep-

resentatives told them probably 

shouldn’t be practicing medicine and 

certainly not prescribing medica-

tions. If we accept the argument that 

these doctors were misled, then it 

must be asked how someone who 

spent 4 years in medical school and at 

least an additional 3 years in post-

graduate training could be so igno-

rant about opioids.

 Another cited culprit for over- 

prescription of opioids is the recom-

mendation of several professional 

organizations to make pain “the fifth 

vital sign” with physicians simply 

being innocent contributors to the 

epidemic. This suggests a wide-

spread belief among physicians that 

opioids are either the only or the most 

effective analgesics; thus, if a patient 

is in pain, there is no alternative to 

opioids.

 What is overlooked is that at the 

same time the number of opioids be-

ing prescribed in this country was 

increasing, there was never a corre-

sponding decrease in how many peo-

ple were suffering pain. Furthermore, 

when doctors say no one could have 

foreseen that patients prescribed opi-

oids for legitimate pain complaints 

might end up abusing them, they fail 

to note that research published more 

than 25 years ago was already report-

ing problems with opioid analgesics.2

 What is the source of all this ig-

norance? The answer is easy. If a 

child went to school yet was unable 

to read or perform basic math, we’d 

blame it on the inadequacy of the 

education he received. Similarly, if 

doctors finish medical school and 

postgraduate programs without ade-

quate knowledge about opiods, it’s 

the fault of those who taught them.

 I completed my fellowship in 

pain management 30 years ago. The 

one consistent thing since that time 

has been that every report and study, 

of which there have been many, has 

cited the inadequate education most 

US physicians receive about pain 

management.3,4 Yet, I have not seen 

any blame for the opioid epidemic 

being attributed to lack of educa-

tion—and this is where the largest 

share of blame lies. Considering the 

many major advances in medicine in 

the past few decades, one would 

think that someone might have fig-

ured out by now how to educate phy-

sicians about pain management.

 So why, so long after the prob-

lem was recognized, does it continue 

to exist? I believe there are several 

reasons, none of which have to do 

with science but rather with academ-

ic politics and money.

 Because doctors in all specialties 

are likely to encounter patients with 

pain, pain management becomes the 

rare medical problem that doesn’t fall 

neatly under the purview of any sin-

gle specialty. This has resulted in 

teaching on the subject to fall into the 

cracks between where each specialty 

begins and ends.

 In most academic medical cen-

The Opioid Epidemic: Who Is to Blame?
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ters, pain management is under the 

purview of anesthesiology depart-

ments. The problem is that any way 

one looks at this, it doesn’t make 

much sense. I have a great deal of 

respect for anesthesiologists and the 

important services they provide. 

However, even most of those who 

perform pain fellowships have little 

training in managing chronic pain 

and have little interest in managing 

acute pain with the exception of 

perioperative pain or that related to 

traumatic injury. What anesthesiolo-

gists who specialize in pain manage-

ment mostly provide are various 

procedures, most of which—such as 

epidural steroid injections for low 

back pain—have little research to 

support their use. Moreover, many 

anesthesiologists who practice pain 

management have little interest in 

medication management and limited 

training in the use of oral analge-

sics—and most probably receive 

less education on substance abuse 

and addiction than physicians in 

other specialties.

 Anesthesiology’s claim to pri-

macy on the management of chronic 

pain appears to have stemmed from 

economic reasons. The “RAPs” (radi-

ology, anesthesiology, pathology) 

proposal introduced several years ago 

was for practitioners of these special-

ties to become hospital employees 

which, in many cases, would have re-

sulted in a reduction in their income. 

As a result, anesthesiologists began to 

look for services they could provide 

outside of the operating room.

 So, if not anesthesiology, which 

medical specialty should be taking the 

lead in educating physicians about 

pain? It seems to me that it makes 

most sense for psychiatry to take on 

the role of teaching pain management. 

For years, the major international or-

ganization for pain management spe-

cialists, the International Association 

for the Study of Pain, has defined pain 

“as always being a psychological 

state.”5,6 Moreover, every guideline on 

the management of chronic pain, that 

I know of, has highlighted that in most 

cases there is a major psychological 

component to pain and that psycho-

logically based treatments are among 

the most effective.7,8

 It is also easy to make the case 

for psychiatry to be responsible for 

the medication management of pain. 

Two of the most important classes of 

analgesics for chronic pain are the 

SNRIs and the anti-epileptics. Al-

though most psychiatrists don’t re-

ceive much training in the use of opi-

oids as analgesics, they do receive 

education in opioid use disorder and 

its treatment. It appears that more and 

more psychiatrists see their role in 

pain management as being limited to 

treating patients who become addict-

ed to opioids. However, psychiatrists 

could play a vital role in not only pre-

venting opioid addiction but also pro-

viding pain management.

 I realize that psychiatry depart-

ments would have a hard time wrest-

ing away pain management from an-

esthesiology. Procedures bring in a 

great deal of money and anyone in 

academic medicine is aware that the 

hierarchy of departments is largely 

based on revenue so psychiatry will 

always be near the bottom. There is 

also the fear that if pain management 

was included under psychiatry, pa-

tients with pain might fear they are 

being viewed as being “crazy” and 

their pain not taken seriously. An ad-

ditional problem is that there are only 

a small number of psychiatrists with 

training and experience in pain man-

agement, but I believe there is a suf-

ficient number to make a start.9

 In Shakespeare’s Julius Caesar, 

Cassius says to Brutus, “The fault, 

dear Brutus, is not in our stars but in 

ourselves.” When it comes to the opi-

oid epidemic, the fault is not primar-

ily in pharmaceutical companies, 

unethical physicians, or pain being 

the fifth vital sign, as many would 

have us believe. Rather the fault lies 

primarily in the medical education 

system that has chosen to place mon-

ey over science in deciding how and 

by whom pain management should 

be taught.

 We can’t do much about unethi-

cal physicians or pharmaceutical 

companies, but we should be able to 

have a significant impact upon how 

future generations of physicians are 

educated. If we continue to allow 

them to be poorly educated about 

pain management and opioids, we 

cannot expect things to change for 

the better. A reduction in the number 

of opioids prescribed is a laudable 

goal because it is clear that too many 

are currently prescribed. But unless 

we change the education system, 

there is no guarantee that those re-

ductions will have an impact on the 

opioid crisis or that patients will have 

their pain properly managed. ❒
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tion (across 5 domains) in middle-age 

people with and without schizophrenia. 

Study design

The researchers performed a 

cross-sectional analysis of data col-

lected from 2007 through 2010 from 

the baseline assessment for the Unit-

ed Kingdom Biobank, a nationwide 

cohort study of relationships be-

tween lifestyle, environment, and 

genetics to health-related outcomes. 

Over 500,000 adults aged 37 to 73 

years were recruited across 22 as-

sessment centers throughout the 

UK. For the present study, patients 

with neurological conditions associ-

ated with impaired cognition were 

excluded. The United Kingdom Bio-

bank is also integrated with hospital 

records, allowing researchers to 

stratify participants based on the 

presence or absence of an ICD-10 

diagnosis of non-affective psychosis 

(F20-29). The control sample con-

sisted of all participants without a 

history of non-affective psychosis.

 Handgrip strength was per-

formed using a hand dynamometer, 

with a single trial for each hand. The 

maximal score for the (self-reported) 

dominant hand was used in all analy-

ses. If subjects identified themselves 

as ambidextrous or did not specify a 

dominant hand, the hand with the 

highest score was used. Cognition 

was assessed using a 15-minute com-

puterized battery with 5 individual 

tasks/domains, including reaction 

time, reasoning, numeric memory, 

visuospatial memory. Each cognitive 

domain was analyzed using linear 

mixed models or generalized linear 

mixed models, controlling for age, 

sex, weight, education, and geogra-

phy and testing center.

Findings

A total of 476,559 participants met 

the study criteria and had measure-

ments of handgrip strength and at 

least one cognitive domain; 1162 par-

ticipants with schizophrenia were in-

cluded in the cohort.

 The mean age was 54 for patients 

with schizophrenia and 57 for con-

trols. Just over half (54%) of the pa-

tients and 45% of controls were male. 

More than 95% of the participants 

(patients with schizophrenia and con-

trols) completed both the visual mem-

ory and reaction time tasks, but fewer 

than 40% of the participants in both 

groups completed the other tasks. 

Handgrip strength was lower in both 

men and women with schizophrenia 

compared with controls. In the control 

and/or “general population” sample, 

higher handgrip strength was signifi-

cantly positively associated with bet-

ter performance on visual memory, 

reaction time, reasoning, number 

memory, and prospective memory 

tasks (P < .001 for each).

 In patients with schizophrenia, 

higher handgrip strength was a sig-

nificant positive predictor of better 

visual memory and reaction time (P < 

.001 for each) and predicted prospec-

tive memory at the trend level (P = 

.078). The magnitude of these associ-

ations was similar in patients with 

schizophrenia and in controls. In a 

post-hoc analysis, the pattern of find-

ings was unchanged when consider-

ing only participants aged 55 years or 

younger, and after controlling for 

waist circumference and past history 

of cardiovascular disease

 This was the first study of hand-

grip strength and cognition in pa-

tients with schizophrenia, and the 

largest general population sample of 

this association to date, particularly 

in middle-aged adults. A limitation of 

the study is that fewer participants in 

the schizophrenia sample completed 

all of the cognitive tasks, which may 

have impacted on statistical power.

The bottom line

Handgrip strength is correlated with 

cognition in both schizophrenia and 

the general population. Further re-

search is needed regarding the direc-

tion and mechanism(s) of these asso-

ciations, towards novel approaches for 

the assessment (and even potentially 

the treatment of) cognitive impair-

ment in patients with schizophrenia.

Dr. Miller is Associate Professor, 

Department of Psychiatry and Health 

Behavior, August University, August, GA.
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PODCASTS
We have a new psychiatry podcast series, hosted by 

David Carreon, MD, and Jessica A. Gold, MD, MS. 

Psyched! features stories in neuroscience and 

psychiatry that target psychiatrists as primary 

listeners, but we hope these podcast are accessible, 

entertaining, and informative for a broader audience. 

Carreon and Gold cover everything from the 

foundational to the cutting-edge, from the popular to 

the weird. Here are a few examples:

The Mind-Gut Connection: What Is It and How 

Did It Evolve?

http://www.psychiatrictimes.com/neuropsychiatry/mind-gut-con-

nection-what-it-and-how-did-it-evolve

Transcranial Magnetic Stimulation: A Look Un-

der the Hood

http://www.psychiatrictimes.com/transcranial-magnetic-stimula-

tion/transcranial-magnetic-stimulation-look-under-hood

The Transformation of Ethics in Psychiatry, 

with Paul Appelbaum, MD

www.psychiatrictimes.com/psyched-paul-applebaum-md-trans-

formation-ethics-psychiatry

Check Out These Features on Our Website: 

www.psychiatrictimes.comThis Month on Our Website

SLIDESHOWS
Quick reference to noteworthy studies and tipsheets: 

http://www.psychiatrictimes.com/slideshows/.

Silver Linings After Abuse and Neglect

The neuroprotective role of resilience in patients with 

schizophrenia who experienced early childhood trauma.

http://www.psychiatrictimes.com/slideshows/silver-linings-after-

abuse-and-neglect

Brain Health in Aging Adults

Three new studies highlight the issues of sedentary 

behavior and memory, the decline of brain health with 

age in psychosis, and risk of dementia with 

anticholinergic drugs.

http://www.psychiatrictimes.com/geriatric-psychiatry/brain-health-

aging-adults

Psychiatry and Scalpels

An update on surgical outcome after arthroplasty in 

patients with schizophrenia or bipolar disorder.

http://www.psychiatrictimes.com/schizophrenia/surgical-outcome-

after-arthroplasty-patients-schizophrenia-or-bipolar-disorder

www.psychiatrictimes.com
www.psychiatrictimes.com
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Who Diagnoses and Treats Epilepsy 
in Patients With Psychiatric Symptoms?

» Conrad M. Swartz, PhD, MD

Dr. Swartz is Emeritus Professor of Psychiatry, 

Southern Illinois University School of 

Medicine, Springfield, and Affiliate Faculty, 

Oregon Health & Sciences University.

S
chizophrenia and bipolar disorder are 

not diagnosable if the patient has epi-

lepsy that produces hallucinations or 

delusions. During my career in psychiatry, I 

have seen several dozen patients whose hal-

lucinations and delusions stemmed from 

overlooked and untreated epilepsy. When 

they responded to anticonvulsant medica-

tion alone these patients and their families 

were happy about the change in diagnosis. 

This article describes how several such pa-

tients presented in psychiatric practice. Per-

sonal details were obscured to avoid identifi-

ability.

My first patient who had epilepsy with 

psychiatric symptoms presented early in my 

residency. The patient was an adolescent 

from a small town, who claimed he was the 

leader of a large street gang that was at war 

with another gang that wanted to kill him. 

The town’s police chief dismissed that as 

impossible. His grades had been slipping 

over the past year—he had been a good stu-

dent but was now failing. Two years earlier, 

he had been knocked unconscious by a base-

ball bat.

His EEG, head CT, and neurological 

physical examination were normal. He had 

been calm during the 4 days of counseling in 

the hospital although his delusions re-

mained. In perplexity my attending and I 

said to each other “I suppose it’s schizophre-

nia” and agreed to start him on thiothixene. 

A few hours after his first dose of thiothix-

ene he became mute and started throwing 

furniture—his first act of violence. Thio-

thixene was stopped without a second dose.

Two days later, the second EEG was nor-

mal without medication. Then, given phe-

nytoin, his delusions and tension disap-

peared within hours. At repeated follow ups 

over 2 years, he remained well and his 

schoolwork improved.

This case vignette demonstrates that 

some antipsychotics can exacerbate epilep-

sy so that EEG abnormalities and seizure 

manifestations become observable. It shows 

that before diagnosing a psychosis such as 

schizophrenia, epilepsy must be excluded; 

normal EEG results alone do not suffice to 

make this exclusion.

Some clinicians may feel that epilepsy 

should be assessed, diagnosed, and treated 

by a multidisciplinary team of epileptolo-

gists, neuropsychologist, and others. In 

smaller communities and in state hospitals 

such a multidisciplinary approach is not feasible. The 

common experience is that epilepsy is not considered, 

psychosis is diagnosed, and antipsychotics are pre-

scribed. One psychiatrist alone can diagnose schizo-

phrenia but overlook epilepsy. DSM too easily allows 

dismissing epilepsy when diagnosing schizophrenia 

because epilepsy is not always accompanied by spe-

cific signs or EEG findings, and EEGs are not done 

unless ordered.

(CONTINUED ON PAGE 16B)
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I am not surprised that about 30% of pa-

tients with schizophrenia do not respond to 

antipsychotics, and patients with drug-resis-

tant schizophrenia may respond to ECT.1,2 

Anticonvulsant activity by ECT may factor 

in this response.3

What is the incidence of epilepsy in a 

general psychiatric clinic? A recent survey 

of my first 98 patients in a clinic revealed 

previously unrecognized epilepsy in 9 pa-

tients. Six had hallucinations or delusions, 

previously misdiagnosed as schizophrenia 

or bipolar disorder. All 6 showed significant 

rapid improvement with anticonvulsants. 

This incidence seems high, but the clinic is 

entirely for Medicaid patients.

If the psychiatrist doesn’t recognize that 

epilepsy is underlying delusions or halluci-

nations, who will? On a teaching psychiatry 

ward, I saw a middle-aged man who was 

hospitalized for yelling in public that witch-

craft is killing him. He told me that he had 

epilepsy for which he was being treated with 

carbamazepine, then he showed me an old 

letter from a neurologist that stated that his 

psychosis does not stem from epilepsy. The 

letter proved nothing, so I added the anticon-

vulsant primidone. Within a day his delu-

sions and fears disappeared, which demon-

strated an epileptic basis for the delusions. 

He appreciated the changes and became out-

going, cheerful, and sociable. After showing 

stable remission for 3 days, he was dis-

charged; there was no known readmission.

Another middle-aged man was sent to the 

psychiatric ward from the emergency de-

partment complaining of episodes of unre-

sponsiveness and confusion. Because he 

behaved normally outside these episodes, I 

suspected epilepsy. Two EEGs and 24-hour 

EEG showed only diffuse slowing, but his 

serum prolactin level was elevated (22.1 ng/

mL) 25 minutes post-episode, which point-

ed to seizure disorder. Valproic acid 1500 

mg daily quickly stopped the episodes, con-

firming epilepsy.

These 2 cases illustrate that a psychiatrist 

is needed to identify epilepsy in psychiatric 

patients. Who then should treat epilepsy? An 

answer was provided by a neurology group 

that sent me their young clinic secretary who 

was suffering with auditory hallucinations, 

fearful delusions, and partial complex epi-

lepsy to treat. After initiating carbamaze-

pine, the hallucinations and delusions disap-

peared, and the patient happily resumed her 

job. The implicit message from the neurolo-

gists was that hallucinations and delusions 

are to be treated by a psychiatrist, regardless 

of cause.

Several years ago, I inherited a stable 

man in his mid-thirties who had a diagnosis 

of bipolar 1, who was being treated with 

high doses of olanzapine and divalproex 

daily. When I decreased olanzapine to below 

7.5 mg daily, he showed confusion, not a 

Epilepsy
Continued from page 16A

mood episode, raising suspicion of epilepsy. Then I 

elicited an overlooked history of severe TBI with un-

consciousness for 5 days antedating psychiatric symp-

toms by 2 years. The new EEG I obtained was abnor-

mal. The patient declined to see a neurologist, pleaded 

with me to treat him.

Likewise, a young woman presented with low 

mood, anxiety, and unpleasant voice hallucinations 

that conversed with each other, impaired concentra-

tion, and disturbed sleep. Ten years earlier, she had a 

serious concussion and began to have episodes of au-

ditory hallucinations and anxiety. Suspecting epilep-

sy, I treated her with oxcarbazapine and the voices 

disappeared. Eventually, she stopped taking the medi-

cation and when the symptoms returned, she was hos-

pitalized. She received a diagnosis of bipolar disorder, 

epilepsy was disregarded, and she was started on an 

antipsychotic. Although calmer, the voices remained. 

When I saw her again, I discontinued the antipsychot-

ic and restarted her on oxcarbazapine and the voices 

and anxiety disappeared. The presentation had no 

signs or symptoms specific to bipolar disorder, only 

anxiety and auditory hallucinations, but epilepsy had 

been disregarded.

www.psychiatrictimes.com
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This was not the only instance of disregard of epi-

lepsy. A woman in her mid-forties was hospitalized 

with visual and auditory hallucinations urging her to 

suicide, showing impoverished thought, anxious agi-

tation, and melancholic sickliness. A few months ear-

lier she had discontinued olanzapine. She described 

childhood-onset epilepsy, and phenytoin discontinu-

ation 10 years earlier with no reason given for stop-

ping the medication. During the past 10 years, she 

was seen in the teaching psychiatry clinic with persis-

tent hallucinations; she received a diagnosis of schizo-

phrenia and prescriptions for antipsychotics. A new 

EEG showed complex partial epileptic seizures in the 

left anterior temporal lobe. In response to phenytoin 

all symptoms disappeared in one day. After discharge, 

the clinic psychiatrist discontinued phenytoin, rediag-

nosed schizophrenia, restarted olanzapine, and disre-

garded epilepsy and the results of the EEG. The pa-

tient gained 30 pounds, discontinued olanzapine, and 

never returned to the clinic.

Behavioral or psychological distress brought these 

“psychiatric” patients to me. Because of possible con-

troversy, I asked the American Psychiatric Associa-

tion if evaluating and treating epilepsy is in the scope 

COMMENTARY

Probiotics Lower 

Rehospitalization

Rates in Bipolar 

Disorder

» Chris Aiken, MD

Dr. Aiken is the Director of the Mood 

Treatment Center, Editor in Chief of The Carlat 

Psychiatry Report, and Instructor in Clinical 

Psychiatry at the Wake Forest University 

School of Medicine.

T
he first clinical trial of probiotics in bi-

polar disorder is out, and the results 

look promising. Probiotics lowered the 

rate of rehospitalization after a manic epi-

sode, according to a small controlled trial 

released this month.1 This marks the first 

clinical trial of probiotics in bipolar disor-

der, and it builds on previous research that 

(CONTINUED ON PAGE 16D)

of psychiatric practice. Their Council on 

Psychosomatic Medicine/Consultation-Li-

aison Psychiatry replied that it is, particu-

larly if associated with neuropsychiatric 

symptoms. Similarly, Washington State 

Medicaid confirmed that they pay psychia-

trists for evaluating and treating epilepsy in 

patients with hallucinations or delusions.

With growing public awareness that head 

injury is common and produces neuropsy-

chiatric symptoms and impaired cognition 

and performance, psychiatry is needed to do 

more than prescribe antipsychotics. Patients 

with head injury need evaluation and treat-

ment of epilepsy, especially for temporal 

lobe epilepsy.4 Likewise these patients need 

to be assessed for anxiety and mood disor-

ders, attention deficit problems, and suicide 

risk.5-7 Of course, diagnosing epilepsy re-

quires experience, and psychiatrists should 

refer or request consultations as needed. 
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has found promise for these “healthy bacte-

ria” in depression, anxiety, cognition, and 

autism.2–5

Led by Dr Faith Dickerson at Sheppard 

Pratt Health System, the researchers ran-

domized 66 patients to receive either a pro-

biotic capsule or placebo for 6 months along 

with their usual medications after a hospital 

stay for mania. During that time, 50% of the 

patients required rehospitalization, but the 

rate was lower—by a factor of 3—in the 

probiotic group. A similar reduction was 

seen in the duration of hospital stays for pa-

tients who were given the probiotic.

Mind-gut mechanisms

The idea that the gut flora can influence 

mental illness dates to the early 20th centu-

ry.6 Bench research has since clarified some 

of the specifics behind this “mind-gut con-

nection.” Inflammation worsens mood dis-

orders, and the microbial flora can alter in-

flammatory processes through effects on the 

immune system. The current study upheld 

that hypothesis—the degree of improvement 

correlated with baseline markers of inflam-

mation.1 Other potential mechanisms for 

probiotics include effects on neuroplasticity 

(through brain-derived neurotrophic factor), 

neurotransmitters (increases in serotonin, 

GABA, N-acetyl aspartate, and glutamate), 

and regulation of stress hormones along the 

HPA Axis.2,3,7

The right strain

The gut flora can have positive or negative 

effects on health depending on which strains 

are dominant. This study used 2 strains that 

are thought to have beneficial effects on im-

mune function—Bifidobacterium lactis bb-

12 and Lactobacillus rhamnosus GG (or 

LGG). These strains are found in breast milk 

and have a strong safety record in humans 

[Dickerson F. Personal Communication, 

April 27, 2018].

Other studies in depression and anxiety 

used different strains from the Bifidobacte-

rium and Lactobacillus families, but they 

involved milder symptoms and may not 

translate to bipolar mania (Table). There are 

risks in deviating too far from the exact 

strains used in a study, as seemingly minor 

differences can affect outcomes. For exam-

ple, the 299v strain of Lactobacillus planta-

rum improved irritable bowel syndrome 

(IBS) in several studies, but IBS worsened 

with the MF1298 strain of the same organ-

ism.8–10 In terms of mental health, there are 

no clear examples of worsening psychiatric 

symptoms with probiotics, although one 

strain failed to help older adults (Lactobacil-

lus reuteri) despite alleviating colic in in-

fants.2

The current study used 2 proprietary 

strains from a Danish company (Chr. Han-

sen), so it’s best to look for products with the 

Probiotics for Bipolar
Continued from page 16C

Chr. Hansen trademark. Usana, Culturelle Baby 

Grow, and Thrive, as well as Emergen-C contain both 

strains, while Align Daily Immune Support contains 

bb-12 alone and Culturelle contains LGG alone. Lack 

of regulation is a concern, but 2 of the products (Usana 

and Culturelle) were tested and approved by Consum-

er Labs, and all of them provide an adequate dosage.

Probiotics are well tolerated and generally benefi-

cially for physical health. Gas and bloating are possi-

ble adverse effects, and they should be avoided in 

people who are immunocompromised or at high risk 

for infection.

Study limitations

The study was well designed and managed to retain 

most of the participants over a long course of follow-

up. Drop-outs (21%) were evenly distributed across 

both groups, as were other relevant variables. Al-

though the probiotics had no effects on secondary 

measures of mood symptoms, the differences on the 

primary measure of rehospitalization were robust. The 

main limitation of the study is also what makes it re-

markable: it’s the first of its kind and needs replica-

tion. That part is underway. The Stanley Medical Re-

search Institute is supporting a replication of the 

www.psychiatrictimes.com
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mania trial as well as a study of the same probiotic 

strains in bipolar depression [Dickerson F. Personal 

communication, April 27, 2018]. 

Dr Aiken reports that he does not accept honoraria from pharmaceutical 

companies; he does receive royalties from WW Norton & Co from the sale 

of Bipolar, Not So Much, a book he coauthored with Jim Phelps, MD.
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A Kind of 
Mirraculas 
Paradise by 
Sandra Allen

» Howard L. Forman, MD

Dr Forman is Assistant Professor of Psychiatry, 

Albert Einstein College of Medicine, and 

Director of the Addiction Consultation Service 

at Montefiore Medical Center, Bronx, New 

York.

S
andra Allen has the byline for A Kind 

of Mirraculas Paradise, but it may be 

more accurate to say she is a co-author, 

an editor, a dogged investigator of her own 

family’s history, and a sharer of her uncle’s 

memoir—a man who received a diagnosis of 

paranoid schizophrenia in his late adoles-

cence. The book alternates between chapters 

Allen wrote and chapters that her Uncle Bob 

sent—a 60-page, single-spaced, typed-in-all 

capital letters manuscript—for her to edit 

and share. The book is timely but will also 

stand the test of time as an excellent contex-

tualized first-person narrative of schizophre-

nia.

The release of the book comes amid a ris-

ing understanding that although we are 60 

years into the antipsychotic era, these medi-

cations only partly help people with schizo-

phrenia. In reading about Bob’s travels 

throughout the US, one comes across in-

stances where working conditions, friends, 

and neighbors propelled Bob to periods of 

productivity and meaningfulness, despite 

the psychosis.

Another element of the book that makes it 

particularly relevant is its description of the 

sexual abuse and coercion of patients wit-

nessed by Bob during several psychiatric inpa-

tient stays. The #MeToo movement has 

brought growing recognition of the scale of 

sexual harassment, abuse, and assault across 

all arenas where imbalances of power exist. 

We would all like to believe that the care of 
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Neurological 
and 
Psychiatric 
Effects of 
Dermatology 
Drugs

» Veronica Hackethal, MD

C
ertain drugs used to treat severe der-

matologic diseases can have various 

neuropsychiatric adverse effects. Gen-

erating awareness of potential neuropsychi-

atric adverse events of these drugs is impor-

tant because, while many of them may be 

mild and reversible, others can be more seri-

ous, sometimes permanent, and potentially 

fatal. 

The most serious reactions are found 

with psoriasis drugs, especially non-bio-

logic medications such as cyclosporine A 

and methotrexate, according to a recent re-

view.1 “Given the number of systemic der-

matologic therapies and the wide variety of 

their neurological and neuropsychiatric 

adverse effects, neurologists, psychiatrists, 

dermatologists, oncologists, and primary 

care providers must be aware of recorded 

neuropsychiatric adverse reactions,” wrote 

first author Melinda Liu, MD, of Baylor 

College of Medicine in Houston, Texas, 

and colleagues. “Prescribers should pro-

vide information about such adverse ef-

fects, offer methods for monitoring for 

them, particularly during the early months 

of treatment, and remain aware of the po-

tential need to discontinue the medication,” 

the authors advised.

The following is a brief overview of 

RESEARCH UPDATE

vulnerable psychiatrically ill patients who are often 

placed on locked units for their “own good” would be 

immune to this societal ill. But, at the same time we 

know that these Pollyannaish beliefs cannot be true. As 

the people charged with fiduciary responsibility for our 

patients, the book motivates us to do more to protect our 

patients.

A Kind of Mirraculas Paradise includes cringe-

worthy psychiatrists and heroic ones. One psychiatrist 

consistently refuses to engage with Bob but instead 

makes medication decisions without examination. 

Later, Bob meets a psychiatrist who works in both in-

patient and outpatient settings to develop a treatment 

that is consistent with Bob’s values and hopes. Simi-

larly, there are hospitals that patients seek out for their 

peaceful and healing environments while others are 

like prison.

Psychiatrists may find Allen’s book useful when 

considering the sacrifices families make to help their 

severely and persistently mentally ill loved ones get 

Paradise
Continued from page 16E

treatment. The financial and emotional toll is 

huge for those who seek access to mental 

health care for their loved ones or for those 

who advocate for them in the criminal jus-

tice system. Although laws governing pa-

tient privacy often prevent us from being 

able to reduce this toll, awareness can lead 

us to be more sensitive caregivers.

As a psychiatrist, I have sought to under-

stand the minds of my patients who exist in 

both the “real” world and in the delusional 

world. Bob’s writing offers the reader an elo-

quent way of seeing the way these worlds flow 

seamlessly from one to another and back. My 

hope is that it will become a classic and univer-

sally read by all psychiatrists. ❒
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Yellow 
Warbler
Richard M. Berlin, MD

Soaked in Mexican sunshine 

he’s powered back to the Berkshires,

all the world’s yellow 

compressed into a firecracker 

of feathered light

perched and puffed on a willow branch,

eager to proclaim his power,

prowess, and territory, 

all the ladies listening,

bull frogs croaking a bassline, 

rugosa roses adding perfume,

our tiny dressed-to-the-nines 

big shot strutting his stuff,

proclaiming he’s ready for love

with the only song he can sing:

Sweet sweet sweet. Sweeter than sweet!

Dr. Berlin is Senior Affiliate in Psychiatry 

at the University of Massachusetts Medi-

cal School. E-mail: Richard.Berlin@

gmail.com. His most recent collection of 

poetry, PRACTICE, is published by Brick 

Road Poetry Press.  ❒

drugs discussed in the article. The review includes 

a range of studies, from randomized controlled tri-

als to case reports. It covers FDA-approved medi-

cations for dermatologic diseases that usually re-

quire systemic medications.

FDA-approved psoriasis drugs

Cyclosporin A. Neuropsychiatric adverse effects 

are dose- and duration-dependent. Treatment for 

over one year is strongly discouraged. Neurologi-

cal adverse effects occur in up to 40% of patients, 

and many are reversible with treatment cessation. 

Headaches, paresthesias, and tremors are most 

common. Posterior reversible encephalopathy syn-

drome (PRES), a rare but serious (though revers-

ible) condition which may involve headache, con-

fusion, seizures, vision loss, nausea, or vomiting.

Other rare neurological adverse events that have 

been reported include progressive multifocal leu-

koencephalopathy (PML), psychosis, cerebellar 

syndrome, mania, seizures, and drug-induced Par-

kinsonism

Acitretin. Neurological adverse effects include 

idiopathic intracranial hypertension (IIH) and pe-

ripheral neuropathy. The drug should be avoided 

with statins, corticosteroids, colchicine and peni-

cillamine due to neurological and muscular ad-

verse events.

Due to reports of IIH with retinoids (isotreti-

noin, acitretin), tetracyclines (see below), and cy-

closporin A (see below), these drugs should not be 

co-administered as they may incur possible addi-

tive risk. It should be noted that women are at in-

creased risk of IIH.

Methotrexate. Cases of psychosis and mania, as 

well as leukoencephalopathy, have been reported. 

To decrease toxicity, concurrent folate administra-

tion, strict adherence to contraindications, and 

regular assessment of kidney and liver function is 

advised.

Apremilast. Dose-dependent adverse events 

are usually self-limited and mild to moderate. 

There have been some reports of depressed mood, 

but the quality of the evidence is questionable.

FDA-approved biologics for psoriasis

Tumor necrosis factor Į-inhibitors. The use of 

TNFĮ inhibitors (eg, infliximab, etanercept, adali-

mumab) has in some cases resulted in psychosis, 

mania, optic neuritis, transverse myelitis, Guillain-

Barre syndrome, and chronic inflammatory demy-

elinating polyneuropathy (CIDP). Because of rare 

reports that the drug may promote demyelinating 

disorders, the American Academy of Dermatology 

recommends avoiding TNFĮ-inhibitors in patients 

with a personal or family history of demyelinating 

disorders.

Interleukin inhibitors. There have been case re-

ports of PRES with long-term ustekinumab but not 

secukinumab from medications such as ustekinum-

ab, secukinumab, and ixekizumab. There is some 

concern for depression with ixekizumab.

FDA-approved autoimmune skin disease drugs

Corticosteroids. Used for treating autoimmune 

bullous diseases, SLE-related skin disorders, and 

atopic dermatitis, corticosteroids have been linked 

to neuropsychiatric disorders. These disorders are 

dose-dependent, with doses of 40 mg and above 

strongly linked to such disorders. Women are up to 

6 times more likely to experience these disorders 

than men. 

In decreasing order of frequency, depression, 

mania, psychosis, and delirium have been reported. 

Behavioral effects include sleep disorders and ste-

roid euphoria (decreased anxiety and depression). 

Cognitive effects, sometimes called reversible 

corticosteroid-induced dementia, include poor 

concentration, poor memory, and anomic aphasia. 

Three quarters of patients experience remission 

after discontinuing therapy. Dementia may resolve 

more slowly, with possible residual cognitive prob-

lems.

Oral dapsone. The first-line for leprosy and der-

matitis herpetiformis, dapsone is usually well-tol-

erated but has rarely been associated with psycho-

sis and mania. Adverse neurological effects include 

optic neuropathy and peripheral neuropathy, which 

can develop after prolonged therapy or overdose 

and usually resolves within one year of stopping 

therapy.

Intravenous immunoglobulin. IVIG is used for 

graft-versus host disease (GVHD) and Kawasaki 

syndrome. Mild neuropsychiatric effects include 

anxiety, irritability, nervousness, and tremor. Mod-

erate neurological effects include aseptic meningi-

tis (rare, transient). Severe neurological adverse 

effects include stroke, with one single-center study 

reporting 0.6% overall incidence. All neurological 

adverse events are more likely to occur during the 

initial dose.

Thalidomide. This medication is used for ery-

thema nodosum leprosum (ENL) and multiple my-

eloma. The most common neurological adverse 

effects include drowsiness, somnolence, and con-

stipation due to autonomic neuropathy. Common 

neurological adverse effects include peripheral 

neuropathy and muscle weakness, which usually 

resolve within 4 months with the same or decreased 

dose. Rarely, seizures, migraines, hallucinations, 

and syncope have occurred. 

FDA-approved acne drugs 

Tetracyclines. Minocycline and tetracycline in par-

ticular are associated with the development of IIH, 

which usually resolves with acetazolamide.

Isotretinoin is less commonly associated with 

neurological adverse events, but these include ten-

sion or migraine-type headache. Rarely it is associ-

ated with IIH. There have been conflicting reports 

of mood changes, and a few reports of stiff-person 

syndrome. These problems usually resolve after 

cessation of therapy.

FDA-approved drugs for melanoma

Vemurafenib is used for melanoma with BRAF 

mutations. There have been case reports of facial 

nerve palsy and acute inflammatory demyelinating 

polyneuropathy with this drug.

Combined dabrafenib and trametinib is used to 

delay monotherapy-induced resistance to BRAF 

inhibition. There have been case reports of intra-

cranial hemorrhage with this drug.

Iplimumab is used for unresectable metastatic 

melanoma, with a reported rate of neurological ad-

verse events of 0.1%. These include headache, diz-

ziness, lethargy, and weakness, as well as transient 

sensory and motor peripheral neuropathies. There 

have been case reports of demyelinating and auto-

immune disorders and mild encephalitis/encepha-

lopathy with reversible lesion in the callosal sple-

nium (MERS). Symptoms usually resolve within 

days to weeks of stopping treatment and adminis-

tering glucocorticoids, IVIG, or sometimes plas-

mapheresis.

IFNĮ-2b is used for metastatic melanoma. 

About 30% to 45% of patients who use these 

drugs experiences a major depressive episode, 

which is usually dose- and treatment length- de-

pendent. Prevention and treatment includes dose 

modification, pre- or concurrent SSRIs, and psy-

chiatric referral. Mania or hypomania has been 

associated with dose reduction or pauses in ther-

apy.

Take Home Points

• Review of systemic medications for dermato-

logic diseases describes a wide range of neuropsy-

chiatric adverse events, which range from mild and 

reversible to permanent and potentially fatal.

• The most serious reactions are found with pso-

riasis drugs, especially non-biologic medications 

such as cyclosporine A and methotrexate.

• Neurologists, psychiatrists, dermatologists, 

oncologists, and primary care providers may all 

need to be aware of the neuropsychiatric adverse 

reactions of systemic dermatologic drugs. 
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Why Attend a Professional Conference?
Thoughts After Attending the American Neuropsychiatric Association Annual Meeting

» Barbara Schildkrout, MD

Dr. Schildkrout is Assistant Professor of 

Psychiatry, part time, Harvard Medical 

School, Beth Israel Deaconess Medical 

Center, Boston, MA. She is the author of 

two books: Unmasking Psychological 

Symptoms: How Therapists Can Learn 

to Recognize the Psychological 

Presentation of Medical Disorders and 

Masquerading Symptoms: Uncovering 

Physical Illnesses That Present as 

Psychological Problems.

A
ttending a professional confer-

ence is not easy. There’s the 

disruption to your schedule 

and the responsibility for finding 

clinical coverage. If the meeting is 

out of town, substantial financial 

costs and advanced planning are in-

volved. Many of us also have to ne-

gotiate the extra burden placed on 

family members who care for chil-

dren and households while we’re 

away. Then there’s the packing, trav-

eling, and, for some, managing so-

cial anxiety, especially around un-

scheduled meals at the conference 

itself. It’s not a vacation. Why do we 

bother?

The recent 29th Annual Meeting 

of the American Neuropsychiatric 

Association (ANPA) reminded me of 

the reasons that I do bother to make 

the effort every year. This article 

present some of the highlights from 

talks and presentations at this year’s 

ANPA meeting (see Sidebar).

However, even outstanding con-

tent does not propel attendance: con-

tent is only the focal point around 

which other, important aspects of a 

conference experience unfold. After 

all, excellent and up-to-date informa-

tion is available online 24/7, from 

home, and perusing that material on 

your computer may be a more effi-

cient use of your time than sitting 

through a lecture that might be bor-

ing or offer you little new informa-

tion. Moreover, it is possible to pur-

chase continuing education credits 

for much less money than the cost of 

traveling to a professional confer-

ence. Once again, why do we bother?

The benefits of attending profes-

sional conferences extend beyond the 

program. My experience at the      

ANPA conference is surely similar to 

what others feel when they attend 

well-planned conferences sponsored 

by organizations in their areas of in-

terest. There is a sense of excitement, 

the “thrill of the crowd,” as those who 

are passionate about a subject gather 

and devote time to a shared experi-

ence away from the ordinary day-to-

day. Contributing to this thrill is the 

opportunity to interact informally 

with the field’s thought-leaders dur-

ing breaks in the program, social 

hours, or poster sessions. In addition, 

the expected gratification that comes 

from hearing an outstanding scien-

tific talk is multiplied when well-in-

formed audience members ask prob-

ing questions and animated 

discussions spill out of the auditori-

um into the coffee break. Learning 

new ways of thinking often requires 

this kind of deeper, more active en-

gagement with material.

For me, one of the best things was 

that fellow attendees didn’t seem to 

tire of talking about the brain and be-

havior, which allowed me to indulge 

my enthusiasm for the subject. 

Whenever I stopped to notice, I 

could see small groups of people 

gathering to chat. Catching bits of 

their conversations, I heard discus-

sions about challenging patient situ-

ations, plans for collaboration being 

formulated, information being 

shared. “I’ll send you that paper.” “I 

have a student who might be inter-

ested in working with you.” “You 

ought to talk with . . . .”

One only needed to walk a few 

steps to find an expert who could 

help you sort out some confusion or 

answer a question. Gathered in one 

room were remarkably experienced 

clinicians, researchers, teachers, 

writers, and editors in areas of inter-

est to many psychiatrists: traumatic 

brain injury, functional movement 

disorders, both common and rare 

forms of dementia, the role of the 

cerebellum in cognition, anti-NMDA 

receptor encephalitis, neuropsychiat-

ric manifestations of epilepsy, the 

genetics of autism spectrum disorder, 

in short—topics from Alzheimer dis-

ease to neuropsychiatric rare diseases 

—“the Zebras.”

Enrico Fermi is reputed to have 

said, “Never underestimate the joy 

people derive from hearing some         

thing they already know.” We all ap-

preciate hearing presentations that 

reinforce our fund of knowledge and 

validate our experiences with pa-

tients. There is added benefit when a 

speaker is able to expand that knowl-

edge into new territory or when the 

talk helps us to see current informa-

tion from a different perspective, be 

that an historical panorama or the 

view from another field of study 

such as law, rehabilitation medicine, 

data science. On the other hand, 

there is a case to be made for sitting 

through some talks that we can’t 

quite follow. This is like a “good 

mental-stretch.” It reminds us that 

science is wide and deep, and there’s 

always more to learn.

In attending any conference, our 

fondest hope is that we might en-

counter a truly inspiring lecture. 

Talks of this nature are in a class of 

their own, bestowing upon the lis-

tener a personal feeling of exhilara-

tion; they leave each audience mem-

ber feeling re-energized, uplifted, 

aware of expanded possibilities, and 

back in touch with the deeply mean-

ingful aspects of one’s own work.

Presentations like this are rare, but 

Lucia Willadino Braga, PhD, from 

the SARAH Network of Rehabilita-

tion Hospitals in Brazilia, Brazil, de-

livered one. Using several remarkable 

case examples, Dr. Braga demonstrat-

ed how education and neurorehabili-

tation harness the brain’s neuroplasti-

city, resulting in changes in structural 

and functional connectivity.

One of her patients was a popular 

Brazilian music star who had suf-

fered a traumatic brain injury and 

spinal cord lesion. It seemed unlike-

ly that he would ever be able to sing 

or play guitar again given that he 

had post-traumatic memory deficits 

and paraplegia. Yet, after one year 

and 9 months of intensive rehabilita-

tion he was back to performing. The 

professionals from the SARAH net-

work had worked with the patient 

and his band; together they had for-

mulated strategies for helping the 

musician. For example, when he 

forgot lyrics while on stage, he 

would turn his back to the audience 

momentarily in a way that seemed 

entirely natural, and this gave other 

band members the opportunity to 

remind him of the words.

Another case involved a healthy, 

45-year old man from a remote Brazil-

ian village  This gentleman had never 

been exposed to written language. At 

the SARAH hospital, he was taught to 

read and write. Functional imaging 

and diffusion tensor imaging (DTI) 

were used to track the changes in his 

brain as he went through this process 

of first learning to identify letters, then 

Notes from the ANPA Annual Meeting

Traumatic brain injuries (TBI): According to speaker, Seth Herman, MD, after a TBI, 

patients may exhibit disturbances in endocrine function. The most common post-trau-

matic endocrine deficiency is in growth hormone, but cortisol and/or thyroid hormone 

also may be abnormally low. Possible mechanisms for hypopituitarism after TBI include 

endocrine system adaptation to a traumatic illness and/or injury to the pituitary and hy-

pothalamus.

Seizure disorders: Ictal fear occurs in about 7% of patients with focal epilepsy and 

needs to be distinguished from panic attacks. Ictal fear episodes are usually shorter 

than panic attacks. Pre-ictal anxiety and post-ictal anxiety are common, but anxiety 

may also be a trigger for epileptic seizures.

Primary progressive aphasia (PPA): Patients with gradually progressive disturbances 

in language function may have PPA. The underlying pathophysiology is usually fronto-

temporal lobar degeneration or Alzheimer disease.

Gait disturbances: Evaluation of gait disturbances is very difficult and requires a 

trained eye. Consider referring patients who have an abnormal gait to a movement dis-

orders specialist.

The glymphatic system: Mainly active during sleep, the glymphatic system is a com-

plex, perivascular system within the brain that has been shown to eliminate soluble tox-

ic waste molecules, including beta-amyloid (which accumulates in the brains of Al-

zheimer patients). Disturbances in the glymphatic system might contribute to stroke, 

neurodegenerative diseases, and traumatic-brain injury.

Complex neuropsychiatric disorders. Researchers are studying disorders such as 

autism spectrum disorder with techniques such as diffusion tensor imaging to visualize 

white matter and functional connectivity to look at whole brain functional organization.

Autism spectrum disorder (ASD). Genetic testing may be useful in some ASD cases, 

especially to determine whether there is a specific genetic syndrome (eg, fragile X, 

Rhett Syndrome, Tuberous Sclerosis Complex).

NEUROPSYCHIATRY
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learning to read syllables, then simple 

sentences, and   so on.

 Initia lly, before any instruction 

had begun, looking at written lan-

guage did not elicit a different re-

sponse in the patient’s visual cortex 

than looking at non-linguistic, visual 

stimuli. However, in sync with the 

various phases of language acquisi-

tion, the specific areas of the brain 

that are generally associated with 

these aspects of language became ac-

tivated. There also was substantial 

enlargement of the arcuate fasciculus 

that connects brain regions involved 

in language function.

What made this talk so extraordi-

nary? The SARAH network hospi-

tals are guided by Dr. Braga’s power-

ful vision, which she has made into a 

reality. All individuals are treated 

with equal attention and respect. 

From the very first encounter, the pa-

tient, the family, and specialists from 

diverse professional backgrounds 

meet to create a working team. Their 

goal is to help each patient attain his 

or her maximal level of functioning. 

The SARAH team utilizes an eco-

logical method that persists outside 

the treatment center and involves 

real-life situations.

The SARAH network is also de-

voted to innovation. For example, 

they developed a program that trains 

high school students to work with in-

dividual patients outside the hospital 

setting. The students take patients to 

sporting events and other activities, 

thereby harnessing the power of peer 

learning. To help overcome stigma, a 

“wheelchair” for children was creat-

ed that looks more like a colorful 

plastic toy than a medical appliance 

for the disabled.

Some of SARAH’s financial sup-

port comes from Brazilian congres-

sional discretionary health care fund-

ing. Also innovative is the funders 

know exactly which specific project 

they are supporting (eg, the produc-

tion of a training video, the develop-

ment of a new rehabilitation pro-

gram, research that will lead to a 

scientific publication). The funders 

are then given specific feedback 

about the progress and outcome of 

“their” project.

Dr. Braga is doing what we all 

aim for—to help patients by har-

nessing the synergistic power of sci-

entific knowledge and human rela-

tionships. She left her audience with 

a feeling that it is possible to raise 

the bar in one’s own practice and be 

more effective, creative, and genera-

tive. This kind of hopefulness is 

long remembered.

The benefits of attending a pro-

fessional conference extend far be-

yond the content itself, and these 

benefits accrue if you attend year 

after year. The meetings help you 

nurture a deepening knowledge in 

the topic area. Repeat attendance al-

so adds the pleasure of reconnecting 

each year with colleagues from 

around the country or around the 

world. Becoming actively involved 

in the organization (such as serving 

on a committee) might take little ex-

tra time over the course of a year but 

can add a sense of belonging; this 

transforms the experience of simply 

“going to a conference” into the ex-

perience of “being part of the organi-

zation.”

Like many professional organiza-

tions, the ANPA looks to the future 

and works to advance the field. The 

ANPA committee for research is de-

veloping clinical recommendations 

specifically for neuropsychiatric dis-

orders. These go-to guides to best 

practices will be evidence-based 

whenever possible and they will re-

flect expert consensus. Recommen-

dations are currently being developed 

for the following topics: assessment 

of psychogenic non-epileptic sei-

zures; assessment of functional 

movement disorders and weakness; 

treatment of functional neurological 

disorders; assessment and treatment 

of neuropsychiatric aspects of fronto-

temporal dementia.

In addition, ANPA honors indi-

viduals who have made important 

scientific, educational, and/or clini-

cal contributions. Groups such as 

ANPA foster the careers of talented 

young people by hosting poster pre-

sentations and bestowing awards 

that recognize early career accom-

plishments. As a member of the or-

ganization, you become part of this 

generous spirit—grateful to those 

who have truly devoted themselves 

to making a difference and encour-

aging those who will influence the 

future of medicine. 
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Creativity and Psychiatric Illness: 
Finding the Sweet Spot
» Burns Woodward, MD

Dr. Woodward is Assistant Clinical 

Professor of Psychiatry, Boston 

University School of Medicine. He is in 

private practice in Newton, MA.

M
any people with psychiatric 

disorders engage in creative 

activities, from informal hob-

bies to highly accomplished careers. 

While some distinguish their symp-

toms from their creative talents, oth-

ers avoid treatment, fearing it will 

impair mental and emotional pro-

cesses they value. After a brief sum-

mary of the complex relationship 

between creativity and psychiatric 

illness, this article focuses on the 

treatment of such patients. Two cas-

es—the mathematician John Nash 

and the author David Foster Wal-

lace—are presented to illustrate a nu-

anced approach that integrates medi-

cal knowledge with patients’ 

perspectives.

A few years after the ground-

breaking work that earned him a No-

bel Prize, John Nash began to experi-

ence signs of schizophrenia. About 

his delusions, he explained, “the 

ideas I had about supernatural beings 

came to me the same way my math-

ematical ideas did. So I took them 

seriously.”1    Nash avoided psychiatric 

treatment, and the only productive 

mathematical work he accomplished 

after his first psychotic episode oc-

curred during several months when 

he took trifluoperazine.

David Foster Wallace, a MacAr-

thur Fellow whose fiction and essays 

John Nash avoided 

psychiatric treatment, 

and the only productive 

mathematical work he 

accomplished after his 

first psychotic episode 

occurred during several 

months when he took 

trifluoperazine.S
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caught the experience of a genera-

tion, suffered from recurrent depres-

sion. In 2007 he discontinued long-

standing treatment with phenelzine 

in part because he thought it was in-

terfering with his ability to finish a 

novel. Tragically, his depression re-

lapsed, and he committed suicide 

without completing the book.2 While 

it is impossible to determine the va-

lidity of Nash’s and Wallace’s ideas 

about their illnesses, medication, and 

creative abilities, their beliefs that 

they were linked contributed to deci-

sions that ended their productive ca-

reers and, in Wallace’s case, his life.

Research findings

A century of biographical research 

has documented mental illness in the 

lives of individuals like Nash and 

Wallace; a recent example is a study 

of the poet Robert Lowell by Kay 

Redfield Jamison, PhD. Lowell’s rac-

ing thoughts, flight of ideas, and di-

vergent thinking during times of ris-

ing mania generated highly original 

language, which required extensive 

revision during euthymic periods.3

Older case reports have explored 

these issues as well. Mogens Schou, 

MD,4 described varying effects of 

lithium on artistic productivity in 24 

lithium responders. Half reported 

benefit, but several discontinued the 

medication, believing it interfered 

with their creativity. Schou attributed 

the variations to type and severity of 

illness, individual sensitivity, and 

whether the artist tended to use man-

ic symptoms productively.

Modern research using psycho-

logical tests, population surveys, and 

genetics has looked both at psychiat-

ric illness in creative individuals and 

at creativity in people with diagnosed 

psychiatric disorders. The results in-

dicate modestly higher rates of bipo-

lar disorders in creative individuals, 

as well as elevated psychological 

traits associated with creativity in 

people who have bipolar illness.

These associations are found in 

the visual arts, literature, music, per-

forming arts, business, politics, reli-

gion, and science. The connection is 

strongest for milder conditions like 

cyclothymic and bipolar II disorders, 

since the functional impairment as-

sociated with florid mania can inter-

fere with creative work.5

Because it is difficult to study 

symptomatic individuals, most re-

search looks at creative traits during 

euthymic periods: the limited evi-

dence documenting creative work 

during symptomatic periods, usually 

hypomania, comes from patient ac-

counts and case reports. Divergent 

thinking, high verbal productivity, 

and intense or contrasting mood 

states can generate original work, 

and grandiosity, high energy, and re-

duced sleep can increase productivi-

ty. Manic ambition and sociability 

can enhance public recognition.6 The 

relationship of creativity to depres-

sion is less clear.

Creativity shares genetic roots 

with both bipolar disorder and 

schizophrenia, and symptoms associ-

ated with schizophrenia can contrib-

ute to creativity.7,8 Flattened affect, 

apathy, and a sense of strangeness 

may manifest themselves in creative 

irony, rule-breaking, self-reference, 

and temporal and spatial disloca-

tions. Psychotic symptoms can also 

impede creative work, which may ac-

count for higher rates of avocational 

creative activities like poetry and 

photography in people with schizo-

phrenia.9

Creativity carries mental health 

risks. And artistic exploration can in-

tensify mood states. The uncertain-

ties of a creative career can worsen 

psychiatric symptoms. Creative 

peers may promote one another’s 

substance abuse. Irregular sleep and 

activity schedules can be destabiliz-

ing. And mood disorders are associ-

ated with heightened reactivity—

success can trigger manic symptoms, 

and people with bipolar disorder ex-

perience more frustration than others 

when goals are not met.10

Psychiatric disorders, then, have a 

complex relationship with creativity. 

Some mild to moderate traits and 

symptoms can enhance original 

thinking, problem solving, produc-

tivity, and recognition, but confusion, 

depression, mania, bizarre behavior, 

and social isolation get in the way. 

Many psychiatric patients value their 

creativity, and some, like Nash and 

Wallace, believe it is connected to 

their symptoms and treatment.

Clinical approach

One of psychiatry’s creative skills is 

the ability to think in more than one 

way at the same time—to maintain 

one’s medical perspective while ex-

ploring a patient’s experiences and 

beliefs. This is not always easy: a 

narrow focus on symptoms can jeop-

ardize the treatment alliance by ig-

noring a patient’s concerns that treat-

ment will interfere with creativity, 

but blind acceptance of a patient’s 

views can overestimate creative abil-

ities, their importance in the patient’s 

life, or their connection to the pa-

tient’s symptoms.

Many patients, particularly those 

with depression, recognize that their 

symptoms interfere with creative ac-

tivities and welcome relief, although 

some, as appears to have been the 

case for Wallace, complain that med-

ication limits their emotional respon-

siveness. Others value symptoms like 

rapid thinking and unusual mental 

associations. And a few, like Nash, 

believe their symptoms and creativity 

arise from the same source. When pa-

tients identify such connections, it is 

helpful to look at when and under 

what circumstances psychiatric 

symptoms and creative thinking oc-

cur and at what factors, including 

medication, heighten or diminish 

them. The goal is a clearer under-

standing of any possible connection.

A patient’s concern that treatment 

will interfere with creativity may 

point toward treatment options to 

which he or she is more likely to be 

adherent. Patients with bipolar disor-

der, for example, may be more com-

fortable with anticonvulsant mood 

stabilizers such as valproate or la-

motrigine than with lithium or ECT, 

which may have adverse cognitive 

effects (although, with lithium, these 

can usually be managed by careful 

dosing). As treatment unfolds, it is 

worthwhile to ask about changes in 

creativity along with symptom levels 

and functioning. Clinicians who use 

rating scales may find a self-report 

questionnaire such as the Inventory 

of Creative Activities and Achieve-

ments useful.11

After his third hospitalization, 

John Nash agreed to take trifluopera-

zine. He worried that the drug would 

prevent him from thinking clearly 

enough to resume mathematical 

work. His psychiatrist was sympa-

thetic and kept the dose low. Months 

later he relapsed to florid psychosis. 

It is unclear whether he had discon-

tinued the medication or whether the 

dose was simply too low. In his dis-

cussion of Nash’s treatment, Peter 

Weiden, MD,1 recommends taking a 

patient’s concerns seriously, trying to 

persuade the patient that his intellect 

is strongest when his preoccupations 

are at a low level, and developing a 

treatment goal for avoiding hospital-

izations. Then, reviewing evidence 

that medication maintenance reduces 

the risk of relapse might persuade the 

patient to accept ongoing treatment.1 

A patient like Nash might also agree 

to monitor his symptoms and creativ-

ity with rating scales so dose adjust-

ments can be based on data rather 

than on the patient’s fears or the clini-

cian’s assumptions.

The nature of David Foster Wal-

lace’s treatment alliance when he dis-

continued phenelzine is unknown, 

nor is it clear whether he was receiv-

ing psychotherapy. In retrospect, it 

would have been best to see him regu-

larly; include input from his wife; dis-

cuss the risks and possible benefits of 

treatment discontinuation as well as 

early signs of relapse; taper the medi-

cation with monitoring by the patient, 

family, and psychiatrist; and inter-

vene early if  depression returned. A 

few months after he stopped taking 

phenelzine, Wallace was hospitalized 

for severe depression. Other antide-

pressants were prescribed, but his 

anxiety about adverse effects led to 

early discontinuation. After an unsuc-

cessful course of ECT, he asked to 

restart phenelzine. Despite some 

signs of early response, he hanged 

himself. Wallace’s story illustrates 

both the benefits of treatment—on 

medication, he had 22 productive 

years—and the complexities of treat-

ing a highly creative individual.

Conclusion

Patients’ experiences with their cre-

ativity, symptoms, and treatment fol-

low many paths. Some are grateful to 

have their symptoms controlled so 

they can live and create more fully. 

Others are ambivalent, associating 

their illnesses with creativity out of a 

romantic fantasy or, as with Nash, 

from personal observation. Even 

when creativity is closely related to 

psychiatric symptoms, treatment 

may facilitate creative work. An in-

quiring attitude toward patients’ cre-

ative aspirations and activities—

grounded in medical evidence but 

encompassing the complexities of 

their experiences and beliefs—can be 

rewarding for the clinician and facili-

tate patients’ creative work. 
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ETHICS QUIZ | Faith and Reason

1At this point in her care, is Mrs. P capable of 

informed consent for ongoing treatment?

A.  No, she is not capable of informed consent. Mrs. P is 

clearly suffering from  religious delusions and cannot 

provide informed consent.

B.  Yes, she is capable of informed consent. As long as 

Mrs. P cooperates with care, there is no reason to 

question her capacity to provide consent. The reasons 

for which she is cooperating is irrelevant.

C.  Yes, she is capable of informed consent. Unless Mrs. 

P’s beliefs start to interfere with her treatment, they 

should be respected.

D.  No, she is not capable of informed consent. The belief 

in miraculous healing is incompatible with the ability 

to understand and reason regarding treatment.

2 Does the health care team need to obtain 

further  consultation? If so, from whom and 

why?

A.  The team  should call for a consult from psychiatry 

because Mrs. P may be psychotic and she needs 

treatment.

B.  The health care team should call the hospital chaplain 

because they respect Mrs. P’s religious beliefs. This 

will provide the team with further guidance about how 

to best respond to her religious beliefs.

C.  The team should call Mrs. P’s husband because she has 

clearly lost capacity. As such, a surrogate decision-

M
rs. P is a 54-year-old woman 

admitted to the acute medical 

unit with uncontrolled hyper-

tension secondary to non-adherence 

and a non-healing ulcer, the result of 

venous stasis related to high blood 

pressure. For the first few days of the 

hospitalization she is pleasant and co-

operative with the medical team and 

nursing staff.

On a Saturday morning of her first 

week in the hospital, Mrs. P begins to 

say that she no longer needs treat-

ment for her hypertension or wounds 

because “God has told her she is 

healed.” Despite this unusual claim, 

Mrs. P continues to participate in the 

treatment plan saying, “ I want to 

help the doctors and nurses, and so I 

will let them do what they need to do.

On Sunday Mrs. P begins to tell 

the team that she doesn’t need to be in 

the hospital because she is healed. 

The team is concerned that Mrs. P 

will try and leave against medical ad-

vice. They become seriously con-

cerned about her decision-making 

capacity and advise Mrs. P that they 

feel she needs to stay in the hospital 

as her blood pressure is still not well-

controlled and she needs wound care 

several times a day. Mrs. P says, “I 

cannot leave the hospital. I don’t 

need to be here for me as I am healed, 

but God wants me to remain until I 

have ministered to everyone in the 

hospital.” Mrs. P is still accepting 

treatment. The team is beginning to 

really question Mrs. P’s mental state.

The team decides to call psychia-

try. Because Mrs. P believes she has 

been healed and has a mission, they 

are now sure that she suffers from a 

mental illness. In addition, Mrs. P in-

creasingly says she does not need 

medication because she is miracu-

lously healed. It takes considerable 

time and effort to persuade her to take 

the medication. The psychiatrist, Dr. 

H, sees Mrs. P on Monday morning 

and conducts an extensive interview 

as well as record review. Looking at 

Mrs. P’s records, Dr. H sees that Mrs. 

P had been seen several years earlier 

as an outpatient because of irritability 

and depressive symptoms for which 

antidepressants were prescribed. She 

stopped taking the medication and 

did not return for follow up. There is 

no history of psychiatric hospitaliza-

tions, suicide attempts, violence to-

ward others, or psychotic symptoms. 

Psychosocially, Mrs. P has been mar-

ried for 25-years, has no known sub-

stance use, and is working full-time 

as a salesperson at a department 

store.

Mrs. P talks freely and volubly to 

Dr. H about her religious beliefs. She 

describes herself as a lifelong Pente-

costal Christian and quotes scriptures 

to support her faith. When contacted, 

her husband confirms that his wife has 

always been very religious and often 

preaches to others at church. Dr. H has 

had interactions with persons from 

similar faith traditions in her own up-

bringing and so does not find Mrs. P’s 

beliefs to be delusional but under-

stands that they may seem so to the 

medical team. In Dr. H’s judgment, 

Mrs. P does not currently meet criteria 

for a serious mental illness, although 

she is somewhat labile, which Dr. H 

believes is likely due to the stress of 

hospitalization. Mrs. P assures Dr. H 

that she intends to stay in the hospital 

to receive needed treatment.

Two days later, Mrs. P begins 

wheeling herself into other patient’s 

rooms to save souls. She also re-

moves the bandage from her wound. 

Dr. J and the medical team agree it is 

wise to ask the Protestant chaplain to 

see Mrs. P. When he comes, she po-

litely declines to talk with him, say-

ing she has her own pastor. Mrs. P 

tells the psychiatry resident the name 

of her church and pastor and that he 

can contact him. The pastor readily 

agrees to visit; he is a highly educated 

and psychologically astute minister. 

After more than an hour with Mrs. P 

he tells the psychiatry team that “our 

Church does believe in divine heal-

ing, but also that God heals through 

doctors. If you have a faith healing, 

there should be medical evidence. 

Mrs. P insists she is healed in spite of 

the evidence of her high blood pres-

sure and infected leg, that is not ratio-

nal. For now I have convinced her to 

work with the medical team.” Mrs. 

P’s response is that she respects her 

pastor but that he does not understand 

that God has performed a miracle.

For I do not seek to understand in order that I may 

believe, but I believe in order to understand. For 

this also I believe—that unless I believe I shall not 

understand.  – St. Anselm

PLEASE VOTE FOR YOUR CHOICES LATER THIS MONTH AT WWW.PSYCHIATRICTIMES.COM. SEND QUESTIONS 

AND COMMENTS TO EDITOR@PSYCHIARICTIMES.COM. DR GEPPERT WILL DISCUSS THE ETHICAL CONCERNS 

AND QUESTIONS IN AN UPCOMING ISSUE OF PSYCHIATRIC TIMES.

» Cynthia M.A. Geppert, MD, PhD, MPH

maker is needed immediately to prevent any 

harm to Mrs. P.

D.  The team should not call anyone. Mrs. P is still 

working and cooperating with the health care 

team, and e is not displaying any disruptive 

behavior.  The team is just uncomfortable with 

her religiosity and should not overreact.

3 If you were the ethics consultant, what 

issue you might you raise at this 

juncture?

A.  A chaplain or other religious professional 

should be the one to determine if Mrs. P’s 

beliefs are congruent with a recognized faith 

tradition and if this is outside the psychiatrist’s 

scope.

B.  It does not matter if Mrs. P’s religious 

expression coheres with any organized 

religious group; her own personal spirituality 

should be respected as in accordance with a 

commitment to cross-cultural sensitivity.

C.  Mrs. P’s religion and spiritualty are not the 

central concern, and she does not meet 

diagnostic criteria for a primary mental 

illness. The team may be projecting their 

own biases about religion.

D.  It is important to empathically consider Mrs. 

P’s beliefs so that Dr. J can form a trusting 

alliance that will enable the clinician to 

understand her own thoughts and feelings 

about Mrs. P, which are key to accurate 

diagnosis.

4 
Is there an ethical duty to reconsider the 

patient’s diagnosis in light of the 

pastor’s narrative?

A.  Yes, because the pastor says Mrs. P’s beliefs 

do not reflect those of her religious tradition 

and thus it is much more likely she is 

psychotic.

B.  Yes, because the pastor finds Mrs. P, whom 

he knows well, to be irrational. This further 

suggests she is delusional, and those 

delusions may be impairing her capacity.

C.  No, not because of the pastor’s interaction. 

There is a ethical duty to reconsider on the 

grounds that Mrs. P’s behavior is 

increasingly erratic, and she is more and 

more difficult to engage in care.

D.  No, because this is just a religious 

disagreement and has nothing to do with a 

psychiatric diagnosis. ❒
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ketamine improves outcomes by in-

creasing opportunities for personally 

meaningful events to occur. One caveat 

is that some studies have shown repeat-

ed dosing to be associated with fewer 

dissociative symptoms over time—at 

first glance this suggests that the anti-

depressant value of serial ketamine ad-

ministration might be independent of 

hallucinogenic effects.

 While this requires further investi-

gation, it is also important to consider 

other interpretations of that evidence: 

that acclimation to altered states of 

consciousness may contribute to recall 

bias, that experimental protocols that 

frame dissociative symptoms as a “side 

effect” or “adverse event” may lead to 

underreporting if overall patient expe-

riences of ketamine are positive, or 

even that the benefit of repeated dosing 

may be less related to cumulative drug 

effect than other factors, such as repeat-

ed interactions with care providers or in-

creased opportunities for reflection and 

synthesis.

 One study of repeated infusions 

demonstrated that antidepressant response 

very early in the course of treatment strong-

ly predicted subsequent response; converse-

ly, a lack of rapid response was a poor prog-

nostic indicator for improvement after 

additional infusions. Whether positive early 

responses to ketamine are mediated by psycho-

logical factors, biological susceptibility, or both: 

it is necessary to clarify these factors in shaping 

sustainable strategies for treatment.

 A cautious approach also seems imperative 

given evidence that ketamine demonstrates ago-

nist activity at μ -opioid receptors and dopami-

nergic effects that may confer acute relief of de-

pressive symptoms but also greater risk for 

positive drug reinforcement and dependence. 

With further insight into psychological responses 

mediated by ketamine, it may be that a thera-

py-based framework for ketamine administration 

optimizes treatment efficacy and sustainability, 

while also minimizing unnecessary drug exposure, 

adverse effects of chronic use, and dependency 

risk.

Further study needed

In one study, long-term abstinence in persons who 

were substance dependent was achieved with Ket-

amine Psychedelic Therapy (KPT), which incor-

porates 1 or 2 sessions of ketamine-facilitated ex-

istential reappraisal into an existential 

psychotherapy.6 Additional exploration would be 

needed to determine which therapeutic approaches 

most beneficially augment ketamine treatment and 

minimize risks for harm. Nevertheless, a more ho-

listic approach to ketamine as a treatment modality 

may be better suited to recreate the marked, per-

sistent effects of MDMA in patients with PTSD. 

For example, in one study sustained symptom re-

ductions were achieved with 12 weeks of psycho-

therapy but with limited MDMA expo-

sures of only three 8-hour sessions.19

Another area that requires further 

investigation is how a patient’s past 

history might shape psychoactive re-

sponses. These personal and quite 

variable histories have been explored 

for some hallucinogenic agents but 

minimally for ketamine. The expecta-

tions and personal experiences of the 

individual user along with the external 

environment of use have been identi-

fied as critical factors in influencing 

subjective drug effects—coined “set” 

and “setting,” respectively—and are 

now considered well-established ele-

ments of human hallucinogen re-

search.20

Therapies aimed at the pharmaco-

logical production of a transformative 

experience may depend on factors 

such as patient personality structure, 

preparation for treatment, emotional 

activation before drug intake, treat-

ment context, and perceived quality of 

the experience. Given the unique psy-

chological risks of hallucinogen admin-

istration, it is recommended that clini-

cians screen for personal or family 

histories of psychotic or other severe psy-

chiatric disorders prior to treatment. Clini-

cians are also encouraged to facilitate care-

ful patient preparation for sessions, provide 

a safe physical environment for treatment 

administration, and allow for interpersonal 

support during sessions. These and other in-

sights from hallucinogenic research might 

valuably inform treatment protocols for ket-

amine administration.

Conclusions

Ketamine is uniquely poised to make a tremen-

dous impact on psychiatric care, even redefining 

boundaries for patients with variations in depres-

sive disorders that were once thought to be “treat-

ment resistant.” Our synthesis of this emerging 

and old literature points to the unexplored hallu-

cinogenic potential of ketamine. By further un-

derstanding the desirable psychoactive effects of 

ketamine, clinicians can build on initial treatment 

successes and maximize patient successes.

Future directions for research include:

• Further investigating the relationship between 

ketamine-induced psychotomimetic and 

dissociative effects and treatment efficacy

• Clarifying the connection between these effects 

and potentially desirable hallucinogenic 

experiences

• Exploring the therapeutic value of such elicited 

experiences

• Revisiting dosing strategies that account for 

existential phenomena and looking beyond 

dissociation as simply being an “adverse event”

• Incorporating psychotherapy-based frameworks 

into ongoing investigation

• Assessing set and setting factors that may shape 

treatment responses

 Some answers and clues are likely to be found 

in the forgotten works of older psychedelic re-

search. Agents like ketamine can exert their great-

est therapeutic effect in the afterglow of profound 

alterations of consciousness, revealing a propensi-

ty for growth and healing that has not been evident 

to the suffering, depressed patient. Wherever the 

journey takes us, it is exactly the right time to bring 

together all the strands—brain and mind, old and 

new, caution and thrill—in assembling the unfin-

ished story of ketamine.

Dr. Mathai is PGY 1 Psychiatry Resident, Dr. Mathew 

is Professor of Psychiatry, Dr. Storch is Professor of 

Psychiatry, and Dr. Kosten is Professor of Psychiatry, 

Baylor College of Medicine, Houston, TX.
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Potential barriers to the wide-

spread use of telepsychiatry

Deslich and colleagues20 have sum-

marized the benefits and constraints 

of using telepsychiatry within the 

current system of healthcare and 

have identified reimbursement, licen-

sure, privacy, security, patient safety, 

and interoperability as challenges.

Reimbursement. A “fee-for-ser-

vice” approach is used by Medicare 

for payment that reimburses the clini-

cian providing the telepsychiatry ser-

vice. Reimbursement is typically 

provided for a diagnostic interview, 

pharmacologic management, and in-

dividual psychotherapy provided by 

psychiatrists and clinical psycholo-

gists. Services provided by other 

mental health providers vary by the 

state and may not be covered.

Infrastructure. The costs associated 

with development of the infrastruc-

ture and maintenance are typically 

non-reimbursable. In limited situa-

tions, reimbursement might be ob-

tained from individual contracts, 

managed care, third-party payers, 

and Medicaid and Medicare. A struc-

ture for reimbursement of collateral 

charges (eg, technician, line time) is 

needed. Funds from the Federal 

Communications Commission’s 

Universal Service Fund subsidies can 

reduce the cost of telepsychiatry net-

work connections. Individual states 

have also developed various funding 

streams to support telemedicine.

Licensure. For a physician to con-

duct a telemedicine consultation with 

a facility in another state, that physi-

cian must be licensed by both states’ 

licensing boards. Likewise, nurses and 

other allied health professionals have 

similar state licensing constraints.

Credentialing. A provider must be 

credentialed in the services that he or 

she provides, which in many cases ne-

cessitates credentialing in multiple 

systems. This significantly increases 

the burden on providers for complet-

ing applications, waiting for the review 

process to complete before services 

can start, and paying associated dues.

Impact on workplace behavior. 

Changes in a workplace requires re-

structuring the flow of daily work. If 

the goal of the organization is to pro-

mote the use of telepsychiatry, telep-

sychiatry must be integrated into the 

current process of patient care. Suc-

cessful implementation requires that 

both clinicians and patients recog-

nize that this approach to treatment is 

likely to improve outcomes by in-

creasing access to care.

Privacy, security and HIPPA. Privacy 

considerations that are unique to tele-

psychiatry include the potential for 

non-clinical personnel to view telep-

sychiatry transactions and the 

off-camera presence of other clinical 

personnel. The increased use of IP 

videoconferencing over public net-

works also creates the potential for 

unauthorized access to protected 

health information. Technological 

solutions, such as in-codec encryp-

tion and virtual private networks, 

need to be implemented to address 

these issues, which necessitate train-

ing on secure storage and retrieval of 

data; medico-legal; and ethical issues 

related to maintaining patient privacy.

Prescribing. The Ryan Haight On-

line Pharmacy Consumer Protection 

Act of 2008, requires any practitioner 

issuing a prescription for a controlled 

substance to conduct an in-person 

medical evaluation at least once ev-

ery 24 months.

Liability. Some malpractice provid-

ers cover telepsychiatry as part of 

their standard coverage while others 

may require additional coverage for 

providing telepsychiatry services. 

Conclusion

The potential for telepsychiatry to im-

prove access to mental health care is 

evident. The current technology is ad-

equate for most uses and continued 

advances are in progress. There are 

numerous applications already de-

fined and more are ripe for explora-

tion. Barriers to implementation are 

primarily of the human variety and 

will require a combination of consum-

er, provider, and governmental advo-

cacy to overcome. Given the challeng-

es associated with disparity in access 

to psychiatric care, telepsychiatry can 

help provide access to mental health 

care to everyone who needs it.
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Refractory Obsessive-Compulsive Disorder

O
bsessive-compulsive disorder 

(OCD) is a neuropsychiatric 

disorder characterized by 

early onset, a familial component, 

and an association with tic, anxiety, 

mood disorders. Its phenomenolo-

gy is a heterogeneous composite of 

obsessions (recurrent and persistent 

thoughts, intrusive ideas, urges, or 

images) and/or compulsions (repet-

itive behaviors intended to reduce 

distress). Most patients have both 

obsessions and compulsions, with 

insight into the lack of rational ba-

sis for these thoughts and behav-

iors. In children insight may be only partial or absent.

 Obsessions are thematically related to contamination, aggressive, reli-

gious, or sexual content and reflect a need for symmetry or exactness. Com-

pulsions include washing, checking, repeating, counting, ordering, hoarding, 

superstitious behaviors, as well as rituals involving others. Patients with OCD 

have a notable inability to disengage from the repetitive thoughts and tend to 

counter repetitive thoughts with ritualistic behaviors, resulting in clinical im-

pairment defined by spending more than 1 hour every day in symptomatic 

states or experiencing significant distress or interference with daily activities.

Clinical presentation and subtypes
OCD presents in equally in men and women, but at younger ages more boys 

than girls present with OCD. Comorbidities are common—ADHD and tic 

disorders are most common in children; depressive episodes and anxiety dis-

orders are more common in adults.

 In the US, OCD is comorbid with panic disorder and agoraphobia, gen-

eralized anxiety disorder (33%), ADHD (26%), and major depression (42%).1 

Studies to identify subtypes of OCD have focused on OCD symptom factors 

as well as latent class group memberships. Most symptom factor studies rec-

ognize 4 main symptom factors: contamination-washing, aggressive-sexu-

al-religious obsessions, counting-checking-repeating compulsions, and 

hoarding. Group classification of studies of OCD contain 3 general categories 

of patients: OCD comorbid only with anxiety, OCD with tic and grooming 

disorders, and OCD with depression, anxiety, grooming but fewer tics.

Cognitive-behavior therapy
In OCD, an exposure response prevention (ERP) approach is utilized to in-

duce extinction learning (new-formed knowledge of safety over fear), and the 

patient is asked to refrain from responding ritualistically. CBT-ERP has been 

demonstrated to have efficacy in children and adults with OCD and needs to 

be considered as a robust component of treatment. While there are CBT strat-

egies to augment treatment nonresponse in OCD, such as increasing frequen-

cy of visits and greater family involvement, this article focuses on somatic 
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therapies for treatment-resistant OCD. Notwithstanding, CBT-ERP and med-

ications provide the most effective combination approach for the treatment of 

most instances of OCD.

Monitoring of treatment response
The Yale-Brown Obsessive-Compulsive Scale (Y-BOCS) for adults and the 

Children’s Yale-Brown Obsessive Compulsive Scale (CY-BOCS) for children 

are used to assess the severity of OCD and follow treatment response. The 

Y-BOCS classifies OCD symptoms in obsessional and compulsive catego-

ries. The key symptoms are then assessed in toto for severity using 5 rubrics: 

time spent, distress caused, interference in daily activity, resistance to the 

symptom, and control over the symptom. These categories are scored from 0 

to 4 for obsessions and compulsions separately, yielding a maximum total 

score of 40 points. The threshold for clinical severity is set at 16 or higher, 

with a 25% to 35% reduction in Y-BOCS scores in most clinical trials denot-

ing response.

Selective serotonin reuptake-inhibitors
SSRIs are the mainstay of the pharmacologic treatment of OCD because of 

their efficacy and low adverse effect profile. OCD possibly requires higher or 

maximal doses of an SSRI and a longer treatment duration (4-6 weeks). All 

SSRIs can be used for the treatment of OCD including sertraline, fluoxetine, 

fluvoxamine, citalopram, and escitalopram. Fluoxetine, fluvoxamine, parox-

etine, and sertraline are FDA-approved for use in OCD.

Treatment-resistant OCD
The definition of treatment-resistant OCD hinges on the non-response to 2 

therapeutic trials of SSRIs/clomipramine, while treatment-refractory may 

imply greater degree of resistance to interventions, including non- respond to 

SSRIs/clomipramine, augmentation strategies, and behavioral interventions 

(Figure).

 The weight of the evidence suggests that beyond the use of 2 SSRIs there 

are several treatment algorithms that can guide the clinician in the manage-

ment of treatment-resistant OCD. These approaches apply to 30% to 40% of 

patients who may not respond to CBT and first-line pharmacologic strategies. 

While pharmacologic strategies exist that augment or provide alternatives to 

first-line use of SSRIs, novel emerging somatic therapies are also available. 

Data supporting the role of cortico-subcortical dysfunctional neurocircuitry 

in OCD has led to targets amenable to manipulation by surgical or brain 

stimulation techniques such as psychosurgery, deep brain stimulation (DBS), 

and repetitive transcranial magnetic stimulation (rTMS).

Neuroleptic augmentation
Non-response to 2 full therapeutic trials of SSRIs (4 to 6 weeks of up to 200 

mg for sertraline, 60 mg for fluoxetine, and 300 mg for fluvoxamine or high-

er doses) may warrant consideration of neuroleptic augmentation. Neurolep-

tics are typically considered when there is a positive but partial response to 

SSRIs. In cases of severe OCD, for example, a decrease of 25% to 35% 

symptom severity can result in incomplete functional recovery.

 Findings have suggested that neuroleptic augmentation with haloperidol 

benefits patients with comorbid tic disorders.2 Neuroleptics, such as risperi-

done, can also be of benefit in non-tic-related OCD. Neuroleptic augmenta-

tion in OCD is possible with lower doses (eg, 0.5 mg to 1.0 mg of risperidone 

or equivalent doses of haloperidol). Aripiprazole has been used as an aug-

menting agent in OCD—isolated case reports suggest some efficacy.3 In a 

meta-analysis of adults with OCD, neither olanzapine nor quetiapine showed 

efficacy, while risperidone was of benefit for refractory patients.4

Clomipramine
When SSRIs are not indicated or are ineffective, the choice is clomipramine, 

a tricyclic chlorinated analogue of imipramine. Clomipramine is a non-selec-

tive serotonergic re-uptake inhibitor (SRI), although its potency in affecting 

serotonin levels is unequaled. Its efficacy in OCD has been amply demon-

strated through randomized studies, which gained it FDA approval for this 

indication in adults and children. Dosing of clomipramine is guided by 

weight, with an optimal range of up to 3 mg/kg daily in single or divided 

doses. EKG baseline and periodic monitoring are indicated because of poten-

tial QTc changes.

 It is noteworthy that clomipramine, the active compound, is metabolized 

to a partially active compound, desmethyl-clomipramine by cytrochrome 

p450 enzymes CYP3A4, CYP2C19, and CYP1A212. A strategy to slow 

down this metabolic step by competitive antagonism with low-dose fluvox-

amine (25 mg to 50 mg) can increase the potency of clomipramine, by in-

creasing the active component clomipramine, but careful monitoring is indi-

cated with this approach. Clomipramine blood levels are not predictive of 

response, but toxicity can be monitored, as well as the ratio of desmethyl-clo-

mipramine to clomipramine.

Glutamate modulators
Preliminary data support the use of glutamate modulators as emergent alter-

native pharmacologic treatments for OCD in select cases. Among the gluta-

mate-modulator agents with potential utility in OCD are riluzole, memantine, 

ketamine, and d-cycloserine. This class of drugs are not FDA-approved for 

use in OCD, and have to be used off-label.

 Riluzole inhibits the release of glutamate at the presynaptic nerve cell 

terminus, which likely occurs by blockade of voltage-gated sodium channels. 

Refractory OCD Treatment 

(Failure of two adequate SSRI trials and course of CBT with ERP) 

Clomipramine 3 mg/kg +/- 

Fluvoxamine low dose

Psychosurgery 

Glutamate-Modulating Agents 

(Riluzole or others )  

Deep Brain Stimulation 

Transcranial magnetic 

stimulation 

Neuroleptic Augmentation 

(Risperidone or others )

Refractory OCD
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Additional mechanisms may include increasing glial glutamate reuptake and 

facilitating clearance from presynaptic terminals.

 In an open-label study of 13 adults with treatment-resistant OCD, 50-mg 

riluzole decreased the Y-BOCS scores by 35% in over half the sample. In 

addition, anxiety and depression symptoms decreased without adverse ef-

fects.5

 A 12-week open-label study in 6 children and adolescents with OCD 

showed some benefit.6 However, in a larger sample of children and adoles-

cents, a subsequent double-blind placebo-controlled trial using 100 mg of 

riluzole showed no significant improvement of OCD symptoms.7

 Ketamine, is a voltage-dependent, non-competititve and non-selective 

N-methyl-D-aspartate (NMDA) receptor antagonist that acts by inhibiting the 

fluidity of calcium and sodium cations in the presence of glutamate and gly-

cine. In adults with OCD, ketamine infusions normalize low GABA levels in the 

medial prefrontal cortex.8 While ketamine has shown utility in the treatment of 

refractory depression, only limited clinical trials exist in OCD.

 In an open-label trial of 10 patient with refractory OCD, no response was 

seen for OCD symptoms; however, some improvement was seen for depression 

symptoms. Although OCD symptoms decreased overall, the decrease was only 

12% of baseline severity.9

 In a randomized, double-blind, placebo-controlled, crossover design, 10 

patients with refractory obsessional OCD received sham infusion or ketamine 

infusion (0.5 mg/kg) one week apart. There was carryover effect for a positive 

effect of ketamine, with over a week of reduced symptoms. After one week, 50% 

of patients who received ketamine met criteria for treatment response.10 Seven 

trials using ketamine for adults with OCD are now listed in www.clinicaltrials.

gov; 4 are actively recruiting.

 Memantine is a non-competitive NMDA receptor antagonist with neuropro-

tective properties. Various studies of adults with OCD have shown significant 

promise for the use of memantine in refractory OCD. One case of a 15-year-old 

female with severe OCD reported a response to 5-mg bid of memantine without 

adverse effects. These results were sustained at the 9-month follow-up.11 Find-

ings from a double-blind study of adults with moderate-severe OCD showed that 

89% of patients had a positive response.12

 D-cycloserine (DCS) is a selective partial NMDA receptor agonist that in-

creases excitatory NMDA neurotransmission and resultind in the opening of the 

NMDA channel. The effect of DCS in the basolateral amygdala appears to facil-

itate extinction learning and can be used to accelerate the response to CBT-ERP.

 A double-blind placebo-controlled study of youths with OCD compared 

CBT + DCS with CBT + placebo. DCS (0.7 mg/kg) was administered 60 min-

utes before each session. There was no significant difference in the treatment 

groups, with 57% symptom reduction for the CBT + DCS group and 41% 

symptom reduction in the CBT + placebo group, with no adverse effects.13 

However, a later study showed a greater effect for a CBT + DCS group com-

pared with CBT + placebo at one-month follow-up in 17 children with OCD.14 

A meta-analysis of patients with DCS-augmented CBT for OCD, anxiety 

disorders, or PTSD found greater improvement from pretreatment to post-

treatment but not at mid-treatment or follow-up, which suggests a mild aug-

menting effect for DCS.15

 Given their putative neuroprotective effect, glutamate modulators may 

decrease the neurotoxicity associated with upregulated glutamate excitability, 

which may be present in cortical-subcortical neurocircuitry in OCD. Howev-

er, at this time only exploratory use of glutamate modulating agents are indi-

cated in refractory OCD, despite their potential promise.

Psychosurgery 
Psychosurgery has been used in cases of refractory OCD since the 1950s; it 

is now supported by modern imaging methods and advanced surgical tech-

niques that have improved precision. The preferred approaches are anterior 

cingulotomy (lesion of the anterior limb of cingulate cortex) and anterior 

capsulotomy (lesion of the anterior limb of the internal capsule).

 In a review of 10 studies, a mean reduction of  OCD severity of 37% for 

cingulotomy and 55% for capsulotomy was seen. The rates of full response 

were 41% (range 38% to 47%) for cingulotomy and 54% (37% to 80%) for 

capsulotomy. Serious or permanent adverse events occurred in 5.2% for cin-

gulotomy and 21.4% for capsulotomy patients.16

 It is still not possible to individualize treatment success to procedure or 

symptom profile, but a recent report suggests that hoarding symptoms may 

augur a worse outcome for psychosurgery17; inversely, reduced grey matter in 

the dorsal anterior cingulate cortex may predict a better outcome for psycho-

surgery.18 Findings from one study indicate that 38% of OCD patients who 

had bilateral capsulotomy were symptom-free at 12-month follow-up.19 A 

study of the cognitive adverse effects of gamma ventral capuslotomy (GVC) 

showed that compared to sham surgery, there was improvement in visuospa-

tial memory; there was no decline in cognitive or motor function at 12 

months.20 For a minority of treatment-refractory patients with OCD psycho-

surgery appears to be a viable alternative when other treatments have failed, 

but only preliminary data are available to predict successful outcomes.

Deep brain stimulation
In the late 1990s deep brain stimulation (DBS) emerged as an alternative to 

psychosurgery for severely refractory patients with OCD. A review in 2010 

by Greenberg and colleagues21 concluded that DBS treatment resulted in 

“clinically significant symptom reduction and functional improvement in 

about two-thirds of patients,” with good tolerability and transient adverse 

effects. Moreover, DBS is cost-effective for refractory OCD.22 Given the pos-

itive data, the FDA granted a Humanitarian Device Exemption for the use of 

DBS in refractory OCD.

 The main anatomical targets for the placement of electrodes in the brain 

in DBS for OCD are the anterior limb of the internal capsule, the ventral 

striatum, the nucleus accumbens, and the subthalamic nucleus. Capsulotomy 

and DBS lead to similar clinical improvements, and both result in post-oper-

ative metabolic decreases in the anterior cingulate and the prefrontal and or-

bitofrontal cortices.

Transcranial magnetic stimulation
Cortical excitability may be increased in OCD in concordance with the neu-

rocircuitry overactivity observed in cortico-subcortical loops in PET stud-

ies.23 In turn, neural overactivity may be reflected in the inability to inhibit 

intrusive thoughts, impulses, or images, which are coupled with the compul-

sive, driven repetitive motor responses or mental rituals. Transcranial mag-

netic stimulation (TMS), can target relatively discrete brain regions. It can 

penetrate the cranium and produce electrical activity in neuronal spaces (Far-

aday’s Law). Moreover, a depolarization of columns of neurons can result in 

neurocircuitry connectivity changes.

 In a review of 15 randomized clinical trials of TMS in OCD, active stim-

ulation was significantly superior for OCD symptoms.24 In 18 patients with 

OCD who participated in a randomized controlled trial of TMS compared 

with sham TMS, which targeted the supplementary motor area, right hemi-

sphere resting motor thresholds were increased in association with improve-

ments in the OCD Y-BOCS severity scores. Decrease in OCD severity scores 

also correlated with normalization of right-left resting motor thresholds 

asymmetry and increased right hemisphere short-interval cortical inhibition.25 

These findings support earlier reports of decreased cortical inhibition in pa-

tients with OCD, especially those with comorbid tics.

 A review of randomized controlled trials of rTMS in OCD concluded that 

there was a significant difference in outcomes in favor of rTMS compared 

with sham rTMS (P < .001).26 Brain regions targeted with rTMS include the 

supplementary motor area, as well as left-, right-, or bilateral dorsolateral 

prefrontal cortex (DLPFC). It should be noted that patients with no major 

depression and less treatment-resistance appeared to respond better. In sum-

mary, TMS is emerging as an alternative treatment for OCD when refractory.

Conclusions
Treatment-resistant OCD is defined by failure of at least 2 adequate SSRI 

trials along with CBT-ERP. Evidence-based pharmacologic augmentation 

strategies include adding a low-dose neuroleptic, switching to clomipramine 

with or without low-dose fluvoxamine.

 Emerging evidence exists for the use of glutamate-modulating drugs in 

refractory OCD, although no drugs are yet fully evidence-based in practice. 

For a smaller number of patients who are severely impaired despite vigorous 

treatment, psychosurgery and DBS are supported by substantial evidence for 

improvement of symptoms. Access to these treatments, however, may be 

problematic for some patients.

 TMS is an emergent treatment with a growing evidence base for the 

treatment of OCD. However, whether it is preferably used as an alternative to 

medication approaches, or will be useful in medication-resistant instances 

only, remains to be elucidated. In summary, beyond the use of SSRIs there are 

alternatives for the somatic management of treatment-resistant OCD. 

(CONTINUED ON PAGE 26)
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UMass Memorial Health Care and the University of Massachusetts Medical

School currently has openings within our expanding Department of Psychiatry.

To view these openings directly, please click on either of the two links below.

• UMass Memorial Health Care: https://www.umassmemorialhealthcare.org/careers/
physician-opportunities

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

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

The Department of Psychiatry is a national leader in public sector psychiatry, child and
adolescent psychiatry, neurodevelopmental disorders, biological psychiatry, neuro-
psychiatry, forensic psychiatry, psychosocial rehabilitation, women’s mental health, and
addiction psychiatry. We integrate our clinical, research, teaching and community
partnership activities to help individuals and families transform their lives through
recovery from mental illness and addiction. We are the largest provider of psychiatric
services in central Massachusetts with over 350 faculty and 10 hospitals and community
mental health centers. 

Our residency program trains 7 residents per year including general psychiatry and specialty
tracks for combined adult and child psychiatry and combined neurology and psychiatry. We
offer fellowships in Child and Adolescent Psychiatry, Addiction Psychiatry, Forensic
Psychiatry, Neuropsychiatry, and Adult Developmental Disabilities.

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

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

Sheldon Benjamin, MD

Interim Chair of Psychiatry

University of Massachusetts Medical School

UMass Memorial Medical Center

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

As the leading employer in the Worcester area, we seek talent and ideas 

from individuals of varied backgrounds and viewpoints.

http://www.psychiatristjobs.la
http://www.psychiatristjobs.la
https://www.umassmemorialhealthcare.org/careers/physician-opportunities
https://www.umassmemorialhealthcare.org/
http://www.umassmed.edu/default/
http://academicjobsonline.org/ajo/UMASSMED
mailto:Adriana.Dietlin@umassmemorial.org
mailto:Velezc@pagny.org
http://www.pagny.org
http://jacobimed.org/
https://www.nychealthandhospitals.org/northcentralbronx/
http://www.choosebaystatehealth.org
http://www.choosebaystatehealth.org
https://www.facebook.com/baystatecareers/
https://twitter.com/baystatecareers
mailto:Elizabeth.fox@baystatehealth.org
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NATIONWIDE

THE 1ST CHOICE IN

PSYCHIATRIC RECRUITMENT

Visit our website www.fcspsy.com 

Over 400 permanent searches nationwide.
800-783-9152 

Aligned Telehealth, Inc. – California

Our mission is to be the leader in 
innovative, high quality, accessible 

behavioral health solutions. Explore oppor-
tunities in multiple states—both 

tele and non-tele positions available.

Hiring MULTIPLE Psychiatrists for

Tele medicine and Onsite positions 

in the following states

CA, FL, TX, WI, MA, NY, VA / 
Full time and Part Time positions
varied clinical settings including
Correctional, Acute Inpatient, C/L, 

Please contact: Sandra Williams

Director of Recruitment

P: (818) 584-1785

Email: swilliams@alignedth.com

CALIFORNIA

The doctors of TRADITIONS BEHAV-

IORAL HEALTH are the largest provider

of MD psychiatric services to adult popula-

tions in institutional and community based

programs in California. We provide services

to the seriously and persistently mentally ill

and have openings in the San Francisco Bay

Area, Santa Barbara, San Diego and Los

Angeles. Overall we plan to add 50 more

Fulltime psychiatrists in California to bring

our medical staff team to 400 psychiatrists.

Our packages vary from a minimum of

$300,000 per year plus $10,000 in bonuses

and a benefit package valued at approxi-

mately $90,000, to up to $500,000, for the

industrious physician. Our generous bene-

fit package includes almost 7 weeks paid

time off per year. If you are creative and

think outside the box, if you value diversity

and cultural competency, if you like innova-

tive programs that are patient driven, using a

rehabilitative, rather than illness model, if

you want more time to work with patients, to

get the best results, then TBH is the compa-

ny for you. To learn more about the specific

job openings and salary and benefit pack-

ages, check out our Website at:

www.tbhcare.com or Email your letter of

interest and CV to our company President,

Gary A. Hayes, Ph.D. at: 

Drhayes3@tbhcare.com

TBH is an equal opportunity employer

Outpatient Adult and Child Psychiatrists are

needed for Stanislaus County Behavioral

Health & Recovery Services, in the Central

Valley less than two hours from San

Francisco and Yosemite.

Recovery-oriented treatment provided in a

multidisciplinary setting with friendly and

dedicated staff members.  Recently revised

rates with full malpractice coverage and

pension plan (PARS) as a Personal Service

contractor with an income potential of over

$ 325 K per year for adult psychiatrist

and over $355 K per year for child psy-

chiatrist for F/T work.

P/T options and the opportunity to combine

Tele-Psych with limited onsite work are also

available. Excellent work environment with

NO Call Requirement, lower than average

case load and comprehensive nursing &

ancillary support makes this a very pleasant

and rewarding opportunity.   J 1 applicants

are welcome.  

Fax CV to Bernardo Mora, MD at

(209) 558-4326 or Email:

bmora@stanbhrs.org

Multidisciplinary medical group looking

for additional California licensed 

telepsychiatrists.  

Contact us at 

661-840-9270 or inquire with CV at

jobs@telehealthdocs.com.

Private Practice

Looking for the Freedom and Flexibility

Earn over $350K/Year

Choose your own hours
Clinical Freedom
Malpractice paid
H1 Visa Welcome

We are looking for Adult and 
Child Psychiatrists in

San Francisco Bay Area

Los Angeles/Orange County Area

Sacramento Area

Comprehensive Psychiatric Services
Mansoor Zuberi, M.D.

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

drzuberi@gmail.com

www.psych-doctor.com

Hillview Mental Health Center, Inc. is a

non profit community mental health center

located in the Northeast San Fernando

Valley. Since 1966, we have been helping

people regain their health and take control

of their lives. Our mission is to help empow-

er individuals and families affected by men-

tal illness by assessing their needs and

working collaboratively with mental health

professionals to plan services that are per-

son-centered, culturally competent and

effective in promoting recovery.    

Hillview is contracted with the County of

Los Angeles, Department of Mental Health.

We are currently recruiting a board eligible

and/or certified Psychiatrist who has experi-

ence treating adults with severe and persist-

ent mental disabilities. We are searching for

a doctor who is comfortable with an inter-

disciplinary team approach. 

Position responsibilities include:  Providing

medication support, psychiatric evaluation,

and case consultation services to adults and

transition age youth (ages 18-25) who

receive services in Hillview’s outpatient

programs.  The psychiatrist is also responsi-

ble for completing documentation in

Hillview’s electronic health record system.  

This position is available on an Independent

Contractor basis, up to 40 hours per week.

There is flexibility with the days and hours

worked. The Clinic’s business hours are

Monday – Friday from 9:00 a.m. – 5:30

p.m. Some evening hours are available. 

Hillview Mental Health Center, Inc. is a
well-established, non-profit agency with
over 50 years of service to the community.
Our interdisciplinary team of psychologists,
social workers, marriage and family thera-
pists and other supportive staff cares deeply
about helping people achieve better mental
health and quality of life.  

For immediate consideration, please fax
your curriculum vitae to: Human

Resources – (818) 896-5069 or you may
submit your information via e-mail to:
jobs@hillviewmhc.org. Please type the 
position title you are applying for in the 
subject line. Please send your CV in the
body of the e-mail. For internet security 
reasons, attachments to emails will 
not be opened or considered. 

If you wish to contact us by telephone,
please call (818) 896-1161, ext. 325.

Hillview is an Equal Opportunity
Employer
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PACIFIC COAST PSYCHIATRIC
ASSOCIATES has openings for Adult,
Child and Adolescent Psychiatrists (full
and part-time).  Our physicians have the
opportunity to practice both therapy and
med management without restrictions in
our San Francisco, Lafayette, and Los
Angeles (in the West Hollywood, Bever-
ly Hills, Century City and Culver City
area) offices. We are a collaborative
practice of psychiatrists and therapists
with full-time office staff to provide
complete administrative support.  

Founded in California's technology
center, we benefit both internally and
externally from the industry's advance-
ments. Internally, our doctors' familiar-
ity with EMRs, online scales/charts and
electronic prescriptions is an important
component of our culture. Externally,
our patients have the ability to schedule
appointments through our website,
manage their accounts through the
patient portal, and meet with their
provider over the internet (via telepsy-
chiatry or tele-health appointments).
We strive to simplify records manage-
ment for our patients, our providers,
and the environment. 

Our competitive compensation
includes:
• Malpractice/Disability Insurance

• Paid medical license and DEA renew-
al fees

• 401K with 3% Contribution (after the
first year)

• Health Insurance (including dental
and vision)

• Four weeks of paid vacation & six
paid holidays

Minimum 15 hours to 
full-time positions available

EARNING POTENTIAL
UPWARDS OF $290,000.

Please contact us to learn more:
careers@pcpasf.com 

or visit us at www.pcpasf.com

Be The Psychiatrist You

Are Meant To Be

Vituity is changing lives with innovative

new programs. We are hiring part-time

and full-time Emergency & Inpatient

Psychiatrists in California:

• Greater Los Angeles Area

• San Francisco Bay Area

• Sacramento Area

Compensation

You become an equal and valued part-

ner when you join the Vituity Partner-

ship. We offer high compensation

packages in addition to annual partner

bonuses.

vituity.com/careers

Visit us online for a full list of 

opportunities or email us at 

careers@vituity.com.

203 523-7026

Find What You’re Looking For Now! 

Log on to www.PsychiatricTimes.com/classifieds 

mailto:swilliams@alignedth.com
www.fcspsy.com
www.fcspsy.com
mailto:careers@vituity.com
http://vituity.com/careers
http://vituity.com/careers
http://www.tbhcare.com/
http://www.tbhcare.com/
mailto:Drhayes3@tbhcare.com
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www.PsychiatricTimes.com/classifieds
mailto:jobs@telehealthdocs.com
www.telehealthdocs.com
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http://www.psych-doctor.com/
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Psychiatrist Position

J-1 Visa Opportunity in California

Imperial County Behavioral Health Services

is currently recruiting for a full time psychi-

atrist. 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 cam-

pus in Calexico and there are a number of

private and public universities located in

Mexicali, the state capital of Baja California

Norte. Imperial County’s location and diver-

sity make it the perfect place for a psychia-

trist to relocate under the J-1 Visa program

or for any reason.

The position pays a highly competitive

salary, including health benefits for you and

your family, and requires no hospital work

and minimal after hours work freeing you

up for more leisurely activities. 

The successful candidate diagnoses and treats

patients with mental, emotional, and behav-

ioral disorders. Qualified candidate must have

CAmedical license or ability to obtain. 

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

El Centro, CA 92243. 
J-1 applicants welcome. 

For additional information, 

please contact:

Kristen Smith (442)265-1606

kristensmith@co.imperial.ca.us

Butte County Behavioral Health Depart-

ment is seeking a Medical Director based in

Chico, California to manage department

programs.  The incumbent will perform

approximately 50% direct services and 50%

administration work.  In collaboration with

the Assistant Director – Clinical Services,

directs, evaluates, plans, establishes, and

implements the medical services component

and all clinical services of the department;

participates in coordination of services

across county departments and agencies;

provides medical direction and consultation

to all mental health programs and consulta-

tion to contracted agencies; particularly in

the areas of quality improvement, medica-

tion monitoring, and peer review.  

Starting salary is dependent on experience

and is negotiable. The Department will also

consider a Medical Director on a contract

basis. Salary for a contracted Medical

Director is negotiable. For additional

information please contact Geoff Davis, at

(530) 891-2986 or gdavis@buttecounty.net

for a recruitment packet and appointment

to speak with the Behavioral Health

Department Director. Please visit the Butte

County Human Resources Department

website for more information, to review the

recruitment packet, and to apply for the

opportunity:    

http://www.buttecounty.net/human

resources/Employment.aspx

www.scvmc.org      www.sccmhd.org

PSYCHIATRIST

$253,600 - $329,700 annually

7 weeks of annual leave

Full benefits & retirement

(Above annual salary includes additional

pay for Board Certification and 

Acute Settings)

Santa Clara Valley Health and Hospital

System, a public healthcare system in the

heart of Silicon Valley, is seeking BE/BC

psychiatrists & PGY-III/IVs for a variety of

clinical settings, including emergency psy-

chiatric services, inpatient psychiatric serv-

ices, outpatient behavioral health clinics,

and custody health programs. Opportunities

for additional moonlighting also exist with-

in our healthcare system.

As the largest public health care system in

northern California, we offer comprehen-

sive healthcare resources to a large and

diverse patient population. Psychiatrists are

part of a robust team of staff that work in

collaboration with other medical specialties

to provide integrated health care to patients.

Psychiatrists are eligible for numerous ben-

efits including 7 weeks of annual leave, 1

week of educational leave, 12 holidays,

$4500 educational funds, health benefits,

life insurance and CalPERS retirement plan. 

If you are interested in working in a dynam-

ic and collegial work environment, please

submit a CV and letter of interest directly to:

Dr. Tiffany Ho, 

Behavioral Health Medical Director:  

tiffany.ho@hhs.sccgov.org

(408) 885-5767

The County of Santa Clara is an Equal

Opportunity Employer

Psychiatrists: Enjoy both a rewarding 

& lucrative work experience working 

as a FT Independent Contractor at

Atascadero State Hospital or Coalinga

State Hospital. Comp over $400K with

malpractice & CA license assistance.

www.mhmcareers.com

Find What You’re
Looking For Now

Log on to:
www.PsychiatricTimes.com/

classifieds 

to view our extensive list

of jobs, fellowship 

opportunities, business 

opportunities, and more.

mailto:kristensmith@co.imperial.ca.us
mailto:gdavis@buttecounty.net
http://www.buttecounty.net/humanresources/Employment.aspx
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mailto:wonona@mhmcareers.com
http://www.mhmcareers.com/
http://www.psychiatrictimes.com/classifieds
mailto:dsh.recruitment@dsh.ca.gov
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BE or BC psychiatrist needed. Following
locations have immediate openings:

• San Bernardino/Fontana, CA:

Schedule: 40hrs per week. Pay Rate:

$359,840. Benefits eligible.

• San Jose, CA: Schedule: 32 hours per

week Pay Rate: $180 - $205 per hour

(Contractor) $145 - $159 per hour

(Employee) 

• Fontana, CA: Schedule: 9hrs per week.

Pay Rate: $205 per hour (Contractor)

• Modesto/Ceres, CA: Schedule: Week-

end schedule. Pay Rate: $3,682 per

weekend

• Anaheim, CA: Schedule: 30 hours per

week Pay Rate: $170 - $185 per hour

(Contractor); $140 - $150 per hour

(Employee) 

• Anaheim, CA: Schedule: 24 hours per

week Pay Rate: $170 - $180 per hour

(Contractor); $140 - $144 per hour

(Employee) 

• Sacramento, CA: 7 hours per week Pay

Rate: $170 - $187 per hour (Contractor);

$140 - $144 per hour

• For additional listings, please visit:

www.telecarecorp.com/physician-jobs/ 

You will work as part of a multidisciplinary

team. The staff is all very friendly and it is

a supportive working environment.

Please email your resume to 

tlcrecruiting@telecarecorp.com 

EOE M/F/V/Disability

FLORIDA

Meridian Behavioral Healthcare, Inc. is a

CARF accredited community mental

healthcare facility located in the heart of

Florida.  Currently, we have full time posi-

tion Staff Psychiatrist position available

with an excellent salary and benefits pack-

age.  Looking for someone who can work

with a flexible schedule – preferably Adult

and Child, with the mixture of inpatient and

outpatient to be discussed.   Meridian has

been a part of the lives of thousands since

1972; providing a safety net for those in cri-

sis.  Since then, Meridian has expanded to

16 sites across Central Florida, touching

over 22,000 lives through over 325,000

direct care visits a year. Gainesville is home

to the University of Florida and serves as

the cultural, educational and commercial

center for the north central Florida region.

For more information, contact: 

Logan Anglin, 

Vice President – Staffing/Recruiting

@352-374-5600 x8294 

or email confidential C.V. to

logan_anglin@mbhci.org  

MBH is an Equal Opportunity Employer

and a Drug-Free Workplace.  

Please visit our website: 

www.mbhci.org

HAWAII

The University of Hawai’i John A. Burns

School of Medicine, Department of

Psychiatry is recruiting for one part-time

faculty member. For a full description 

of the position, please visit the

Government Jobs website:

https://www.governmentjobs.com/ 

and search for position #84390.

For inquiries, please contact 

Anthony Guerrero, MD at

GuerreroA@dop.hawaii.edu or 

(808) 586-2900.  EEO/AA Employer.

ILLINOIS

CHICAGO!

Horizon Health is seeking a Medical

Director for a new 12-bed Geriatric and an

existing 30-bed Adult inpatient psychiatric

service line in metro Chicago! Downtown

location with great compensation and

opportunity to lead a program in brand

new, state-of-the-art facility. The Medical

Director will provide program administra-

tion and oversight services re: service line

policies, practice, development, compli-

ance, and performance improvement. Will

also provide training, supervision, and con-

sultation to staff. Previous Medical Dir-

ector experience preferred and Board

Certification required. For more informa-

tion contact:

Mark Blakeney, 

Voice: 972-420-7473, 

Fax: 972-420-8233; 

email: mark.blakeney@horizonhealth.com

EOE

Assistant/Associate Professor of 

Clinical Psychiatry

The Department of Psychiatry and Behav-

ioral Medicine at the University of Illinois

College of Medicine at Peoria is recruiting

multiple full-time faculty positions at the

rank of Assistant or Associate Professor to

join our collegial and growing department.

We value high-quality patient care, schol-

arship, and the education of residents and

medical students.  The psychiatry training

Program Director position is available to

applicants with administrative and teach-

ing experience and the desire for advance-

ment.  Competitive salary and benefits are

commensurate with rank.  H1B visa oppor-

tunities are available.

Responsibilities include leading an inter-

disciplinary general psychiatry adult inpa-

tient teaching unit composed of residents,

medical students, nursing, social work, and

support staff.  The Program Director posi-

tion includes accountability for the opera-

tion for the training program, promoting a

culture of excellence, resident recruitment,

innovation in teaching, and resident evalu-

ation.  Other duties will be tailored to the

interest of the applicant and include oppor-

tunities in:  adult and child outpatient, par-

tial hospitalization, ECT, TMS, community

outreach, college student mental health,

psychiatry integration in primary care clin-

ics, and forensic psychiatry.

Educational responsibilities include clini-
cal and classroom teaching of residents and
medical students. Faculty members are
granted protected time to pursue other
interests including clinical or educational
program development and research. The
department values and supports the
growth, development and advancement of
its faculty members.

Peoria and the surrounding central Illinois
area offer an attractive mix of small town
charm and big city offerings. It has a large,
diverse, and supportive medical communi-
ty. Peoria offers diverse local communities,
low cost-of-living, excellent schools, and
an array of recreational activities with con-
venient access to larger cities such as
Chicago, St. Louis, and Indianapolis.

To inquire confidentially about a position,
please contact Dr. Timothy Bruce, 
Search Chair, at (309) 495-1647 

or tjbruce@uic.edu.

Minimum requirements include: 
graduation from an ACGME-approved
psychiatry residency training program,
board certification or board eligibility in
general psychiatry and eligibility for an
unrestricted Illinois medical license.  

UIC is an EOE/AA/M/F/Disabled/Veteran
employer. For fullest consideration, 
please apply by July 15, 2018 at 

the following link: 
https://jobs.uic.edu/job-board/
job-details?jobID=94555

The University of Illinois may conduct
background checks on all candidates upon
acceptance of a contingent offer. Back-
ground checks will be performed in com-
pliance with the Fair Credit Reporting Act.

INDIANA

NORTHWEST INDIANA!!

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

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

Please contact Kobie Douglas, MD:

kobie.douglas@regionalmentalhealth.org

219 736-7232

MARYLAND

Cornerstone Montgomery is seeking a FT

or PT Psychiatrist to provide evaluations

and treatment, including excellent medica-

tion management, for clients in crisis

homes and clinic settings. Ideal candidate is

BC/BE, has high standards for delivery of

care, is committed to serving our popula-

tion, and works well with residential and

clinical staff. Strong, supportive team envi-

ronment. Requires valid Maryland medical

and DEA licenses.

Please contact: Jon Peyer at

jon.peyer@cornerstonemontgomery.org

and/or Ruth Murray, Medical Director at

ruth.murray@cornerstonemontgomery.org

Cornerstone Montgomery is an 

EEOC employer.

MICHIGAN

Psychiatry Opportunity with

Sparrow Medical Group

Sparrow Medical Group (SMG), a multi-

specialty physician group and the premier

physician organization of Sparrow Health

System (SHS), located in Lansing,

Michigan, is seeking a dynamic BC/BE

psychiatrist for an adult inpatient 

position. Position is hospital-employed 

and offers excellent compensation and 

benefits including relocation assistance,

401(k) with matching funds, generous

CME benefits and malpractice insurance

that includes tail coverage.

Learn more about this exciting 

opportunity by contacting:

Barbara Hilborn, Manager Provider

Recruitment Office: 1.800.968.3225

Email: barbara.hilborn@sparrow.org

Visit our website at www.sparrow.org

More information on the Lansing area

can be obtained at www.lansing.org

LANSING OPPORTUNITY – Seeking

additional Psychiatrist for Inpatient Adult

Psychiatry position at Sparrow Hospital.

The hospital also has Outpatient, a PHP,

and a geropsych unit as part of their BH

service line. The hospital is offering an

attractive employment compensation pack-

age. Lansing is about an hour from Ann

Arbor, Battle Creek, Jackson and Grand

Rapids.  It is an hour and a half from

Detroit. 

Please contact Terry Good, 

Horizon Health, at 804-684-5661, 

Email: terry.good@horizonhealth.com;

Fax #: 1-804-684-5663.   
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MISSOURI

J1 / H1B VISA POSITION FOR CHILD/

ADOLESCENT PSYCHIATRIST IN

MO – located in the Delta Regional
Authority, J1 Waivers can also be obtained
through the DRA as well as the state.
Position can be inpatient, or inpatient and
outpatient. 

Please contact Terry Good, 

Horizon Health, at 804-684-5661;

terry.good@horizonhealth.com; 

Fax: 1-804-684-5663.

NEVADA

PRIVATE PRACTICE
OUTPATIENT PSYCHIATRIST

Reno Psychiatric Associates is seeking
Adult Psychiatrists to join established LLP
practice.

Enjoy flexibility and freedom in your prac-
tice with the personalized support of in-
house office staff. 

There is no buy-in and cost of overhead is
equitably shared. We are contracted with
multiple insurance plans and claim turn-
around is excellent.  Potential income is
$350,000 +/year.

Reno is located in western Nevada on east-
ern slope of the Sierra, one hour from Lake
Tahoe and 3 ? hours from San Francisco.
Nevada has no state income tax and cost of
living is low.

Contact Beverly Wyatt
(P)775-329-4284 (F)775-329-2550
email: renopsych80@gmail.com

NEW JERSEY

Psychiatrist-PT or FT

Family Guidance Center of Warren County
seeking PT or FT psychiatrist to work in our
com beh health care center with adults and
children with range of mental health and
substance use disorders.  www.fgcwc.org

• PT:  20 hours a week at our Phillipsburg
(Mon and Thurs) and Washington (days
flex) office sites in op and invol op pro-
grams.

• This position is eligible for PTO and a
ret plan with emp match.

• FT:  35 hours a week at our Phillipsburg
(Mon and Thurs) and Washington or
Hackettstown (days/ hours flex) office
sites in op and invol op programs.

• This position is eligible for PTO and 
a ret plan w/ emp match.

Req: NJ Lic (MD or DO), Bd Cert, MAT
cert desirable

EOE/MF

Send resume to the attention of Richard
McDonnell rmcdonnell@fgcwc.org.

NORTHERN NJ -TWO OPENINGS:

BAYONNE- CONSULTATION LIAI-

SON POSITION and JERSEY CITY-

OUTPATIENT POSITION – Full-time
employment with benefits.  

Please call for details. 

Terry Good, 804-684-5661;

terry.good@horizonhealth.com; 

Fax: 1-804-684-5663.  

One full time or part time Child and
Adolescent Psychiatrist position in an out-
patient setting with no on call, in a very
friendly work environment, flexible hours,
competitive compensation and benefits.
Call Dr. Ravi Bhalla at 201-652-4999 and
email CV to drbhalla@mhcp.org

NEW YORK

Inpatient/Consultation Liaison

Psychiatry - Phelps Memorial Hospital

Northwell Health’s Department of

Behavioral Health is seeking a BC/BE
Inpatient Psychiatrist to join our team at
Phelps Memorial Hospital located in
Westchester County, a desirable suburb in
NYC.

Phelps Memorial is a 238-bed community
hospital situated on a scenic 70-acre campus
along the Hudson River in Sleepy Hollow,
NY, just 40 minutes to NYC. Phelps offers
one of the broadest ranges of community
hospital services in Westchester. Patients
benefit from distinguished physicians, many
of whom are pioneers in their field, offering
the most advanced procedures using the lat-
est technology. With over 1,700 employees,
we are one of the largest employers in
Westchester County.

Our facility offers specialized programs for
adults, senior adults, suicide prevention,
chemical dependency rehabilitation as well
as community-based programs. Our indi-
vidualized treatment approach offers target-
ed treatments for our patients. We provide
inpatient hospitalization for individuals in
an acute stage of psychiatric illness as well
as outpatient services for those requiring a
less intense level of care. Our outpatient
programs also offer services to those who
need psychiatric rehabilitation as well as
those with substance abuse problems in
need of day rehabilitation or clinic care.

We offer a highly competitive compensa-
tion and benefits package. Academic
appointment with The Zucker School of
Medicine at Hofstra/Northwell is commen-
surate with credentials and experience.

For further information and to apply,

please contact Office of Physician

Recruitment, Northwell Health:

OPR@northwell.edu

EOE M/F/D/V

Adult Outpatient Psychiatrists – 

NYC Suburbs

The Northwell Department of Psychiatry
and Behavioral Health Service Line are
seeking Board Eligible/Board Certified
Psychiatrists to join our newly-established
Behavioral Health Group Practice (BHGP)

locations located on Long Island, NY.

The BHGP opened in August 2015 to meet
the extraordinary demand for patients and
families seeking access to psychiatric care
that accepts commercial insurance. This
pioneering initiative now seeks to bolster its
staff with additional psychiatrists motivated
to function in a progressive, private practice
like environment that marries efficiency
and quality, and encourages paid incentive
activity during a typical work day. Psych-
iatrists work in collaboration with on site
therapists to ensure high quality, coordinat-
ed care. The BHGP serves a diverse ambu-
latory patient population with varied diag-
noses.   Our clinicians work closely with
our affiliated primary care practices.

The BHGP is connected to our Health
System’s flagship behavioral health facili-
ty, The Zucker Hillside Hospital (ZHH).
ZHH has been named one of the nation’s
top psychiatric facilities by US News and

World Report, and has an 87-year tradition
of pioneering clinical, research and teach-
ing programs for psychiatric residents and
fellows, psychology trainees, and medical
students – now rotating from the Hofstra-

Northwell School of Medicine. Addition-
ally, we will serve as a training site for NP
and PA students.

Long Island, NY, a suburb of New York
City, is known for its diverse communities,
educational opportunities and leisure activ-
ities. Throughout the Island, you will
encounter breathtaking stretches of the
Atlantic Ocean or Long Island Sound,
recreational parks and nature preserves, his-
torical landmarks, and excellent school sys-
tems. Highlight like the Hamptons and
Montauk Point, Jones Beach, Long Beach,
Fire Island, dozens of museums, bike paths,
and emerging wineries are all within rea-
sonable driving distances of our facilities.

We offer a highly competitive compensa-
tion with productivity bonuses and excel-
lent benefits along with working in a colle-
gial atmosphere. Academic appointment
with the Hofstra North Shore – Northwell
School of Medicine is commensurate with
credentials and experience.

To learn more and apply, please send your
CV to OPR@northwell.edu . 

EOE M/F/D/V

NORTH CAROLINA

We Want You to Join Our Behavioral

Health Team!

Cape Fear Valley Behavioral Health is one

of the largest comprehensive, multi-tiered

behavioral health services in North

Carolina. Behavioral Health Care's mission

is to meet and respond to the mental health

needs of the community. We offer evidence-

based, best practice treatments. Staffed by

psychiatrists, psychologists, clinical social

workers, psychiatric nurses, licensed profes-

sional counselors, and other mental health

professionals, Cape Fear Valley Behavioral

Health Care provides a team approach to

mental wellness. Behavioral Health Care is

accredited by The Joint Commission and

licensed by the State of North Carolina.

The Health System is seeking providers for

the following due to regional volumes and

commitment to expand services:

Emergency Opportunity 

• Two BE/BC providers with experience 

in ED or trained in ED/Psychiatry. 

The Emergency Department maintains 

a Psychiatric Unit of 9 beds for patients

in crisis. Support team is specialty

trained. Schedule consists of 16 hour

shifts, approximately 10 shifts per month.

Adult Outpatient Opportunity 

• BE/BC provider with training/experience

in a variety of mental health treatment

conditions as well as Chemical

Dependency and Substance Abuse.

Candidate with experience in treatment

of Bipolar Disorder, Borderline

Personality Disorder, and Mood

Disorders is preferred. Additionally, 

ECT training and experience is highly

desirable. Well established adult team 

is flexible and transparent for either or

both inpatient and outpatient services.

Clinic hours are Monday - Friday with

limited call. 

Child Outpatient Opportunity 

• BE/BC Child & Adolescent providers.

The current structure is for 90% outpatient

Monday through Friday work schedule.

We offer best in class compensation plus

generous benefits including Paid Malprac-

tice, CME Time and Allowance, Accrued

Paid Time Off, 403(b) match and 457(b),

Health, Dental, and other desirable benefits. 

Please contact Suzy Cobb, 

Physician Recruiter for more details 

at (910) 615-1889 

or scobb2@capefearvalley.com.

Find What You’re
Looking For Now

Log on to:

www.PsychiatricTimes.com/

classifieds 
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mailto:renopsych80@gmail.com
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Main Street Clinical Associates is a busy,
well-established, multi-disciplinary group
practice that has served the Durham NC area
since 1984. We currently have an opening
for another psychiatrist to join our thriving
outpatient practice. We have a strong refer-
ral base and will assist new partners in
establishing their practices. We also have
excellent support staff that can assist clini-
cians with getting paneled with insurance
companies, billing and other administrative
issues. Inquiries should be directed to

Dr. Krista Alexander at 919-286-3453 

ext 102 or via email at

KristaAlexanderMD@gmail.com.  

For more information about our practice,

please visit our website at

www.MainStreetClinical.com

OREGON

Do you have a strong desire to provide

outstanding psychiatry services? Would

you love to call the beautiful state of

Oregon your home?

There's a place for you with Samaritan
Health Services, a non-profit integrated
health care delivery system!

Opportunities available:

• Outpatient Psychiatry: Corvallis &

Lincoln City (2 positions available)

• Inpatient Consultant Liaison: Corvallis

• Outpatient Consultant Liaison: Corvallis

• Child/Adolescent: Corvallis 

Job Details:

All positions in both locations provide a full

spectrum of mental health services to an

economically varied population.

Location Specifics: 

• Corvallis

• Supervise psychiatry residents and

medical students, along with tightly knit

faculty

• Minimal weekday call, no weekend call

• Lincoln City

• Work closely with established primary

care providers to bring psychiatric servic-

es to underserved Central Coast

Communities

• Receive support from psychiatric team

in Corvallis

Benefits include:

• Competitive compensation

• Medical malpractice paid

• Continuing medical education

• Relocation allowance

• Starting bonus

Life in Oregon: 

Nestled in the heart of Oregon, the Mid-
Willamette Valley and central Oregon Coast
are ideal locations to work, live and raise a
family. From spectacular ocean views to
recreation inspiring mountains, our commu-
nities - couple with our friendly, unique and
adventurous residents - are unmatched
places to call home. With affordable hous-

ing, infinite entertainment opportunities,
good schools, thriving art communities,
numerous wineries and microbreweries and
great food, the advantages of living here are
endless!

For more information, or to apply please

visit www.samhealth.org/docjobs or contact

Annette Clovis at 541-768-4419 or 

aclovis@samhealth.org

PENNSYLVANIA

The Penn State Health Milton S. Hershey

Medical Center Department of Psychiatry

is currently recruiting board eligible/certified
psychiatrists for inpatient and outpatient posi-
tions in both adult and child psychiatry. 

We are a growing, vibrant department in a
strong academic medical center. We host
specialty clinical and research programs,
including research that crosses the transla-
tional spectrum. Our educational programs
include adult psychiatry residency, child
fellowship, psychology internship, extern-
ship and post-doctoral fellows. We have a
strong collaboration with basic and clinical
science in other neuroscience disciplines
across several Penn State campuses.

With our clinical partner, the Pennsylvania
Psychiatric Institute, the Department staffs
several outpatient and partial hospital pro-
grams for children and adults, 89 inpatient
beds, ECT and other neuromodulation serv-
ices, specialty sleep and eating-disorders
programs, and expanding psychiatric con-
sultation and integrated care programs for
Hershey Medical Center.

Successful candidates should have strong
teaching as well as clinical skills and, opti-
mally, potential for scientific and scholarly
achievement. We offer an attractive compen-
sation package commensurate with qualifi-
cations. Tenure-track positions are possible.

For consideration, send your CV to: 

Jenna Spangler Physician Recruiter

Phone: 717-531-4271

Email:

jspangler2@pennstatehealth.psu.edu

The Penn State Milton S. Hershey Medical

Center is committed to affirmative action,

equal opportunity and the diversity of its

workforce. Equal Opportunity Employer –

M/W/V/D

VIRGINIA

MEDICAL DIRECTOR - 

PSYCHIATRIST

Southwestern Virginia Mental Health

Institute (SWVMHI), located in Marion,

Virginia, is seeking a Medical Director. We

are a progressive Joint Commission accred-

ited behavioral health hospital, with 179

beds serving adult, geriatric, and forensic

patients offering a team oriented environ-

ment, medical school affiliation, and an

excellent compensation and benefits pack-

age including sign-on bonus, moving and

relocation, and loan repayment. We seek a

board certified Psychiatrist with strong

leadership/management experience in a

psychiatric hospital with a commitment to

recovery principles. With the assistance of

the Associate Medical Director, the position

is responsible for directing all providers in

the practice of quality care according to

standards and benchmarks set by the

Virginia Department of Behavioral Health

and Developmental Services, licensing

boards and accrediting agencies. Occa-

sionally, the Medical Director will provide

backup coverage in a clinical role as a treat-

ment team Psychiatrist. The Medical

Director participates in facility and state-

wide strategic planning and improvement

initiatives through membership on the

SWVMHI Executive Team and the

Commonwealth of Virginia’s system of

health and quality care. The chosen candi-

date must be licensed to practice medicine

in Virginia. SWVMHI is an equal opportu-

nity employer. Persons with disabilities are

encouraged to apply.

We invite you to visit our website at

www.swvmhi.dbhds.virginia.gov for more

information, or if interested, please submit

your curriculum vitae to: Kim Sayers
kim.sayers@dbhds.virginia.gov

(276) 783-1204

WISCONSIN

PSYCHIATRIST

Clinical excellence and quality living,

Winnebago Mental Health Institute

(WMHI), is seeking a Board Certified/

Board Eligible (BC/BE) psychiatrist. This

position provides diagnosis and treatment

of assigned patients and works with a mul-

tidisciplinary treatment team on an inpa-

tient unit. Excellent fringe benefit package. 

Winnebago Mental Health Institute is a

280-bed psychiatric facility accredited by

the Joint Commission located near

Oshkosh, the center of the Fox River

Valley, one of the fastest developing areas

of Wisconsin. The Oshkosh area offers a

safe environment, rich in cultural and recre-

ational opportunities. Excellent public and

private schools with three universities in the

area. Oshkosh is within 1 ? hours of

Milwaukee or Madison. Information on

WMHI can be found at 

http://www.dhs.wisconsin.gov/

MH_Winnebago/.

For application instructions, go to

www.wisc.jobs and search for Psychiatrist

(Job Announcement Code: 17-02966).

Contact:

Medical Director’s office

P.O. Box 9, Winnebago, WI 54985-0009

Phone: (920) 235-4910 ext. 2210

An Equal Opportunity Employer
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Our competitive rates

can help you promote 

physician products and 

services like these:

• Medical transcription

• Practice management 

• Medical billing

• Equipment and 

supplies

• Legal services

For details call 

(203) 523-7026

SEND YOUR AD

NOW TO:
CAREERS@PSYCHIATRICTIMES.COM

mailto:KristaAlexanderMD@gmail.com
www.MainStreetClinical.com
www.samhealth.org/docjobs
mailto:aclovis@samhealth.org
mailto:jspangler2@pennstatehealth.psu.edu
http://www.swvmhi.dbhds.virginia.gov/swvmhi/
mailto:kim.sayers@dbhds.virginia.gov
www.wisc.jobs
www.wisc.jobs
mailto:CAREERS@PSYCHIATRICTIMES.COM
www.neurologytimes.com
www.neurologytimes.com
www.psychiatrictimes.com

	https://www.umassmemorialhealthcare.org/careers/physician-opportunities
	www.lansing.org
	www.psychiatrictimes.com


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (Coated FOGRA27 \050ISO 12647-2:2004\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.5
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.40000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.42667
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.49000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on '[PDF/X-1a:2001]'] Use these settings to create Adobe PDF documents that are to be checked or must conform to PDF/X-1a:2001, an ISO standard for graphic content exchange.  For more information on creating PDF/X-1a compliant PDF documents, please refer to the Acrobat User Guide.  Created PDF documents can be opened with Acrobat and Adobe Reader 4.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /HighResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [300 300]
  /PageSize [612.000 792.000]
>> setpagedevice




