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Research Sheds Light on Two 
Types of Treatment for ADHD

» Renée Sorrentino, MD, Meghan Musselman, MD, and Lauren Broderick, MD

Today, 25 years after the Lorena Bobbitt trial, the case has gained a renewed 

interest. The #MeToo and Time’s Up movements have begun to identify the 

widespread problem of sexually abusive behaviors in both social and occu-

pational arenas. In light of these crusades, filmmaker and producer Jordan 

Peele (Get Out, BlacKkKlansman) has created a four-part docuseries reex-

amining the Lorena Bobbitt case.1 A look back at the case is a reflection of 

how far we have—and haven’t—come in conceptualizing sexual violence, 

including gender bias in the determination of culpability as examined in 

Bobbitt’s not guilty by reason of insanity (NGRI) acquittal.
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N
ew research highlights the po-

tential benefits and detriments 

of treatment strategies for 

ADHD, which include both pharma-

cological and nonpharmacological 

options (Table).

Is psychosis a concern?
Stimulants are the first line of treat-
ment for ADHD and are typically well 
tolerated. Although there are potential 
adverse effects associated with stimu-

lant administration, the most common 
are usually transient or dose related. 
One of the more serious effects is stim-
ulant-induced psychosis.

To explore this risk, Moran and col-
leagues1 examined the records of 
337,919 young persons aged 13 to 25 
who had an ADHD diagnosis and were 
newly prescribed a stimulant medica-
tion. The researchers found 343 epi-
sodes of new-onset psychosis among 
the 221,846 study-matched population 
over an 11-year period. The median 
time from which the first stimulant 
was dispensed to the psychotic episode 
was 128 days.

The researchers concluded that the 
risk of new-onset psychosis was 
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Battered Woman Syndrome
Is It Enough for a Not Guilty by Reason of Insanity Plea?
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Twenty-five years ago, after she 
took a knife to her husband’s genitals, 
Lorena Bobbitt became a household 
name. At her trial, she and others testi-
fied that she had been trapped in an 
abusive marriage with a husband who 
raped, beat, and belittled her. The me-
dia, at that time, adopted comedic 
commentaries and headline puns in 
covering the story, depicting Lorena as 
a crazed woman who falsely claimed 
rape.

After the trial, Lorena’s popularity 
dissipated, and she faded into a quiet 
life in Manassas, Virginia. Her ex-hus-
band, John Wayne Bobbitt, remained 
in the spotlight, starring in adult films, 
giving interviews on talk shows, and 
getting paid to appear at events around 
the country. He was subsequently 
charged, on more than one occasion, 
with battery.

The not guilty by reason of insanity 
plea
On the evening of June 23, 1993, Lo-
rena Bobbitt cut off her husband’s pe-
nis with a kitchen knife as he slept. She 
left the house, appendage in hand, and 
subsequently threw the penis out of 
her car window, near a 7-Eleven, and 
called 911. Lorena later told police 
that John was sexually, physically, and 
emotionally abusive. She reported that 
just before she cut her husband, he 
raped her. John’s version of events was 
that he had come home after an eve-
ning of drinking with a friend and 
went to sleep. He stated that Lorena 
attempted to make sexual advances to-
ward him and that there was “some 
petting,” but they did not have sex. Lo-
rena was charged with malicious 
wounding, and John was charged with 
marital sexual assault.

John was tried first and was acquitted.
At Lorena’s trial, she testified to the 

years of abuse that occurred in her 
marriage, including being forced by 
her husband to undergo an abortion. 
She discussed in detail the rape on the 
evening of the incident for which she 
was charged. She testified that follow-
ing the rape, she went to the kitchen to 
get a glass of water and attempt to 
calm down. While there, she had 
memories of the traumatic events she 
had undergone at the hands of her hus-
band. Lorena said she did not remem-
ber cutting her husband. Both the de-
fense and prosecution offered 
psychiatric testimony. While both 

psychiatrists agreed that Lorena suf-

fered from a mental illness, their 

opinions differed regarding Lorena’s 

criminal responsibility.

Dr Susan Fiester, the defense ex-
pert, made a diagnosis of MDD, PTSD, 
and panic disorder. She described Lo-
rena as a classic example of a “battered 
wife,” weakened by years of abuse and 
fearful of leaving her husband. She tes-
tified that John’s assault on Lorena on 
the evening of June 23 led to “an acute 
deterioration of her mental state,” and 
she “became psychotic.” Dr Fiester 
further opined that Lorena did not have 
control over her actions when she as-
saulted her husband.

Dr Miller Ryans, the prosecution 
expert, testified that although he did 
not doubt Lorena was raped, he did not 
detect any evidence that she was “out 
of touch with reality or experiencing 
any delusions” at the time of the assault 

on her husband. He concluded that Lo-
rena’s actions were not an “irresistible 
impulse” but rather “an impulse she 
did not resist.” The defense prevailed, 
and Lorena was found NGRI.

The insanity defense is a legal con-
struct, which in some circumstances 
can allow for an individual to be found 
not legally responsible for his or her 
criminal behavior due to mental ill-
ness. The standard for insanity, or 
criminal responsibility, varies by juris-
diction, and some states do not recog-
nize an insanity defense.

Legal standards are categorized by 
the presence of a cognitive or a voli-
tional prong. The cognitive prong re-
fers to whether mental illness prevents 
an individual from appreciating the 
wrongfulness of the act. The volitional 
prong, often used interchangeably 
with the “irresistible impulse test,” fo-
cuses on whether the mental disease or 
defect prevented the individual from 
controlling his or her behavior at the 
time of the offense. While the standard 
in most states includes a cognitive 
prong, 16 states and the District of Co-
lumbia recognize a volitional prong 
for the insanity defense.

Irresistible impulse or impulse not 
resisted
No state relies on irresistible impulse 
as the only test of insanity, largely be-
cause of the difficulty in distinguish-

ing an “irresistible impulse” from an 
“impulse not resisted.” This means 
that those individuals, such as Lorena 
Bobbitt, who are found NGRI based 
on the volitional prong would have 
been found guilty in most other states.

The irresistible impulse test was 
first used successfully in the English 
case of Regina v Oxford in 1840. In 
this case, Edward Oxford was indicted 
for treason for attempting to shoot 
Queen Victoria. His defense was on 
the grounds of insanity, largely relying 
on a family history of insanity and his 
own prior “insane acts.”2 At the trial, 
Justice Denman charged, “If some 
controlling disease was . . . the acting 
power within him which he could not 
resist, then he will not be responsible.”

The idea of an “irresistible impulse” 
was raised in the 1843 trial of Daniel 
M’Naghten, who shot and killed the 
secretary of Sir Robert Peel, while be-
lieving that he was being persecuted by 
Sir Robert Peel and the Tory Party. In 
his successful defense of M’Naghten, 
defense attorney Alexander Cockburn 
described M’Naghten’s murderous act 
as an “irresistible impulse.” Following 
this trial, multiple states added an irre-
sistible impulse rule to their insanity 
standards, and by 1944, 17 states in-
cluded an irresistible impulse rule.3 
Practically, the difficulty in applying 
this defense is in establishing the dif-
ference between an irresistible impulse 
and an impulse not resisted. This 
proved to be a key issue in the Bobbitt 
trial, and where Dr Fiester and Dr 
Ryans differed in their opinions.

The battered woman syndrome
The question of whether Lorena Bob-
bitt sufficiently met the criteria for an 
NGRI defense can be answered by ex-
amining the two necessary compo-
nents of a successful insanity defense, 
the presence of a mental disease or 
defect at the commission of the crimi-
nal act and whether the disease or de-
fect impaired cognition or volition. All 
three clinicians who evaluated Bobbitt 
concluded that she was a “battered 
woman,” a psychological diagnostic 
shorthand that persisted throughout 

the trial and associated media cover-
age.4 Based on the pioneering work of 
Dr Lenore Walker, battered woman 
syndrome provided a rubric for under-
standing the complex, often count-
er-intuitive, responses of domestic vi-
olence victims.2,5

The battered woman syndrome has 
been used as a defensive strategy to 
justify a broad array of behavior, rang-
ing from self-defense and provocation, 
to insanity and diminished capacity. 
The 1977 case of Francine Hughes 
marked one of the earliest high-profile 
criminal cases to use battered woman 
syndrome as a defensive strategy. At 
the time of the trial, Hughes was a 
29-year-old housewife, married to a 
man who had violently and repeatedly 
abused her over 13 years. On March 
29, 1977, after being humiliated, 
raped, and beaten, Francine set her 
sleeping husband’s bed on fire and was 
subsequently charged with first-de-
gree murder. Following a trial by jury 
that included expert witness testimo-
ny, Hughes was found not guilty by 
reason of temporary insanity.6 In 1987 
Cipparone wrote:

. . . the basic premise of such a 

defense [temporary insanity] 

would be that the defendant, at 

the time of the killing, suffered 

from severe stress and an im-

paired mental state as a result 

of the battering relationship, 

and that this impaired mental 

state caused her to kill the bat-

terer. The causal link between 

the woman’s impaired mental 

state and the killing can be es-

tablished by showing that the 

woman viewed her predica-

ment from a psychologically 

distorted perspective and thus 

was unable to perceive her op-

tions accurately, or by showing 

that the “woman was driven to 

the breaking point by the cir-

cumstances of her situation 

and therefore was substantial-

ly unable” to conform [her] 

conduct to the requirements of 

law.7

In contrast to the successful use of 
battered woman syndrome in the 
Hughes’ defense, the case Ibn-Tamas v 
United States in 1979 highlighted early 
conflict about the validity of the diagno-
sis.8 Following years of spousal abuse, 
Beverly Tamas shot her husband and 
was charged with second-degree mur-
der while armed. After a guilty verdict, 
the case was taken to appeal, claiming 
the court had erred in excluding the ex-
pert testimony by Dr Lenore Walker on 
battered woman syndrome. Following 

Revisiting Bobbitt
Continued from cover
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The battered woman syndrome has been 
used as a defensive strategy to justify a 

broad array of behavior, ranging from self-
defense and provocation, to insanity and 

diminished capacity.
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RUMINATIONS OF A PSYCHIATRIST

You’re a Psychiatrist . . .
What’s Trump’s Diagnosis? A Cautionary Tale 
(and Not for the Reason You Think)

» Lawrence H. Climo, MD

W
ords have power. These in-

clude the power to heal, es-

pecially words spoken by 

physicians, mental healers in particu-

lar—psychiatrists. I’ll start here.

People approach you and say, 

“You’re a psychiatrist . . . what’s 

Trump’s diagnosis?” Their reason for 

asking seems beside the point as they 

offer none, their interest clearly unre-

lated to treatment or healing. Some-

thing else is on their mind, something 

they want to know. Or need to hear. 

Their subtext is hidden, possibly 

even from themselves, but we’re not 

unfamiliar with hidden subtexts. 

What is unfamiliar is being blind-sid-

ed and questioned in a public place, 

like during a lunch break or at a party 

among friends making small-talk. 

So, how do we respond? How ought 

we respond? Need we even respond?

You’ve no time to think, plus it’s 

complicated and a medical diagnosis 

is out of the question. Mr Trump has 

neither a mental illness nor dysfunc-

tional personality disorder, so the 

question boils down to the generic: 

What’s with him? What’s going on 

with him? Our elected president clear-

ly marches to a different drummer 

and, like all of us (and that question), 

there must be multiple motives behind 

his behavior, motives not necessarily 

known even to him. Happily, once 

again, we’re not strangers to queries 

with multiple and possibly concealed 

motives. What rattles us is the cheeky 

expectation that we are able and will-

ing to provide an impromptu public 

sound-byte about a touchy and seri-

ously contentious topic.

Clearly, words have the power to 

derail. But words also have the power 

to heal. Remember the mantra, 

“Sticks and stones may break my 

bones but names will never hurt me,” 

we were taught as children to repeat 

to ourselves when bullied by 

name-callers? That mantra was our 

talisman of words that, like placebo 

and laughter, fostered relief as if 

emitting healing energies. It’s the 

same for words we seek today to 

master something that confuses, be-

devils, or scares us. We’re groping 

for words with similar “healing pow-

er.” Mr Trump’s behavior, so unpre-

dictable and inconsistent and with 

troublesome consequences, gener-

ates an anxiety we react to. Our seek-

ing relief is automatic, instinctive. 

We look for the right name, the “di-

agnosis,” because it just might be the 

antidote for our anxiety. A primitive 

survival instinct has just kicked in. 

(That smile and chuckle that some-

times accompanies the query is very 

much part of this.)

Why pick on a psychiatrist? 

Aren’t there enough words already 

out there, enough “names” in the 

public domain that accurately de-

scribe and account for Mr Trump’s 

behavior? Don’t we already have a 

pretty good handle on “what’s going 

on with him”? Yes, but such words 

aren’t emitting potent enough heal-

ing energies, apparently. Unlike the 

usual individual who fits this pro-

file, the immature, uneducated, dis-

respectful, unreliable, and insecure 

sad sack, Mr Trump is no sad sack. 

He’s our president. Our customary 

reaction of labelling and dismissing 

simply doesn’t cut it here; some-

thing stronger is needed, a medicine 

with ju-ju. And our psychiatrist 
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FROM THE EDITOR

Optimizing Brain Health
John J. Miller, MD | Editor in Chief

When I began medical school in 

1982, the brain was often referred to 

as a “black box,” a description 

meant to convey how little we knew 

about brain function and circuitry. 

We have learned much since then, 

and many of the scientific publica-

tions on brain-related research that 

flood my inbox each month have 

words in the title that I have never 

heard of before. I try to keep up, but 

I often feel as though I am trying to 

bail out the Titanic with a cup. 

Amidst this information explosion, 

there remain core principles that are 

well established and can help facili-

tate the health of our brain. On my 

website, Brain-Health.co, I have a 

link to a page where I list “Ten Ways 

to Grow a Healthy Brain.” I do my 

best to follow these myself, and I 

routinely discuss these with my pa-

tients. I invite feedback to lengthen 

this list and encourage all of us to 

work toward continued brain health.

Sleep
Arguably one of the most important 

requirements for good brain health 

is a good night’s sleep. Sleep is a 

primary mammalian function that 

has been evolutionarily conserved, 

and ideally each 24-hour day in-

cludes a defined period for sleep. 

There is tremendous individual vari-

ation in the number of hours a per-

son requires to achieve the benefits 

of a good night’s sleep, ranging 

from 5 to 10 hours every night. 

During sleep, the brain’s energy uti-

lization decreases, and the brain as-

sumes a restorative posture, remov-

ing unwanted waste products and 

replacing the adenosine triphos-

phate (ATP) energy supply used up 

during the day. Sleep is a time for 

health promoting immune processes 

to occur, and for the endocrine sys-

tem to recalibrate.

Significantly, the information 

and experiences of the day are con-

solidated in the various specialty 

areas of the brain’s cortical regions 

from the brain’s hippocampus, 

where they are stored temporarily 

during the day. Throughout the day, 

the hippocampus serves a function 

much like the random access mem-

ory (RAM) of a computer—without 

the storage of the day’s events in the 

cerebral cortex that occurs during 

sleep, the memory of these events 

will be impaired and less enduring.

To continue our computer analo-

gy, our daily experiences and learn-

ing is temporarily saved in RAM, 

with the expectation that we will 

“save” this information to the hard 

drive before we shut off our comput-

er. If we forget to save the informa-

tion, it disappears from RAM after 

the computer is powered off. Hence 

the inefficiency of studying all night 

for an exam—we may pass the test, 

but we will not retain much of the 

material.

Sleep disorders are very com-

mon. Approximately one-third of 

the US population report symptoms 

of insomnia. Over the past 30 years 

sleep studies have improved greatly, 

and it has become routine to diag-

nose and treat sleep disorders like 

sleep apnea—everyone knows 

someone who uses a cPAP (continu-

ous positive airway pressure) ma-

chine during sleep, often with a sig-

nificant improvement in wakefulness 

the following day. Sleep dysfunc-

tion is complex and can be caused 

by many diverse factors: genetics, 

environmental, stress, medical con-

ditions, psychiatric disorders, par-

enting newborns and children, in-

gestion of stimulants (caffeine, 

theophylline, theobromine, methyl-

phenidate, amphetamines, modaf-

inil, pseudoephedrine, and cocaine 

to name a few), pain, obsessive/ru-

minative thinking, excitement, and 

anticipation. Although we have 

quite an armamentarium of sleep 

hypnotics, the most effective treat-

ment we have to offer as clinicians is 

education about good sleep hygiene.

The most commonly utilized 

over-the-counter sleep aid in the US 

is diphenhydramine (Benadryl®). 

Most products sold at your local 

pharmacy that promote improved 

sleep contain diphenhydramine as 

one of the ingredients. Diphenhydr-

amine has two pharmacological 

properties that can cause significant 

morbidity if taken daily for pro-

longed periods of time—antihista-

mine and anticholinergic. The anti-

histamine effect is what causes 

sedation; however, over time the 

histamine receptor de-sensitizes, so 

it becomes less effective. Moreover, 

chronic use of an antihistamine 

causes weight gain in many individ-

uals. The chronic anticholinergic 

effect increases cognitive impair-

ment, constipation, dry mouth, and 

urinary retention.

Aerobic exercise
As a general rule, lifestyle recom-

mendations that make for a healthy 

heart also make for a healthy brain. 

Aerobic exercise has consistently 

shown to have healthy effects on the 

brain. Increasing blood flow pro-

motes the delivery of oxygen and 

the removal of CO2 and waste prod-

ucts. Numerous studies demonstrate 

the health promoting effects of aer-

obic exercise, including:

�  Improved cognitive functioning

�  Less whole brain atrophy in older 

adults

�  Greater sense of well-being

�  Decreased depression

�  Increase in energy level

Of course, before starting or in-

creasing aerobic exercise, get the 

green light from your health care 

provider.

Social connectedness
We are, by nature, social animals. 

There have been several studies of 

communities around the world 

where individuals commonly live to 

100 years of age. National Geo-

graphic writer Dan Buettner1 has 

studied these communities exten-

sively. The Barbagia region of Sar-

dinia is home to the largest popula-

tion per capita percentage of male 

centenarians. The Aegean Island of 

Ikaria, Greece, has been found to 

have the world’s lowest incidence of 

dementia, and low rates of middle- 

age mortality.

Buettner and his team of re-

searchers extracted nine evi-

dence-based common attributes 

found in these two regions, along 

with three other regions that share 

the properties of having the highest 

life expectancy and highest per cap-

ita centenarians. These attributes 

include:

�  A sense of purpose

�  Daily practices to reduce stress

�  Belonging to a larger community

�  Making the family needs priority 

number 1

�  Being a member of a social circle 

that reinforces healthy behaviors

These communities where indi-

viduals often live long and healthy 

lives are called “Blue Zones.”2

Daily practice to reduce stress
Chronic stress is a highly destructive 

physiological state. As our physical 

bodies evolved in a physically dan-

gerous world, the fight-flight-freeze 

response served as a biological de-

fense to increase our survival. Now 

that the primary causes of stress in 

the US are non-physical (work stress, 

financial stress, relationship stress, 

political stress), the evolutionary de-

fenses of increased blood pressure, 

increased heart rate, increased respi-

ration, re-distribution of blood to our 

muscles, pulses of epinephrine from 

Learning new information in areas that were 
previously not known seems to facilitate 
synaptogenesis, which helps promote improved 
brain functioning and cognitive reserve.

http://www.psychiatrictimes.com
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our adrenal glands, increased blood 

levels of glucose-lipids-cortisol, in-

creased muscle tension, pupillary 

dilation, bowel evacuation, and hy-

pervigilance no longer serve to in-

crease survival, but rather increase 

the risk and onset of many medical 

conditions.

In 1975 Dr Herbert Benson, a 

cardiologist in Boston, MA, wrote 

The Relaxation Response,3 which 

introduced to Western medicine a 

daily practice that could function 

as an “anti-stress” exercise by re-

versing the physiological state of 

the fight-flight-freeze response. 

The Relaxation Response is a type 

of concentration meditation that 

uses a simple phrase, word, or 

prayer as an object to focus on to 

reign in the restless and often agi-

tated mind content that commonly 

wanders, worries, over-reacts, and 

amplifies psychological stress.

During the 1980s, at the Univer-

sity of Massachusetts Medical 

Center in Worcester, Dr Kabat-

Zinn4 pioneered Mindfulness 

Based Stress Reduction as an evi-

dence-based clinically validated 

8-week group treatment program 

to teach the practice of mindful-

ness meditation to patients with a 

wide range of medical and psycho-

logical symptoms. This treatment 

program was detailed in Dr Ka-

bat-Zinn’s first book, Full Ca-

tastrophe Living: Using the Wis-

dom of Your Body and Mind to 

Face Stress, Pain, and Illness,5 

which led to the development of 

similar programs in hospitals and 

clinics around the world. The prac-

tice of mindfulness has since be-

come mainstream as a foundation-

al daily practice for a wide range of 

medical and psychological condi-

tions, as well as facilitating overall 

health and wellness.

There are many paths to develop 

the anti-stress physiology, and not 

surprisingly these include spiritual 

practices, religious practices, re-

laxation techniques, as well as 

meditation.

Healthy and diverse diet
A phrase that we often hear, and 

which contains a great deal of wis-

dom, is “you are what you eat.” 

The field of nutrition, and our 

growing understanding of the 

long-term effects of a health pro-

moting diet in contrast to an un-

healthy diet (disease promoting) 

has expanded exponentially in the 

past 50 years. Common compo-

nents of a healthy diet include 

whole grains, fresh fruits and veg-

etables, fresh fish, nuts, and unsat-

urated fats (including omega-3-fat-

ty acids). Strawberries, blueberries, 

and blackberries contain anthocya-

nins (a type of polyphenol) that 

have antioxidant and anti-inflam-

matory properties that can be pro-

tective of the brain. Year after year 

the “Mediterranean diet” is pro-

moted as a healthy and attainable 

diet for the average person. Of 

course, each person may have spe-

cific and unique dietary require-

ments. In my experience, my body 

feels good after a healthy meal and 

feels tight and tired after a meal of 

“fast food” or other food products 

that I know are not so healthy for 

me.

Drink a lot of water
Maintaining good hydration, ideal-

ly with pure and unadulterated wa-

ter, goes a long way towards both 

good physical health and brain 

health. Our culture has done a great 

job marketing soft drinks and other 

beverages, often containing sugar, 

artificial sweeteners, and caffeine, 

that are frequently more accessible 

than a glass of pure water. At air-

ports around the country a bottle of 

pure water often costs more than an 

equal sized non-alcoholic beverage 

of any type. If you are urinating 

clear fluid throughout the day, you 

are probably drinking an adequate 

amount of water. Of course, indi-

viduals with certain medical condi-

tions may have to follow different 

requirements for fluid intake.

The more your brain is challenged with new 
tasks, and the more complex these tasks are, 

the healthier your brain will be.
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“diagnosis” might prove just the ticket. Our psychi-

atrist words might be just strong enough as a word-

cudgel-proxy to subdue our nagging anxiety.

Unfortunately, while we psychiatrists feel flattered 

by this unexpected power-role, and rightly so, that 

flattery carries the risk of a serious, albeit unintended, 

consequence.

This observation first. That query about what’s go-

ing on with Trump is ours, too. We, too, have wanted 

to ask that question and likely have already. Over and 

over. Republicans and Democrats, both. We identify 

with the person asking, our only differences being the 

intensity of our anxiety and the importance and prior-

ity of addressing it. As for the serious consequence, 

our responding to that query and the connection we 

feel with the person asking inevitably invites a pleas-

ant bonding over our shared concern, a relaxed mood 

that comes with the connecting and rapport with a soul 

brother or sister followed by a gentle pull to get into, 

and then even off on, this bond. We start sharing per-

sonal sensibilities along with their emotional color-

ing. We are now a heartbeat away from ranting and 

venting, of sharing our favorite toxic quips and disre-

spectful names. We are about to indulge and abet the 

very thing we’ve long claimed to condemn, the divi-

sive toxicity in our civil discourse, be it inter-party or 

intra-party.

I’ve been a chronic complainer about the toxic lev-

el of our civil discourse and only recently became 

aware that my habits of bonding and blaming to the 

point that ranting and venting were fueling that toxic-

ity. I’ve since become mindful of that lure, that pull to 

bond and blame, because we can’t have it both ways. 

We shouldn’t. Integrity matters too much. So now, 

when approached with, “You’re a psychiatrist . . . 

what’s Trump’s diagnosis?” and aware that trick-

le-down integrity isn’t in the cards, I see to it that a 

“trickle-up integrity” guides my response. The hard 

part, of course, comes during conversations with close 

friends and family. In these venues I can’t resist the 

pull to rant, vent and, of course, laugh. But it’s not 

from hate or anger, distrust or fear, or even self-right-

eousness. It’s from anxiety. It’s always from anxiety. 

(But we already know that.)

Dr Climo is the author of Psychiatrist on the Road: 

Encounters in Healing and Healthcare, an account of 

his Locum Tenens experience. ❒
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Eye 
Contact
Richard M. Berlin, MD

From the portrait of Andreas 

Vesalius in De Humani Corporis 

Fabrica (The Structure of the 

Human Body), 1543.

A ghostly glow 

frames the face of a man

with nothing to hide,

his vision honed

on the graceful heft

of charnel house bones

poached from the Cemetery

of the Innocents

and the hangman’s noose.

His fierce eyes

lock on ours, confident

as we stand beside him

witnessing the dissected truth

of a sternum’s three bones,

a sacrum’s six, the singular

presence of a ductus arteriosus.

With nostrils grooming death

and a flayed cadaver at hand,

his eyes compel us to plumb

The Fabrica’s woodcut

skeletons dressed in flesh

flaunting deltoids gaudy

as epaulets, each sartorius

ribboning a lusty thigh

of pained, praying souls

that mirror his heart and mind,

men muscled hard as gods

whose beauty turns

a blind eye toward death.

Come closer, his gaze

commands. Abandon fear

and Galen’s dogma.

Confirm my work to find

in a body’s design

the naked truth

your own keen eyes

can see.

C
ongratulations and kudos to Dr Richard M. Berlin, 

whose poem “Eye Contact” was chosen to be 

included in the 2019 Hippocrates Prize Anthology. 

The poem was one of 22 selected by the Hippocrates 

Society for Poetry and Medicine, an international group 

that fosters the interface between poetry and medicine. 

Inspired by a portrait of 16th century physician/

anatomist Andreas Vesalius standing with a dissected 

cadaver and looking into the viewer’s eyes, Dr Berlin 

“felt like I was in the presence of Vesalius himself, 

making eye contact with a colleague from 500 years 

ago.” The piece was originally invited by Richard 

Ratzan, MD, as part of an anthology sharing reflections 

on Vesalius’ De Humani Corporis Fabrica, the first 

comprehensive textbook on anatomy that 

revolutionized medicine’s understanding of the human 

body.

The poem was Commended in the Hippocrates 

Poetry and Medicine Awards Health Professional 

category. The Society received about 1000 entries from 

all over the world to be considered for its awards. The 

2019 Hippocrates Anthology that features his poem 

became available at the 10th annual Hippocrates 

Awards Ceremony in May.

“The poems which caught my eye—and my heart—

were both arresting and illuminating,” shared Kate 

Addie, one of this year’s judges. “I was listening to 

those who have a deep insight into the human 

condition—not in a contemplative, detached way, but 

deeply involved and at times feeling a huge 

responsibility about the health and state of mind of 

others.”

Dr Berlin’s Poetry of the Times column has been a 

monthly feature in Psychiatric Times since 1997. Author 

of three poetry collections, Dr Berlin has previously 

received the Pearl Poetry Prize, the Pushcart Prize, the 

John Ciardi Poetry Prize, and best poetry book by USA 

Book News. He also fosters creative writing in the 

health sciences, having established a creative writing 

prize for medical students, nursing students, resident 

physicians, and doctoral students at the University of 

Massachusetts Medical School.

“Eye Contact” is included in the 2019 Hippocrates 

Prize Anthology, which can be ordered at http://

hippocrates-poetry.org/order-2019-hippocrates.html.

PSYCHIATRIC TIMES’ POET AWARDED 

INTERNATIONAL PRESTIGE

Historical note: Prior to Andreas Vesalius (1514-1564), the understanding of human anatomy was derived from 

the work of Galen who died in 200 AD. Even though Galen’s findings were based on dissections of Barbary 

macaques, not humans, his authority was so strong that for 1400 years a succession of anatomists claimed 

confirmation of Galen’s inaccurate assertions until Vesalius demonstrated they were clearly false. (I refer to some 

of Vesalius’ findings in my poem, and to various images in Fabrica). Vesalius’s novel practice was to perform 

human dissections in the presence of others who could directly observe his findings and replicate them. His new 

knowledge was subsequently preserved and widely distributed in dramatic and detailed images in Fabrica. The 

name of the artist (or artists) who created the woodcut images is unknown.

Dr Berlin is Instructor in Psychiatry, 

University of Massachusetts Medical 

School, Worcester, MA. ❒

Psychiatrist
Continued from page 2

» Heidi Anne Duerr, MPH
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Work Stress Takes a Toll on 
Physicians’ Health

» Julie Bowen

I
s work stress driving doctors to 

drink? A survey of British physi-

cians found that 44% binge drink 

(consume six or more alcoholic 

drinks on one occasion) and 5% meet 

the criteria for alcohol dependence.1 

The findings were recently published 

in BMJ Open.

The survey was conducted to ex-

amine the effects of occupational dis-

tress (including burnout, depression, 

and maladaptive coping strategies) 

on substance abuse and other health 

problems. Researchers analyzed data 

from 417 physicians in the United 

Kingdom. The mean age of the par-

ticipants was 47 years, and 52% were 

women.

“Our research shows that 55% of 

doctors have burnout, and this has re-

al health consequences,” said study 

author Caroline Kamau, PhD, at 

Birkbeck, University of London, UK.

About 34% of physicians in the 

survey reported that they drank alco-

hol to cope with work-related stress, 

and 22% used substances to deal with 

stressful events. Less experienced 

physicians and those who worked in 

hospitals were more likely to engage 

in binge drinking. Binge eating was 

another coping strategy reported by 

physicians: up to 29% experienced 

negative emotions after overeating 

and 8% had a binge eating disorder.
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New Treatment Reduces Levels of 
Protein Linked to Huntington Disease
» Julie Bowen

A
n experimental drug safely 

lowered levels of the mutant 

protein associated with Hun-

tington disease, reported a team of 

international researchers. Their find-

ings were recently published in the 

New England Journal of Medicine.1

The drug, IONIS-HTTRx, inhibits 

expression of the huntingtin (HTT) 

gene and thereby reduces concentra-

tions of huntingtin protein (HTT). 

This is the first therapy to target the 

primary mechanism of Huntington 

disease; currently available treat-

ments address only symptoms.

“This is a tremendously exciting 

and promising result for patients and 

families affected by this devastating 

genetic brain disorder,” said study 

author Blair Leavitt, MD, Director of 

Research at the Centre for Hunting-

ton Disease, University of British 

Columbia, Vancouver, in a press 

statement. “For the first time, we 

have evidence that a treatment can 

not only decrease levels of the toxic 

disease-causing protein in patients, 

but that it is also safe and very well 

tolerated.”2

The study
The phase 1/2a trial included 46 adults 

with early Huntington disease. Thirty-

four patients received HTTRx in doses 

ranging from 10 to 120 mg, while 12 

patients were given placebo. Each 

participant received a total of four bo-

lus intrathecal injections, which were 

administered at 4-week intervals.

The researchers found dose-de-

pendent reductions in the concentra-

tion of mutant HTT protein in the 

cerebrospinal fluid (CSF) of patients 

who received HTTRx. Specifically, 

there were reductions of 20%, 25%, 

28%, 42%, and 38% in those given 

doses of 10 mg, 30 mg, 60 mg, 90 

mg, and 120 mg, respectively. In con-

trast, patients who received placebo 

had an increase of 10% in CSF levels 

of mutant HTT.

No serious adverse events were 

reported in the patients who re-

ceived HTTRx. Most of the events 

(83%) were mild, and the remainder 

were moderate in severity. The most 

common adverse events in those 

who received HTTRx were procedur-

al pain and post–dural puncture 

headache.

After the study ended, participants 

were given the opportunity to enroll 

in a 15-month, open-label extension 

trial to assess the effects of intrathe-

cal administration of 120 mg of 

HTTRx monthly or every other month.

Clinical benefits still unclear
Questions remain, however, about 

whether the reduction in CSF levels 

of mutant HTT will translate into 

clinical benefits. The researchers 

themselves noted the limitations of 

their trial: “Functional, cognitive, 

psychiatric, and neurologic clinical 

outcomes were generally unchanged 

at the dose-group level during the 

trial, and no meaningful differences 

were observed between patients who 

received placebo and patients who 

received HTTRx, regardless of the 

dose level.”1

“Larger studies of greater dura-

tion will be needed to determine 

whether HTTRx-mediated reduction 

of the concentration of mutant HTT 

in CSF is associated with a treatment 

effect on the disease course, which is 

typically slow, with changes on stan-

dard outcomes generally occurring 

over a period of years,” the authors 

concluded.

This study was funded by Ionis 

Pharmaceuticals and F. Hoffmann–La 

Roche.
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Burnout was a significant predic-

tor of sleep disorders (odds ratio 

≥1.344; P≤.03). Overall, 12% of phy-

sicians in the survey reported insom-

nia. Work stress also contributed to 

general ill health, including fatigue, 

nausea, headache, heartburn, eye 

strain, diarrhea, and tinnitus, but not 

back pain, in this study.

“Work-related stress is often ig-

nored as not being a priority, but our 

research shows that stress among 

doctors is associated with health 

problems and risky health behaviors 

like alcohol use. Stress can no longer 

be ignored because it can lead to doc-

tors suffering severe health prob-

lems,” said study author Asta Medi-

sauskaite, PhD, at University College 

London in the UK.
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Things Are Seldom What They Seem
» Sharon Packer, MD

A
s Gilbert and Sullivan wrote, 

“Things are seldom what they 

seem, skim milk masquerades 

as cream.” Medical disorders may 

also masquerade, not as cream but 

as psychiatric disorders, as occurred 

in Maureen’s case.

Maureen had every reason to be 

depressed. Her live-in boyfriend left 

after 5 fitful years. Since then, her 

energy waned. She rarely slept 

through the night and couldn’t make 

it to morning team meetings.

Not surprisingly, her job was in 

jeopardy. Worse yet, her company 

was also in jeopardy, for the fashion 

industry had been floundering ever 

since “fast fashion” priced out their 

designer dresses. Her once-prestig-

ious brand would be “cutting the 

fat” to stay afloat. They hinted at 

lay-offs to come.

Even when she was in time for 

the morning meetings, Maureen 

couldn’t concentrate. She made 

careless and costly errors. She re-

ceived a formal warning from her 

boss, who said that her “presentee-

ism” was worse than her absentee-

ism. He referred her to HR, expect-

ing them to do the dirty work of 

dismissing her.

Maureen left a voice message for 

me, saying that she had explained 

her situation to Eileen, the head of 

HR, who suggested a medical leave 

of absence, rather than the immedi-

ate termination recommended by 

her supervisor. She received my 

name from the company’s Employ-

ee Assistance Program (EAP). To 

me, this sounded like a generous of-

fer, especially since it came with 

short-term disability benefits; how-

ever, there was one caveat. Maureen 

needed to seek psychiatric treatment 

while on leave. Maureen was told in 

no uncertain terms that she needed a 

psychiatrist to “sign off” on the dis-

ability and to prescribe medications 

as needed. HR would not accept a 

note from the texting therapist 

whom Maureen had found through a 

subway ad.

I knew from the get-go that there 

would be plenty of papers to sign, 

and annoying insurance forms to 

complete, along with regular clini-

cal care, should I schedule her ap-

pointment. The EAP staff knew that 

I would not endorse questionable 

disability papers, and I made sure 

that Maureen knew that I could 

promise her an evaluation but could 

not promise anything more before 

completing that evaluation.

Maureen arrived at her appoint-

ment, looking pale and haggard for 

someone so young. She had neglect-

ed her grooming, which didn’t go 

unnoticed in the fashion industry. 

Her nails were chipped. Three inch-

es of dark roots told me that her self-

care had lapsed 6 months earlier, 

since hair grows half an inch a 

month.

Her speech was slow and mono-

tone. Luckily, she was not and never 

had been suicidal. I could count on 

the EAP to catch those serious 

symptoms before referring patients 

to an office setting.

Maureen’s psychiatric history 

was straightforward. She had one 

previous depressive episode in col-

lege, also after a break-up. Symp-

toms were milder and remitted with 

therapy that she received from stu-

dent health services. Her family his-

tory included uncles with alcohol 

use disorders and early deaths from 

cirrhosis but no other serious psy-

chiatric disease. Maureen had the 

good sense to avoid alcohol because 

of this family history.

It would have been easy enough 

to diagnose MDD, recurrent, fill out 

her forms, start an SSRI, set up fol-

low-up appointments, touch bases 

with her therapist, and leave it at 

that. But there was no way that she 

would leave my office without re-

viewing her medical history as much 

as her psychiatric and social history. 

A “review of systems” is a standard 

part of any initial evaluation. Oblig-

ing psychiatrists to apply the same 

“E & M” (“evaluation and manage-

ment”) codes used by all other phy-

sicians (rather than unique behavio-

ral health codes of the past) drives 

that point home even more.

On her intake forms, Maureen 

noted that she had anemia back in 

college—which remitted 5 years 

ago. In the section about exercise 

she wrote that she had stopped exer-

cising when she felt too weak to 

walk to the gym. As always, intake 

questions included LMP (last men-

strual period), since it is imperative 

to avoid certain medications in po-

tentially pregnant patients. She 

scribbled a series of question marks 

after that question. I asked her to 

elaborate.

Upon questioning, Maureen 

mentioned that her periods often 

lasted so long that she wasn’t sure 

when they began or ended. She re-

called that her college gynecologist 

attributed her anemia to heavy peri-

ods but did not recommend treat-

ment or further work-up. Maureen 

added that her previously mild men-

strual pain had become major pain. 

When asked about her last primary 

care or gynecology visit or recent 

laboratory tests, she looked up 

sheepishly and said that she hadn’t 

seen a doctor for 2 or 3 years.

I needed more data about Mau-

reen’s medical status, since any 

number of medical conditions can 

affect mood and cognition, even 

when someone has obvious social 

stressors that can precipitate depres-

sive symptoms. So, I bargained with 

Maureen and told her that I would 

sign her disability papers a week at 

a time, with the proviso that she con-

sult a primary care physician and a 

gynecologist in the interim. Again, 

the ever-efficient EAP head had 

those doctors on direct-dial. To ex-

pedite matters, I handed Maureen a 

lab slip, knowing that basic lab re-

sults would return electronically the 

following day, but thyroid functions 

would follow in a few days. Those 

tests would be ready by the time she 

scheduled her PCP appointment.

Maureen was started on ser-

traline, but I emphasized that her 

unexplained medical problems 

could also cause lassitude. Her gy-

necology appointment was arranged 

quickly, and the gynecologist took 

the time to call and say that she felt 

large masses during the office exam-

ination. She suspected fibroids but 

needed imaging studies and a biopsy 

to support her suspicions and to rule 

out something more serious. In the 

meantime, Maureen’s lab tests re-

turned with strikingly low hemoglo-

bin levels. The repeat lab test or-

dered by the gynecologist later that 

week showed even lower levels. The 

gynecologist recommended iron 

supplements in the interim and ex-

plained the treatment options to 

Maureen.

The biopsy report came in. Luck-

ily, there were no cancerous cells. 

WHY PSYCHIATRISTS ARE PHYSICIANS FIRST

(CONTINUED ON PAGE 26)

Any number of medical conditions 

can affect mood and cognition, even 

when someone has obvious social 

stressors that can precipitate 

depression.

J
A

M
E
S
 T

H
E
W

@
S
T
O

C
K
.A

D
O

B
E
.C

O
M

http://www.psychiatrictimes.com
mailto:JAMES THEW@STOCK.ADOBE.COM


8 JULY 2019P 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 PAIN MANAGEMENT

Goldilocks and the Opioids

» Steven A. King, MD

E
veryone knows the story of 

Goldilocks and her visit to the 

home of the three bears, where 

she was seeking the right balance 

between the things she discovers to 

attain the maximum comfort.

Medical professionals face some-

thing similar when it comes to pre-

scribing opioids. We don’t want to 

prescribe too many pain killers, which 

may contribute to the epidemic of opi-

oid misuse, yet we don’t want to have 

patients needlessly suffering who 

might benefit from opioids for pain 

management. Two recent publications 

highlight both the concerns regarding 

this issue and also the limitations in 

our knowledge regarding how best to 

achieve the ideal.

The first is a letter signed by over 

300 medical professionals to the 

Centers for Disease Control and 

Prevention(CDC) regarding its 

guideline on prescribing opioids for 

chronic pain issued in 2016.1,2 The 

guideline strongly recommends lim-

iting the use of opioids for the man-

agement of chronic pain, noting the 

lack of research to support their use 

for this and highlighting the poten-

tial benefits of using non-pharmaco-

logic treatments and non-opioid 

medications.

Although the letter doesn’t dis-

pute the CDC guideline recommen-

dations, it expresses concerns that 

within a year of its publication, “there 

was evidence of widespread misap-

plication of some of the Guideline 

recommendations” including con-

cerns about exceeding its recom-

mended opioid daily dosage limita-

tions.

According to the letter, the guide-

line has resulted in barriers to patients 

obtaining needed opioids including 

amount and dosage limitations set by 

insurance companies, limitations in 

dispensing the medications by phar-

macies, and doctors themselves limit-

ing or even refusing to prescribe opi-

oids out of fear of legal action if they 

consider prescribing them in a manner 

that is different from what the guide-

line recommends. The letter also 

states:

Patients with chronic pain, 

who are stable and arguably 

benefiting from long-term opi-

oids, face draconian and often 

involuntary rapid dose reduc-

tions. Furthermore, the guide-

line has created barriers that 

have resulted in not only un-

necessary suffering because of 

patients being unable to obtain 

the opioids they require to con-

trol their pain but also other 

problems. In desperation, pa-

tients in pain are turning to 

suicide or illicit drug use or 

being forced to turn to invasive 

treatments such as spinal in-

jections that often provide lit-

tle benefit.

In the letter from the health pro-

fessionals, they note, appropriately, 

that there is little objective evidence 

for their statements and that the let-

ter is mostly based on anecdotes. In 

fact, the one point that the letter 

makes that anyone who does pain 

management can attest to without 

any doubt is that the non-medication 

treatments recommended by the 

CDC, which the letter doesn’t name 

but includes treatments such as cog-

nitive-behavioral therapy and acu-

puncture, may not be covered by 

insurance thus limiting access to 

them.

The letter expresses concerns 

about the CDC guideline recom-

mended maximum opioid daily dose 

of 90 morphine milligram equiva-

lents per day—if clinicians believe a 

higher dose is required, they should 

“carefully justify a decision” to do 

this. (For a dose conversion table for 

other opioids, see www.cdc.gov/

drugoverdose/pdf/caclulating_to-

tal__daily_dose-a.pdf.)

This recommendation that physi-

cians should provide a clear justifi-

cation for higher doses of opioids 

should not be a substantial obstacle, 

but a recent study showed that a pain 

diagnosis is lacking in over 28% of 

patients prescribed opioids. It ap-

pears that opioids are frequently 

prescribed without much thought 

whatsoever, much less careful 

thought.3

I am skeptical of several of the 

points included in the letter. I have 

read many anecdotes about patients 

started on opioids for legitimate 

pain complaints who, as a result of 

physicians reducing or discontinu-

ing the medications, turned to illicit 

medications, ie, heroin or illicit fen-

tanyl. However, for the most part, 

there was information in their sto-

ries that didn’t quite fit. Questions 

remained about whether there was a 

legitimate reason for prescribing the 

opioid in the first place and whether 

at least some of these patients were 

already suffering from opioid use 

disorder.

It is worth noting that even when 

the number of opioid prescriptions 

was increasing during the last dec-

ade of the 20th century and the first 

decade of the 21st, there was no ap-

parent reduction in the number of 

unnecessary treatments such as spi-

nal injections despite limited evi-

dence of their efficacy. This sug-

gests that whether opioids are 

liberally or conservatively pre-

scribed has little to do with the fre-

We don’t want to prescribe too many pain 

killers, which may contribute to the epidemic 

of opioid misuse, yet we don’t want to have 

patients needlessly suffering who might 

benefit from opioids for pain management.

For a dose conversion table for other opioids, see www.cdc.gov/drugoverdose/pdf/caclulating_total__daily_dose-a.pdf.LEARN MORE
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quency of the provision of such 

treatments.

The letter calls on the CDC to 

evaluate the impact its recommenda-

tions have on patients and caregivers 

and that it clarify its recommenda-

tions on opioid taper and discontinu-

ation. I agree with the need for ongo-

ing research about the effects of the 

CDC guideline, but I am troubled by 

what the letter ignores.

Although the letter indicates that 

physicians may have misread the 

guideline as being a requirement, I 

question how frequent this is. Con-

sidering the number of guidelines 

that have been issued for many dif-

ferent disorders and problems, I hope 

that health care professionals are 

aware that guidelines are not laws. As 

far as I’m aware none, including the 

CDC, require or expect that every pa-

tient be treated according to a specif-

ic guideline.

Based on my experience, I be-

lieve that most physicians who re-

fuse to continue treatment with opi-

oids or to initiate them based on the 

CDC guideline may be using it as an 

excuse, not a reason. It is far easier 

for physicians to say they are pre-

vented from prescribing an opioid or 

are required to limit dosage or dis-

continue it, than to tell patients they 

(the prescribers) are making the de-

cision. It may take considerable 

time and effort to explain to patients 

the reasons for the decision.

There are two other points that 

the letter overlooks. The first is the 

reasons why physicians may seek to 

reduce and possibly discontinue 

opioids. It is widely thought that the 

only reason for this is fear of addic-

tion. It is true that this is a problem, 

and evidence has shown that a sig-

nificant number of patients taking 

opioids for chronic pain end up mis-

using these medications. However, 

of equal importance is the issue of 

hyperalgesia where extended use of 

opioids can actually lower the pain 

threshold and thereby exacerbate the 

pain. Although the correct treatment 

for this is to reduce and discontinue 

the opioid, the worsening of the pain 

is often misinterpreted as being due 

to tolerance or worsening of the con-

dition, which results in an increase 

rather than a decrease in the dose.

The second overlooked issue is 

how we should be evaluating the ef-

ficacy of opioids or any other treat-

ment for chronic pain. From the let-

ter it would be easy to conclude that 

measurement of the pain itself is of 

most importance. However, it is 

generally agreed that a far better 

measure of efficacy and one that can 

be more objectively observed than 

pain level is the level of functioning.

I have treated many patients with 

chronic pain over the course of my 

career with opioids and all have had 

one thing in common: there is evi-

dence that they are functioning bet-

ter because of the medications. 

When these patients are in a fairly 

stable condition, I try to reduce dos-

age and, if this is possible, to consid-

er discontinuation. I have never just 

started a patient with chronic pain 

on an opioid and then not made an 

attempt to see if it is still required 

over time.

The letter calls on the CDC to 

clarify its recommendations on the 

tapering and discontinuation of opi-

oids, and I believe this is appropri-

ate. This is another area of pain 

management with limited research, 

which the CDC notes. We have very 

little guidance as to the best ways to 

taper doses of opioids either with 

the goal of reducing dosage or dis-

continuing the medications. A re-

cently published statement calls at-

tention to concerns over rapid and 

forced tapering for outpatients. This 

is something that seems to be more 

for the benefit of health care provid-

ers who no longer wish to prescribe 

opioids than of patients.4

Medication management of opioid 
use disorder: what we know and 
what we don’t
The National Academies of Scienc-

es (NAS) recently issued a report on 

the use of medications for opioid 

use disorder that highlights the effi-

cacy of the three currently available 

medications for the management of 

opioid use disorder: methadone, bu-

prenorphine, and extended-release 

naltrexone. The report emphasizes 

the problem of the underutilization 

of these medications.5

I am in complete agreement but 

have one major problem with the re-

port. There is virtually no attention 

given to the issue of iatrogenic opi-

oid use disorder where patients are 

appropriately treated with opioids 

for a legitimate pain problem and 

end up misusing them. 

The report briefly mentions the 

problem of opioid use disorder 

among patients with chronic pain. 

However, it primarily addresses the 

treatment of opioid use disorder in 

people with comorbid chronic pain, 

and it notes the limited research on 

the efficacy of medication treatment 

for opioid use disorder. However, 

there is no specific mention of iatro-

genic opioid use disorder and what 

recommendations there are for its 

management or the need for future 

research.

Although the evidence for the ex-

istence of iatrogenic opioid use dis-

order goes back almost 30 years, we 

still know very little about it. We 

don’t know if either the physiology 

or psychology of it is the same or 

differs from opioid use disorder re-

sulting from the non-medical use of 

opioids much less whether the treat-

ment for both should be the same.

If methadone and buprenorphine 

are the appropriate treatment for iat-

rogenic opioid use disorder, they 

should also be the first-line treat-

ments for pain because they are just 

as effective for pain management as 

other opioids. We would then have 

something unique in medicine: the 

same medications that cause the 

problem are also the appropriate 

treatment for it.

Why is iatrogenic opioid use dis-

order so ignored by the NAS report? 

I can’t be certain, but I believe that 

an important factor is those involved 

in writing the report. These are sub-

stance abuse experts who probably 

have limited experience with iatro-

genic opioid use disorder and may 

not even be aware of it. The fact that 

substance abuse experts involved in 

the development of DSM-IV and 

DSM-5 failed to include a separate 

iatrogenic opioid use disorder diag-

nosis suggests that they may have 

limited knowledge about it or think 

it’s so incredibly rare that it doesn’t 

warrant a separate diagnosis.

I should note that the letter criti-

cal of the CDC guideline also suf-

fers a similar shortcoming. The pri-

mary authors of the letter appear to 

be experts in substance abuse but 

not in pain management. Many of 

the over 300 who endorsed the letter 

are pain specialists and many are ad-

diction specialists, but there are very 

few who can be considered experts 

in both and might be expected to be 

better able to weigh the risks and 

benefits of opioids.

We need doctors who have train-

ing in pain management and addic-

tion medicine. Patients who appear 

to be receiving only limited benefit 

from opioids still often refuse to dis-

continue them out of fear that they 

will be left to suffer even more than 

they already are. Patients need to be 

taught other methods for managing 

pain apart from opioids for there to 

be any reasonable expectations that 

they will agree to reduce the dose or 

discontinue use.

There are two ways we can ad-

dress the lack of doctors with exper-

tise in pain management and opioid 

misuse. Because pain management 

falls under anesthesiology in most 

medical schools and hospitals, we 

could require that anesthesiologists 

receive training in recognizing and 

managing substance abuse. Con-

versely, substance abuse primarily 

falls under psychiatry, but most psy-

chiatrists receive limited training in 

pain management.

Although it is doubtful that anes-

thesiology programs will ever pro-

vide much training on substance 

abuse, I still hope that psychiatry will 

recognize the important role it can 

play in pain management. Someone 

with training in both pain manage-

ment and substance abuse would be 

better able to weigh both the benefits 

and risks associated with the use of 

opioids in patients with chronic pain 

and tailor treatment to the needs of 

individual patients.

Dr King is in private practice in 

Philadelphia.
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NEUROPSYCHIATRY: PART 1

Exploring the 
Foundations 
of Psychiatry

Introduction

» Vivek Datta, MD, MPH

A
lthough a biological basis for psychiatric disor-

ders has now been firmly entrenched into psychi-

atric training, research, and clinical care, a strong 

understanding of the neuropsychiatric syndromes—

both psychiatric manifesta-

tions of neurological diseases, 

and functional neurological 

disorders—has eluded stand-

ard psychiatric practice. The 

ACGME (Accreditation 

Council for Graduate Medical 

Education) sought to rectify 

this with the psychiatry mile-

stones project, which identi-

fies neuropsychiatry and neu-

roscience as among the score 

knowledge and skillset for 

psychiatrists.1

Unfortunately, our bur-

geoning understanding of 

neuropsychiatric disorders 

has escaped a generation. 

Moreover, even though neu-

ropsychiatry is now recog-

nized as a core of psychiatric 

residency training, most pro-

grams lack the faculty and resources for basic neuropsy-

chiatric education.

This Special Report goes some way to rectify these 

deficiencies by providing state of the art overviews of 

some of the common neuropsychiatric syndromes. Un-

fortunately, many important neuropsychiatric topics 

such as autoimmune limbic encephalitis, behavioral var-

iant frontotemporal dementia, the neuropsychiatry of 

epilepsy, rapidly progressive dementias, movement dis-

orders and so on, could not be included. The neuropsy-

chiatry of TBI was previously featured as its own special 

report.2

The recent discoveries of a variety of antibodies such 

as the NMDA-R antibody that can cause neuropsychiat-

ric symptoms, and the various neuropsychiatric symp-

toms including delusions, hallucinations, and mania 

associated with the C9orf72 

hexanucleotide repeat expan-

sion, have focused our atten-

tion on the need to identify 

neurological causes of “psy-

chiatric presentations.”3,4 As 

neurobiological research into 

psychiatric disorders has be-

come the predominant model 

of inquiry, there have been 

calls for psychiatry to be re-

formulated as a “clinical neu-

roscience discipline” while 

some of my colleagues argue 

that all psychiatry is neu-

ropsychiatry.5-7 I disagree.

To be sure, clinical neuro-

science is a fundamental dis-

cipline for psychiatry. How-

ever, the social, cultural, 

political, and economic con-

text is just as important to psy-

chiatry. Furthermore, not all of the problems that psy-

chiatrists treat are best explained in a neurobiological 

paradigm. Indeed, we are now learning that even for 

neuropsychiatric disorders, a narrow focus on the brain 

alone does not yield the secrets to our conundrums.

Take the example of Alzheimer disease. Long thought 

of as a paradigmatic neuropsychiatric disease, clearly 

explained by the presence of neuritic plaques and neu-

rofibrillary tangles, this is no longer the status quo. Such 
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pathology can exist in the context of 

normal cognition. Furthermore, it is 

clear that brain pathologies cannot 

explain the whole picture, and even 

hitherto undiscovered pathologies are 

unlikely to explain much of the vari-

ance in cognitive decline. Instead, it 

appears that social and psychological 

factors, nutrition, and other environ-

mental contributors may provide im-

portant risk and resilience factors that 

confer vulnerability and protection to 

pathology.8

Neuroscience and neuropsychia-

try provide a fundamental foundation 

to psychiatry. The reviews of neu-

ropsychiatric syndromes featured in 

this Special Report including chronic 

traumatic encephalopathy, HIV-asso-

ciated neurocognitive disorder, cata-

tonia, tinnitus, autism spectrum dis-

order, psychogenic non-epileptic 

attacks, and tardive dyskinesia pro-

vide an excellent update on these dis-

orders for the general psychiatrist. It 

may be tempting to view these syn-

dromes as further evidence that psy-

chiatry is merely a clinical neurosci-

ence.

While psychiatrists must be able 

to detect and manage these condi-

tions that exist in the hinterland be-

tween neurology and psychiatry, it is 

precisely because our training privi-

leges the social, cultural, and psycho-

logical dimensions of care—in addi-

tion to the neurobiological—that 

psychiatrists are best placed to man-

age such syndromes. As Leon Eisen-

berg noted with concern: “The very 

elegance of research in neuroscience 

has led psychiatry to focus so exclu-

sively on the brain as an organ that 

the experience of the patient as a per-

son has receded below the horizon of 

our vision.”9p93

As we discover new diseases of 

the brain that present with psychiatric 

symptoms and clarify the neural un-

derpinnings of well-described syn-

dromes, it remains incumbent upon 

us to remember the experience of pa-

tients and their families in the context 

of society at large.

Dr Datta is Assistant Clinical Professor, 

University of California, San Francisco, 

CA. He reports no conflicts of interest 

concerning the subject matter of this 

Special Report.
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Neuropsychiatry of Catatonia 
Clinical Implications
» Scott Beach, MD, Andrew 
Francis, PhD, MD, and 
Gregory Fricchione, MD

C
atatonia is a neuropsychiatric 

syndrome in which the cluster 

of psychomotor signs and 

symptoms results in aberrations of 

movement and behavior. DSM-IV 

included new criteria for mood dis-

orders with catatonic features, and 

for catatonic disorder secondary to a 

general medical condition. In DSM-

5, catatonia is recognized as due to a 

medical or psychiatric condition, or 

unspecified, as, for example, in re-

current idiopathic catatonia. Mood 

disorders such as MDD and bipolar 

disorder are now recognized as more 

commonly associated with catato-

nia.

The diagnosis of catatonia relies 

on the recognition of its sometimes 

unusual symptoms. Three subtypes 

of catatonia are conceptualized in 

Figure 1: stuporous, excited, and 

malignant. Catatonic withdrawal or 

stuporous catatonia, includes mo-

toric immobility, staring, mutism, ri-

gidity, withdrawal and refusal to eat, 

along with more bizarre features 

such as posturing, grimacing, nega-

tivism, waxy flexibility, echophe-

nomena, stereotypy, verbigeration, 

and automatic obedience. Excited 

catatonia is characterized by pur-

poseless and excessive motor activity 

that includes disorganized pressured 

speech, flight of ideas, verbigeration, 

disorientation and/or confusion, and 

confabulation.

Catatonic signs of malignant sub-

type are accompanied by fever and 

dysautonomia. Malignant catatonia 

is associated with increased morbid-

ity and mortality. A specific example 

of malignant catatonia is neuroleptic 

malignant syndrome, induced by do-

pamine-blocking agents or with-

drawal of a dopamine or gamma-am-

inobutyric acidA (GABAA) agonist. 

Another variant, known as manic 

delirium or delirious mania, exists 

with features of both excited and ma-

lignant catatonia. Periodic catatonia 

can present with alternating stupor-

ous and excited forms.

The prevalence of catatonia 

among psychiatric patients ranges 

from 7.6% to 38%.1 (See Table 1 for 

risk factors for catatonia.)

Pathophysiology
Catatonia has attracted neuroscien-

tists interested in brain mediation of 

motivation and movement, leading to 

attention on neurotransmitters and 

circuits. Several models for the neu-

ropathophysiology of catatonia focus 

on neurotransmitters. In 1985, it was 

hypothesized that pharmacotherapies 

for catatonia act on dopamine-

GABA connections in the mesostri-

atal and mesocorticolimbic systems 

and in the hypothalamus.2 A restitu-

tive dopamine system seeks rebal-

ance through GABAA–mediated up- 

and down-regulation of dopamine.

When the restitutive system is 

dysfunctional, a vulnerability to cat-

atonia emerges from dopamine an-

tagonists. Carroll3 has described a 

“universal field theory” encompass-

ing diverse neurotransmitter changes 

for catatonia. Their model postulates 

a reduced GABA activity in the fron-

tal cortex, increased N-methyl-d-as-

partate glutamatergic activity in the 

posterior parietal cortex, and a damp-

ening of dopaminergic action in the 

basal ganglia.

Approaching catatonia from a cir-

cuits perspective, C. Miller Fisher4 

proposed that catatonic depression 

emerged from connection disturbanc-

es in the same mesoencephalofrontal 

system (brainstem to basal ganglia to 

limbic system and cerebral cortex) 

that also leads to akinetic mutism. 

Northoff5 used neuroimaging in pa-

tients recovering from catatonia to 

uncover trait features through provoc-

ative testing of response to fearful fac-

es and situations. He described a re-

gion of interest in the orbitofrontal 

cortex that overreacts in these provoc-

ative situations, which suggests dys-

functional responsiveness.

Other functional imaging studies 

have shown altered activity in orb-

itofrontal, prefrontal, parietal, and 

motor cortical regions.6 Recently, 

T1-weighted MRI imaging in catato-

nia secondary to schizophrenia spec-

trum disorders showed reduced cor-

tical thickness in frontoparietal 

regions as well as hypergyrification 

in the anterior cingulate cortex and 

medial orbitofrontal cortex com-

pared with controls.7 The basal-gan-

glia-thalamo-cortical loop system 

has been implicated in the patho-

physiology of catatonia, with inter-

ruption at various nodes leading to 

specific symptoms of catatonia.8 For 

SIGNIFICANCE FOR PRACTICING PSYCHIATRISTS
Catatonia is a syndrome with multiple medical and neuropsychiatric 

etiologies, which is associated with significant morbidity and mortality 

especially when malignant. Becoming proficient at diagnosis and 

management is important for all psychiatrists, since catatonia occurs in 

both medical and psychiatric settings and in all age groups.

 ◗ Catatonia is a distinctive syndrome with a variety of motivational and movement 

deficits.

 ◗ Catatonia is associated with significant morbidity and mortality.

 ◗ Catatonia is highly responsive to treatment with lorazepam and ECT.

NEUROPSYCHIATRY
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Differential diagnosis
Catatonia as a syndrome may arise 

from multiple etiologies and can lead 

to medical complications that result 

in significant morbidity and mortali-

ty, making rapid diagnosis and treat-

ment a priority. Medical complica-

tions abound, and the mortality rate 

for malignant catatonia despite better 

recognition and treatment is still 9% 

to 10%.9 For a list of potential medi-

cal complications, see Table 2.

Catatonia has several mimics, 

which must be ruled out before mak-

ing a diagnosis. Locked-in syndrome, 

linked to pontine lesions, can be dis-

tinguished from catatonia because 

patients will generally attempt to 

communicate with their eyes. Pa-

tients in a persistent vegetative state 

may also appear to be catatonic. Stiff 

person syndrome is an autoimmune 

disorder that presents during severe 

stress with intense lower extremity 

spasmodic stiffness that may appear 

like catatonic posturing, but these pa-

tients speak and complain about their 

pain.

Some patients suspected of being 

in a catatonic state may have an ex-

trapyramidal parkinsonism. These 

can have a distinctive tremor but are 

not negativistic and lack bizarre cata-

tonic psychomotor symptoms. Non-

convulsive status epilepticus can also 

produce a catatonic-like state; elec-

troencephalography is essential for 

accurate diagnosis and prompt man-

agement may minimize cognitive 

damage.

Several additional syndromes 

show clinical overlap with catatonia. 

Like Fisher,4,10 we believe akinetic 

mutism, an extreme form of the abu-

lic syndrome caused by neurologi-

cal injury, to be a neurologic version 

of catatonia. Hypoactive delirium 

may overlap or coexist with catato-

nia. It is extremely important to con-

firm a delirious patient is not also 

suffering from a catatonic episode, 

because neuroleptics can worsen 

simple catatonia, resulting in malig-

nant catatonia. Decreased eyeblink 

and resistance to eye and mouth 

opening may hint at a catatonia nest-

ed in delirium.

To assess catatonia, a few steps 

can be routinely followed (Table 3). 

Once the diagnosis of catatonia is 

made, a definable etiology must be 

sought. In addition to mood disorders 

and schizophrenia-spectrum disor-

ders, catatonia can be seen in up to 

20% of patients with autism-spec-

trum disorders. Case reports have 

described catatonia secondary to ob-

sessive compulsive disorder, PTSD, 

and personality disorders.

Up to 50% of cases of catatonia 

may be due to a host of neuromedical 

syndromes. These include paraneo-

plastic and limbic encephalitidies 

(especially anti-NMDA receptor an-

tibody encephalitis), ictal and 

post-ictal states, posterior reversible 

encephalopathy syndrome, and lu-

pus. Substances associated with cat-

atonia include dopamine-blocking 

agents, tacrolimus, disulfiram, and 

phencyclidine, among others. Final-

ly, catatonia can occur as an isolated 

clinical syndrome without an obvi-

ous underlying cause; this phenome-

non is known as recurrent idiopathic 

catatonia.

Management and treatment
With severe threat, challenges to 

brain function can emerge via cir-

cuit disconnection or modulatory 

dysfunction and result in catatonia. 

This view may underlie the effec-

tiveness of benzodiazepine GABAA

agonism, of NMDA-R antagonism, 

and of electroconvulsive therapy 

(ECT). These treatments show ef-

fects on GABA, dopamine, acetyl-

choline, and glutamate within corti-

co-striato-thalamo-cortical loops. 

(For an outline of a proposed catato-

nia treatment algorithm, please see 

Figure 2.)

All treatments for catatonia are 

off-label uses, as there is no FDA-ap-

proved drug indicated for catatonia. 

In 1983, lorazepam was described as 

a successful treatment for catatonia 

and later became the first-line treat-

ment for the catatonic syndrome.11,12

A lorazepam challenge (using 2-mg 

intravenous [IV] lorazepam) can be a 

helpful diagnostic test. Although a 

negative response does not rule out 

catatonia, many patients will show 

improvement with a single dose. Fol-

lowing the challenge, a standing dose 

of 2 mg every 4 to 6 hours is typical; 

some patients may require titration to 

as much as 30 mg daily, especially in 

cases with malignant features.

Doses should be held only for res-

piratory depression due to overseda-

tion and not for sedation alone, as the 

regularity of dosing is important for 

full lysis. IV lorazepam is preferred 

over other routes or benzodiazepine 

types because of its quick onset, pref-

erence for the GABA-A receptor, and 

long duration of effect.

Approximately two-thirds of pa-

tients will respond to treatment with 

benzodiazepines, although those 

with catatonic schizophrenia show 

reduced responsiveness. Catatonia 

sometimes re-emerges during transi-

tion from IV lorazepam to oral dos-

ing. This may require reinstitution of 

FIGURE 1. Subtypes of catatonia

Malignant

Stuporous Excited

NMS Delirious 
mania

Periodic
catatonia

NMS, neuroleptic malignant syndrome.

STEP 1

Intravenous lorazepam Give initial challenge dose of 2 mg; maintenance 

dose of at least 6-8 mg daily given in divided 

doses every 6-8 hours for at least 2-3 days; 

transition to oral dosing not recommended in 

first 24-48 hours; begin workup for ECT

STEP 2

ECT At least 6 treatments (2 or 3 usually sufficient to 

lyse, although 10-20 sometimes needed); if not 

immediately available, skip to Step 3

STEP 3

Glutamate antagonist 100-mg amantadine daily or 10-mg memantine 

daily; titrate as tolerated over 3-4 days to 600 

mg daily or 20 mg daily, respectively

STEP 4

Anti-epileptic drug Carbamazepine 300-600 mg PO daily or valproic 

acid 500-1500 mg PO or IV daily

STEP 5

Atypical antipsychotic 

agent, with each dose 

given in combination 

with lorazepam

Aripiprazole 10-30 mg, olanzapine 2.5-10 mg, or 

clozapine 200-300 mg daily

ECT, electroconvulsive therapy.

Adapted from Carroll et al.18

FIGURE 2. Treatment algorithm for catatonia

example, disruption to the anterior 

cingulate cortex circuit may contrib-

ute to akinesia and mutism; to the 

lateral orbitofrontal circuit, echophe-

nomena; and to the supplementary 

motor area circuit, increased tone. 

Integration of these hypotheses 

comes closest to offering a putative 

pathophysiological understanding of 

the mystery of catatonia.

http://www.psychiatrictimes.com
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IV lorazepam and an eventual higher 

oral dosing. There is no established 

guideline for how long benzodiaze-

pine responders will require mainte-

nance. We have had patients on ben-

zodiazepines for weeks and even 

months, necessitating careful eventu-

al taper. If decreased tolerance to 

benzodiazepines emerges (via in-

creasing sedation), it is safe to gradu-

ally taper the benzodiazepine. After 

discontinuation, lorazepam may 

again be needed in cases of catatonic 

rebound.

If catatonia persists for more than 

2 to 3 days or if malignant features 

are present, ECT remains the defini-

tive treatment. ECT works synergis-

tically with benzodiazepines and 

demonstrates response rates of up to 

80%.13 Bitemporal placement is rec-

ommended, at a frequency of 3 times 

per week for at least 6 sessions. ECT 

may work by increasing cerebral 

blood flow to the orbitofrontal and 

parietal cortices, increasing GABA 

activity and GABA receptor expres-

sion, and by increasing dopamine 

release and modulation of dopamine 

receptors.

When benzodiazepines are inef-

fective or contraindicated and ECT is 

unavailable or refused, second-line 

treatments include glutamatergic 

agents, such as memantine (5-10 mg 

twice daily) or amantadine (400-600 

mg daily in divided doses). These 

agents appear to be safe, well-tolerat-

ed, and effective in case reports, as 

monotherapy or in combination with 

a benzodiazepine. Other options in-

clude valproate or carbamazepine, 

which may be particularly useful if 

the catatonia is related to underlying 

mania. Valproic acid has demonstrat-

ed some effectiveness in excited cat-

atonia.

A final option to consider is an 

atypical antipsychotic. These agents 

are the last step in the algorithm be-

cause of their potential to worsen cat-

atonia or cause conversion to a ma-

lignant catatonia. Antipsychotics 

should be given in combination with 

a benzodiazepine, and low-potency 

atypical agents are preferred. Among 

antipsychotic agents, aripiprazole 

may be the safest choice given its 

partial-agonist activity. If the catato-

nia occurs in the setting of clozapine 

cessation, re-initiation of clozapine 

should be a first-line strategy. 

High-potency typical antipsychotics 

should generally be avoided in cata-

tonic patients.

Supportive management is essen-

tial in cases of catatonia. In addition 

to treatment of the catatonic symp-

toms, full resolution often requires 

treatment of the underlying disorder. 

This can be challenging in cases of 

psychosis, which may require a care-

ful balance of antipsychotics and 

benzodiazepines.

Summary
As a neuropsychiatric and general 

medical syndrome, catatonia repre-

sents an important diagnostic and 

treatment challenge for all clinicians 

given its morbidity and mortality. By 

examining the nature of cortico-stri-

ato-thalamo-cortical circuits and the 

effects of transmitters and modulat-

ing systems, we can better under-

stand why such a wide array of etiol-

ogies can present with the catatonic 

syndrome and why the pharmacolog-

ic and electroconvulsive treatments 

can be very effective when provided 

expeditiously.
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TABLE 1.  Risk factors for catatonia

◗  Prior episodes of catatonia

◗  History of or current extrapyramidal symptoms

◗  Mood disorder with psychomotor retardation or excitement

◗  Autism-spectrum disorder

◗  Epilepsy, migraine, and epileptiform activity on EEG 

◗  Frontal, basal ganglia, brainstem, pontine, or cerebellar disease

◗  Dehydration

◗  Recent weight loss

◗  Medications that lower seizure threshold

◗  Use of dopamine-blocking agents

◗  Serotonergic medications

◗  Cocaine use

◗  Withdrawal from alcohol, benzodiazepines, or other GABA-ergic agents

◗  Long-term anticholinergic use with recent withdrawal or decrease in dose

◗  Hyponatremia, hypomagnesemia

◗  Low serum iron

◗  Perinatal infectious disease

◗  MRI findings of cingulo-frontal-parietal cortico-striato-thalamo-cortical 

circuit lesions

EEG, electroencephalogram; GABA, gamma-aminobutyric acid.

Adapted from Fink and Taylor.14

TABLE 3.  Catatonia examination based on Bush-Francis 

Catatonia Rating Scale

◗  Observe while trying to engage in conversation (mutism)

◗  Scratch your head or rub nose in exaggerated manner (echopraxia)

◗  Examine for rigidity, attempt to reposture (waxy flexibility), and instruct 

patient to “keep your arm loose” while moving it with lighter and heavier 

force (gegenhalten)

◗  Ask patient to extend arm; place your finger beneath patient’s hand and try 

to raise it slowly after stating: “Do NOT let me raise your arm” (mitgehen-

anglepoise lamp)

◗  Extend your hand stating: “Do NOT shake my hand” (ambitendency)

◗  Reach into your pocket and state: “Stick your tongue out, I want to stick a 

pin in it” (or “I want to write on it with my pen”; automatic obedience)

◗  Check for grasp reflex

◗  Check the chart for reports from previous 24 hours; check for oral intake, 

vital signs, any behavior changes or incidents

◗  Observe patient each day for activity, abnormal movements, abnormal 

speech, echopraxia, rigidity, negativism, waxy flexibility, gegenhalten, 

mitgehen, ambitendency, automatic obedience, grasp

Adapted from Bush et al.17

TABLE 2.  Medical complications of catatonia including 

malignant catatonias

◗  Acute renal insufficiency

◗  Acute respiratory distress 

syndrome

◗  Aspiration pneumonia

◗  Bowel pseudo-obstruction

◗  Burns

◗  Cachexia

◗  Cardiac arrest

◗  Cheynes-Stokes breathing

◗  Deep vein thrombosis

◗  Death

◗  Dehydration

◗  Dysphagia 

◗  Diffuse intravascular coagulation

◗ ECG changes

◗  Gastrointestinal bleeding

◗  Hepatocellular damage

◗  Hypoglycemia

◗  Laryngospasm

◗  Myocardial infarction

◗  Necrotizing enterocolitis

◗  Pneumonia

◗  Pulmonary emboli

◗  Respiratory arrest

◗  Rhabdomyolysis

◗  Seizures

◗  Sepsis

◗  Urinary retention

ECG, electrocardiogram.

Adapted from Levenson,15 and Philbrick and Rummans.16

CONTINUED ON PAGE 17
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Diagnostic Errors in Neuropsychiatry

» Barbara Schildkrout, MD

A 
complete, accurate, and timely 

diagnosis is the cornerstone 

around which effective treat-

ment is constructed. Yet, the complex 

skills involved in the art and science 

of diagnosing have only been the fo-

cus of investigation for less than a 

decade.

While the process of diagnosing is 

common to all fields of medicine, 

this article specifically addresses 

missed “medical” diagnoses in pa-

tients who present to or are being fol-

lowed by psychiatrists and other 

mental health clinicians. It is hoped 

that by learning about vulnerabilities 

within the diagnostic process, read-

ers will have the opportunities to re-

duce diagnostic error rates in their 

own practices and institutions.

Diagnostic errors and delays are 

so widespread that most individuals 

will experience a diagnostic error 

during their lifetime.1 And surely, 

every physician has had the experi-

ence of missing a diagnosis or com-

ing to the correct diagnosis only after 

too long a delay. Memories of missed 

opportunities for earlier intervention 

weigh heavily upon us.

Recent studies have found that any 

individual with a “psychiatric history” 

or with “presenting symptoms in the 

sphere of mental functioning and be-

havior” is especially prone to experi-

encing a diagnostic error.2 This should 

alert all psychiatrists, since these are 

the very patients we are called upon to 

see. Rare diseases might be misdiag-

nosed, but, more often, common dis-

eases are missed, especially if they 

present atypically.

In 2015, an Institute of Medicine 

report—Improving Diagnosis in 

Healthcare—concluded that, “. . . 

improving the diagnostic process is 

not only possible, but presents a mor-

al, professional, and public health 

imperative.”1

The diagnostic process
How do doctors make a diagnosis? 

As you read the following vignette of 

a referral, try to be aware of your di-

agnostic hypotheses.

CASE VIGNETTE: 

Psychosomatic 

Concerns

According to his primary care physi-

cian (PCP) who referred him, Mr O 

has a long history of psychosomatic 

complaints. Mr O is a 63-year-old ac-

countant who recently retired. He’s 

been sleeping restlessly and waking 

up depressed each morning. He jogs 

a few miles a day, most days, but 

says that lately he’s been feeling stiff 

and somewhat unsteady on his feet. 

Also, he says he’s “plagued by” con-

stipation. The patient told the PCP 

that he can’t tell whether these phys-

ical problems are “all in my head” or 

whether there’s really something to 

worry about.

When you get a referral, you are 

presented with a great deal of infor-

mation, and it isn’t clear which infor-

mation will be relevant to your even-

tual understanding of the patient’s 

health problems. Some of the materi-

al that is contained in the referral will 

be explicit, some implied, details 

may be inaccurate, and surely, much 

will be left out.

Now consider that once you greet 

a patient in the waiting room, you 

will have even more information. You 

will notice how the patient is dressed 

and what he’s been doing while wait-

ing; you will observe his facial ex-

pression, level of social comfort, his 

gestures and gait. And, before you 

even hear the patient’s voice or ask a 

single question, all of these experi-

ences will affect you and have an in-

fluence on how you are inclined to 

think about the diagnosis.

Diagnostic problem solving is ex-

tremely engaging for physicians, but 

it is not the defined type of problem 

solving one encounters with some-

thing like a crossword or Sudoku 

puzzle in which there are 26 letters or 

9 numbers that are manipulated to 

form one unique solution. Making a 

diagnosis is complex problem solv-

ing in an uncertain domain. Any par-

ticular information or observation 

might be relevant; and any particular 

information or observation might be 

irrelevant (noise). The patient might 

leave out crucial parts of the illness 

story, perhaps not realizing that they 

are important. Or the physician–

problem-solver may have insufficient 

knowledge, perhaps never having 

heard of the diagnosis that actually 

explains the patient’s symptoms. 

There also could be more than one 

diagnosis; and these diagnoses might 

be interacting with one another.

System 1 and/or system 2 cognition
The reigning theory about diagnostic 

problem solving is that it involves 

two interacting cognitive systems—

system 1 and system 2.3

System 1 cognition is illustrated 

by the experience of seeing a patient 

for the first time and “knowing” im-

mediately that the patient has, for ex-

ample, schizophrenia. System 1 is 

based on mental pattern-recognition; 

it is intuitive, but honed and refined 

by experience; it is fast, effortless, 

and operates outside of awareness. 

While this system is extraordinarily 

efficient, processing large amounts 

of information very rapidly, it is also 

highly error-prone and open to biases 

(predispositions to think and act a 

certain way) of which the clinician is 

generally not aware.

System 2 cognition is exemplified 

by the generation of a differential di-

agnosis list and examining the evi-

dence for and against each diagnosis. 

System 2 utilizes explicit rules of 

logic; it is slow, effortful, entirely 

conscious, and analytical. Clinicians 

naturally favor the use of system 1 

cognition because it is effortless. But 

the most effective clinical reasoning 

involves going back and forth itera-

tively between system 1 and system 2 

cognition.

Thinking about Mr O
Now let’s return to the case vignette. 

The patient’s story is in your mind 

when you go into the waiting room. 

Depending upon your fund of knowl-

edge and your experience, you might 

have what turns out to be an accurate 

diagnostic impression from the refer-

ral information. But perhaps you 

don’t. To get to the correct diagnosis, 

you might have to overcome the 

“framing effect” in which your cog-

nition has been biased by the way the 

patient’s problem was first presented 

to you.2 In the case of Mr O, your in-

tuition may have been biased toward 

thinking that the patient is depressed 

with somatic complaints precipitated 

by his recent retirement.

Now you escort the patient from 

the waiting room and by the time you 

and the patient have settled into the 

chairs in your office you have new 

information to include in your diag-

nostic formulation. Your system 1 

cognition immediately registered 

that Mr O had parkinsonian features. 

His affect was somewhat flat and he 

walked slowly, with a diminished 

arm-swing.

Now you use system 2 logic in an 

effort to piece together the information 

you have so far. Does the narrative 

presentation fit with your observa-

tions? You interview the patient, care-

fully framing your questions to better 

understand the patient’s symptoms 

and the arc of his illness over time.

The diagnosis of Parkinson disease
Knowledge and experience are both 

crucial in making the diagnosis of 

Parkinson disease in Mr O’s case. In 

addition to the blunting of facial ex-

pression and “feeling stiff and some-

what unsteady on his feet,” you learn 

that Mr O has been worried about 

falling, especially when he walks 

down a staircase. This is consistent 

with a shift in the center of gravity 

and forward propulsion associated 

with Parkinson disease.

Mr O also has had depression, 

prominent constipation, and fa-

tigue—these symptoms are often 

prodromal in Parkinson disease, 

Lewy-body dementia, multiple sys-

tems atrophy and other, less common 

parkinsonian syndromes. If you 

know the symptoms for Parkinson 

SIGNIFICANCE FOR PRACTICING PSYCHIATRISTS
Making a diagnosis is a fundamental skill for all physicians. How do we do 

it? Driven by an effort to reduce the serious problem of diagnostic errors in 

medicine, a better understanding of the diagnostic process has emerged in 

recent years. In this article, psychiatrists will learn about how the diagnostic 

process works and where vulnerabilities lie, especially in the area of 

neuropsychiatry. Recommendations for how to reduce diagnostic error 

rates are highlighted.
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disease, you ask Mr O whether his 

handwriting has gotten smaller. It 

has. Then you inquire about his sleep. 

He has had restless sleep for several 

years; on a number of occasions he 

has fallen out of bed. In addition, he 

has hit his wife in the middle of the 

night more than once, although he 

doesn’t remember doing this.

You might recognize that this is the 

classic presentation of rapid eye 

movement (REM) sleep behavior dis-

order, which is strongly associated 

with the subsequent development of 

Parkinson disease and related syn-

dromes. In REM sleep behavior disor-

der, there is a failure of the usual inhi-

bition of muscle tone that accompanies 

REM sleep. This allows the sleeper to 

move about during REM sleep and to 

act on dream content, including “fend-

ing off attackers” by lashing out.

Inevitable cognitive bias
To get to a correct diagnosis, clini-

cians must navigate a wide variety of 

inherent cognitive biases. For exam-

ple, with Mr O, if you hadn’t realized 

from the referral that he might have 

had Parkinson disease, you had to 

overcome the impact of “anchoring,” 

the tendency to stick with your first 

diagnostic impression. You also had 

to overcome “availability bias,” the 

tendency to think that a diagnosis 

that readily comes to mind is likely to 

be the correct diagnosis.

For psychiatrists, major depres-

sion or dysthymia with somatic con-

cerns is a diagnostic formulation that 

is commonly seen and readily comes 

to mind. Parkinson disease comes 

less readily to mind.

Cognitive biases are ubiquitous; 

they reflect the flow of nonconscious 

predictions we make, based on past 

experiences, as we move through the 

world. The influence of cognitive bi-

ases on diagnostic reasoning has 

been well described by Croskerry2 

who has studied diagnostic errors in 

emergency department settings 

where physicians have to make quick 

decisions with little information 

about the patient and are forced to 

rely heavily on error-prone systems.1

In the case of Mr O, it would have 

been a cognitive error to believe that 

the etiology of his symptoms was the 

difficulty he was having adjusting to 

retirement, along with his tendency 

to focus on somatic concerns. This 

would have been an “attribution er-

ror” in which you held the patient 

responsible for his or her disease. All 

physicians are prone to making attri-

bution errors, especially when mak-

ing a diagnosis in patients who have 

behavioral symptoms.

Another common bias is a tenden-

cy to look for confirming evi-

dence—“confirmation bias”—rather 

than disconfirming evidence, al-

though disconfirming evidence is 

much more powerful. It turns out that 

Mr O’s symptoms of restless sleep, 

constipation, fatigue, and depression 

actually began before he retired, not 

after.

Furthermore, it is helpful for clini-

cians to be aware of the possibility of 

“premature closure,” the tendency to 

stop investigating once you have 

come upon a diagnostic hypothesis 

but before that hypothesis has been 

fully proven. This is an especially 

easy error to make when a medical 

condition has a long prodromal peri-

od without symptoms that are specif-

ic enough to make a clear medical 

diagnosis. As psychiatrists, we often 

encounter diseases of this type; Par-

kinson disease is but one example. 

Others include: multiple sclerosis, 

Wilson disease, Alzheimer disease, 

Cushing disease, fronto-temporal de-

mentia, Huntington disease, and 

more. Periodically reviewing a pa-

tient’s condition while maintaining 

diagnostic uncertainty forces the cli-

nician to rely more on system 2 cog-

nition. 

Non-specific behavioral and 

mood alterations often repre-

sent the very first and, occa-

sionally for prolonged periods 

of time, the one single and ex-

clusive sign of an undetected 

physical illness. Flagrantly 

and convincingly “psycholog-

ical” in nature on presenta-

tion, such masked physical 

conditions frequently mislead 

the examiner and obliterate 

any further medical consider-

ation, resulting in misdiagno-

sis and thus, inevitably, in 

treatment gone astray.4

Recent studies of diagnostic error 

have not focused on patients who are 

being treated in mental health clinics 

or inpatient psychiatric units; howev-

er, past studies of psychiatric patients 

found that, important medical diag-

noses were missed in these patients 

as often as 40% of the time, depend-

ing upon the setting.5 Moreover, 

these medical diagnoses were not 

uncommonly the sole cause or a sig-

nificant contributing factor to the pa-

tients’ presentations.

What can you do?
How can you contribute to decreas-

ing diagnostic error rates? Expert 

opinion emphasizes: expand your 

knowledge; cultivate good clinical 

habits of mind, including expanding 

your knowledge and experience, self-

care, humility, persistence, and the 

use of feedback; and utilize the use of 

metacognition—thinking about 

thinking, and work to improve the 

institutions within which you work.1

Expanding your knowledge
There is much for psychiatrists to 

learn in the realm of neuropsychiatric 

disease. Often patients with medical 

conditions will first present to psy-

chiatrists thinking they have a psy-

chological problem or a mental 

illness. Many will have common dis-

eases: focal seizure disorders; neuro-

degenerative diseases in addition to 

Parkinson disease, such as Alzheimer 

disease, vascular dementia, or Lewy-

body dementia; the long-term conse-

quences of traumatic brain injury; 

autoimmune diseases such as multi-

ple sclerosis; or sleep disorders. 

Some patients will have diseases that 

are less common: anti-N-me-

thyl-d-aspartate receptor encephali-

tis, Wilson disease, Huntington dis-

ease, frontotemporal dementia. 

Familiarize yourself with the clinical 

presentations of these and other neu-

ropsychiatric conditions.6 And re-

member to keep this question in the 

front of your mind: Could this patient 

have a medical condition that I am 

missing?

Metacognition
Diagnosing is a high-level creative 

process; as such it relies on reflective 

practices that allow time for you to 

think about your reactions to patients 

and about your diagnostic process.7 

Even with a few moments of mental-

ly stepping back to get perspective 

are important. In addition, actively 

employ strategies that force you to 

use the conscious, analytic system 2 

cognition. Ask yourself, “What could 

this be?” Make a differential diagno-

sis list. Work against premature clo-

sure in the face of doubt and uncer-

tainty. Remember that keeping a 

diagnosis “open” forces your “prob-

lem-solving mind” to keep working 

on what the diagnosis might be.7

Improving health care systems in 
support of diagnosing
Psychiatrists rely on hospital systems 

to support the diagnostic endeavor. 

Health care institutions may provide 

effective communication systems 

that allow collaboration with the pa-

tient and his or her family, health in-

formation technology, reliable labo-

ratory services, access to library 

resources, expert second opinions, 

collaboration across disciplines, and 

specialties, and a culture that values 

reduction of diagnostic error rates 

while, at the same time, avoiding 

shaming and blaming.

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.
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Avoiding Diagnostic Error1

What is a diagnostic error?

The Institute of Medicine (now the 

National Academy of Medicine) 

definition of diagnostic error: “a 

failure to establish an accurate 

and timely explanation of the 

patient’s health problem(s) and to 

communicate that explanation to 

the patient.”1 This definition 

crucially includes: the patient, the 

factor of time, and the notion that 

health problem(s) have complex 

“explanations,” and are not simply 

“diagnostic labels.”

What is the diagnostic 

process?

�  The diagnostic process is a 

complex, information gathering 

and processing endeavor.

�  It is collaborative, involving the 

patient, family, and other health 

care professionals.

�  It is iterative, taking place over 

time.

�  The diagnostic process occurs 

within a health care system.

http://www.psychiatrictimes.com
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Addressing Psychogenic Nonepileptic 
Seizures: Clinical Challenges

NEUROPSYCHIATRY

» Benjamin Tolchin, MD, MS, and 
Hamada Altalib, DO, MPH

J
anice, aged 42 years, has been 

having seizure-like events for 

the past 4 years, uncontrolled by 

a series of anti-seizure medication 

trials. During the seizures her body 

shakes uncontrollably, her back 

arches painfully, and she frequently 

falls. Her surroundings appear blurry, 

and sounds are muffled or entirely 

inaudible. Afterwards, her memory 

of the seizure is patchy and incom-

plete, and she is sometimes entirely 

unaware she has had an event.

Janice has been unable to work and 

is on medical disability from her job 

as a home health aide. She left a phys-

ically abusive relationship 2 years ago 

and now spends much of her time 

alone. She has lost interest in visiting 

with friends and sleeps for much of 

the day. She attributes her depressed 

mood and increasing anxiety to the 

frequent seizures and to her doctors’ 

failed efforts to treat them.

Prompted by the failure of 5 dif-

ferent anti-seizure medications over 

4 years, Janice’s neurologist refers 

her to a tertiary care epilepsy center. 

In the epilepsy unit she is continu-

ously monitored with digital vid-

eo-electroencephalogram (vEEG) 

and electrocardiogram for 5 days 

while her anti-seizure medications 

are withdrawn. Two typical sei-

zure-like events are captured on 

vEEG, and based on normal brain 

activity and the clinical appearance 

on video review, the diagnosis is psy-

chogenic nonepileptic seizures 

(PNES).

Janice is advised to obtain psychi-

atric care and given contact informa-

tion for three psychiatrists: one is not 

accepting new patients, one did not 

accept Janice’s Medicaid insurance, 

and the third offers her an appoint-

ment in 6 months. When Janice final-

ly presents for the appointment, she 

has a seizure in the waiting room, 

prompting the psychiatrist to sum-

mon paramedics who take her to a 

hospital emergency department. Jan-

ice is discharged with instructions to 

follow up with her neurologist. When 

she calls the neurologist, he tells her 

that she does not have a neurological 

disorder and that she should schedule 

another appointment with the psychi-

atrist. When Janice calls the psychia-

trist, he tells her that she has a neuro-

logical problem and requires further 

neurological evaluation.

Finally, frustrated by the back and 

forth, Janice’s primary care physi-

cian refers her to a second epilepsy 

center, where she is again evaluated 

with vEEG and confirmed to have 

PNES. This time a neurologist and 

psychiatrist collaborate and jointly 

make and communicate to Janice a 

diagnosis of PNES with comorbid 

MDD. Venlafaxine is initiated, and 

Janice is referred to an outpatient 

psychiatrist and psychotherapist.

Janice receives intensive weekly 

cognitive-behavioral therapy (CBT) 

over 4 months. She initially struggles 

to engage with psychotherapy, and 

cancels or reschedules nearly half her 

appointments, but she also recogniz-

es the value of the skills she learns to 

identify and manage her stress before 

it builds to the point of a psychogenic 

attack. She begins to recognize the 

sadness and fear she still experiences 

because of the abuse she experienced 

and develops skills to manage these 

emotions.

The PNES gradually decrease and 

finally stop entirely. Her depressive 

symptoms also improve significantly 

with venlafaxine and CBT. Janice re-

mains PNES-free and participates in 

psychotherapy every 2 weeks. She 

begins working outside the home for 

the first time in 4 years as a volunteer 

in an animal shelter.

Overview of the disorder
DSM-5 categorizes PNES as a func-

tional neurological disorder or con-

version disorder with seizures. In 

contrast to other functional neurolog-

ical disorders, such as functional 

movement disorders and psychogen-

ic paralysis, PNES are transient and 

paroxysmal, often triggered by a 

stressor. The majority of patients 

have a history of emotional, physical, 

or sexual trauma, and 94% have one 

or more psychiatric comorbidities in-

cluding (in order of decreasing fre-

quency) depression, anxiety, PTSD, 

and personality disorders.1 Other 

medically unexplained symptoms 

such as fibromyalgia, chronic fatigue 

syndrome, and irritable bowel syn-

drome are also disproportionately 

common among patients with PNES, 

and measures of alexithymia are ele-

vated.

Unlike factitious disorder and ma-

lingering, patients with PNES and 

other functional neurological disor-

ders do not consciously produce 

symptoms and may experience 

symptoms even when there is no pos-

sibility of primary or secondary gain.

Early structural and functional 

magnetic resonance imaging (MRI) 

studies suggest that there are both 

structural and functional differences 

between the brains of patients with 

PNES and the brains of healthy con-

trols.2,3 However the detected differ-

ences vary somewhat between stud-

ies, suggesting possible heterogeneity 

in underlying neuropathological cor-

relates, and are not yet validated for 

diagnosing individual patients in a 

clinical setting.

PNES cause significant suffering 

and disability, with worse health care 

related quality of life than that asso-

ciated with epileptic seizures. Most 

patients with undiagnosed and/or un-

treated PNES continue to have sei-

zures and remain on disability. The 

majority of patients with PNES are 

misdiagnosed with epilepsy and are 

treated with at least one anti-seizure 

medication before the correct diag-

nosis is made.

Unlike epileptic seizures that are 

caused by abnormal hypersynchro-

nized electrical discharges in the cor-

tex of the brain, PNES are not associ-

ated with abnormal neuronal 

discharges. This means that PNES do 

not benefit from anti-seizure medica-

tions, and that they can be readily 

distinguished from most epileptic 

seizures by evaluation of brain activ-

ity during a typical event with an 

EEG. Fully a quarter of civilians and 

veterans evaluated for putative epi-

lepsy in epilepsy monitoring units 

ultimately receive a diagnosis of 

PNES.4 The average time from the 

onset of symptoms to the correct di-

agnosis is several years. Unfortunate-

ly a prolonged delay to diagnosis is a 

prognostic marker for poor treatment 

outcome.

Diagnosis
The gold standard for diagnosis of 

PNES entails capture of all habitual 

episode types on vEEG, with normal 

brain activity before, during, and fol-

lowing the event as well as semiolo-

gy (signs and symptoms) consistent 

with PNES.5 While vEEG capture of 

SIGNIFICANCE FOR PRACTICING PSYCHIATRISTS
Psychogenic nonepileptic seizures (PNES) are a common and highly 

disabling form of functional neurological disorder, which require close 

collaboration between neurologists and psychiatrists to effectively 

diagnose and treat.

 ◗ The gold standard for diagnosis of PNES is video-electroencephalogram (vEEG) 

capture of all typical events with normal brain activity before, during, and after 

each event, as well as a history and semiology (signs and symptoms) consistent 

with PNES.

 ◗ There is a growing body of evidence for the efficacy of cognitive behavioral 

therapy and other psychotherapy modalities in the treatment of PNES.

 ◗ There are numerous obstacles to the diagnosis and treatment of PNES, including 

limited access to vEEG monitoring and to psychotherapy, stigma, a lack of training 

for clinicians, and limited communication between specialists.

In one study a quarter of civilians and veterans 
evaluated for putative epilepsy ultimately 
received a diagnosis of PNES.

http://www.psychiatrictimes.com
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 all typical events is necessary to 

make a diagnosis of PNES, the diag-

nosis may be made with lower levels 

of certainty as possible or probable 

PNES based on interictal EEGs and 

verbal descriptions or video record-

ings of typical seizures (Table).

In some cases, where typical at-

tacks occur rarely (less than once per 

2 weeks), it may be impossible to cap-

ture events on vEEG, and a diagnosis 

of probable PNES made with smart-

phone video recordings of seizures 

may be the next best alternative. A 

promising alternative for such cases 

may be surface electromyelography, 

which can be employed for weeks or 

months at a time and may be able to 

reliably distinguish PNES from epi-

leptic seizures in the near future.

Treatment
Once the diagnosis of PNES is made, 

psychotherapy is the treatment of 

choice. Many approaches have been 

attempted to treat PNES, including 

brief interpersonal psychodynamic 

psychotherapy, acceptance and com-

mitment therapy, mindfulness-based 

therapy, hypnosis, and psychosocial 

education. However, studies either 

did not compare treatment outcomes 

to those of a control group or were 

underpowered to demonstrate effica-

cy among patients with PNES.

There is a growing body of evi-

dence, including two small rand-

omized trials, demonstrating that 

weekly CBT informed regimens are 

effective in reducing PNES frequen-

cy and improving quality of life. The 

first trial, undertaken by Goldstein 

and colleagues,6 draws primarily on 

standard CBT principles and tech-

niques. The second, undertaken by 

LaFrance and colleagues,7 is more 

eclectic. It incorporates psychoedu-

cation, mindfulness, and interperson-

al therapy theory and techniques into 

the CBT.

For both 12-session regimens, the 

primary goal of treatment is to reduce 

the frequency of psychogenic at-

tacks. Both modalities teach patients 

to identify their environmental, phys-

ical, and emotional triggers and to 

use various relaxation and cognitive 

techniques to prevent negative 

thought patterns from progressing to 

psychogenic attacks.

The model used by LaFrance and 

colleagues includes additional ses-

sions that identify motivations for 

behavior change and teach communi-

cation and conflict resolution skills. 

A session on medication manage-

ment is also included.

SSRIs have not shown a consist-

ent benefit for PNES. Psychophar-

macologic therapy is therefore rec-

ommended for treatment of 

psychiatric comorbidities but not for 

PNES itself. Rapid titration off all 

anti-seizure medications under 

vEEG monitoring at the time of di-

agnosis has been shown to result in 

improved seizure frequency and a 

greater internal locus of control for 

patients.8

Obstacles to care
While vEEG has become increasing-

ly widespread, and awareness of the 

disorder is increasing, the majority of 

patients still do not receive a prompt 

diagnosis and evidence-based treat-

ment. Obstacles to care include lim-

ited access to vEEG monitoring, stig-

ma from clinicians and the public, a 

lack of training for clinicians, a short-

age of behavioral health specialists, 

restrictions on driving, and poor 

communication between the neurol-

ogists who diagnose PNES and be-

havioral health specialists who pro-

vide treatment.

Even in circumstances where 

these systemic obstacles are success-

fully addressed, patient ambivalence 

about the condition and treatment 

can result in the majority of patients 

dropping out of treatment. Treatment 

nonadherence results in worse out-

comes. Interventions such as motiva-

tional interviewing and improved 

communication between specialists 

can help to improve patient adher-

ence with psychotherapy as well as 

treatment outcomes.

Direct verbal communication be-

tween neurologists and behavioral 

health specialists can be helpful in 

clarifying the diagnosis of PNES and 

aiding in diagnosing new somatic 

symptoms that frequently arise dur-

ing the stresses of psychotherapy. It 

is essential that neurologists, psychi-

atrists, and other clinicians coordi-

nate care to ensure that patients with 

PNES receive a prompt diagnosis 

and referral to psychotherapy.
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Vicarious Trauma in Clinicians: 
Fostering Resilience and Preventing Burnout

» Gertie Quitangon, MD

P
sychiatrists and other mental 

health clinicians have a distinct 

susceptibility to vicarious trau-

ma from repeated exposure to aver-

sive details of patients’ traumatic ex-

periences. Understanding trauma has 

evolved since combat stress was first 

observed in soldiers returning from 

war, and the advent of the #MeToo 

movement heightened awareness of 

the prevalence of trauma in the gener-

al population. The recognition of a 

wide range of traumatic experienc-

es—physical or sexual assault, motor 

vehicular accidents, life threatening 

illness, unexpected death or serious 

injury to significant others, bearing 

witness to severe human suffering, 

natural disasters, war, terrorism—has 

implications for understanding the 

vulnerability to vicarious trauma in-

herent in a clinician’s practice.

Empathy in validating another’s 

suffering makes the clinician vul-

nerable. Vicarious trauma refers to 

negative changes in the clinician’s 

view of self, others, and the world 

resulting from repeated empathic 

engagement with patients’ trau-

ma-related thoughts, memories, and 

emotions.1 This construct is based 

on the Constructivist Self-Develop-

ment Theory (CSDT) of personality 

that conceptualizes trauma as a dis-

ruption of human development and 

adaptation, specifically disruption 

of the basic human needs for safety, 

esteem, trust, control, independence 

and intimacy. From the CSDT per-

spective, the clinician’s efforts to 

adapt to exposure to patients’ trau-

matic memories and emotional re-

sponses is disrupted. Empathic lis-

tening to story after story of human 

suffering challenges the clinician’s 

deeply held beliefs, assumptions, 

and expectations, which can mani-

fest as intrusive thoughts and imag-

es as well as other emotional and 

behavioral manifestations.2

Overlapping work-impact 
concepts: burnout, compassion 
fatigue, vicarious trauma
There is consensus in the profession-

al community that secondary expo-

sure to patients’ trauma has the po-

tential to negatively affect quality of 

care and professional well-being. 

However, the overlapping theories 

and constructs are not commonly 

well understood by service provid-

ers. In reviewing the literature, the 

most frequent constructs used inter-

changeably with vicarious trauma are 

secondary traumatic stress, compas-

sion fatigue, and burnout.

Compassion fatigue was original-

ly referred to as secondary traumatic 

stress syndrome observed in caregiv-

ers and family members of trauma 

survivors who mirrored symptoms of 

PTSD but with lesser intensity.3 The 

term compassion fatigue, coined by 

Charles Figley, is thought to be a less 

stigmatizing characterization than 

secondary traumatic stress. Defined 

as empathic strain and general ex-

haustion resulting from caring for 

people in distress, compassion fa-

tigue is most often associated with 

helping professions such as first re-

sponders, nurses, physicians, and 

disaster recovery workers.4 Similar to 

vicarious trauma, it involves empath-

ic engagement and secondary trauma 

exposure, which could present as 

PTSD-like symptoms. Unlike vicari-

ous trauma however, symptoms can 

manifest without cumulative second-

ary trauma exposure, and compas-

sion fatigue is not associated with 

cognitive disruptions.

Unlike vicarious trauma, both 

compassion fatigue and burnout are 

not specific to clinicians who work 

with trauma survivors, but all three 

constructs describe manifestations of 

emotional and physical exhaustion. 

Burnout is defined as a persistent 

state of exhaustion, cynicism, and in-

efficacy as a result of work-related 

stress.5 The central domain of burn-

out is emotional exhaustion due to 

high work demands and often pre-

sents as frequent absenteeism, chron-

ic tardiness, and underperformance 

on clinical and administrative re-

sponsibilities.

Is vicarious trauma a specific 
form of burnout?
Vicarious trauma is the only con-

struct that specifically describes a 

cumulative, long-lasting impact on 

clinicians’ personal beliefs and world 

view. However, on closer examina-

tion, two of the three domains of 

burnout—cynicism or depersonaliza-

tion and reduced sense of accom-

plishment or inefficacy—describe 

shifts in cognition, emotion, and be-

haviors. Vicarious trauma and burn-

out have been considered conceptu-

ally distinct from the assumption that 

cognitive disruptions associated with 

burnout are limited to work condi-

tions while the effects of vicarious 

trauma are wider in scope. There are 

more polemical arguments about all 

the overlapping concepts than evi-

dence in the literature to support this 

assumption. Conducting more re-

search has been widely recommend-

ed and the accumulating literature on 

burnout in recent years could direct 

the path to conceptual clarity and sig-

nificant implications for manage-

ment.

Safety and wellness in the 
workplace
Congress created the Occupational 

Safety and Health Administration 

(OSHA), under the auspices of the 

Department of Labor, to assure work-

place safety by reducing hazardous 

conditions that could cause worker 

illness and injury. OSHA interven-

tions modify the work environment to 

minimize job-related risks from expo-

sures to physical, biological, chemi-

cal, ergonomic, and psychosocial haz-

ards and stressful work situations.6

Vicarious trauma is a psychologi-

cal hazard for mental health clini-

cians and safe work conditions 

should demonstrate efforts at miti-

gating the effects of exposure to sec-

ondary trauma. In 2013, the Ameri-

can Psychiatric Association revised 

the PTSD diagnostic criteria DSM-5 

and they added “repeated or extreme 

indirect exposure to aversive details 

of a traumatic event” as a qualifying 

stressor to meet criteria for diagnosis 

of PTSD. This criterion supports the 

assertion that secondary exposure to 

trauma is a job-related risk and sug-

gests that if left unaddressed, vicari-

ous trauma and burnout could pro-

gress to PTSD.

Studies have shown that integrat-

ing work safety and wellness pro-

grams is more effective in reducing 

chronic conditions.7 Wellness and 

self-care practices reduce individual 

risk-related factors while work safety 

reduces work-related risk factors. 

Examples of wellness programs are 

smoking cessation, weight control, 

healthy nutrition, physical activity, 

flu vaccination, meditation, and 

mindfulness. Combining wellness 

practices and psychological safety at 

work for clinicians is a comprehen-

sive risk management approach to 

prevent vicarious trauma and burnout 

and foster resilience.

Meaningful action to foster 
resilience and prevent vicarious 
trauma and burnout
Integrate vicarious trauma education 
and training in curriculum
Residency training programs, intern-

ships/externships can adopt a primary 

prevention approach by integrating 

vicarious trauma and burnout in the 

academic curriculum. A course on 

trauma and PTSD is not complete 

without teaching vicarious trauma and 

a forum on burnout without discuss-

ing vicarious trauma is an oversight. 

FEMA and SAMHSA have recog-

nized the need to better understand the 

negative mental health outcomes of 

disaster work by mandating programs 

to include training events and support 

services on compassion fatigue, sec-

ondary traumatic stress and vicarious 

trauma prior to deployment.8

Screening and self-assessment
Screening is a secondary prevention 

strategy and many employers screen 

for workplace stress and offer health 

coaching, stress management and re-

lated programs when appropriate.9 

Forensic workers responding to mas-

sive disasters undergo screening for 

stress-related disorders to monitor 

Secondary exposure to trauma is a job-
related risk and if left unaddressed the 
resulting, vicarious trauma and burnout could 
progress to PTSD.

http://www.psychiatrictimes.com
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emergence of negative mental health 

outcomes.10 Similarly, offering 

self-assessment and screening tools 

for vicarious trauma raises awareness 

of personal strengths and vulnerabil-

ities and establishes a baseline of 

symptoms that could be monitored 

over time.

There are a number of standard-

ized tools that can assess symptoms 

of vicarious trauma (Table). Most of 

these standardized tools were devel-

oped to measure other work-impact 

concepts and has not been psycho-

metrically validated to assess vicari-

ous trauma. However, they have been 

adapted for research purposes and 

accepted as screening tools for vicar-

ious trauma. They are not meant to be 

diagnostic tools. Rather these tools 

can used to monitor changes in 

symptomatology longitudinally. 

Self-administered tools available 

electronically increases access and 

privacy and encourages staff partici-

pation.

Enhance personal 
and professional supports
Social support, both personal and 

professional, is a protective factor 

and has been associated with a de-

creased risk of vicarious trauma. 

Consultation with colleagues and 

peers has been shown to reduce feel-

ings of isolation and increase feel-

ings of efficacy.4,11 The role of man-

agers and supervisors is key in 

enhancing staff support. Managers 

can use one-on-one supervision to 

provide support for challenging cases 

and manage caseloads, ensuring a 

balance of volume and complexity of 

trauma patients for each clinician. 

Research has shown an association 

between a high caseload of trauma 

victims and an increased risk of 

symptoms of vicarious trauma.12-14 

Supervisors can also assist staff in the 

development and implementation of 

self-care plans. A survey of therapists 

and hospital workers revealed that 

while the majority believed that self-

care strategies can reduce the risk of 

vicarious trauma, very few actually 

reported using the strategies.

Research has shown an associa-

tion between a high caseload of trau-

ma victims and an increased risk of 

symptoms of vicarious trauma.12-14 

Managers can use one-on-one super-

vision to provide support for chal-

lenging cases and manage caseload, 

ensuring a balance of volume and 

complexity of trauma patients for 

each clinician. Supervisors can also 

assist staff in the development and 

implementation of self-care plans. A 

survey for therapists and hospital 

workers revealed that while the ma-

jority believed that self-care strate-

gies can reduce the risk of vicarious 

trauma, very few reported actually 

practicing the strategies.15

Supportive organizational 
culture that build resilience
Primary prevention strategies that 

build resilience begin with the align-

ment of organizational values with an 

individual’s goals and values. These 

values solidify a culture of strong 

communication, ethical management 

practices, and visible leadership sup-

port.9 Incorporating professional 

well-being in the organization’s mis-

sion and vision and adopting the val-

ue of personal, family and work life 

balance is foundational in guiding 

behaviors that promote resilience in 

the workplace.

Dr Quitangon is Clinical Assistant 

Professor of Psychiatry, New York 

University School of Medicine and 

Medical Director, Community 

Healthcare Network, New York, NY.

Dr Quitangon reports that she receives royalties 

from Routledge for her book, Vicarious Trauma 

and Disaster Mental Health: Understanding 

Risks and Promoting Resilience.
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TABLE.  Standardized 

screening measures

•  Compassion Fatigue Self-Test 

(CFST)4

•  Impact of Event Scale (IES)16

•  Professional Quality of Life Scale 

(ProQOL)17

•  Secondary Traumatic Stress 

Scale (STSS)18 

•  Self-Care Assessment Scale11

•  Traumatic Stress Institute Belief 

Scale (TSI)19

•  Trauma and Attachment Belief 

Scale (TABS)20

Helping Complex Patients 
NAMI as a Resource
» Ken Duckworth, MD and 
Christine Allen

T
he National Alliance on Mental 

Illness (NAMI) is a one-of-a-

kind nonprofit that is here for 

your patients and their families, no 

matter where they are. As the largest 

grassroots organization in America 

for people experiencing mental ill-

ness, NAMI has a presence in every 

state, with hundreds of community 

affiliates nationwide.

NAMI was founded in 1979 by 

mothers who felt their children expe-

riencing schizophrenia were not re-

ceiving proper care and support from 

the mental health care system. What 

started as a small, determined group 

of families gathered around a kitchen 

table has blossomed in the nation’s 

leading voice on mental health. Since 

its founding, NAMI has neber 

stopped in its quest for better care, 

services, and research. This makes it 

a natural ally for any clinician seek-

ing better outcomes for his or her pa-

tients.

Peer connection
Isolation is a common problem for 

people who have mental illness and 

support groups offer a safe space for 

like-minded peers to connect. Sup-

port groups are also a powerful way 

for your patients to get out, meet oth-

ers, and discover different ways of 

approaching their challenges. NAMI 

has a variety of support groups that 

connect people with shared experi-

ences; our members have “been 

there” and find a sense of purpose in 

helping individuals who are strug-

gling.

In support groups like NAMI 

Connection and NAMI Family 

Support, your patients might also 

find resources for better housing, 

supported employment/education, 

or a recovery learning center they 

can join. These weekly meetings 

http://www.psychiatrictimes.com
https://www.cdc.gov/niosh/docs/2012-146/
http://workplacementalhealth.org/
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might also lead to new friendships, 

which is itself an important out-

come.

“So, what was NAMI, I wondered. I 

called and found out that there was 

a support group meeting near me in 

a few days, and that I was welcome 

to attend. I thought, ‘Why not go? 

What have I got to lose?’ Actually . . . 

I knew exactly what I had to lose if 

this didn’t work. So, I got up my 

courage, drove to the meeting loca-

tion and walked into my first NAMI 

Connection meeting. It turned out to 

be the start of a new life for me.”

Fletcher M, South Carolina

Education for families
Families often find the mental health 

system difficult to navigate because 

mental illness and mental health care 

can be challenging to understand. 

Fortunately, there is a NAMI pro-

gram that has been proven to be clin-

ically effective to facilitate a better 

understanding of mental illness and 

mental health care.1 It’s called NAMI 

Family-to-Family.

NAMI Family-to-Family is a 

12-session course for families, sig-

nificant others, and friends of people 

with mental illness. The course is de-

signed to provide a better under-

standing of the different conditions, 

increase coping skills and empower-

ing participants to become advocates 

for their loved ones, if needed. Simi-

larly, NAMI Basics is a 6-session 

course for parents and other family 

members who provide care for chil-

dren and youth (aged 22 years or 

younger) who experience mental 

health symptoms.

“Every time I felt defeated and 

wondered if I should give up, the 

coping and problem-solving skills I 

learned in NAMI Basics came to my 

aid. Like many others, NAMI Basics 

saved my family. It gave us the tools 

to keep going and keep fighting for 

my son—his care, his happiness 

and his life.”

Anita H, North Carolina

NAMI Basics will be available 

online in late 2019. With this pro-

gram, it won’t matter if you are refer-

ring a patient who lives in a rural 

community miles away from the 

nearest NAMI affiliate, or if you are 

referring a working parent of three 

with limited time to dedicate to an 

in-person class—soon, everyone will 

be able to access NAMI Basics on 

their own schedule.

Information and support
The NAMI National HelpLine fields 

thousands of calls a year, connecting 

concerned callers with mental health 

resources. NAMI HelpLine staff and 

volunteers are prepared to answer 

questions on a variety of issues in-

cluding symptoms of mental illness, 

treatment options, local support 

groups and services, education pro-

grams, helping family members get 

treatment, programs to help find jobs, 

and much more.

“Almost every call ends with the 

caller sharing, ‘I can’t thank you 

enough. Before I called you, I didn’t 

know where to start. You’ve helped 

me so much.’ I cannot fully de-

scribe how good it feels to be able 

to speak with a caller—who at the 

beginning of a call feels helpless 

and lost—and help empower them 

with a sense of dignity, calm, and 

hope by the end of the call.”

Quinn Anderson, 

NAMI HelpLine Manager

Your patients can also visit NAMI.

org where they will find up-to-date 

information, research and discussion 

boards. Of note, The College of Psy-

chiatric and Neurologic Pharmacists 

(CPNP) posts medication fact sheets 

on our website for public use. These 

resources review a variety of topics, 

such as adverse effects, black-box 

warnings, and other considerations 

when taking psychiatric medications. 

CPNP has also developed resources 

on general issues related to medica-

tion delivery and action, including 

long-acting injectable, generic medi-

cations, and medication-induced 

weight gain. These fact sheets are a 

popular resource on our website and 

are available for you to share with 

your patients and their families.

NAMI also runs a series of educa-

tional webinars on topics of impor-

tance to our members. These webi-

nars, called Ask the Expert, invite 

America’s leading health care profes-

sionals and researchers to cover top-

ics such as the efficacy of ketamine, 

how to take care of one’s physical 

health while on atypical antipsychot-

ics, and cognitive behavioral therapy 

for psychosis skills. Anyone can at-

tend these webinars.

Advocacy and empowerment
Many of the best outcomes in terms of 

legislation and policy are based on 

first-person testimony. That’s because 

few things are more powerful than 

speaking your truth. NAMI can help 

guide your patients and their families 

in effectively fighting for better ser-

vices and care, if they want to do so.

NAMI Smarts for Advocacy is a 

hands-on advocacy training program 

that helps people with mental illness, 

and their families transform their lived 

experience into skillful grassroots ad-

vocacy. 

This program is designed to 

develop the following skills:

�  Telling a compelling story that 

makes an “ask” in 90 seconds

�  Writing an effective email

�  Making an impactful phone call

�  Orchestrating a successful 

meeting with an elected official

“Like you, I am pained by our na-

tion’s mental health crisis and how 

it affects the people I work with and 

serve. But I take comfort in knowing 

that mental health advocates 

across the country work tirelessly 

to advance research, mitigate the 

tragic consequences that stem 

from lack of services and promote 

programs that offer promise and 

hope to future generations. Togeth-

er, we can create a brighter tomor-

row.”

Mary Giliberti, CEO of NAMI

Every advocacy movement needs 

boots on the group; NAMIWalks of-

fer an avenue to connect with the 

mental health community while rais-

ing awareness and funds. More than 

5000 people participated in the Bos-

ton NAMIWalks last year and the 

energy there was powerful. It is hard 

to feel alone with 5000 people around 

you, standing up for the same things 

you stand for.

Assistance for mental health 
professionals
NAMI is a participant of the SAM-

SHA/APA Clinical Support System 

for Serious Mental Illness project, 

otherwise known as SMI Adviser. 

This project offers education, data, 

resources, and consultations to  clini-

cians (physicians, nurses, recovery 

specialists, peer-to-peer specialists, 

and others), so they can more effec-

tively provide evidence-based care to 

people with serious mental illness. In 

collaboration with the APA, NMAI 

will be creating resources—fact 

sheets, webinars, podcasts, videos, 

and more—on topics of mutual inter-

est for providers like you, as well as 

your patients and their families.

This project reaches deep within 

the underserved, misunderstood seri-

ous mental illness community to pro-

vide education and support that 

NAMI could never deliver on its 

own. We’re thankful to the APA and 

SAMHSA for including us in this vi-

tal and significant work, and we wel-

come you to keep up with our contri-

butions at www.smiadviser.org.

What you can do
As a psychiatrist, you have a lot to of-

fer the mental health community, as 

we all have a shared mission: patient 

health and wellness. So, start by con-

necting with and becoming a NAMI 

member at your local NAMI affiliate. 

See how you can get involved with 

NAMI activities. Maybe you could 

speak at a state convention. Whatever 

TABLE.  NAMI resources

Resource Contact information

NAMI www.nami.org

Find Your Local NAMI www.nami.org/FindNAMI

NAMI HelpLine (M-F, 10 AM – 6 PM ET 800-950-NAMI; info@nami.org

NAMI Programs (eg, Family-to-Family, 

Connection, Ending the Silence)

www.nami.org/Programs

Mental Health Medications www.nami.org/Medications

NAMI’s Ask the Expert www.nami.org/AsktheExpert

NAMI Smarts for Advocacy www.nami.org/AdvocacySmarts

NAMIWalks www.namiwalks.org

SMI Adviser: A Better Tomorrow www.smiadviser.org

SMI, serious mental illness.

http://www.smiadviser.org
http://www.nami.org
http://www.nami.org/FindNAMI
mailto:info@nami.org
http://www.nami.org/Programs
http://www.nami.org/Medications
http://www.nami.org/AsktheExpert
http://www.nami.org/AdvocacySmarts
http://www.namiwalks.org
http://www.smiadviser.org
http://www.psychiatrictimes.com
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your involvement, NAMI will cherish 

your time and expertise.

NAMI would also appreciate your 

help combatting stigma in the medical 

community, which unfortunately re-

mains alive and well. NAMI In Our 

Own Voice (IOOV) is a transformation-

al presentation that helps people speak 

about their recovery journey. Research 

shows that contact with people experi-

encing mental illness helps reduce stig-

ma, prejudice, and discrimination. If 

you think your hospital, medical school, 

or workplace might benefit from IOOV, 

contact your local NAMI affiliate.

“Throughout the city of New Orle-

ans, I’ve had people come up to me 

and call me the ‘NAMI Man,’ telling 

me that I helped them better under-

stand mental illness through my 

IOOV presentations. My experience 

with schizoaffective disorder 

helped me educate hundreds of 

people at local police departments, 

churches, synagogues, and univer-

sity psychology classes.”

Jessie S, Louisiana

You can also bring mental health 

awareness to your local school sys-

tem. NAMI Ending the Silence is a 

presentation designed for middle and 

high school students, school staff, 

and the parents or guardians of mid-

dle- or high-school–aged youth. Au-

diences learn about the signs and 

symptoms of mental health condi-

tions, how to recognize early warn-

ing signs and the importance of ac-

knowledging those warning signs.

Early intervention is essential to 

improving long-term outcomes for 

young people with serious mental 

illness—being exposed to this kind 

of information early is indispensable. 

NAMI is devoted to improving the 

lives of people with serious mental 

illness and those who love them.

Dr Duckworth is Medical Director, The 

National Alliance on Mental Illness, 

Washington, DC; Ms Allen is Senior 

Content Strategist, The National 

Alliance on Mental Illness, 

Washington, DC. The authors report 

no conflicts of interest concerning the 

subject matter of this article.
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MEDICATION TOO EXPENSIVE?
Megan Ehret, PharmD, MS, BCPP, President, College of Psychiatric and 

Neurologic Pharmacists

Patient assistance programs were created by pharmaceutical companies 

to provide free or discounted medications to patients who are unable to 

afford them. Each pharmaceutical company creates its own program 

with its own qualifying criteria to receive free medication. Many times, a 

quick internet search for drug-specific assistance programs will locate 

the criteria and application process. Here are three websites that can 

help even further.

1 
Need Meds (www.needymeds.org) has a search tool that can help 

users locate various patient assistance programs and companies who 

can help complete the application.

2 
Rx Assist Patient Assistance Program Center (www.rxassist.org) 

gives providers, advocates, consumers and caregivers 

comprehensive, up-to-date information on available patient assistance 

programs.

3
Rx Hope (www.rxhope.com) is a service free to prescribers and 

patients that allows prescribers or their offices to complete 

applications on behalf of the patient.

The Impacts of Extreme Heat 
on Mental Health

EXCLUSIVE CLIMATE CHANGE COVERAGE

» Robin Cooper, MD

I
t is hot out there! No doubt the cli-

mate is changing dramatically, and 

the evidence of profound heat 

waves and their impacts confront us 

in large and small ways on a regular 

basis. Record temperatures are re-

ported year after year. 2016 set re-

cord high temperatures; then in 2017, 

despite La Niña’s cooling influence, 

temperatures nearly reached the 2016 

records. 2018 was not much better, 

clocking in as the 4th hottest year 

globally with the US experiencing 

the hottest May in recorded history. 

Since the start of the 21st century, the 

annual global temperature record has 

been broken five times.1

The beginning of 2019 has begun 

with weather extremes wreaking 

havoc with a severe “polar vortex” in 

North America while Australia baked 

in blistering heat.2 With global warm-

ing, extreme heat is becoming the 

new normal.

Extreme heat makes most of us 

cranky, more likely to have temper 

flares and feel agitated or listless. Yet 

heat waves are not benign uncom-

fortable periods but have profound 

health risks with potential for death. 

Heat waves are now considered the 

deadliest weather events, exceeding 

hurricanes, lightning, tornadoes, 

floods, and earthquakes combined. 

The death toll in India, a country 

with extreme poverty, experienced 

the fifth deadliest heat wave in histo-

ry in 2015. That heat wave claimed 

2500 heat-related deaths. By com-

parison, in the US where access to 

air-conditioning is more readily 

available, the CDC reported that be-

tween 1999 and 2010 there were an 

average of 618 deaths annually due 

to extreme heat.3

Extreme heat can have significant 

effects on mental health and behav-

ior. Given the predictable future of 

extreme heat waves potentially in-

creasing the population exposure 4 to 

6 times by mid-century, it is incum-

bent upon the psychiatric and mental 

health community to be knowledge-

able about the specific impacts on be-

havior and psychiatric outcomes and 

to plan for ways to protect our pa-

tients and communities.4

Impacts of extreme heat on 
behavior and psychiatric 
conditions
Violence. Evidence linking extreme 

heat and aggression confirms the 

general understanding expressed in 

our colloquial language of “hot head-T
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ed,” “so hot my blood boils.” One 

standard deviation of temperature 

increase leads to a 4% increase in in-

terpersonal violence and 14% in-

crease in group violence.5,6 This has 

significant implications for domestic 

violence and impacts on women and 

children. Burke and colleagues6 warn 

“Because locations throughout the 

inhabited world are expected to 

warm 2 to 4 degrees by 2050, ampli-

fied rates of human conflict could 

represent a large and critical impact 

of anthropogenic climate change.” 

Increases of 2 to 10 degrees due to 

“urban heat islands” caused by as-

phalt and concrete structures and 

limited green space compared to ad-

jacent suburban and rural communi-

ties may be contributors to increased 

summer violence in inner cities.

Suicide—a form of violence 

turned on the self—is increased dur-

ing extreme heat. Research shows an 

increase in suicide rates of 0.7% in 

the US and 2.1% in Mexico during 

periods of 1 degree Celsius increase 

over average monthly temperatures. 

Projecting future impacts of climate 

change and global warming assum-

ing no reduction in green-house gas 

emissions, it is estimated that by 

2050 there may be between 9000 to 

40,000 additional suicides in the US 

and Mexico. These rates are compa-

rable to the effects on suicide inci-

dence due to economic recessions 

and unemployment and offset gains 

in suicide prevention programs and 

gun control policies.7,8

Mood. The same study on suicide in 

the US and Mexico also analyzed 

over 600 million social media com-

munications and found an increase in 

depressive language and suicidal ide-

ation correlated with increased tem-

peratures—indicating a de-

crease in mental well-being.7 Meyer8 

postulates a biological and physio-

logic mechanism for these behaviors 

and suggest that serotonin may play a 

role. This is an important area for fur-

ther research.

Cognition. A variety of studies support 

the conclusion that heat impairs cog-

nitive functions:

1 Harvard researchers followed 44 

healthy students comparing 

cognition, focus, processing, 

reaction times, and memory during 

a 12-day heat wave. Results 

showed students who lived in air 

conditioned dormitories had 

significantly better function than an 

equally matched group of students 

who lived in non–air-conditioned 

dorms.9

2 Complex cognitive tasks such 

as working memory (spatial span 

test, pattern recognition) have been 

observed to be significantly 

impaired because of heat stress.10

Insomnia. Sleep is an essential func-

tion for overall well-being and 

health with adverse impacts of sleep 

deprivation on mood, depression, 

and cognition. Normal sleep onset 

and maintenance is triggered by a 

drop in core body temperature. In-

creased heat contributes to insomnia 

and worsens in combination with 

increased humidity, with the poten-

tial to aggravate all psychiatric diffi-

culties and coping abilities.11 This 

has implications for urban residents 

who live in areas where heat is 

trapped and for people who do not 

have access to air-conditioning or 

cool respite places.

Especially vulnerable 
psychiatric patients
Patients with severe psychotic or 

mood disorders, substance abuse dis-

orders, or cognitive impairments, 

who are able to compensate with 

marginal executive functioning dur-

ing periods of normal weather, are 

challenged during intense heat and 

can lose their fragile ability to make 

plans, have good judgment, and ef-

fectively care for themselves. These 

patients are more likely to experience 

heat stroke and other heat-related 

morbidity. Evidence supports these 

impacts on psychiatric patients: 

�  Emergency department utilization 

and hospitalization increase for 

patients with preexisting 

psychiatric illness during heat 

waves12,13

�  Preexisting mental illness alone 

raises the risk of mortality during 

extreme heat events 2- to 

3-fold14,15

�  Patients with schizophrenia may 

have underlying impairments in 

thermo-regulation (intrinsic to the 

disease), which might explain the 

perplexing sight of psychotic 

patients bundled up in layers on 

hot days16

�  Psychiatric medications (eg, 

antipsychotics, anticholinergic 

antidepressants) have the 

potential to impair the body’s heat 

regulatory functioning; sweating 

and dehydration can increase 

lithium levels, putting patients at 

greater risk for dangerous toxicity 

during heat waves17

The negative effects of climate 

change are not equally distributed, 

and people with mental illness and 

substance abuse disorders are among 

the most vulnerable to the effects of 

extreme heat and other cli-

mate-change related events. Poverty, 

substandard housing, and lack of ac-

cess to cool environments all contrib-

ute to this increased vulnerability. 

Homeless mentally ill patients have 

little control over their environments, 

limited ability to protect themselves 

from heat exposures, and therefore 

they are at extreme risk.

The most protective tool against 

heat stress/stroke is the availability of 

functioning air conditioners. Unfor-

tunately, these kinds of cooling sys-

tems are out of reach for many people 

who live on the margins of society 

and need assistance in accessing pub-

lic cooling respite centers.

As mental health care providers, 

we must do everything we can to pro-

tect our patients and our communi-

ties. Many communities have devel-

oped programs in partnership with 

public health, social services, and 

emergency response departments to 

respond and protect people from heat 

impacts. These entail public educa-

tion campaigns as well as providing 

services and cooling centers. As 

mental health providers, we must ed-

ucate both our patients and col-

leagues, and collaborate with leaders 

in the public health delivery systems 

to design preventive and intervention 

strategies to protect our vulnerable 

patients and communities from the 

adverse effects of extreme heat.

The CDC has many available re-

sources including a brochure to guide 

program development and patient 

interventions (see Infographic).18 

However, we cannot stop there. We 

must go further and use our profes-

sional voices to advocate for policies 

that get at the root causes of global 

warming.
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Reviewed by Lloyd I. Sederer, MD

I was a first-year psychiatric resident 

at Upstate Medical Center, at the 

SUNY in Syracuse. I would be daz-

zled and envious sitting in a seminar 

with the by then legendary, Dr Thom-

as Szasz. Everyone seemed to regard 

him in either a hallowed or conten-

tious way since his book, The Myth of 

Mental Illness, was published almost 

10 years earlier. My envy, by the way, 

came from wanting to have a mind 

like his: I was ready to make a deal 

with the devil if I were suddenly able 

to think as well as he did. His capac-

ity to formulate, articulate, and argue 

ideas was as keen as was this lean, 

diminutive (in size) Eastern Europe-

an who never lost his accent.

The seminar would end, as would 

my academic cocoon. It was time for 

me to leave the classroom and run a 

few blocks to the state psychiatric 

hospital, where my on-call would be-

gin at 5 pm. Breathless, I arrived at the 

admitting office to find the Syracuse 

police waiting for me. They were sur-

rounding a 250-pound agitated, psy-

chotic man. Sometimes there would 

be two patients. However many, pa-

tients were generally exceptionally 

displeased to be held against their 

will. The local cops smiled and said, 

“Hey Doc, you’re late. Here’s your 

patient. We’re outta here.”

“Myth” certainly confronted the 

reality I experienced at that moment. 

As it did throughout my career as a 

psychiatrist. I have had to wrestle with 

Szasz’s ideas, especially during my 

years as Medical Director of McLean 

Hospital, Mental Health Commis-

sioner for NYC, and, for the past 12 

years, as Chief Medical Officer of the 

largest state mental health agency in 

the United States. I am grateful for 

Szasz’s influence on me, which has 

insisted that I take no ideas for grant-

ed, recognize the social power I can 

exercise, and try to do the right thing, 

even if that sometimes meant running 

counter to his teachings.

C.V. Haldipur, James L. Knoll IV, 

and Eric v.d. Luft have written what 

might be considered, in the best sense 

of the term, an encyclopedia of the 

work of Thomas Szasz. They have 

compiled an extraordinary group of 

psychiatrists, philosophers, ethicists, 

social scientists, researchers, human-

ists, and forensic experts—many who 

knew Dr Szasz personally or who had 

debated him in public or on paper, or 

both. Yet this edited compilation is not 

hagiography; instead, it is a penetrat-

ing, deep, and intrepid exploration of 

Szasz’s oeuvre, and the indelible im-

pact he has had on the practice of psy-

chiatry, in this country and abroad. 

Even if younger members of my pro-

fession (and philosophers of history 

and science) do not know his work, 

they live under its long and fulsome 

shadow.

Szasz’s intellectual tools were his-

tory, philosophical argument, ethics, 

logic, and humanism. He was a mas-

ter at demonstrating how metaphor 

can take on the power of fact, and 

how it was used in ways that could 

erode liberty. The most renowned, 

and enduring, of his metaphors is the 

“myth of mental illness.” His work in 

the book so titled, and some 30 vol-

umes and hundreds of papers that 

followed, brought him the mantle of 

being “anti-psychiatry.” But he was 

not; he was a libertarian who held 

the importance of freedom over 

everything else (and he was clear to 

also say that with liberty came per-

sonal responsibility).

Haldipur and colleagues unbundle 

Szasz’s vast range of intellectual pro-

ductions in 19 chapters divided into 

three book sections in Intellectual 

Roots of Szasz’s Thought; The Con-

cept of Mental Illness; and Szasz’s 

Larger Impact, as well as a superb 

summary epilogue by Dr Haldipur. 

The writings consider not just the ma-

terial Szasz produced but the man and 

his compelling, often disruptive, rhet-

oric. The chapters draw from psychia-

try, psychoanalysis (Szasz was for-

mally trained as an analyst in Chicago 

before moving east), forensics, social 

contract theory, values, ethics, lan-

guage, communications theory, and 

good old clinical wisdom.

The contributors do not shy away 

from some of Dr Szasz’s most conten-

tious claims, including: his highly vo-

cal opposition to involuntary hospital-

ization and treatment of people with 

mental illness; his unwavering posi-

tion that suicide was a right, not to be 

denied people under any circumstanc-

es (hard to bear since we know the 

compulsion to kill oneself is usually 

transient—not necessarily in thinking 

but in action, which can result in an 

irrevocable act—and that those who 

do not die are almost always grateful 

they survived); that “doctoring” was 

inimical to helping people with “prob-

lems in living,” as was prescribing 

psychoactive medications; to allowing 

people with mental disorders to “die 

with their rights on”1; and the inanity 

of the insanity defense.

Thomas Szasz was born in Buda-

pest, Hungary. His educated, Jewish 

parents fled their native country to the 

United States in 1938, when Hitler in-

vaded Austria. They understood that 

Hungary was next in the Nazi’s sights 

(as it later would be oppressed by 

Communism). Szasz was 18 and mul-

tilingual when he arrived in this coun-

try, speaking French and German in 

addition to his native Hungarian, but he 

spoke not a word of English. You would 

never know because it was in the Eng-

lish language he immediately excelled 

in medical school and medicine. 

Tom Szasz, whom I knew and 

learned from for 50 years, was a man 

whose persona was warm and engag-

ing, except when publicly delivering 

his polemical arguments. He meant to 

admonish about the unintended con-

sequences of would-be good inten-

tions—that individuals needed to be 

protected from the power of the col-

lective. His aim was to stir, not lull, the 

minds of all of us entrusted with the 

privilege of serving people with men-

tal (and addictive) disorders. You may 

not have agreed with him, but he 

would surely put your assumptions 

and conventions to the test. There was 

no such thing as casual thinking or 

parroted instruction when in a conver-

sation with him. That was a gift, 

whether you felt it or not, to all who 

knew, read, and debated him over the 

decades of his intellectual prowess. 

Dr Thomas Szasz died in 2012 at 

the age of 92. I wonder what he 

would think of this comprehensive, 

intellectually challenging, carefully 

and clearly written analysis of his 

work? While I cannot imagine what 

he might say from a podium, I be-

lieve, privately, he would have appre-

ciated the rigor, range, and intelli-

gence brought to bear in this book. 

For those who knew or read this ex-

traordinary man, your reading Thom-

as Szasz: An Appraisal of His Legacy 

will light up your remembrances. For 

those who barely know him or his 

work, you will surely be amazed by 

his contributions, whether you think 

them right or not (or some of both).
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appeal, the case was remanded to a low-
er court for reconsideration. The trial 
court concluded that the “defendant 
failed to establish a general acceptance 
by the expert’s colleagues of the meth-
odology used in the expert’s study of 
battered women.”9 In doing so, the court 
proceedings highlighted concerns that 
Dr Walker’s reports, while compelling 
and relevant, were limited by a paucity 
of supporting scientific data.

As part of the 1994 Violence 
Against Women Act,10 the federal gov-
ernment released a report reviewing 
the medical and psychological evi-
dence for battered woman syndrome. 
The report noted that Dr Walker’s cy-
cle of violence was not universally 
replicable throughout battering rela-
tionships and, as such, should not be 
used to define the psychology of those 
within the relationship. In addition, the 
report stated that available data contra-
dict the theory’s proposal that abused 
women are universally helpless and 
passive. However, “expert testimony 
on battering and its effects can be 
based on and supported by an exten-
sive body of scientific and clinical 
knowledge on the dynamics of domes-
tic violence and traumatic stress reac-
tions.” In doing so, the construct of 
battered woman syndrome was viewed 
as being limited and overly simplistic, 
but the overarching body of trauma lit-
erature was an invaluable resource in 
expert testimony.

While Dr Walker has referred to 
battered woman syndrome as a sub-
type of PTSD, it is important to note 
that this view is not supported by the 
American Psychiatric Association, as 
evidenced by the exclusion of battered 
woman syndrome from multiple subse-
quent iterations of DSM. While it is 
certainly likely that a woman with a 
history of intimate partner violence 
could meet criteria for PTSD, the expe-
rience of a traumatic event is necessary 

but not sufficient for a PTSD diagno-
sis. Dr Walker’s battered woman syn-
drome overlaps with PTSD criteria by 
including intrusion symptoms [re-ex-
periencing the trauma], high levels of 
anxiety and arousal, and high levels of 
avoidance behaviors. Unlike PTSD, 
the syndrome shifts to include disrupt-
ed interpersonal relationships because 
of the isolation, power and control by 
the batterer, distorted body image, and 
physical health and sexual issues.

The experts who evaluated Lorena 
Bobbitt agreed that she suffered from a 
mental illness at the time of the crimi-
nal offense. However, the use of the 
battered wife syndrome as a diagnosis 
was questionable in 1993 and remains 
so today. Although the definition of a 
mental illness or defect for the purpose 
of an insanity defense does not specif-
ically reference DSM, most experts 
rely on DSM. The use of diagnoses not 
described in DSM raises questions 
about the scientific validity and accept-
ability of such diagnoses. The rele-
vance of battered wife syndrome to the 
outcome of the Bobbitt case is unclear. 
Those who doubt the disorder specu-
late that battered wife syndrome was a 
way to recognize Lorena’s abuse and 
generate a narrative to address female 
victimhood and gender stereotypes.

At the request of Lorena’s defense 
team, the judge instructed the jurors on 
irresistible impulse, requiring only that 
they find that Lorena’s mind was “so 
impaired by disease that she was un-
able to resist the impulse to commit the 
crime.”11 The jury found that Lorena 
met criteria for the volitional prong—

namely that she cut off her husband’s 
penis because of an irresistible impulse 
fueled by her traumatic experiences.

Conclusion
Whether Lorena met criteria for an in-
sanity defense may not be the most sig-
nificant analysis of the case. Perhaps 
more important, and undeniably inter-
woven, is the impact this case has had 
on American society. Coverage of the 
Bobbitt case stimulated a discussion 

about whether describing women as 
“battered” fuels the stereotype of wom-
en as weak, helpless, or pathetic. Al-
though some herald Lorena as “fight-
ing back” against male aggression, her 
overall demeanor, including witness 
accounts, portrayed her as a fragile, 
“beaten” woman. Others identified Lo-
rena as a symbol of female empower-
ment, resisting gender suppression.

Lorena’s acquittal may resonate 
with another societal misperception, 
that women are not perpetrators of vi-
olence, but rather victims. Women in 
general receive lighter sentences in the 
judicial system than their male coun-
terparts. Models of sanity are gen-
dered, and female sanity, or proper 
femininity, revolves around the belief 
that violent women are either seen as 
not sane or not women, because sane 
women are never violent.12 What is 
clear from this case is America’s irre-
sistible impulse to view women as vic-
tims and men as perpetrators.

Does this cultural perception per-
meate society today? Are the #MeToo 
and Time’s Up movements evidence of 
a less gendered perception of violence? 

Although such progress has provided 
support to many victims, a closer look 
yields the same heterosexual script of 
violence—women are victimized by 
strong men. Revisiting Bobbitt 25 
years later reminds us how little prog-
ress we’ve made in abandoning gender 
disparities especially as they relate to 
violence, sex, and criminal conduct.
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approximately doubled for individuals 
who received amphetamine compared 
with those who received methylpheni-
date. This supported their hypothesis, 
which was based on the similarities be-
tween idiopathic psychosis and the bio-
logic effects of amphetamine. Individu-
als with primary psychosis have higher 
presynaptic dopaminergic capacity, 
which is an index of dopamine release.

Limitations of the study included: 
unmeasured confounding factors (ie, 
underreporting of substance use disor-
der), not knowing if the patients actual-
ly took the stimulant medication (there 
is a high rate of diversion, which is 
greater for amphetamine than methyl-
phenidate), and the study findings, are 
not generalizable as the data were only 
from commercial insurance claims and 
did not take into account patients with 
no insurance or public insurance.

While the exact therapeutic mecha-
nism of action of stimulants is un-

known, they are thought to increase 
the availability of dopamine in the 
postsynaptic cleft by blocking the re-
uptake of dopamine. Amphetamine 
blocks the ability of the dopamine 
transporter to remove dopamine from 
the synapse, facilitates the reuptake of 
dopamine across the cell membrane, 
increases the release of vesicular do-
pamine (accumulates in the cyto-
plasm), and inhibits the degradative 
enzymes monoamine oxidase A and B. 
Methylphenidate binds to the dopa-
mine transporter in the presynaptic 

cell membrane, blocking the reuptake 
of dopamine and, therefore, causing an 
increase in extracellular dopamine. 
The difference is that methylphenidate 
does not promote dopamine release 
from synaptic vesicles. Moreover, am-
phetamine induces the release of four 
times as much dopamine as methyl-
phenidate.2 This increase of dopamine 
may contribute to adverse effects such 
as stimulant-induced psychosis.

Cases of stimulant-induced psycho-
sis have been reported as early as 1938.3 
However, the first case of a child who 
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Female sanity, or proper femininity, revolves 
around the belief that violent women are 
either seen as not sane or not women, 

because sane women are never violent.
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experienced auditory, tactile, visual hal-
lucinations, and paranoia after treatment 
with a therapeutic dose of D-amphet-
amine for hyperactivity was not pub-
lished until 1967.4 The 8-year-old 
child’s symptoms of psychosis resolved 
after the medication was discontinued. 
A few years later, similar cases were re-
ported by Lucas and Weiss5 after they 
observed “psychotic reactions” in two 
children following a short-term thera-
peutic dose and in an adolescent after 
ingestion of excess medication after 
long-term use of a therapeutic dose of 
methylphenidate, which had been pre-
scribed for hyperactivity.

It was not until 2007 that the FDA 
mandated a drug label warning that 
stimulants may cause psychosis in pa-
tients with no prior history. There re-
mains limited data on whether the risk 
of psychosis differs among the two 
classes of stimulants.

While the incidence of new-onset 
psychosis with stimulant treatment for 
ADHD is small, this can be a frighten-
ing experience for the child as well as 
his or her parent and may negatively 
impact a parent’s decision to pursue 
stimulant treatment options. Thus, 
nonstimulant and non-pharmacologi-
cal treatment options are often re-
quested. Indeed, many parents contin-
ue to search for alternative treatment 
methods, especially for children with a 
newly established diagnosis.6 Until re-
cently, there have been no viable non-
pharmacological alternatives.

Trigeminal nerve stimulation may 
offer a nonpharmacological option
With concerns over potential adverse 
effects of medications, other strategies 
have been explored for treating ADHD. 
Preliminary studies using trigeminal 
nerve stimulation (TNS) to treat 
ADHD symptoms have peaked interest 
as a potential alternative or adjunctive 
treatment to stimulant and non-stimu-
lant medications. TNS is a non-inva-
sive, home administered, well-tolerat-
ed approach that has proven to be 
effective for epilepsy and MDD.7,8 Re-
searchers became interested in TNS for 
ADHD after observing improvements 
in concentration and attention on mood 
disorder rating scales.9

The stimulation device is compact 
and worn on clothing during sleep. Thin 
wires from the stimulator are attached to 
adhesive electrode pads that are placed 
on the forehead bilaterally over the oph-
thalmic branch (V1) of the trigeminal 
nerve. A current is sent through the 
wires to activate the trigeminal nerve, 
which projects to the nucleus tractus 
solitarius activating the locus coeruleus 
and the reticular formation. These play 
a key component in cognitive functions, 
particularly in sustaining attention.

The recent double-blind sham con-
trol study by McGough  and col-
leagues9 looked at cortical activation 
mechanisms using a quantitative elec-
troencephalogram. The researchers 
found increased spectral power in the 
right frontal and frontal midline bands 
with active TNS, hypothesizing that 
activation of the frontobasal ganglia 
network targets hyperactivity and im-
pulsivity. This mechanism of action 
helps to support the overall findings 
for improvement in both the inatten-
tion and hyperactivity components of 
ADHD.

During trials, the pattern of improve-
ment on ADHD Rating Scale-IV 
(ADHD-RS) as well as on the Connor’s 
rating scale was comparable to that seen 
with non-stimulant medication.10 In this 
double-blind sham-controlled study by 
McGough and colleagues, symptomatic 
improvement was found to be highest 
after the first week of treatment; scores 
continued to improve over the next 3 
weeks. While the sham group showed 
improvement over the first week, it was 
followed by a flattening response. One 
week after treatment discontinuation, 
rating scales were again administered in 
both the active and the sham groups. In 
both groups, scores from the ADHD-RS 
were found to decrease, indicating a re-
currence of symptoms. This 4-week tri-
al showed sustained improvement in 
both hyperactivity and inattention 
symptoms of ADHD with nightly active 
treatment.

Unfortunately, there are no long-
term studies of mood or ADHD with 
TNS. Continued trials need to be un-
dertaken to determine long-term out-
comes as well as clear parameters for 
treatment.

The cost of the device used in the 
study, Monarch-TNS, is just over 
$1000; it is not currently covered by in-
surance. Other available TNS devices 
range between $250 and $450; their ef-
ficacy, however, is unknown. It is diffi-
cult to compare the cost of TNS versus 

stimulant and non-stimulant medica-
tions, since there is such a wide range in 
cost. The monthly cost ranges from ap-
proximately $8 for a generic stimulant 
and may exceed $288 for a branded 
product. Most insurance companies will 
cover at least some medication costs.

TNS has been well tolerated with 
high safety and compliance rates. A 
long-term follow-up study for TNS 
use in epilepsy demonstrated skin irri-
tation as the main adverse effect from 
treatment.10 Other commonly reported 
adverse effects of short-term TNS in-
clude headache and eye twitches.9,10 
Based on the 4-week double-blind 
sham study, the manufacturer of the 
Monarch-TNS treatment device also 
noted drowsiness, increased appetite, 
trouble sleeping, and fatigue as possi-
ble side effects. No withdrawal effects 
have been observed.

Findings from a study by McGough 
and colleagues10 suggest that TNS may 
be effective for ADHD as an alterna-
tive treatment to stimulant and 
non-stimulant medications given 
symptomatic improvement in both in-
attention and hyperactivity symptoms 
of ADHD. Although direct compari-
son of TNS to pharmacological treat-
ment has not been undertaken, treat-
ment may be considered in children 
with parental preference against phar-
macological treatment after providing 
psychoeducation or in children who 
cannot tolerate psychotropic medica-
tions. TNS as an adjunctive therapy 
may also be considered; however, ad-
junctive use has not been studied.

Currently, several limitations re-
main a concern. First, clear parameters 
(eg, duration of treatment, number of 
treatments, the need for booster ses-
sions) have not yet been identified. 
Second, there are no long-term studies 
for mood symptoms or ADHD, which 
limits the available data on long-term 
efficacy for TNS as a treatment. Third, 
the device itself is available but will 
come at a high out-of-pocket cost, 

thereby restricting treatment access.
Based on these limited data, TNS 

appears to be an effective, safe, 
well-tolerated option with high com-
pliance rates. Although more studies 
are needed, this treatment has high po-
tential for use in managing the symp-
toms associated with ADHD.
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TABLE.  ADHD treatment strategies

Pharmacological options

Stimulants Nonstimulant

•  Amphetamine based

•  Methylphenidate based: immediate release, sustained release, 

extended release

• SNRIs

• Alpha-2 adrenergic agonist

Nonpharmacological options

Behavioral and psychosocial strategies Other

• Behavioral parent training     • Psychoeducation

• Coaching programs         • Lifestyle changes

• Cognitive-behavioral therapy     • Dietary modificationsa

• Neurofeedback

• Transcranial magnetic resonancea

aLimited evidence.
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Unwilling to wait for a response to 

medical treatment when her hemo-

globin was dropping, the gynecolo-

gist scheduled a myomectomy. By 

then, Maureen’s stomach pain had 

increased and interfered with trave-

ling to our appointments. We decid-

ed to make do with telepsychiatry 

appointments until she recovered 

from surgery.

It was late in the day when Mau-

reen telephoned me to say that her 

surgery took far longer than expect-

ed. The gynecologist called in a GI 

surgeon to assist with dissection of a 

bowel loop wrapped around the 

5-pound fibroid. Maureen wasn’t 

sure of the specifics. What was cer-

tain is that Maureen’s worsening 

stomach pains were something other 

than the vague aches and pains of 

depression. The gynecologist 

warned her that she could have de-

veloped gangrene that required a 

bowel resection, or might even have 

died from sepsis, had the mucosal 

membrane ruptured, and had they 

not acted so quickly.

While she recovered, Maureen’s 

surgeon assumed responsibility for 

documenting her disability and our 

telepsychiatry appointments re-

volved around titrating her dose of 

antidepressants. I half-expected her 

to transfer all treatment to her PCP, 

but a few months later, Maureen 

scheduled an office appointment.

She bounced into the room, look-

ing like a different person. Her 

cheeks were rosy; she had “pep in 

her step” or so she said. There were 

no signs or symptoms of depression. 

She said that this near brush with 

death made her appreciate life. I 

asked about the insurance paper-

work, since insurance paperwork 

prompted her first appointment with 

me. Maureen said it was moot: her 

company collapsed since she left on 

leave, and her disability benefits dis-

appeared. Yet she seemed happy. 

She received a severance package 

and paid COBRA benefits and now 

had renewed energy and enthusiasm 

to seek new work.

I, too, had renewed enthusiasm 

about the importance of medical 

training to the practice of psychia-

try. I confess that I cringe when I 

hear people say that “psychiatrists 

prescribe medications” without con-

sidering the need for a differential 

diagnosis and the significance of the 

“big picture.” Maureen’s life was at 

stake; this was more than a matter of 

mood. Doing a review of systems 

was a rather simple matter and put-

ting those pieces together could be 

done by any doctor. It wasn’t “rock-

et science,” as they say—but it was a 

classic example of medical science 

and of why psychiatrists are physi-

cians first.

That’s all well and good—but 

what happens when psychiatric phy-

sicians are not available? The supply 

is dwindling. There are some inno-

vative solutions on the table, includ-

ing “integrated care.” But that ap-

proach presupposes that patients 

already have PCPs in place—and 

many younger people consult urgent 

care for minor problems without 

forging relationships with PCPs. 

Curiously, as per Peggy Drexler’s 

Wall Street Journal article on March 

1, 2019,1 millennials are more com-

fortable with therapy, even texting 

therapy, and may bypass psychiatric 

assessment as well, as happened 

with Maureen.

Currently, pediatricians can fast-

track into child psychiatry fellow-

ships, but I don’t know of plans to 

fast-track PCPs into general psychi-

atry training. Perhaps that’s some-

thing to consider, especially for 

PCPs who miss the doctor-patient 

relationships that get lost in an in-

creasingly impersonal and corpora-

tized health care delivery system. 

Perhaps there is a solution in sight—

but dismissing the value of medical 

training in providing psychiatric 

treatment is not the solution.

Dr Packer is Assistant Clinical Professor 

of Psychiatry and Behavioral Sciences 

at Icahn School of Medicine at Mt 

Sinai, New York, NY.
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WHY PSYCHIATRISTS ARE PHYSICIANS FIRST

Minimize “recreational” drugs
Although this recommendation 

sounds obvious, I am frequently sur-

prised by the wide range of beliefs 

throughout the country as to what 

minimal, moderate, and problematic 

recreational drug use means. Some 

of my friends and patients will mat-

ter of factly state that they ONLY 

drink three or four glasses of wine or 

five or six bottles of beer a day, with 

the implication that this is minimal 

and not problematic. The National 

Institutes of Health regularly up-

dates its recommendations as to 

what a healthy amount of daily alco-

hol use is. For adults, both men and 

women, the current recommenda-

tion is one alcoholic beverage a day 

(one beer, one glass of wine, or one 

shot of hard alcohol).

If we ingest a substance that has a 

perceivable change in how our brain 

functions, that substance is chang-

ing the physiology of our brain. This 

topic is far too important and exten-

sive to adequately address in this 

editorial, and so I will further ex-

plore the recreational use of drugs in 

the future.

Learn new information every day
To date we have no adequate treat-

ment for most of the common types 

of dementia. The annual internation-

al conferences on dementia often 

conclude with: the best treatment for 

dementia is prevention. The etiology 

of dementias is complex, with a 

range of genetic, medical, substance 

induced, brain trauma, lifestyle, and 

environmental risk factors. What we 

can say is that individuals with more 

education appear to have a greater 

brain “reserve” of healthy neurons, 

and that this is related to a later on-

set of dementia.

Learning new information in ar-

eas that were previously not known 

seems to facilitate synaptogenesis, 

which helps promote improved 

brain functioning and cognitive re-

serve. Simply put, keep a list of top-

ics that you would like to learn 

about, and keep learning: art history, 

chemistry, astronomy, Russian liter-

ature, a new language, cooking, 

woodwork, statistics, particle phys-

ics . . . anything new will facilitate 

brain health.

Movement activities using all body 
parts
Our brains have two hemispheres, 

with complex connectivity that can 

send neurons from one side down 

the spinal cord to the same side of 

the body, or to the opposite side. 

Each of us is born with one hemi-

sphere that is more dominant re-

garding language and handedness, 

although there is significant plastici-

ty in this regard, especially early in 

life. Reflect on your first time learn-

ing a new activity—playing a guitar, 

driving a car, learning a new lan-

guage. Initially it takes a great deal 

of attention, intention, repetition, 

and practice to learn any new activi-

ty. Eventually it becomes second 

nature.

The more your brain is challenged 

with new tasks, and the more com-

plex these tasks are, the healthier 

your brain will be. Movements in 

dance and yoga often involve bilater-

al muscle groups throughout the 

body—these two activities have been 

shown to improve brain health. 

Someone once told me to get on all 

fours, and crawl like a baby back-

wards—this is something that most 

of us have never done, and initially it 

is challenging. However, as you 

crawl backwards new neurons are fir-

ing, and the brain is connecting in a 

new way with symmetrical circuits.

Comply with evidence-based 
treatments for health-related 
conditions
For any health-related condition that 

you have, after you feel confident 

that your health care providers have 

adequately and professionally diag-

nosed your condition, and after you 

have been informed of all treatment 

options available, do your best to 

comply with the treatment you 

choose. This last recommendation is 

a big one, and one that will be fur-

ther explored in a future editorial.

Conclusion
Our brains are complex organs that 

are constantly rewiring in response 

to our behaviors, environment, 

stress, anti-stress, nutritional intake, 

sleep efficiency, social connected-

ness, medical conditions, intake of 

substances of all sorts, and numer-

ous factors out of our control. We 

have learned a great deal to map out 

paths to support our brain health, 

much like we have previously 

achieved for heart health. Each mo-

ment of each day we make choices 

that can affect our brain health—our 

challenge is, without judgment, to 

increase the choices that promote a 

healthy brain.
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T
he most common movements associ-

ated with tardive dyskinesia (TD) are 

in the oral regions and include puck-

ering, chewing, grimacing, and 

tongue protrusions. It is also common to see 

choreiform movements of the extremities, 

such as “piano playing” movements of the 

fingers.

Although other medications may be asso-

ciated with TD, it is most often noted in pa-

tients treated with either typical or atypical 

antipsychotics, especially at higher doses. 

TD can be caused by additional medications 

that are dopamine D2 receptor antagonists, 

such as metoclopramide used in the treat-

ment of gastrointestinal disorders. A list of 

medications with reports of associated TD 

and medications that can worsen TD are de-

scribed in Table 1.

Pathophysiology

Although TD was identified over 50 years 

ago, its pathophysiology remains poorly elu-

cidated and is likely multifactorial and com-

plex. The most prominent theory involves 

postsynaptic dopamine D2 receptor upregu-

lation with associated dopamine receptor 

supersensitivity due to chronic exposure to 

dopamine D2 receptor antagonists. This the-

ory is supported by:
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�  Worsening of TD symptoms when the 

offending medication antagonizing dopamine 

receptors is discontinued

�  Temporary improvement of symptoms seen 

upon increasing the dose of the offending 

medication

This theory can be challenged by the fact that 

TD may be irreversible in some cases when the 

offending medication is discontinued, even 

though downregulation of dopamine receptors 

would be expected. Neurotransmitter dysregula-

tion and abnormalities in the striatal gamma-am-

inobutyric acid (GABA) neurons responsible for 

synaptic plasticity resulting in GABAergic hy-

pofunction and degeneration of striatal choliner-

gic interneurons have been theorized as causes 

of TD. Glutamate and opioid neurotransmitter 

dysregulation has also been implicated. Another 

popular theory is the “neurodegenerative hy-

pothesis” that suggests that medications that an-

tagonize the dopamine D2 receptor increase 

lipid peroxidation and free radical formation 

leading to neuronal degeneration, damage, and 

structural changes in the brain. There is conflict-

ing evidence for all of these theories, and the 

pathophysiology of TD remains poorly under-

stood.

The risk for TD is significantly lower with 

atypical antipsychotics; the lowest risk is for pa-

tients who have never been treated with typical 

antipsychotics. A list of well-established risk fac-

tors for TD can be found in Table 2.

Diagnosis

When a patient presents with involuntary, repeti-

tive movements, differential diagnoses must be 

considered including tics, drug-induced parkin-

sonism, tardive syndromes, and other neurological 

causes. Table 3 describes the diagnostic criteria 

for TD based on DSM-5 and the Schooler-Kane 

Research Criteria.1 Although TD is irreversible in 

many cases, the manner and acuity of the move-

ments can fluctuate over time.

Strategies for prevention

A number of preventive measures have been sug-

gested to reduce TD risk. Patient and/or caregiver 

risk-prevention education is imperative before 

initiation of antipsychotic therapy. To minimize 

risk it is recommended to adhere to antipsychotic 

prescribing information regarding appropriate in-

dications and dosing; avoid off-label use if possi-

ble. If dyskinesias are noted, consider an atypical 

antipsychotic with a lower risk of TD. Alterna-

tively, a dose reduction of the antipsychotic can 

be considered.

In general, use the lowest effective dose for the 

shortest possible duration, particularly in the el-

derly. Keep in mind ongoing use with other medi-

cations that are dopamine D2 receptor antagonists 

(eg, metoclopramide, prochlorperazine). Use of 

these medications in combination with antipsy-

chotics should be avoided. Regularly assess all 

patients chronically taking medications that antag-

onize the dopamine D2 receptor for any abnormal 

movements with the Abnormal Involuntary Move-

ment Scale (AIMS).2 Table 4 summarizes TD pre-

vention strategies.

Monitoring/assessment tools

The American Psychiatric Association (APA) rec-

ommends that all patients treated with an antipsy-

chotic be regularly monitored for abnormal move-

ments.3 Assess patients treated with a typical 

antipsychotic every 6 months; assess patients 

treated with atypical antipsychotics every 12 

months. Consider more frequent monitoring for 

patients with TD or those who have TD risk fac-

tors (eg, every 3 months).

The AIMS was developed by the National Insti-

tute of Mental Health. It is widely used in clinical 

practice because it can be administered by any qual-

ified health care professional—the examination and 

scoring procedures are explained in detail, and it 

takes approximately 10 minutes to administer.

The 12-item assessment includes 10 items 

ranked on a 5-point scale from 0 to 4 that increase 

in severity (none, minimal, mild, moderate, se-

vere). Various areas of the body are examined in-

cluding a global assessment of severity and patient 

awareness of any abnormal movements. The last 

two items address any potential problems a patient 

currently has with his or her teeth and/or dentures 

that could affect assessment results.

Early recognition of abnormal movements is 

imperative to management of TD symptoms. Clin-

ical utility of a movement disorder scale such as 

the AIMS can lead to timely identification and 

thus, improved outcomes.

Treatment strategies

Traditionally, the following are first steps in man-

aging newly diagnosed TD:

1 Gradually taper the dose of the offending 

agent to reduce the risk of antipsychotic 

withdrawal dyskinesias.

2 Transition the patient from typical to atypical 

antipsychotic (other than clozapine), when 

applicable.

3 Discontinue anticholinergic 

medications.

In instances where an atypical antipsychotic is 

the causative agent, consider transitioning to a dif-

ferent atypical antipsychotic with lower risk for 

TD such as clozapine, olanzapine, or quetiapine. 

In addition to these standard approaches, there ex-

ists a myriad of additional treatment options with 

a variety of proposed mechanisms and varying 

levels of evidence. Treatment options considered 

to have at least a moderate level of evidence for 

use are reviewed in Table 5; see Table 6 for a 

comparison of FDA-approved treatments for TD.

Ginkgo biloba

The benefits of ginkgo biloba in the treatment of 

TD are attributed to its antioxidant effects and pos-

sible free-radical scavenging. In an effort to com-

pare ginkgo biloba extract with placebo, Zheng 

and colleagues4 undertook a meta-analysis of 

three 12-week randomized controlled trials in 299 

Chinese patients with schizophrenia. Patients tak-

ing ginkgo biloba experienced a 2.3 point reduc-

tion on AIMS total score; the discontinuation rates 

were similar to those for placebo. While it appears 

somewhat effective and well tolerated, more stud-

ies are needed in non-Chinese populations before 

the results can be extrapolated to the general pop-

ulation.

Amantadine

Amantadine is an anti-Parkinson disease medica-

tion that is a noncompetitive N-methyl-d-aspartate 

(NMDA) receptor antagonist and dopamine ago-

nist that is FDA approved for the treatment of 

drug-induced extrapyramidal symptoms. While its 

use in managing Parkinson disease-related dyski-

nesias has been established, evidence for use in 

TD is much more limited.5

In a randomized double-blind controlled trial, 

22 patients were treated with up to 400-mg aman-

tadine or placebo for 2 weeks.6 The amantadine 

group experienced a 3 point (22%) reduction on 

AIMS total score. These results duplicate the find-

Table 1. Medications 

associated with or that can 

worsen tardive dyskinesia14

Medications associated with TD

◗  Antipsychotics: typical and atypical

◗  Antiemetics: metoclopramide, 

prochlorperazine

◗  Antidepressants: SSRI, SNRI, MAOI, 

trazodone

◗  Anticonvulsants, mood stabilizers: 

lamotrigine, carbamazepine, phenytoin, 

lithium

◗  Antihistamines: hydroxyzine

◗  Antimalarial: chloroquine, amodiaquine

◗  Stimulants: caffeine

Medications that can worsen TD

◗  Anticholinergics: benztropine, 

trihexyphenidyl, diphenhydramine

◗  Antiparkinsonian: levodopa

◗  Stimulants: high-dose caffeine

SSRI, selective serotonin reuptake inhibitor; SNRI, 

serotonin norepinephrine reuptake inhibitor; MAOI, 

monoamine oxidase inhibitor.

Table 2. Risk factors for 

tardive dyskinesia15-18

◗  Older age

◗  Female sex

◗  Non-white

◗  Presence of an 

affective disorder

◗  Neurocognitive 

disorders including 

traumatic brain 

injury

◗  Diabetes

◗  HIV

◗  Alcohol or substance 

use (especially 

stimulants)

◗  Early onset EPS

◗  Past exposure to a 

typical antipsychotic

◗  Higher dose and/or 

longer use of 

antipsychotic 

medications

◗  Use of lithium or 

antiparkinsonian 

agent

EPS, extrapyramidal symptoms (dystonia, 

pseudoparkinsonism, akathisia).
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ings of an earlier study by Angus and colleagues,7 

whose findings showed a 15% mean reduction in 

AIMS scores. Despite these results, the use of 

amantadine remains somewhat contentious be-

cause of the overall paucity of evidence specific to 

TD and the potential to worsen psychosis.

Clonazepam

Like all benzodiazepines, clonazepam potentiates 

the inhibitory effects of GABA, which may be of 

value in some patients with TD. Several small 

studies have shown short-term benefit of clonaze-

pam in reducing dyskinetic movements associated 

with TD.8 However, due to the limitations of these 

trials, the development of tolerance in some study 

subjects, as well as general concerns for adverse 

effects, abuse, and dependence, clonazepam is not 

a first-line treatment for TD.

Tetrabenazine

Tetrabenazine, the first vesicular monoamine 

transporter 2 (VMAT2) inhibitor, is FDA approved 

for the treatment of chorea in Huntington disease. 

The drug’s benefits in TD are attributed to its re-

duction of synaptic monoamines, particularly do-

pamine, reducing neuronal stimulation and hyper-

activity. A more recent review of the evidence for 

tetrabenazine in TD yielded a series of four 

open-label studies, two small randomized con-

trolled trials, and two retrospective reviews.8 The 

results of these trials demonstrated a consistent 

improvement in TD symptoms in 41% to 100% of 

participants—the majority of studies showed 

moderate or better improvement. While these re-

sults are encouraging, tetrabenazine has several 

limitations associated with its use. The medica-

tion’s short half-life necessitates 2 to 3 times daily 

dosing, while adverse effects such as somnolence, 

parkinsonism, and akathisia limit dose titration 

and tolerability. The medication also carries a 

boxed warning for depression and suicide risk.

Deutetrabenazine

While similar to its parent compound, deutetra-

benazine incorporates deuterium onto the primary 

site of drug metabolism. This minor structural 

change yields an increased half-life and lower 

Cmax, translating to less frequent dosing and im-

proved tolerability. Like tetrabenazine, deutetra-

benazine carries an indication for treatment of 

chorea associated with Huntington disease; how-

ever, in August 2017 it became the second drug to 

receive FDA approval for treatment of TD. The 

evidence behind this approval comes primarily 

from two larger-scale, 12-week, randomized, dou-

ble-blind, placebo-controlled studies.

The first study evaluated the tolerability, safety, 

and efficacy of deutetrabenazine in 117 patient 

with TD.9 Patients were initiated on 6 mg twice 

daily and titrated according to clinical response. By 

the end of the study period, the deutetrabenazine 

group experienced a least-squares mean change 

from baseline of -3.0 points on the AIMS. More-

over, patients taking deutetrabenazine experienced 

fewer psychiatric adverse events and had lower 

rates of discontinuation compared with placebo.

The second study included 298 patients ran-

domized to receive placebo or deutetrabenazine 

12 mg, 24 mg, or 36 mg daily in divided doses.10 

Patients who received the 24 mg and 36 mg daily 

doses experienced significantly greater reductions 

in AIMS scores; one-third of these patients had a 

50% or greater reduction of symptoms. Further-

more, rates of discontinuation and psychiatric ad-

verse effects were low.

Valbenazine

In April 2017, valbenazine became the first 

FDA-approved treatment for TD. Another VMAT2 

inhibitor, valbenazine and its two active metabo-

lites are all highly selective reversible binders. The 

safety and efficacy of valbenazine was determined 

from four randomized double-blind placebo-con-

trolled trials and one long-term open-label exten-

sion study.11 While smaller-dose finding studies 

did not separate from placebo, two larger 6-week 

trials demonstrated significant improvements in 

AIMS total scores.

The first study randomized 89 patients with 

moderate to severe TD to placebo or 25-mg val-

benazine daily, which could be increased by 25 

mg daily every 2 weeks up to 75 mg daily.12 The 

least-squares mean change in AIMS scores from 

baseline was -2.6 for valbenazine and -0.2 for pla-

cebo, with roughly one-half of patients experienc-

ing a 50% or greater reduction in AIMS total 

scores. Of note, 76% of patients reached 75 mg 

daily; there were no discontinuations due to ad-

verse events.

The second study was a randomized, dou-

ble-blind, fixed dose study that compared placebo 

with either 40-mg or 80-mg valbenazine in 234 

patients.13 At the end of 6 weeks both valbenazine 

treatment groups experienced significant reduc-

tions in AIMS scores. The least-squares mean 

changes from baseline were -3.2 for valbenazine 

80 mg, -1.9 for valbenazine 40 mg, and -0.1 for 

placebo. A greater than 50% reduction in AIMS 

scores was observed in 40% and 23.8% of pa-

tients taking valbenazine 80 mg and 40 mg, re-

spectively, but only 8.7% of those who received 

placebo.

In a 52-week open-label extension study, con-

tinued improvements were observed for 48 weeks, 

which worsened and trended back to baseline 

when valbenazine was discontinued.13

Conclusion

TD remains a clinically important problem associ-

ated with antipsychotics and other medications 

that antagonize the dopamine D2 receptor. Regu-

lar screening with a standardized tool such as the 

AIMS is of utmost importance for early detection 

of TD. Until recently, treatment of TD was chal-

lenging because there were no FDA-approved 

treatments. Two newer medications with a novel 

mechanism of action, deutetrabenazine and val-

benazine, were approved by the FDA for the treat-

Table 3. Schooler-Kane and 

DSM-5 criteria for diagnosis 

of tardive dyskinesia

Schooler-Kane

◗  Abnormal involuntary movements of either: 

moderate severity in one or more body 

region; mild severity in two or more body 

regions

◗  Movements assessed using a standardized 

tool such as the AIMS or ESRS

◗  History of at least 3 months’ cumulative 

neuroleptic exposure

◗  Absence of other conditions that might 

produce abnormal involuntary movements

DSM-5

◗  Involuntary athetoid or choreiform 

movements (lasting at least a few weeks) 

generally of the tongue, lower face and jaw, 

and extremities (sometimes involving the 

pharyngeal, diaphragmatic, or trunk muscles)

◗  Develop in association with the use of 

neuroleptic medication for at least a few 

months

◗  Symptoms may develop after a shorter 

period of medication use in older persons

◗  Neuroleptic withdrawal-emergent dyskinesia 

(dyskinesia occurring after discontinuation or 

dosage adjustment of a neuroleptic that is 

time limited, lasting less than 4-8 weeks) 

needs to be ruled out; dyskinesia that 

persists beyond this window is considered to 

be tardive dyskinesia

AIMS, Abnormal Involuntary Movement Scale; ESRS, 

Extrapyramidal Symptoms Rating Scale.

Table 4. Tardive dyskinesia 

prevention and harm 

reduction strategies2,16,17

◗  Avoid off-label use of antipsychotics

◗  Perform regular screening assessment such 

as the AIMS

◗  Educate patient and/or caregiver(s)

◗  Use lowest effective dose for shortest 

duration possible

◗  Dose reduction of offending medication

◗  Switch to a SGA

AIMS, Abnormal Involuntary Movement Scale; 

SGA, second generation antipsychotic.
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ment of TD. Further research should be conducted 

to advance the knowledge of the pathogenesis of 

TD, which is poorly understood, and develop ad-

ditional treatment options.
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Table 5. Evidence-based treatments for tardive dyskinesia9-13,19

Agent MOA Evidence in TD N Recommendations

Valbenazine VMAT2 inhibitor Multiple larger 
RCTs (level 1)

323 Grade A 
(FDA approved)

Deutetrabenazine VMAT2 inhibitor Multiple larger 
RCTs (level 1)

415 Grade A 
(FDA approved)

Tetrabenazine VMAT2 inhibitor Small RCTs, open-
label studies, 
retrospective 
review (level 3)

250 Grade C

Ginkgo biloba Antioxidant Multiple small 
RCTs, and meta-
analysis (level 1)

299 Grade B 
(homogeneous 
population)

Amantadine NMDA antagonist/
dopamine agonist

Small RCTs 
(level 2 and 3)

38 Grade C

Clonazepam GABA 
potentiation

Small RCTs 
(level 1 and 2)

40 Grade B 
(short-term trial)

VMAT2, vesicular monoamine transporter 2; MOA, mechanism of action; RCT, randomized controlled trials; GABA, 

gamma-aminobutyric acid. Levels of evidence and grades based on those reported by American Academy of 

Neurology8 when available.

Table 6. Comparison of FDA-approved treatments for tardive 

dyskinesia

Deutetrabenazine Valbenazine

Starting dose and titration 6 mg twice daily and titrate 
weekly by 6 mg daily

40 mg once daily for 1 week 
then increase to 80 mg

Maximum recommended dose 24 mg twice daily 80 mg once daily

Dietary administration 
recommendation

Take with food May be taken with or without 
food

Half-life (hours) 9-10 15-22

Primary metabolism CYP2D6 CYP3A4

Hepatic impairment Contraindicated Child-Pugh class B or C: 40 
mg daily

Renal impairment Has not been studied Not recommended for CrCl 
< 30 mL/min

Other considerations Warning for depression 
and suicide

No box warning

CrCl, creatinine clearance.
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Greystone Park Psychiatric Hospital 

Morristown, NJ (Northern)

Trenton Psychiatric Hospital 

West Trenton, NJ (Central)

Ann Klein Forensic Center 

Trenton, NJ (Central)

Special Treatment Unit 

Avenel, NJ (Northern) 

Ancora Psychiatric Hospital 

Ancora, NJ (Southern)
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RECRUITING�FULL�TIME�&�PER�DIEM�PSYCHIATRISTS�

NEW�YORK�METRO�AREAS

Northwell�Health’s�Behavioral�Health�Service�Line�strives�to�address�the�diverse�mental�health�needs�of�the�communities�we�serve�by�providing�a�

continuum�of�accessible,�high�quality�psychiatric�and�substance�abuse�services�including�emergency,�crisis,�inpatient,�and�outpatient�programs�for�people�

of�all�ages.��Northwell’s clinical�programs�are�complemented�by�a�robust�education,�training,�and�research�enterprise,�including�the�world�renowned�

Psychiatry�Research�Department�at�The�Zucker�Hillside�Hospital,�which�has�led�cutting�edge�investigations�that�have�meaningfully influenced�many�lives.

TO�BOLSTER�OUR�NETWORK�OF�OUTSTANDING�CARE�PROVIDERS,�

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

GERIATRIC�OUTPATIENT�PSYCHIATRIST

The�Zucker�Hillside Hospital

Glen�Oaks,�NY

ADULT�INPATIENT�PSYCHIATRIST

South�Oaks�Hospital

Amityville,�NY

Northern�Westchester� Hospital

Mt.�Kisco,�NY

Staten�Island�University�Hospital

Staten�Island,�NY

Huntington�Hospital

Huntington,�NY

DIRECTOR,�OUTPATIENT�MENTAL�

HEALTH�CLINIC

Lenox�Hillside�Hospital�(MEETH)

Manhattan,�NY

Benefits�at�Northwell�Health�include:

9 Nationally�competitive�salaries

9 Comprehensive�benefits�package

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

9 Academic�appointment�commensurate�with�experience�

9 Advanced�education�opportunities

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

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

TELEPSYCHIATRIST

Greenwich�Village�HealthPlex

Greenwich�Village,�NY

CONSULTATION�LIAISON�PSYCHIATRIST

LIJMC� Forest�Hills�Hospital,�NY

Staten�Island�University�Hospital,�NY

CONSULTATION�LIAISON�PSYCHIATRIST

Phelps�Hospital

Mt.�Kisco,�NY�

Psychiatrists
Bronx, NY    

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

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

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

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

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

www.pagny.org

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

Psychiatrists
Bronx, NY    

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

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

Opportunities are currently available for the following:

• Inpatient Attendings

• Attending Psychiatrist CPEP

• Child Psychiatrist CPEP
Moonlighting opportunities also available!

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

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

www.pagny.org

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

mailto:Velezc@pagny.org
mailto:Velezc@pagny.org
http://www.pagny.org
http://www.pagny.org
mailto:OPR@northwell.edu
https://www.northwell.edu/
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Department of Psychiatry

Child and Adolescent Psychiatrist – 

Outpatient Consultation Position

Full Time * Multiple locations in 

New Jersey

Hackensack Meridian Health is seeking a Board 

Certified/Board Eligible Child and Adolescent 

Psychiatrist to join this growing team. With 4 

hospitals in the top 10 ranking in New Jersey, 

this is an outstanding opportunity to join the 

area’s largest healthcare network. 

Highlights:

 •  Academic Affiliations with the new 

Hackensack Meridian Health School of 

Medicine at Seton Hall University. 

 •  Collaborations among multiple sites 

(statewide). 

 •  Call is not required. 

 •  Outpatient/Consultative setting.

 •  Competitive Salary. 

 •  Comprehensive Benefits Package.

In addition to our collegial work environment, we offer a 

highly competitive compensation package which 

includes: medical/dental plans, 403(b) retirement plan, 

and relocation assistance. 

For immediate consideration, 

please contact Renee Theobald, at: 

Renee.Theobald@hackensackmeridian.org 

or call: 732 751-3597

HackensackMeridianHealth.org

Hackensack Meridian Health is a leading not-

for-profit health care network in New Jersey offering 

a complete range of medical services, innovative 

research, and life  enhancing care aiming to serve as 

a national model for changing and simplifying health 

care delivery through partnerships with innovative 

companies and focusing on quality and safety. 

Through a partnership between Hackensack 

Meridian Health and Seton Hall University, the 

School of Medicine will re-define graduate medical 

education, research, and clinical practice; reverse 

the critical physician shortage in both the New York/

New Jersey metropolitan area and the nation; and 

stimulate economic development in northern New 

Jersey.

The School of Medicine will be the anchor in the 

development of a comprehensive health sciences 

campus that will also include research facilities and 

biotechnology endeavors – all in service of 

educating tomorrow’s doctors, discovering novel 

therapies, and facilitating compassionate and 

effective healthcare that will meet the ever-

changing needs of tomorrow’s patients.

The School of Medicine will be the cornerstone of a 

dynamic venue for the exchange of ideas, the 

development of healthcare and research thought 

leaders and practitioners, and the discovery of novel 

therapies to meet the medical challenges of the 

future.

“Ocean Medical Center’s psychiatry program will be 

a community-based program,’’ said Ramon 

Solhkhah, M.D., program director for psychiatry as 

well as founding Chair of Psychiatry & Behavioral 

Health at the Hackensack Meridian School of 

Medicine at Seton Hall University. “Our new 

psychiatry residency program will improve clinical 

care and ultimately encourage future health care 

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

With the continued growth of our Department of Psychiatry and our New General Psychiatry Residency Programs 

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

http://www.psychiatrictimes.com
mailto:Renee.Theobald@hackensackmeridian.org
https://www.hackensackmeridianhealth.org/
https://www.hackensackmeridianhealth.org/
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As the area’s premier provider of psychiatric services, 

Hackensack Meridian Behavioral Health Services has 

provided comprehensive mental health and substance abuse 

services to the residents of Monmouth, Ocean, Middlesex, and 

Bergen Counties for over forty years. Due to continued growth 

and expansion, we are currently accepting applications for 

Psychiatrists to join our Mental Health and Addiction 

Interdisciplinary Teams in the following positions:

•  Inpatient Attending: Child/Adolescent and Adult/Geriatric –

Carrier Clinic (Belle Mead, NJ)

•  Consultation Liaison Psychiatrists: Jersey Shore University 

Medical Center (Neptune, NJ) and Riverview Medical Center 

(Red Bank, NJ) and Hackensack University Medical Center 

(Hackensack, NJ)

•  Staff Psychiatrist for Adult Inpatient Unit: Jersey Shore 

University Medical Center (Neptune, NJ) and Riverview Medical 

Center (Red Bank, NJ) and Hackensack University Medical 

Center (Hackensack, NJ)

•  Outpatient Child& Adolescent Psychiatrist: Jersey Shore 

University Medical Center (Neptune, NJ) and Hackensack 

University Medical Center (Hackensack, NJ)

•  Medical Director/Section Chief, Child & Adolescent 

Psychiatry: Jersey Shore University Medical Center 

(Neptune, NJ)

•  Outpatient General Psychiatrist: Jersey Shore University 

Medical Center (Neptune, NJ), Riverview Medical Center (Red 

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

•  Medical Director of Adult Inpatient Unit Riverview 

(Red Bank, NJ)

•  Emergency Psychiatry: Raritan Bay Medical Center 

(Perth Amboy, NJ)

•  Geriatric Psychiatry: Hackensack University Medical Center 

(Hackensack, NJ)

Renee.Theobald@hackensackmeridian.org or 

call: 732 751-3597

HackensackMeridianHealth.org

Hackensack Meridian Health is a leading not-

for-profit health care network in New Jersey offering 

a complete range of medical services, innovative 

research, and life  enhancing care aiming to serve as 

a national model for changing and simplifying health 

care delivery through partnerships with innovative 

companies and focusing on quality and safety. 

Through a partnership between Hackensack 

Meridian Health and Seton Hall University, the 

School of Medicine will re-define graduate medical 

education, research, and clinical practice; reverse 

the critical physician shortage in both the New York/

New Jersey metropolitan area and the nation; and 

stimulate economic development in northern New 

Jersey.

The School of Medicine will be the anchor in the 

development of a comprehensive health sciences 

campus that will also include research facilities and 

biotechnology endeavors – all in service of 

educating tomorrow’s doctors, discovering novel 

therapies, and facilitating compassionate and 

effective healthcare that will meet the ever-

changing needs of tomorrow’s patients.

The School of Medicine will be the cornerstone of a 

dynamic venue for the exchange of ideas, the 

development of healthcare and research thought 

leaders and practitioners, and the discovery of novel 

therapies to meet the medical challenges of the 

future.

“Ocean Medical Center’s psychiatry program will be 

a community-based program,’’ said Ramon 

Solhkhah, M.D., program director for psychiatry as 

well as founding Chair of Psychiatry & Behavioral 

Health at the Hackensack Meridian School of 

Medicine at Seton Hall University. “Our new 

psychiatry residency program will improve clinical 

care and ultimately encourage future health care 

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

Department of Psychiatry
With the continued growth of our Department of Psychiatry and our New General Psychiatry Residency Programs 

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

http://www.psychiatrictimes.com
mailto:Renee.Theobald@hackensackmeridian.org
https://www.hackensackmeridianhealth.org/
https://www.hackensackmeridianhealth.org/
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NATIONWIDE

Aligned Telehealth, Inc. – California

Our mission is to be the leader in

innovative, high quality, accessible

behavioral health solutions. Explore

opportunities in multiple states.

Hiring MULTIPLE Psychiatrists for

Telemedicine and Onsite positions in

the following states

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

Many other states. Full time and Part Time

positions are available.

We offer competitive salaries and

excellent benefits!

Immediate Need for BC Psychiatrist FL

Medical license – Onsite

VERO BEACH, FL

SIGN ON BONUS- RELOCATION

PROVIDED. OUTSTANDING

SALARYAND BENEFITS

Immediate Need for BC Psychiatrist

with CA license for several outpatient

and inpatient sites

Contact Sandra Williams at 818-814-7790

or email me your current CV to

swilliams@alignedth.com

To be considered for these

great opportunities.

ALABAMA

Horizon Health seeks a Medical Director 

for our Geriatric inpatient psychiatric 

program at our client hospital, North 

Baldwin Infirmary, in Bay Minette, AL, 

one hour north of the beautiful beaches in 

Gulf Shores, AL. Excellent clinical team, 

attractive income, great marketing support 

and outstanding resources from the nation’s 

largest psychiatric contract management 

company. 

For more information contact: 

Mark Blakeney, Voice: 972-420-7473, 

Fax: 972-420-8233; 

email: mark.blakeney@horizonhealth.com 

EOE.

ARIZONA

Show Low, AZ!

Come practice in the beautiful White 

Mountains of Arizona! Enjoy a great 

quality of life, a thriving practice and a 

rewarding Medical Director position! 

Once you visit, you will want to stay! 

Horizon Health, in partnership with 

Summit Healthcare Regional Medical 

Center in Show Low, AZ, is seeking a 

Medical Director for a new 12-bed 

geriatric inpatient psychiatric program. The 

Medical Director will provide rounding and 

treatment on patients for the inpatient 

program, as well as program administration 

and oversight services regarding service 

line policies, practice, development, 

compliance, and performance 

improvement. Position will offer a 

substantial Base Salary, generous Medical 

Director’s Stipend and a full array of 

benefits! 

For more information contact: 

Mark Blakeney, Voice: 972-420-7473, 

Fax: 972-420-8233; email: mark.

blakeney@horizonhealth.com 

EOE.

CALIFORNIA

Multidisciplinary

telemedicine medical group looking for 

additional California licensed 

Telepsychiatrists.

Contact us at 661-840-9270 or inquire 

with CV at jobs@telehealthdocs.com

Outpatient Adult and Child Psychiatrists are 

needed for Stanislaus County Behavioral 

Health & Recovery Services, in the Central 

Valley less than two hours from San 

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 psychiatrist 

for F/T work.

P/T options and the opportunity to combine 

Tele-Psych with limited onsite work are also 

available. Excellent work environment with 

NO Call Requirement, lower than average 

case load and comprehensive nursing & 

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

Locum Psychiatrists needed

Ref/Sign Bonuses

$185-$290/hr.

$1/2 Million to ¾ Million plus/year.

S. Hospitals, Prisons, DMH-LA,

CA Counties A+ Occurrence Insurance

www.imperiallocum.com

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

Email: Locumjobs@Imperiallocum.com

Outpatient Psychiatry Opportunity

San Joaquin County Behavioral Health 

Services is seeking to fill Outpatient Adult 

[General], and Sub-Specialty Psychiatry 

(Child Psychiatry, Geriatric, Forensic, 

Addiction and Psychosomatic Medicine) 

positions in a multidisciplinary, recovery-

oriented clinical setting. Services are 

provided either on-site or using a hybrid 

model of on-site and tele-psychiatry 

practice. The positions offer a very 

competitive salary with a guaranteed base, 

plus incentive opportunities, board certified 

Psychiatrists have the potential to easily 

earn over 300K+ a year; comprehensive 

health insurance; up to three retirement and 

pension programs; 35 days of vacation and 

CME time that increase with tenure. 

Signing and moving bonuses are also 

available. Interested J-1 and H-1B 

candidates are welcome to apply. 

Contact Khurram Durrani, MD at: 

kdurrani@sjcbhs.org; 

Fax CV to 209-468-2399. 

EOE.

Psychiatrist Position

J-1 Visa Opportunity in California

Imperial County Behavioral Health Services 

is currently recruiting for a full time 

psychiatrist. Imperial County is located 90 

miles by freeway to the city of San Diego to 

the west, and 90 miles to Palm Springs to the 

north. Located in a rich farming area, 

Imperial County has a population of 180,000 

and borders with Yuma, Arizona and with the 

cosmopolitan city of Mexicali, Mexico 

population 1.2 million. San Diego State 

University maintains a satellite campus in 

Calexico and there are a number of private 

and public universities located in Mexicali, 

the state capital of Baja California Norte. 

Imperial County’s location and diversity 

make it the perfect place for a psychiatrist to 

relocate under the J-1 Visa program or for 

any reason.

The position pays a highly competitive 

salary, including health benefits for you and 

your family, and requires no hospital work 

and minimal after hours work freeing you up 

for more leisurely activities. 

The successful candidate diagnoses and 

treats patients with mental, emotional, and 

behavioral disorders. Qualified candidate 

must have CA medical license or ability to 

obtain.

Send CV to Imperial County Behavioral

Health Services, 202 North 8th Street,

El Centro, CA 92243.

J-1 applicants welcome.

For additional information,

please contact:

Kristen Smith (442)265-1606

kristensmith@co.imperial.ca.us

BE or BC psychiatrist needed. Following 

locations have immediate openings:

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

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

•  Oakland, CA: Schedule: 20 hours per 

week Pay Rate: $140 - $150 per hour 

•  Oakland, CA: Schedule: 8 hours per 

week Pay Rate: $166 - $187 per hour 

(Contractor)

•  Stockton, CA: Schedule: 16 hours per 

week Pay Rate: $182 - $205 per hour 

(Contractor)

•  Santa Rosa, CA: Schedule: 8 hours per 

week Pay Rate: $166 - $187 per hour 

(Contractor)

•  For additional listings, please visit: 

www.telecarecorp.com/physician-jobs/

You will work as part of a multidisciplinary 

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

supportive working environment.

Please email your resume to tlcrecruiting@

telecarecorp.com 

EOE M/F/V/Disability

Find What You’re
Looking For Now

CALL FOR MORE 

INFORMATION

(203) 523-7026

http://www.psychiatrictimes.com
mailto:swilliams@alignedth.com
mailto:mark.blakeney@horizonhealth.com
mailto:blakeney@horizonhealth.com
mailto:jobs@telehealthdocs.com
mailto:bmora@stanbhrs.org
http://www.imperiallocum.com
mailto:Locumjobs@Imperiallocum.com
mailto:kdurrani@sjcbhs.org
mailto:kristensmith@co.imperial.ca.us
http://www.telecarecorp.com/physician-jobs/
https://www.vituity.com/
https://www.imperiallocum.com/
https://www.sjgov.org/
http://telehealthdocs.com/
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The doctors  of  TRADITIONS 

BEHAVIORAL HEALTH are the largest 

provider of MD psychiatric services to adult 

populations in institutional and community 

based programs in California. We provide 

services to the seriously and persistently 

mentally ill and have openings in the San 

Francisco Bay Area, Santa Barbara, San 

Diego and Los Angeles. Overall we plan to 

add 50 more Fulltime psychiatrists in 

California to bring our medical staff team to 

400 psychiatrists. Our packages vary from 

a minimum of $300,000 per year plus 

$10,000 in bonuses and a benefit package 

valued at approximately $90,000, to up to 

$500,000, for the industrious physician. 

Our generous benefit package includes 

almost 7 weeks paid time off per year. If you 

are creative and think outside the box, if you 

value diversity and cultural competency, if 

you like innovative programs that are patient 

driven, using a rehabilitative, rather than 

illness model, if you want more time to work 

with patients, to get the best results, then TBH 

is the company for you. To learn more about 

the specific job openings and salary and 

benefit packages, check out our Website at: 

www.tbhcare.com or Email your letter of

interest and CV to our company President,

Gary A. Hayes, Ph.D. at: 

Drhayes3@tbhcare.com 

TBH is an equal opportunity employer

FLORIDA

Inpatient Child Psychiatrist; Adult 
Psychiatrist and Psychiatric APRN positions 
available in sunny Florida! Apalachee Center, 
Inc. is seeking a full-time Inpatient Child 
Psychiatrist, Inpatient Adult Psychiatrist and 
a full-time Inpatient Psychiatric APRN to join 
our team. We are also seeking a Psychiatrist 
interested in providing PRN coverage for our 
weekend rounds on the Inpatient Units. 
Candidates must hold a FL license. 

For over half a century Apalachee has been 
providing services to individuals and 
families with emotional, psychiatric, and 
substance abuse crises. We are now the 
largest full service behavioral health facility 
in North Florida! We offer an outstanding 
salary and benefit package, including mal-
practice, paid health, dental insurance 
insurance, generous pension plan, annual 
leave, licensure fees, and more to our full-
time psychiatrists and APRNs. Our beautiful 
hospital is located in a family oriented 
community sporting two universities. 
Tallahassee is known for a wide variety of 
cultural and recreational activities. 

For more information, please view our 

website at www.apalacheecenter.org. 

Please contact Stephanie Luckie at 

850-523-3333 ext. 2212 

for more information. 

GEORGIA

PSYCHIATRIST POSITIONS IN 

GEORGIA

Georgia Department of Behavioral Health 

& Developmental Disabilities has hospital 

based psychiatrist positions available at 

our facilities in Atlanta, Augusta, 

Columbus, Milledgeville and Savannah. In 

addition we are seeking a Clinical Director 

for our forensic hospital in Milledgeville, 

GA. 

Job Description

Adult Mental Health: Job duties include 

leading a multidisciplinary team that 

provides inpatient stabilization for 

individuals admitted to the hospital and 

coordinating the integration of the individual 

back into the community once stabilized 

(Caseload and length of stay vary based on if 

the unit is an Admitting Unit or a Chronic 

Unit). 

Forensics: Job duties include leading a 

multidisciplinary team that provides inpatient 

stabilization and long-term treatment to 

individuals referred from the surrounding 

courts who are incompetent to stand trial or 

Not Guilty by Reason of Insanity. Forensically 

trained psychiatrist may also participate in 

competency evaluations and court testimony 

as needed (Caseload and length of stay vary 

based on if the unit is an Admitting Unit of a 

Chronic Unit).

Qualifications:

•  Licensure to practice medicine in the state 

of Georgia

•  Board eligible or board certified in 

psychiatry

Talk to us about H-1B Sponsorship 

availability

Contact Greg.Short@DBHDD.ga.gov for 

more information.

MISSOURI

Compass Health Network, is a large non-

profit health system delivering Behavioral 

Health services in multiple settings, both 

inpatient and outpatient in forty-nine 

Missouri counties. We have immediate 

openings for full and part-time Psychiatrists 

in multiple locations in Missouri. 

Candidates must have MD or DO degree, 

be ABPN board-certified or eligible in 

Psychiatry and possess or obtain a Missouri 

license. We offer a competitive 

compensation and benefit plan.

Apply online at 

www.compasshealthnetwork.org

or send your CV to cgrigg@compasshn.org.

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

welcome to apply.

EOE

Cambridge Health Alliance

Child and Adolescent Psychiatrist

Opportunities in Outpatient and 

Integrated Care

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

recognized and award-winning public healthcare system is seeking full-

time/part-time Child and Adolescent Psychiatrists. CHA is a teaching 

affiliate of Harvard Medical School (HMS) and Tufts University School of 

Medicine. Our system is comprised of three hospital campuses and an 

integrated network of both primary and specialty outpatient care 

practices in Cambridge, Somerville and Boston’s Metro North Region.

•  Full-time or Part-time opportunities within our outpatient clinic in 

Revere

•  Part-time opportunity in child integrated care

•  Work closely with multidisciplinary staff; including psychologists, 

social workers, primary care providers, nurses and administrative 

support

•  Work in a collaborative practice environment allowing our providers to 

focus on patient care and contribute to community health and primary 

care innovation projects

•  Fully integrated electronic medical record (Epic) is utilized

•  Academic appointments are available commensurate with medical 

school criteria

•  Opportunities for scholarship in community mental health and 

teaching Harvard-affiliated trainees 

Ideal candidates will be board eligible or board certified in Child and 

Adolescent Psychiatry and possess a strong commitment to and passion 

for our multicultural, underserved patient population. 

Please visit www.CHAproviders.org to learn more and apply through our 

secure candidate portal. CVs may be sent directly to Melissa Kelley, CHA 

Provider Recruiter via email at ProviderRecruitment@challiance.org. 

CHA’s Department of Provider Recruitment may be reached by phone at 

(617) 665-3555 or by fax at (617) 665-3553.

CHA is an equal opportunity employer and all qualified applicants will 

receive consideration for employment without regard to race, color, 

religion, sex, sexual orientation, gender identity, national origin, disability 

status, protected veteran status, or any other characteristic protected by 

law.

BRAND NEW ADOLESCENT 15-BED 

INPATIENT PSYCHIATRY UNIT 

OPENING IN December 2019 – Small 

Town, Big Opportunity - Medical Director 

position available. Be in on the beginning of 

a new unit helping to mold and develop the 

program. Open to employment, or 

independent contractor arrangement. 

Located in southeast MO near Cape 

Girardeau, this is a low cost of living, low 

crime rate area but close to a local airport 

that has direct flights to Chicago. It’s also 

only two hours from Memphis and St. Louis. 

This designated underserved area is also 

located in the Delta Regional Authority so J1 

Waivers can also be obtained through the 

DRA as well as the state. Position can be 

inpatient, or inpatient and outpatient. 

Please contact Terry Good, 

Horizon Health, at 804-684-5661; 

terry.good@horizonhealth.com; 

Fax: 1-804-684-5663.

NEW YORK 

Locum Psychiatrists needed

Ref/Sign Bonuses

$175-$235/hr.

Up to $1/2 Million plus/year.

State Hospitals/OMH NYC and Upstate

A+ Occurrence Insurance

www.imperiallocum.com

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

Email: Locumjobs@Imperiallocum.com

www.psychiatrictimes.com
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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 

professional 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 

Malpractice, CME Time and Allowance, 

Accrued Paid Time Off, 403(b) match and 

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

benefits.

Please contact Suzy Cobb,

Physician Recruiter for more details

at (910) 615-1889

or scobb2@capefearvalley.com.

TEXAS

PSYCHIATRISTS

The HARRIS CENTER for Mental 

Health and IDD in Houston, Texas is 

one of the largest mental health 

centers in the United States. We are 

now actively recruiting for BC/BE 

Psychiatrists throughout the agency.

 

We have needs for Adult and Child/

Adolescent Psychiatrists. 

CALL TODAY

(203) 523-7026

Chief Medical Officer – Community Healthlink

Worcester, MA 

UMass Memorial Health Care’s Department of Psychiatry and its Community Healthlink (CHL) 

member institution is looking for a chief medical officer to help lead the largest provider of mental health 

services in Central Massachusetts. 

The position involves supervision of a large group of professionals and participation in the executive 

team’s strategic, program and organizational development efforts. The ideal candidate will have a 

demonstrated commitment and passion for community psychiatry and an interest in a leadership role in 

advocating and promoting the wellbeing of traditionally underserved populations. 

CHL has a long tradition of bringing excellent mental health and substance use disorder services to our 

city and region, from its inception as a community mental health agency to its current role as a key 

member organization at UMMHC. Its 1300 employees serve over 22,000 individuals each year and its 

programs assist patients across the life span. Medical staff are faculty members of the UMass Department 

of Psychiatry and employees of the medical group practice—they are vital contributors to the department’s 

missions of training, research, and clinical excellence. We believe this position will be a terrific 

opportunity for individuals committed to serving their community through the provision of high quality 

psychiatric care as part of mission driven team

To learn more about our Community Healthlink locations, please visit our website 

http://www.communityhealthlink.org/chl/

Interested applicants should submit a letter of interest 

and curriculum vitae addressed to:

Alan P. Brown, MD

Vice Chairman of UMMS Department of Psychiatry for 

BH Integration and Population Health

Clinical Professor of Psychiatry, Family Medicine and Community Health

c/o: Jessica Saintelus, Physician Recruiter

Jessica.Saintelus@umassmemorial.org

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

ideas from individuals of varied backgrounds and viewpoints.

Full-time and part-time positions are 

available in our 24/7 CPEP (Crisis 

programs) and Forensic (Jail 

programs) as well as our Adult 

Outpatient Mental Health Clinics 

which are Monday-Friday with no on-

call. All work locations are designated 

as Health Professions Shortage Areas 

for certain educational loan offsets.

Texas licensure is required for all 

positions

The HARRIS CENTER offers 

generous sign-on bonus, competitive 

salary and /or generous work RVU 

incentives in our 24/7 positions, 

excellent benefits package, retirement 

plans matched up to 10%, prior 

service credit, relocation 

reimbursement and more. Houston 

offers excellent quality of life; lower 

than average cost of living, no state 

income tax and exciting cultural, 

entertainment, and sporting, as well as 

tourist venues.

Join our team of dedicated 

professionals and make a difference 

in the lives of Harris County 

residents. 

Contact Stacie Sampson at

(713) 970-3382, or submit C.V. to 

stacie.sampson@theharriscenter.org, 

fax (713) 970- 3386 or apply on-line at 

www.theharriscenter.org

http://www.psychiatrictimes.com
mailto:scobb2@capefearvalley.com
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mailto:Jessica.Saintelus@umassmemorial.org
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Start earning your CME credits today!

psychiatrictimes.com/cme

CME with the 
#1 psychiatry journal.

We’re psychiatrists’ fi rst choice for news and commentary. We’re also your source for 30 free Category 1 

continuing medical education credits. Improve the care you deliver to patients, meet new licensing or 

certifi cation requirements, and build knowledge you need for career growth — right here, at no cost.

New courses available now:

 » Suicide Risk and Sleep: What’s the Link?

 » Physician Work Associated Trauma

 » Addressing ADHD in Adults

 » Expanding Access to Opioid Addiction Treatment

 » Lifeline for Pregnant and Postpartum Women

 » Traumatic Brain Injury and Psychosis

https://www.psychiatrictimes.com/cme/
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