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Thank You So Much for Everything 
By Susan Proctor 
 
  
When asked to write an article about 
myself, I thought “Now! When I’m leaving 

the Southern 
soon?" It felt a bit 
like I would be 
writing my 
obituary!  But let 
me tell you about 
my life, as I 

prepare to step down as your Executive 
Director.  
  

I was raised in western Massachusetts, and 
enjoyed many of the positive aspects of 
growing up in a small New England town. As 
a child, I never sat still and likely drove my 
mother nuts with questions like, “What can 
I do now?” I mostly occupied myself with 
playing cowboys and Indians in the 
neighboring woods, publishing a 
neighborhood newsletter, putting on plays 
for our family and friends, and enjoying 
summer and winter sports activities. Playing 
bass clarinet in the high school band, and 
All State and All District orchestras was the 
highlight of my high school years. I was 
recruited to play piano for the Glee Club  
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and took on roles in many school plays and 
variety shows. I spent many of my summers 
at a camp in Maine, where I'd be found 
strumming along on the guitar with friends, 
singing hits by the Kingston Trio, Joan Baez 
and Peter, Paul and Mary. It was the sixties! 
I went to Colby Junior College for Women in 
New London, New Hampshire, where I 
received an A.A. degree in 1966. Some 
years later, I returned to school and 
received a B.S. degree in psychology from 
Towson University. 
  
I have enjoyed many professional 
opportunities. My first full-time position 
was at New England Life Insurance 
Company in Boston, assisting their 
convention manager and VP.  Being in 
Boston was like being in Mecca for us New 
Englanders!   I later took a position at the 
University of Chicago’s Department of 
Economics, where I worked for Nobel 
Laureate Theodore Schulz, and rubbed 
elbows with other such notable professors 
as Milton Friedman and George Schultz.  
  
In 1968, I married. I moved to Los Alamos, 
New Mexico and had two great kids.  Los 
Alamos has an intriguing history and we 
very much enjoyed exploring the culture 
and geography of our surroundings in the 
Southwest.  Five years later we moved to 
Baltimore.  After being a “stay at home 
mom” for some years, I re-entered the 
workforce and joined the Sheppard Pratt 
Health System. For most of my 17 years 
there, I worked alongside our distinguished 
member, Steve Sharfstein, and I witnessed 
an amazing transformation of a hospital 
into a large and vibrant health system. 
Sheppard Pratt became my second family. I 
retired from my position there in 2003 to 
accompany my husband, Ben, on many 
exciting trips throughout Europe and the 

U.S.  Along the way, we purchased an RV 
and together also enjoyed winters in Florida 
and many eventful trips around the 
country.  (I could write a book about those 
adventures!) 
  
In 2005, I decided to come out of 
retirement and begin working for the 
Southern Psychiatric Association. In the 
blink of an eye, 11 years passed.  In that 
time, I’ve helped plan your meetings in 
Chattanooga, New Orleans, Destin, 
Asheville, Annapolis, White Sulphur Springs, 
Baltimore, Charleston, and Memphis. Steve 
Sharfstein and I established the Southern’s 
office in Baltimore and got the organization 
back on track financially.  In 2005, the 
Southern had approximately $35,000 in 
total assets.  As of May 30, 2016, the 
Southern has over $129,000 in total 
assets.  I’d like to think that I played a small 
part in our financial growth. 
  
Ben and I both feel like I have we’ve made 
many new friends in the Southern.  Along 
the way, you have warmly welcomed us 
into your circle and I can’t thank you 
enough for your kindnesses.  Working 
through some financial and administrative 
challenges, we have had fun and have 
experienced some wonderful annual 
meetings. I will cherish my time with you 
and I wish you the very best as you move 
forward with my very qualified successor, 
Janet Bryan. Thank you so much for 
everything!  
 
 
 
 
 
 
 
 



3 

Our New Executive Director 
By Janet Bryan  
 

Effective October 1, 
2016, I will be the 
Executive Director of 
the SPA. I am very 
honored to have been 
given the opportunity 

to work with all of you.  
For the last 11 years, I have been employed  
by Sheppard Pratt Health System as Executive 
Assistant. Currently, I work for Steve 
Sharfstein, M.D., working on projects and 
supporting the Lean Process Improvement 
Department. I have been an executive 
assistant for 24 years and have experience 
working for state and federal government 
agencies, banking, manufacturing, and, for 
the last 17 years, in the hospital industry. I 
interacted with those of you who are 
members of the Benjamin Rush Society, when 
I assisted Dr. Sharfstein with planning the 
Annual Meetings for 2013 and 2014.  
 
I am very blessed to have a close-knit family. I 
am one of six siblings and have an amazing 
daughter. My mother turns 85 at  
the end of July, and we have a nice family  
celebration planned for her. As we all live  
in Maryland, we are fortunate to be able to  
spend a lot of time together.  
 
I am working closely with Susan Proctor in  
planning the 2016 Annual Meeting. I look  
forward to meeting everyone at the Annual  
Meeting, “Innovation, Empowerment, and  
Collaboration in Psychiatry” in Baltimore,  
September 29 – October 2.  
 

Please contact me if you need assistance at  
jbryan@sheppradpratt.org or via phone at  
410-938-3452.  

 

Letter from the President 
Dear Colleagues and Friends 
in the Southern:  
The year is flying by and it is 
only a few months until we 
meet again in Baltimore. We  
will have perhaps one of  

the best CME programs ever. It will not only 
be educational, but dynamic and engaging.  
Huge thanks to Dr. Shilpa Srinivasan, M.D. 
and the entire planning committee!  
 
As many of you know, Susan Proctor is  
retiring and this will be her last meeting  
with us. Susan has done an amazing job as  
our Executive Director and will be greatly  
missed. I know many of you will want to be  
there to thank her. Janet Bryan, who will be  
our new Executive Director, will also  
attend the Baltimore meeting, so it will be a  
perfect time to get to know her.  
 
The people who exhibit at our meetings are  
an important part of what makes them  
financially viable. We can always use more  
exhibitors. I have been telling the pharma  
reps who visit me about the SPA and have  
invited them to exhibit. This resulted in  
several of them becoming part of our  
meetings; I think that otherwise they would  
not have done so. Please consider inviting  
reps whom you know personally to exhibit  
at our meeting in Baltimore. You can  
download an exhibitor contract at  
http://sopsych.org/?page_id=1860 and  
then click “exhibit space contract.” I hope  
each of you has a healthy, happy, and  
productive year and I’ll look forward to  
seeing you in Baltimore.  
 
Timothy R. Jennings, MD, DFAPA  
 

 

 



4 

The Travel Doctor 
By JV Merkel-Keller, MD 

 
Travel can bring delight, 
terror, and self- 
knowledge. It can make 
us grow as  
individuals because it 
requires personal  
limit-setting and an 
understanding of our  

values. “Locum tenens” is professional  
travel. It has the ability to enrich all parties  
when practiced symbiotically. The “travel  
doctor” brings a novel perspective to  
patient care and fulfills a need in a  
community. Local practitioners can learn  
from a new colleague, while the new 
colleague learns from them. The learning 
takes place when one’s assumptive world-
personal and professional--is challenged. 
Traveling and working in a very different 
community can be a different kind  
of educational experience indeed.  
 
I was trained in inner-city Baltimore and I  
learned a lot about poverty. Through full  
time employment, moonlighting, and  
working in a prison, in addition to “locums”  
in my own city, I became familiar with a  
number of the community hospitals and  
local resources. I provided inpatient care,  
outpatient care, and consultation liaison  
services. I then worked in nearby  
Westminster, which had a more rural feel.  
 
Presently, I am enjoying a “locums”  
assignment in Cumberland, MD. Here, I  
have transitioned from urban anonymity to  
being embraced by a town. People know  
me at the supermarket. Everyone knows  
whose lights were left on in the hospital  
parking lot. I take call frequently, and, as a  
result, dine out a lot. When I am talking  

about my clinical day, I realize I need to be  
more circumspect, since everyone knows  
whose house caught on fire, or who drank  
too much at the bar, and when the police  
were called.  
 
The breadth of psychosocial information  
known about a patient is stunning. Social  
workers have long-term knowledge about  
patients and their families, because they  
used to be the patient’s brother’s  
psychotherapist, for example. Nursing staff  
remember when a patient’s mother was  
first on the unit, or how unstable the family  
was before a father got sober. They have  
key insights into patients’ early years and  
the environments that shaped them.  
 
This rich history contributes greatly to  
learning who our patients are. As someone  
who was trained from the “perspectives of  
psychiatry” model that emphasizes the  
biological, temperamental, behavioral, and  
life story consideration of our patients, I  
find that I have come to know some of my  
patients very well in a much shorter period  
of time. My colleagues can often quickly  
synthesize a good narrative. As a result, I  
have felt that I knew some Cumberland  
inpatients nearly as well as some  
outpatients I had cared for over a longer  
time period. This adds to the satisfaction of  
the work.  
 
In my current assignment, I count myself  
particularly lucky to have landed on a team  
where everyone truly cares about the  
patients. I have witnessed that people do  
not fall through the cracks; it is hard to hide  
in a small town, and the loose ends get tied  
up. There is a lot of support. For one  
patient, I wanted to initiate a medication,  
but was considering something else that  
would not be as lethal in overdose, because  
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she had declined medication monitoring. I  
was told to go ahead and initiate the  
desired agent, because the pharmacist  
could dispense the prescription in three-day  
aliquots. I know I will use this technique in  
other settings.  
 
I have been on both sides of “locums.” I was  
a member of a core medical staff that  
needed to hire “locums” psychiatrists to 
take “ownership” of patients-- on a good 
day. On a bad day, we needed a “warm 
body” or a “work unit.” On good days, 
“locums” doctors have taken over difficult 
cases and brought a new perspective to the 
treatment plan. This essentially provided a 
“second opinion consultation” that 
positively impacted the patient’s clinical 
trajectory. (In these moments, I reflected 
that we may not ask each other for help 
often enough.) On bad days, “locum” 
physicians seem like house guests who 
need someone to tidy up after them. Others 
must do the tidying when the physicians 
who took over the patient’s care did not 
take complete ownership of the patients, or 
see themselves as ultimately responsible. 
The quality of the experience varies greatly 
on both sides.  
 
It is refreshing to watch a colleague redirect  
a patient in an effective and kind manner,  
or to watch a nurse calm a patient in an  
artful fashion so that PRNs, seclusion, and  
restraints are avoided. This is especially true  
if the words are ones you would not have  
automatically used. It is these moments  
that I appreciate most. In some respects,  
they remind me of my training, of  
chairman’s rounds, or weekly case  
conferences.  
 
Having your assumptive world challenged  
provides an opportunity to grow, but it also  

can be frightening. How do you practice  
with a colleague and cross-cover patients,  
when you share very different practice  
values? What do you do when you return  
from the weekend and all your patients are  
now on a benzodiazepine and a stimulant?  
 
What do you say when you are concerned  
that patients with addictions are being  
punished with abrupt tapers, and then have  
your concerns substantiated when you are  
told, “Yes, I am teaching them a lesson, by  
keeping then uncomfortable?” These kinds  
of conversations are sometimes avoided  
due to awkwardness, but they can also be  
valuable. We do not always realize what  
our values are until they are challenged.  
 
Much like individual clinicians who have  
their own practice styles, inpatient units  
have their own rhythms and routines.  
However, outsiders can shake things up. A  
good shake-up occurs when a clinician  
witnesses a different, but valid, clinical  
approach. Out of that begins a questioning  
–“Why do I do it this way?” or “What is it  
based on?” or “Should I file this in my  
clinical tool box?” If so, “When is the right  
time to use it?” On bad days, I have  
experienced how any questions-- or efforts  
towards quality improvement, innovation,  
or growth-- are thwarted. Then, anything  
interpreted as change is considered  
dangerous to the "status quo" and will be  
shut down, for fear of exposing deficiencies.  
 
On the worst days, “locums” doctors ask to  
leave an assignment early, or the institution  
asks them to leave. I have witnessed  
both. As lifelong learners, we have had to  
get comfortable with being out of our  
comfort zones.  
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“Locums” work brings doctors to new  
places and new situations. The more  
experiences a person has (both good and  
 
not-so-good), the more the chance that  
values will collide. In navigating these  
collisions, we can learn a great deal about  
ourselves. Navigating a foreign land often  
requires relying on local knowledge and  
guides. One has to trust and to be willing to  
share views honestly. When these things  
fall into place, one can learn a lot by being a  
“travel doctor”.  
 
 
Loud Silence is Deafening 
Psychiatry and Consciousness  
By John Hendrick, MD 
 

I recently sent an e-mail  
message to the Chiefs of  
Surgery and Anesthesia in  
my hospital, proposing that  
we bring spouses or 
significant others into the 
operating suite to observe 

ECT. I did not receive an answer, causing me 
to reflect on how a ”loud silence” feels 
actually “deafening” to us.  
 
Psychiatrists would like to have a ”theory  
of consciousness”– as have neuroscientists,  
mathematicians, philosophers, and  
theologians for years. Because of our work  
with emotions and defense mechanisms,  
and our facility in categorizing  
neuropsychological development, we have  
valuable insights. Recent developments,  
such as the human connectome, are  
increasingly important in helping us  
formulate how individuals act and react. It  
would be beneficial to have a framework of  
a ”theory of consciousness“.  
 

One problem is that Psychiatry has fallen  
under the sway of managed care and the  
“checklist mentality”. Freud attempted to  
see mental functioning as being located far  
“deeper” in the mind than the science he  
understood would allow. He not only  
attempted to determine how clinical  
symptoms are manifested, but also where  
in the brain they might be located.  
However, knowledge of brain function at  
that time was severely insufficient. Many  
psychiatrists no longer attempt to integrate  
structure and function in routine practice.  
The DSM-5 has also compartmentalized our  
assessments of mental functioning into  
small, fractionally organized (and,  
therefore, reimbursable) operations. These  
factors interfere with psychiatrists  
determining how the mechanisms of  
emotion and cognition actually work.  
The neurosciences are providing new  
insights of import into what causes the  
problems inherent in the “small boxes” we  
code. Neuroscientists are attempting to  
define consciousness at the larger level,  
using the same type of reductionistic  
thinking that Freud used when he  
successfully developed his “topographical  
theory”. When he revised that theory to  
develop his “structural theory”, he was still  
impeded by having much less knowledge  
available about how the brain actually  
works than we have today. Where are the  
id, ego, and superego actually “located”?  
This question can now be partially  
answered by assumptions about how the  
anterior cingulate, the prefrontal cortex  
(Brodmann’s areas 9 and 10) and the  
orbitofrontal cortex act in concert with each  
other. Even this smaller theoretical “leap”  
has its limits. We are very well aware that  
these regions do not act independently of  
other brain regions. As a result of our lack  
of awareness of how these interactions  
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occur in time and function, we still cannot  
come close to explaining consciousness in  
the much broader sense.  
 
Can the neurosciences overall explain  
consciousness? It may be impossible to  
catch consciousness as a phenomenon set  
in any real time. Actual consciousness may  
only be definable for only the briefest  
moment. Penrose and Hameroff have  
postulated two ideas about this. First, they  
analyzed the math of ”big data” and came  
to the conclusion that the typical units of  
neural assessment-- neurons, synapses,  
receptors and their subtypes -- just are not  
complicated enough to begin to explain  
consciousness. So, they focused their  
attention on the “building blocks” of the  
neurons themselves, looking at the  
convoluted interactions of the microtubules  
they contain. They then began to consider  
that, within any quantum moment, specific  
configurations of microtubules might be  
sufficiently numerous and complex – – both  
simultaneously constructed and also  
chaotic – – to address the fleeting agenda  
that is “consciousness”. That neural  
networks and their complex interactions  
affect “consciousness “ is being increasingly  
elucidated by the Human Connectome  
project.  
 
We have known for years that construction  
promotes both order and chaos (entropy);  
they coexist in the universe. This applies  
equally well when we try to accurately  
define the inter-relationship of emotions.  
Recognizing the paradox that defense  
mechanisms defend against-- while also  
exposing liability to-- psychiatric disorders is  
a similar high-level analogy. Patients seek  
help because their lives are chaotic; they  
need to put the tangled webs that have  
entrapped them back into order.  

Psychotherapies can bring about the 
reestablishment of the order that many  
patients need. An effectively timed  
interpretation can affect someone’s  
behavior from that point onward–“mutative  
change”. No managed-care manual, with all  
its “multipliers”, exists (or will exist) that  
can tell us how to do this successfully.  
 
Stimuli bombard the central nervous  
system constantly. Perceptions of those  
stimuli can be arrayed across a spectrum -
from background to foreground, or from  
quiet to loud. Sometimes, silence itself-- the  
absence of sound--“speaks volumes”.  
Sometimes, silence actually impinges on us  
to the extent that it feels deafening. This  
“non-response” guides us to recognize it as  
something that we haven’t done before…  
like inviting spouses into the ECT suite.  
 
As a profession, psychiatrists need to try to  
break our own deafening silence on matters  
of “mind”. We must integrate new 
neuroscientific information and theories  
into our attempts to understand  
consciousness. We need to use behavioral  
insights and our knowledge of how the  
“mind” works to modify current theories of  
consciousness.  
 
In the past, such philosophical struggles  
were important in the debate about how to  
define “consciousness”. Descartes 
delineated a theory that consciousness was  
analogous to a little “theater of the mind”–
we all experience our own consciousness  
from within. Husserl and Heidegger  
deconstructed this idea, stating that  
individual phenomenology is pre-eminent in  
the formulation of each individual’s  
consciousness.  
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We are now on the verge of understanding  
how to use experimental techniques to vet  
such models of the mind-- how to rule in  
and rule out the significance of “minimal  
correlates of consciousness”. This search for  
the least necessary amount of brain  
 
required for consciousness shouldn’t 
overrule the search for the entire meaning 
of consciousness. Psychopathology may  
indeed delimit the lower end of the awake- 
conscious function, while being relatively  
healthy may illuminate what consciousness  
really is.  
 
 
Syndrome or Symptom? 
By Roger Peele, M.D., APA Area III Trustee 
Lauren Pengrin, D.O., Resident, Saint 
Elizabeth’s Hospital 

         
  
Is Psychiatry stuck? Two past NIMH 
Directors and many others believe so. 
  
This may be the fault of the DSM’s.  
Especially since the DSM-III was published  
in 1980, these have essentially been lists of  
syndromes. Maybe, making greater use of  
symptoms in our diagnostic formulations  
might open the door to getting unstuck.  
 
There are a number of problems with the  
syndrome approach, especially when using  
a diagnosis that is not etiological. About  
half of the conditions in DSM-5 are not  

etiological; many of these dominate clinical  
practice. For example, major depressive  
disorder, schizophrenia, and generalized  
anxiety disorder have been defined as  
syndromes in the DSM’s since 1980. Major  
depressive disorder requires five of nine  
symptoms to define the disorder. All-too 
commonly, the patient has fewer than five  
symptoms and therefore does not meet  
sufficient criteria for the syndrome.  
 
Rather than choosing a syndrome that does  
not exactly fit the patient’s sychopathology, 
one can consider selecting the symptom 
that is the focus of treatment. This has a 
number of attractions:  
 
1) It is more accurate clinically and less  
confusing to patients because it highlights  
the focus of the treatment. If a patient is  
only being treated for auditory  
hallucinations, giving the diagnosis of  
“auditory hallucinations, R48.0” is clear and  
does not hide the focus of the treatment  
that using DSM-5 syndrome nomenclature  
-“other psychotic disorders”, coded F28-
would. An F28 code can mean a number of  
conditions besides auditory hallucinations.  
 
2) Full use of R-codes for conditions without  
an etiology that do not fit a DSM-5  
syndrome would provide more accurate  
data for epidemiology studies. DSM-5 limits  
the listing of R-codes to the following:  
a) R06.3 Central sleep apnea  
b) R15.9 Elimination disorder, with fecal 
 symptoms  
c) R32 Unspecified elimination disorder  
d) R41.0 Other specified delirium  
e) R41.83 Borderline intellectual functioning  
f) R41.9 Unspecified neurocognitive 
 disorder  
 
3) All other specialties utilize a multitude of  

http://rogerpeele.com/tara_statement.asp
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3) All other specialties utilize a multitude of 
R-codes. There is no clear reason to restrict  
psychiatrists, as DSM-5 suggests, to these  
six.  
 
4) Full use of R-codes might improve  
research into the mechanism leading to  
symptomatology, e.g., uncovering the  
causes of auditory hallucinations.  
 
5) Suicidal and homicidal ideation each has  
an R-code designation. It would be difficult  
to claim that we have recently seen a  
decrease in the rate of suicides. Using the  
code “R45.481 Suicidal ideation” might  
provide data that would help us do this.  
 
6) Finally, about that “stuckness” that we  
alluded to at the beginning of this article.  
Almost all the advances in both medications  
and psychotherapy since DSM-III was  
published in 1980 can be labeled as “me- 
too”. Greater breakdown of the patient’s  
psychopathology into symptoms as  
opposed to syndromes might provide the  
breakthrough we need to generate new and  
unique treatment options.  
 
The Case for Participation in Integrated 
Care 
By Mary Helen Davis, MD 
 

This article will not make 
the case for integrated 
care. That task has been  
completed, with study  
after study demonstrating 
the model to be effective  
for patient outcomes  
and cost savings. With  
 

all the buzz about innovation in healthcare  
delivery and the anticipation of alternative  
payment models, the APA and academic  

centers and others are looking to begin  
training providers in how to implement  
integrated care. APA members can now  
take eight hours of on-line training and  
participate in a network of providers who  
are experimenting with or practicing in this  
delivery system. Opportunities to practice  
in this model should become plentiful in the  
near future, especially if the CMS approves  
an integrative care code--a decision  
anticipated to come by January, 2017.  
 
So what might be a few of the pros and  
cons of jumping on this bandwagon?  
 
PROS:  
· Population Health Impact: A psychiatrist  
participating in this model can impact a  
greater number of individuals than in a  
traditional office-based practice.  
· Team-Based Care: The ability to work with  
a team of primary care providers, nurses,  
and case managers around common goals,  
as well as the ability to share experiences  
with other providers in the integrative care 
network.  
· Innovation: The excitement of  
participating in a new delivery setting.  
· Partial participation: The ability to engage  
the model in a part-time or limited fashion,  
preserving the ability to keep practicing  
traditionally while “trying on” the new  
model.  
 
CONS:  
· Potential loss of autonomy: Psychiatrists  
may experience more autonomy than other  
M.D.’s. Hospital administrators look at us  
last when they are considering buying 
practices. Learning from the experience of 
colleagues who have been incorporated 
into hospital-based practices, we need to 
exercise caution in exploring contractual 
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arrangements, avoiding non-compete 
clauses and defining expectations and roles.  
 
· Reimbursement: Many medical practices  
and systems are eager to include psychiatric  
services, but frequently have limited  
understanding of the details. It needs to be  
clear that they are paying for your time, not  
your direct patient services. Psychiatrists  
have to be able to market themselves,  
showing how much value they can add and  
how they can save the practices  
considerable sums.  
 
· Uncertainty: The success and sustainability  
of this model in the general population  
remains to be determined. Most of the  
successful programs thus far have largely  
been on a “pilot” basis, with highly  
motivated and trained individuals working  
on both the medical and mental health  
sides. This model can become diluted, as  
third party payers adopt it. Guidelines will  
need to be developed: what specific patient  
population does this model serves best?  
 
· Recommendations:  
· Explore the model: Learn about it. Take a  
course at the Institute of Psychiatric  
Services or the APA Annual Meeting. Attend  
the SPA Annual Meeting and meet the  
APA’s Medical Director, Dr. Saul Levin. Ask  
him questions.  
· Evaluate how interested you are in  
participating. If you are still curious, take  
the on-line course the APA offers and join  
the network.  
· Experiment: Devote 4-8 hours 
participating with a primary care practice or  
system that uses this model of care and  
share your experience.  
 
 
 

Coding Update 
By Allan Anderson, MD 
APA Alternate Representative to the AMA 
RVS Update Committee (RUC) 

  
It’s been several years 
since the psychiatric  
CPT codes were 
revamped. There 
certainly were some  
significant issues  
early on. Insurers  
were very slow to  
adopt the new codes  

and there was often a delay in payment,  
as well as some very stressful times with  
some third party payers not accepting the  
new system. In general, I believe the new  
system has worked fairly well. Psychiatrists  
can now be reimbursed for a thorough  
assessment and treatment by combining an  
E&M code with an add-on one for  
psychotherapy. In general, even when just  
seeing the patient for a more “medical”  
follow up, the use of E&M coding provides  
greater financial remuneration compared to  
what would have been paid with significant  
cuts to the prior medication evaluation  
code (old code 90862).  
 
Some problems do continue to exist. I have  
learned that some payers are restricting the  
use of E&M codes with psychotherapy  
codes, forcing psychiatrists into either just  
using an E&M or just providing stand-alone  
psychotherapy. Certainly, that was not the  
intent of providing add-on psychotherapy  
codes. Also, I have learned that some  
payers are refusing to accept the 60-minute  
psychotherapy code, even though Medicare  
is covering it. Clearly, there are some  
practices that should raise concerns, such  
as the routine use of a high E&M code  
(99214 and 99215) with an add-on  
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psychotherapy code. However, there are  
also times when payers even question the  
frequent use of the low level 99212 E&M  
code with added psychotherapy.  
 
I would certainly suggest that we all report  
any denials of prudent use of the new codes  
to the APA, as staff there will attempt to  
remedy the situation. I would also welcome  
any feedback, as I serve on the APA’s RBRVS  
committee.  
 
Finally, there are some interesting new  
codes coming our way. A code for the  
evaluation of a patient with cognitive  
impairment has been approved by the CPT,  
which also approved a code for psychiatric  
collaborative care. These are not yet fully  
vetted, but we could see them next year.  
Since the 2013 psychiatric revisions, some  
additional codes have become available,  
including ones for transition management  
and for advanced care planning. I suggest  
reviewing these codes in the current CPT  
manual to ascertain whether either set  
might be useful for your practice.  
 

Can You Make MACRA in a Cottage 
Industry? 
By R. Scott Benson, MD 
   

This question  
assumes that you  
understand that  
government in one  
form or other pays  
most of the $210B  
bill for mental  

health care provided in this country.  
 
And it also assumes you have heard of  
MACRA (Medicare Access and CHIP  
Reauthorization Act), which was the trade- 

off for getting rid of that "other government 
problem". This Act will govern how the CMS 
(Center for Medicare and Medicaid 
Services) will reimburse for care, going 
forward.  
 
The 962 pages of the CMS proposed rule  
that implements the Act is daunting  
reading. (I have not read it, and don't plan  
to). And this is the start of the problems for  
the solo practices and small groups where  
most psychiatrists practice.  
 
In order to determine what value they are  
getting from its dollars, CMS is checking if  
you are adequately trained and retrained;  
they want to measure your practice. The  
residency training programs have  
"Milestones", which sound a lot like the  
standardized testing that is troubling our  
schools.  
 
As practicing psychiatrists, we are expected  
to keep up with our education. I can recall  
the outcry when the AMA suggested that  
physicians would count their hours of  
training and submit the list for the  
"Physician's Recognition Award". I have a  
few of those certificates in the bottom  
drawer of a file cabinet. Then the states  
took over with increasing demands for very  
specific courses. (I expect to see a rash of  
Zika courses as this epidemic spreads).  
Then the Boards began measuring  
retraining; their program for recertification  
is now embedded in Obamacare.  
 
The next step was finding a way to have  
easy access to information on the care you  
are providing. What better way than  
shared databases? I have computers, but I  
have not found an electronic medical  
record that improves my ability to care for  
my patients. Also, I don't have many  
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patients and families who fully understand  
the implications of the electronic record  
and shared data. Privacy issues aside, what  
data do I have that would help?  
 
I do participate in Medicare to a limited  
extent, so I was interested in the recent  
threat of penalties if I don't report PQRS  
quality measures. I saw that I could report  
through my group (don't have one); or  
through a Registry (don't have one); or on a  
claim form. I asked around about how to  
do this and found that if I try to meet their  
standards and come up short, I get  
penalized anyway. No "A" for effort in this  
class! When I checked on Medicare  
reimbursement rates, I realized that I am  
being significantly penalized anyway. I can  
only guess that the government wants me  
to direct Medicare beneficiaries to a well- 
oiled machine that can easily report on  
quality measures.  
 
Few of the current quality measures relate  
to Psychiatry. I guess I could check BMI at  
each weekly therapy visit. Do I check blood  
pressure when patients tell me they were at  
their family physician’s office the day  
before? Will we have better quality  
measures?  
 
The APA Board, where I am the Area V  
Trustee, is struggling to address these  
issues for our “cottage industry” members,  
while acknowledging the impact these  
government measures will have on our  
colleagues who work in large systems. We  
are also considering the impact on patients  
and families. In March 2015 the BOT  
adopted a strategic plan that specifically  
endorses collaborative care models and  
calls for research to define quality measures  
appropriate for Psychiatry. Effective  
research on quality measures will be  

supported by the development of a  
Registry, which will gather data about care  
electronically. We hope this points the way  
to quality measures that measure  
psychiatric care in a meaningful way.  
 
And then there is an election in  
November….  
 
 
One Small Step for Psychiatry, Maybe a 
Giant Leap for Mankind 
By Mark S. Komrad, MD 

 
I just went to my  
4th APA Assembly  
meeting. As your  
SPA Rep, I want to  
share my experience 
with you. It was one of  
the more exciting  
in my career. In doing so, 

I can give you a sense of how the APA 
Assembly functions.  
 
I have long worked in the field of Ethics. I  
am the Ethicist-in-Residence at Sheppard  
Pratt and a member of the APA Ethics  
Committee. Last year, I became aware of  
one of the most important issues I have  
encountered in my 30-year career, and this  
has come to deeply absorb my attention.  
Indeed, it has transformed my energies  
from those of a scholar, teacher, and  
consultant in ethics to that of an activist-for  
the first time in my life.  
 
In the last issue of “Southlands”, I wrote  
about the current practice of providing  
legalized physician-assisted suicide-
euthanasia by injection-- to NON-terminal  
patients who have so-called "untreatable"  
and "insufferable" psychiatric conditions.  
This is happening in The Netherlands and  
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Belgium, and soon it’s likely to be  
happening in Canada. Often, lethal  
injections are administered by the patient's  
own treating psychiatrist, who has turned  
from trying to prevent suicide to helping  
the patient suicide by providing the means  
(prescription medications) or by actually  
killing the patient with a lethal injection.  
Some psychiatric hospitals in Belgium now  
even have a "euthanasia suite."  
 
Dr. Annette Hanson, who is head of the  
forensics fellowship at the University of  
Maryland, and I, both Assembly Reps, have  
together mounted a campaign to have the  
APA focus on this issue and declare a policy  
forbidding this practice by psychiatrists. Our  
purpose is not just to condemn our  
colleagues abroad who are engaged in such  
a practice that inverts the fundamental  
ethos of what it means to be a psychiatrist.  
We need to act before this practice arrives  
in the U.S. We already allow physician- 
assisted suicide for the terminally ill in five  
 
U.S. states. Several more states are on the  
verge. Experience in several countries has  
shown that this creates a slippery slope;  
first, this is allowed for terminal patients,  
but then it eventually morphs to include  
patients who are not terminal. It is at that  
point that psychiatric patients, with 
nonterminal conditions (which arguably  
characterizes all conditions in the DSM) ask  
to be able to access physician-assisted  
death, especially in cultures that value  
parity.  
 
So, Annette and I crafted an Action Paper,  
asking the Board of Trustees of the APA to  
say that it is NOT appropriate behavior for  
psychiatrists to provide the means for their  
non-terminal patients to die, nor to kill  
them. No exceptions-- whether the law may  

or may not permit it. The APA has a history  
of proscribing certain behaviors, such as  
psychiatrists having sex with patients, or  
participating in torture, or assisting in  
executing prisoners. It has also condemned  
certain psychiatric practices in other  
countries, like the former Soviet Union.  
 
The process involved drafting an Action  
Paper. Many former APA Presidents, past  
and current members of the Board of  
Trustees, and a number of prominent  
psychiatric leaders signed on in support of  
the paper. The majority of those endorsers  
are members of the SPA. Indeed, many SPA  
members with whom I spoke were quite  
enthusiastic about the paper. We then took  
it to the APA area 3 (mid-Atlantic) meeting.  
There were objections to our original draft  
and very useful suggestions from Areas 3  
and 5( which contains most of the southern  
states). We carefully refined the language  
of our paper.  
 
Next, we took it to one of the "Reference  
Committees" of the Assembly that screen  
action papers. Like with a congressional  
committee, this results in either support of  
 
the paper as written, suggestions for  
modification, or a failure to support it on  
the floor of the Assembly at voting time. In  
the Reference Committee the only  
testimony was in support of the paper and  
it supported it without any changes. This  
led the Area 3 Council to now fully support  
it. At that point we also heard from the  
Hawaii District Branch of the APA, who  
wished to sign on as an endorser.  
 
On May 15th the paper came to a vote on  
the floor of the Assembly. Its bottom line  
read:  
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BE IT RESOLVED:  
That the Board of Trustees of the American  
Psychiatric Association adopt the following  
position statement:  
 
“The American Psychiatric Association  
holds that a psychiatrist should not  
deliberately prescribe or administer any  
intervention to a non-terminally ill person  
for the purpose of causing death."  
 
The final vote on the Assembly floor was  
unanimous.  
 
I gave a talk about this issue at the APA  
meeting the next day to a packed room (a  
talk I will give to the SPA at our annual  
meeting in September). At the end, I  
announced that this resolution had passed  
on the floor of the Assembly the previous  
day, and a cheer went up from the  
audience.  
 
The following day, I gave a similar  
presentation to the APA Ethics Committee,  
which unanimously endorsed the resolution  
of the Action Paper. This leant further  
weight to the resolution as it now makes its  
way to the Board of Trustees.  
 
We now await the final action by the  
Trustees. It is not official policy until they  
say so. They next meet in July. The Board is  
not required to fulfill the will of the  
Assembly on this or any other matter  
referred to them. So, “It's not over until it's  
over.” However, if the APA finally adopts  
this policy, it will have powerful  
implications around the world. It will be the  
first major, and the most influential,  
psychiatric body to come out very explicitly  
against these remarkable practices going on  
in Benelux, and possibly soon in Canada.  
Meanwhile, the Ethics Committee of the  

World Psychiatric Association (WPA),  
chaired by Dr. Paul Applebaum, has crafted  
a similar statement, which will go for a final  
vote there in October, 2017. That might be  
more difficult to pass than the APA vote,  
because most psychiatrists in Benelux  
belong to the WPA, not the APA.  
 
Politics is said to be "the art of the  
possible." The crafting of this paper and the  
process of navigating it through the APA  
process provided a striking lesson in this  
truth. However, succeeding in such an  
apparently unanimous fashion, on such a  
topic of worldwide importance, was  
tremendously exciting and satisfying. So, as  
your Assembly Rep for the SPA, this last  
session left me feeling not just dutiful, but  
instrumental.  
 
 

EVALUATING a NEW LAW in TENNESSEE 
Counselors Rights & LGBT Rights 
By Timothy R. Jennings, MD 
  
Over the past few months several states  
have passed laws that have been labeled by  
the media, and the APA, as “anti-LGBT”.  
Here in Tennessee, Governor Haslam signed  
into law one (Senate 1556/H 1840) that has  
also been labeled by some, including the  
 
APA leadership, in that same way. (This bill  
applies to licensed counselors, not  
psychiatrists).  
 
The APA leadership had a telephone  
conference with the Tennessee Psychiatric  
Association (TPA) leadership prior to the  
Governor signing the bill. (As President of  
the TPA, I was included in that  
teleconference.) The APA leadership, having  
concluded that this bill was anti-LGBT in  
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nature, sought the support of the TPA to  
write a joint letter to him to oppose it.  
 
It might be beneficial to share some behind- 
the- scenes perspectives on how this played  
out in Tennessee.  
 
The TPA board members split on how we  
viewed the bill. Some were concerned that  
the bill had anti-LGBT purposes, and could  
open the door to more overt discriminatory  
legislation. Others, however, understood  
the bill was not restricted to LBGT issues,  
but had broader application. Some  
understood it as not only respecting the  
LGBT community, but also simultaneously  
protecting the constitutional rights and  
mental well-being of those counselors with  
religious objections to providing certain  
types of care e.g., gay couples therapy.  
 
Why this legislation, if not to take a swipe at  
the LGBT community? Tennessee requires  
all licensed counselors, in order to maintain  
their licenses, to comply with the code of  
ethics of the American Counseling  
Association (ACA). The ACA amended its  
code of ethics to prohibit counselors from  
referring clients based on the counselor’s  
“personally held values.” Some in  
Tennessee saw this change as putting  
coercive pressure on counselors, by either  
threatening their licensure or opening them  
to litigation if they referred patients based  
on their values.  
 
Thus, the purpose of the law was to remove  
the “requirement” that a counselor must  
provide certain treatments despite personal  
objections, and to provide that therapist  
the liberty to make (in non-emergency  
situations) a referral to someone who  
doesn’t have those same objections.  
Further, refusal to treat is only permitted by  

this law when there is a competent  
provider to receive the referral.  
 
Those in Tennessee who supported the  
legislation considered the impact of what  
would happen without it. First, it would  
result in LGBT individuals being treated by  
therapists with biases that could negatively  
impact them, but the therapists continue to  
treat for fear of litigation or licensure  
censure. Further, not having the autonomy  
to refer contributes to increased mental  
distress for the therapist. (It was interesting  
to note that the APA leadership did not  
express any concern about that). Finally,  
there were concerns that first amendment  
protections for the therapists would be  
infringed if this law was not passed.  
 
Those on the TPA board who supported the  
legislation are absolutely opposed to  
discrimination and promote equality for all 
 
-regardless of race, gender, gender- 
identity, nationality, age, or religion. Some  
on the TPA board believe that the APA  
leadership got caught in the trap of  
attempting to protect the rights of one  
group at the expense of another. The TPA  
board members who supported the  
legislation were trying to protect the rights,  
dignity and equality of all parties.  
What happened in Tennessee is distinct  
from what happened in some other states;  
each situation needs to be evaluated based  
on its merits. We need to resist getting  
caught up in reflex reactions that lead us to  
false assumptions and conclusions. We  
have to take the time to investigate for  
ourselves the evidence for each perspective  
change and to come to our own  
conclusions.  
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For those who would like to read the law  
for themselves it can be found at:  
 
http://www.capitol.tn.gov/Bills/109/Amend  
/HA1006.pdf  
 
 

Karl Japers:  
Psychopathologist and Phenomenologist, 
an Introduction 
By Arthur Freeman, MD 
  

Karl Jaspers was one of the 
outstanding 
psychopathologists of the  
20th century. He saw that in  
order to understand  
psychopathology we needed  
to use the methods of both 

the natural sciences and the humanities. His 
tome, “General Psycho-pathology”, is much 
more inclusive than DSM-5. His diagnostic  
entities work is still used in many parts of  
the world by numerous psychiatrists,  
psychologists and philosophers.  
 
“Psychopathology” defines how we  
describe and comprehend mental  
disorders. Jaspers was constantly  
confronting the two directions in his field-
empirical and theoretical--a discussion  
which continues today. He incorporated  
our understanding of the meaning of  
patients’ lives as well as the objective  
methods that we use in our diagnostic  
manuals today.  
 
Jaspers made four major distinctions in his  
study of patients with mental disorders.  
The first is “meaningful” versus “causal”  
connections. A “meaningful” connection  
could be between delusions and the  
defensive actions of patients. We may not  

believe patients’ delusions, but we can see  
why they might protect themselves from  
what they view as threatening. The  
connection means something. We might  
make a “causal” connection between street  
drugs and erratic behavior in another  
patient.  
 
The second distinction between two of  
Jaspers’ organizing principles is between  
“understanding” and “explanation”. This  
has similarities with the distinction between  
“meaningful” and “causal”. In each pair, the  
first principle is the individual, personal  
insight--versus the more universal  
“scientific” and the logical terms such as  
“cause” and “explanation”.  
 
A schizophrenic patient may present  
childish and unusual behaviors or an  
elaborate delusional system. The third  
distinction concerns the “objective” and  
“subjective” components. “Objective”  
refers to them being observable and  
sometimes measurable; they can be  
explained in terms like dysfunctional neural  
circuitry or neurochemistry.  
 
“Form” versus “content” is Jaspers’ fourth  
and most important distinction. A patient  
may have several delusions, all with the  
same form (delusional), but unrelated in  
content. Some may be delusional about  
danger, others about being superhuman,  
etc., all with different content. If all the  
thoughts were obsessional they would still  
be in the same form--this time not  
delusional, but obsessive. For diagnostic  
purposes, the content is much less  
important than the form.  
 
The topic of “phenomenology” is less about  
objectivity than subjectivity. Objective  
symptoms are publicly available. They are  
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perceived by the senses and include  
reflexes, measurable movements, verbal  
expression, written production and action.  
Patients’ delusions are considered objective  
to the extent that we can understand them  
without using empathy. Subjective  
symptoms are about how patients  
experience their symptoms. For example,  
not just the statement of a delusion but  
also how it feels to have that delusion, is  
the subjective aspect of symptoms that  
interests Jaspers. Empathy, (for Jaspers) is  
imaginative living with the patients’ mental  
state after we have entered their  
consciousness.  
 
This is a difficult skill, requiring much  
instruction and experience. It’s easier to  
understand objective symptoms. For  
empathy to function, the psychiatrist and  
patient have to share the subjective  
experience with minimal rational,  
intellectual activity by both. The work of  
the phenomenologist is doing “life  
philosophy”. One cannot understand  
human life in merely logical and rational  
ways.  
 
I plan to clarify these ideas and to amplify  
them when I speak at our meeting in  
Baltimore. I hope it will lead to a lively  
discussion.  
 
 
Interview: Steven S. Sharfstein, M.D. 
CEO, Sheppard Pratt Health System 
June 20, 2016 
By Bruce Hershfield, M.D. 

 
Q.:”I hear you’re throwing 
out the first pitch at the 
Orioles’ game tomorrow. 
That must be exciting for  
you.”  

Dr. S.: ” Yes! That’s actually the second  
time I will have done it. I did it when I was  
President of the APA, in Toronto, and we  
bought a block of tickets and I threw out  
the first pitch then.”  
 
Q.: ”Please tell us what you’re going to be  
doing once you retire as CEO of Sheppard  
Pratt at the end of this month.”  
Dr. S.: ”I’m not actually going to retire. I’m  
going to reinvent myself a bit. I will have an  
office at Sheppard, in a different building. I  
will write, and consult, and see a few  
patients and supervise and teach. I really  
enjoy seeing the Residents and supervising  
psychotherapy. I will be doing a tutorial for  
the fourth year residents in mental health  
policy. I hope to move into one of our  
community programs—Mosaic Services-and  
to see patients who have severe and  
persistent mental disorders. I will be  
working in one of the integrated mental  
health clinics; it has primary care and  
substance use treatment and housing and  
employment.”  
 
Q.: “I know that you’ve been interested in  
that kind of disorder and treatment for  
many years”  
Dr. S.: ”Yes. My interests in psychiatry vary  
because one could do so many different  
things. At one time in my career, I was a  
community psychiatrist. Another time, I was  
a consultation liaison psychiatrist, at the  
NIMH. I have always done psychotherapy,  
have stayed active clinically, no matter  
what I have been doing. I have a small  
patient load right now. I also love long-term  
management, medication management,  
those kind of things. I love being helpful,  
knowing that I am going to see someone at  
least once or twice and seeing if I can make  
a difference.”  
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Q.: “What do you say to people who  
criticize psychiatrists who want to do  
psychotherapy, who believe we should just  
be writing prescriptions?”  
Dr. S.: ”That’s very reductionistic and  
stupid. Even primary care doctors who  
write prescriptions-- if that’s all they do,  
then that’s not right. Obviously, our medical  
skills and the talents that we bring to the  
treatment of severe mental illness have a  
special place, a premium, in terms of the  
team. You can’t just be writing  
prescriptions. You really have to understand  
the patients; otherwise, to start with, they  
just won’t take the medications.  
Psychiatrists whom I know, in Community  
Psychiatry, know how to work with a team  
and they respect other team members.  
There are a few people, the outliers, who  
just write prescriptions, but the good  
people I know do more than just that.”  
 
Q.: ”What accomplishment during your  
time at Sheppard Pratt has meant the most  
to you?”  
Dr. S.: ” I’m happy that Sheppard Pratt is  
still standing when I’m leaving it. When I  
became the fifth Director in Sheppard's  
history, in 1991 – 1992, we were in the  
midst of the managed care hurricane. Our  
average length of stay was rapidly declining,  
from a high of 80 days, when I first came 
here, to 20 days within a matter of months.  
We were closing units and beds and laying  
off staff. Many of our sister hospitals were  
merging or were going out of business  
altogether. Could Sheppard survive, on our  
own two feet? We were able to do that. We  
reinvented ourselves. We changed our  
name from the Sheppard and Enoch  
Hospital to the Sheppard Pratt Health  
System. And, paradoxically, we expanded.  
At a time when our revenue was declining  
drastically, we moved care into different  

settings – – day programs and outpatient  
settings and schools and general hospitals.  
That was costly. We had a few years when  
we had red ink. We emerged from that and  
now we are the largest not–for–profit  
behavioral health provider in the country.”  
 
Q.: ”What would you have done differently  
if you had a chance to do things again? ”  
Dr. S.: ” There were a few things that didn’t  
work out. I would have liked to have  
delivered more care to other populations,  
for example the developmentally disabled. I  
would have liked to have seen more  
research. We have started something, it’s  
only about a year old--the Sheppard Pratt- 
Lieber Institute, the joint venture with the  
Lieber Institute down at Johns Hopkins. So,  
that is promise for the future, where we can  
parlay our incredible patient volumes-- the  
70,000 patients we see in a year – – to the  
new knowledge that can come from 
applying some of the genetics and the brain  
science and the new pharmacologic  
approaches in the real world.  
 
I would have liked to have expanded our  
efforts in jails and prisons, but we were  
unable to do that because of the contracts  
the jails had with outside national  
providers. That’s the public health crisis of  
the day and Sheppard is a big community  
mental health center. We’ve tried to take  
care of lots of people in many different  
settings. The state hospital system was able  
to downsize because of Sheppard Pratt,  
because we took on all the acute,  
non—forensic care. We have 10,000  
admissions a year to our two campuses; we  
see 70,000 patients, but most are 
outpatients. We’ve tried to build a network  
of care, in long – term housing. We’ve got  
1000, but there’s a need for 5000. So we do  
a lot, but we don’t do enough.”  
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Q.: ”Can you tell us about Dr. Harsh Trivedi,  
who is coming to Sheppard as its new CEO  
on July 1? I understand that he is joining the  
Southern Psychiatric Association and that  
he was at our reception in Atlanta last  
month.”  
Dr. S.: ”He is very well-suited for the job.  
He has been getting ready for this sort of  
step in his career. He is young, but he has  
had great experience, both at Brown, where  
he ran an inpatient service (he is a child  
psychiatrist) and then at Vanderbilt, where  
he is the CEO of the Vanderbilt Psychiatric  
Hospitals. It’s smaller than Sheppard, but an  
important academic center. He has  
experience in working with people who do  
research. He has an MBA, so he  
understands the money issues and what  
needs to be done. He has really good  
personal skills and I think he’s a wonderful  
teacher.”  
 
Q.: ”Everyone tells me that you played an  
important role in saving the Southern  
Psychiatric Association a few years back.”  
Dr. S.: ”I don’t like death. That’s probably  
why I’m a physician in the first place. I don’t  
like people dying and I don’t like  
organizations dying. The Southern was  
dying. It was losing members. There were a  
number of organizations that I watched die.  
People didn’t want to join and membership  
was going down. We were losing money  
every year. Our reserve was going down to  
nothing. My recently – retired assistant was  
looking for work, so I suggested that we  
bring the administrative aspects of the  
Southern to Sheppard and we lowered the  
annual costs of running the organization by  
about 400%. So we were a smaller  
organization, but we could survive and then  
build, and that’s what’s happened. So  
Sheppard’s survival has allowed the survival  
of the Southern.”  

Q.: ”What would you like to see the  
Southern do in the future? ”  
Dr. S.: ”It’s an easy organization to have fun  
with. I’d like to see psychiatrists view the  
Southern as a way of getting out there and  
networking and learning something from  
our good programs. The work that we do as  
psychiatrists is often very isolating and  
lonely, but you can have these friendships  
with people from all over the South.  
Meetings are often in great places that I  
wouldn’t have otherwise visited.”  
 
We do need younger members. The  
profession itself is aging, which is a  
problem. For example, one of the issues in  
the current crisis in Child Psychiatry is the  
aging of the child psychiatrists themselves.  
The social aspects of the Southern are its  
best 'selling point'. You really get to know  
people and to enjoy their company and to  
engage in some interesting conversations.”  
 

Letter from the Editor: A Time for 
Transitions 
By Bruce Hershfield, MD 
 
When I turned 70 recently, several friends  
told me, “It’s the new 50.” I think it’s  
important that psychiatrists remain  
optimistic if we’re going to help patients, so  
I have to agree with President Reagan: “Our  
best days are still ahead of us.” It can also  
be said of the Southern Psychiatric  
Association --now 80 years old.  
 
The most important transition for the SPA  
now is that Susan Proctor, who has been  
our wonderful Executive Director for many  
years, is retiring when we meet in Baltimore  
in October and is being replaced by 
Ms. Janet Bryan, who is already taking on 
some of the responsibilities. As you can tell 
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from their brief autobiographical sketches 
in this issue, they are both remarkable 
people. We all owe Susan our thanks. It’s 
hard to imagine how our association could 
have prospered in this last decade without 
her. I’m sure we will all do our best to 
welcome Janet as we begin working with 
her.  
 
Another transition is that Steve Sharfstein,  
who has been so important in saving the  
SPA and in making Sheppard Pratt into one  
of the best psychiatric hospitals in the  
country, is retiring as its CEO . All those who  
know him can see how his intelligence,  
compassion, and determination have  
helped both Sheppard and our association. I  
know he will be busy in this next phase of  
his life and I’m sure that many people will  
benefit from his efforts, as they always  
have.  
 
I am pleased with the quality of our new  
members and with the achievements of so  
many of our current ones. Roger Peele has  
taken over the APA Area III trustee position  
from Brian Crowley and Scott Benson is  
continuing to serve in Area V. Anita Everett,  
a new SPA member, is now President –  
elect of the APA. Mark Komrad, our APA  
Assembly Representative, is doing a fine  
job, as you can see from his article in this  
issue. It’s good that people of this quality  
are looking out for our profession and our  
patients.  
 
This is the fourth issue of ”Southlands” and  
the first that has Janet Bryan handling many  
of the details of producing it. We have  
finished the initial stage of getting the  
newsletter “off the ground.” Now we can  
concentrate on making it better, so that  
more members read it and contribute to it.  
“Southlands” is a place where members  

who want to say something can just go  
ahead and say it. Just look at the variety of  
articles we have seen so far!  
 
The SPA has changed a lot in recent years.  
Many members are enjoying our spring  
receptions at the APA meetings – – as  
shown by the accompanying photos we  
have from May 15th in Atlanta. We have a  
voice in the APA Assembly. We are  
attracting good new members. We have an  
exciting program scheduled for Baltimore in  
the fall, thanks to Shilpa Srinavasan and her  
Program Committee. Now our newsletter is  
“off the ground”. It’s a good time to be  
optimistic.  
 

 

 
Drs. Theron McLarty, R. Scott Benson, &  
Art Freeman 
 

 
        Drs. Rahn Bailey & Jack Bonner 
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                      Ryan Hall, MD 
      At Terminus 330 in Atlanta on May 15th 
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