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Letter from the Editor 

The APA Assembly and the SPA 

by Bruce Hershfield, MD 

 

Dr. Mark Komrad, our first SPA Rep 

to the APA Assembly, told me that 

whenever he asked anyone in the SPA 

what his role was supposed to be, 

he was told, “Ask Bruce!” It’s true 

that I pushed to get us approved as 

an allied organization in the 

Assembly, but I gave little thought 

to figuring out what we should do 

when our application got approved. 

I’m very pleased to see what a fine 

job Mark is already doing. It often 

takes years to figure out how the 

Assembly functions, but it’s clear 

he learned a lot just by attending 

his first two meetings.  I believe 

he has discovered that the SPA can 

best help improve Psychiatry by 

serving as a voice of the 

clinicians--since almost all our 

members, even those in academics 

and administration, treat patients. 

We are fortunate to have other SPA 

clinicians in important positions 

in the APA now, including Scott 

Benson and Brian Crowley, the Area 

V and Area III Trustees.  Because 

it’s getting harder and harder to 

practice Psychiatry correctly, it’s 

good that Mark is in a position now 

where he can bring our concerns 

directly to the Assembly, which 

represents more than 33,000 

psychiatrists and has links 

throughout the APA. 

Just look at some of the recent 

changes in psychiatric practice! 

Transition to electronic health 

records has led many patients to 

complain that their doctors are not 

listening to them, but are using 

the time to enter data. Patient 

privacy is being breached, 

sometimes in alarming numbers, as 

recently happened with the federal 

employees’ data bank. Changes in 

CPT coding have pushed doctors to 

list ”bullet points” to justify 

what they are charging. (Try 

following the “narrative” of what 

has happened to the patient by 

reading a recent chart!) Insurance 

company requirements, including 

prior authorizations even for 

generic medications, take large 

amounts of time and restrict our 

ability to work with our patients. 

Maintenance of Certification, based 

on the concept that more 

experienced practitioners know less 

than inexperienced ones – – with 

virtually no data to support it’s 

even true for psychiatrists – – has  

drained the pockets of our members 

and has used  large amounts of 

their time. (Andre Iguadola of the 

NBA champion Golden State Warriors, 

recently spoke of working 11 years 

to get to his starring role in the 
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finals—-he referred to “the 10,000 

hour rule; you just try to master 

your craft.”) 

It’s no secret that the biggest 

problem facing Psychiatry today is 

that there aren’t enough of us. The 

number of psychiatrists is 

declining and this is likely to get 

worse because the average age of 

psychiatrists in the United States 

is 55 and one – fifth of the 

membership of the APA is at least 

70.  Prospective patients in my 

area have been telling me they’re 

being asked to wait 6 months to get 

an initial appointment through 

their insurance network. This 

situation is not going to last very 

long. If we cannot convince young 

physicians to become clinical 

psychiatrists, the shortage will 

get worse and other practitioners 

will simply move into the vacuum. 

We already are seeing psychologists 

prescribing and nurse practitioners 

acting without any supervision. If 

we are to convince more people to 

become psychiatric clinicians, we 

have to make their potential 

careers more attractive—and keep 

them that way. 

What kind of a field will we be 

leaving those who will be entering 

it? I don’t know. But I’m glad we 

now have Dr. Komrad looking out for 

our interests--- and those of all 

psychiatric practitioners-- in a 

place where collective effort can 

lead to some positive changes. Tell 

him what he can do to help, at 

mkomrad @aol.com. 

       

 

 

 

 

 

 

 

 

                                 

Greetings from the President 

 

by Ryan Hall, MD 

 

 

The 2015 meeting in 

Chattanooga is 

rapidly approaching.  

I would like to 

thank Shilpa 

Srinivasan, Program 

Chair, and her 

committee for all their hard work. 

In addition, I am thankful that Tim 

Jennings, who is the SPA President-

elect and also currently the 

President of the Tennessee 

Psychiatric Association, is our 

“man on the ground” in Chattanooga. 

He has been instrumental in 

arranging some wonderful 

activities, such as a reception at 

the aquarium.  I expect the 

Chattanooga meeting will be 

something special. 

  

The last newsletter mentioned some 

of the exciting activities that can 

be experienced in Chattanooga, such 

as Rock City/Ruby Falls, and the 

Whiskey Trail, but I am also just 

as excited to see what the program 

committee has put together for us. 

We are going to have many exciting 

lectures from some of our favorite 

speakers. Glenn Treisman will be 

talking about psychiatric fads, 

fictions, facts and fantasies, and 

Mark Komrad will be telling us 

about what psychiatric ethics and 

lessons we should NOT be learning 

from Hollywood movies.  We will 

have several lectures on 

integrative medicine and 

consultation-liaison work, as well 

as talks about early stages of 

psychosis and HIV-associated 

nervous system pathology.  The 

Southern Psychiatric Resident Award 

talk will be given by Dr. Ajay 

Parsaik, on mortality associated 

with anxiolytic or hypnotic drugs. 

A speaker from the historical 

society will tell us about the 

history of the Chattanooga area. As 

always, it will be good to see old 

friends and to make new ones.  
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 I would like to thank Bruce 

Hershfield for his work on 

“Southlands” and Mark Komrad for 

what he is doing as the Southern’s 

first APA Assembly Rep.  I greatly 

appreciate Bruce’s efforts to 

strengthen the Southern’s sense of 

community outside the annual 

meeting.  Mark is already 

demonstrating the SPA’s relevance 

and its influence in our field.  

 

I also want to take a moment to 

mention our new tradition of co-

sponsoring a spring reception at 

the time of the APA Annual Meeting.  

We appreciate the generosity of 

PMRS in co-sponsoring this year’s 

reception, which took place at the 

Toronto Design Exchange. 

 

In closing, I would like to thank 

the Tennessee Psychiatric 

Association for partnering with us 

in Chattanooga. I am looking 

forward to September 30th. I know 

plans are already underway for the 

2016 meeting in Baltimore. It’s an 

exciting time for the SPA and for 

Psychiatry!   

 

  

 

Notes on the History of the SPA 

By Susan Proctor  

This year marks 

the 80th 

anniversary of the 

Southern 

Psychiatric 

Association.   As 

a history 

enthusiast, I have 

had great fun 

blowing off the dust from our older 

files and reading about the past 

leaders and meetings of the 

Southern.  Impressive are the 

academic and social events which 

make up our history.  The very 

first SPA meeting (formerly, the 

Southern Neuropsychiatric 

Association) in 1935 was held in 

New Orleans during Mardi Gras!  

Each member was promised a ticket 

to one of the Grand Balls of Mardi 

Gras.   Former Southern president, 

Dr. Henry Brackin, Jr. noted, 

“those social overtones seem to 

have set the precedent for the 

future meetings of the 

organization.”  We still have a 

copy of the city’s invitation to us 

from T. Semmes Walmsley, then Mayor 

of New Orleans.   That first 

meeting included thirteen 

presentations on such topics of 

“Emotional Factors Observed in 

Gynecology”, “The Incidence of 

Multiple Sclerosis in the South,” 

“A Consideration of Emotional 

Factors in Eye Examinations: and 

“Observations of Psychic 

Manifestations in Surgical Cases.”  

The beginning of the Southern’s 

very eclectic academic and social 

history had begun. 

The Southern has met almost every 

year since those beginnings in 

1935, with only a five-year 

interruption because of World War 

II.  (I can only begin to imagine 

the effect of the rumbling war on 

psychiatry and mental health care 

at that time.)  By 1939,  SPA 

President C.S. Holbrook noted in 

his presidential address, “The 

Effects of War on Mental Health,” 

that, “the past 12 months have been 

anything but quiet and serene; 

tremendous forces of unrest have 

been present in Europe and to a 

somewhat less degree in this 

country.”  World War II was 

declared later that year.  The 

meeting in 1941 carried forebodings 

of the U.S. entry into World War 

II.  Presentations included 

“Medical Preparedness,” “Aviation 

Medicine,” Psychiatry and Defense,” 



4 
 

and “The Mechanics of Morale.”  The 

Southern was not to meet again 

until 1946. 

It was interesting to learn that 

prior to World War II, many of the 

presidents of SPA were 

superintendents of state hospitals.  

The practice of psychiatry was 

mostly hospital-based.  Only some 

years later did more of its members 

go into private practice or medical 

school teaching.  Fifteen of our 

members have been Presidents of the 

American Psychiatric Association. 

I think we have a copy in our files 

of every program that the Southern 

has held.   Those programs reveal a 

rich history filled with academic 

talent, imagination, progressive 

thinking and lasting professional 

collegiality.  When we ponder what 

purpose our organization can 

provide in today’s world and to 

potential new members, let us not 

forget the value of our rich 

legacy! I hope to see “you-all” in 

Chattanooga! 

 

 

A Bit of History about Chattanooga 

 

by Susan Proctor 

 

Did you know that in 1838, 

Chattanooga officially got its 

name, “Chattanooga,” a Native 

American word meaning “rock coming 

to a point” which refers to Lookout 

Mountain’s tip pointing to what is 

now its downtown?  Its Native 

American history begins at the 

waterfront, an area established by 

a chief of the Cherokee Indians; it 

eventually served as their trade 

hub and the business center for the 

county.  In 1838, Cherokee parties 

left from this area for the West on 

what became known as the Trail of 

Tears. 

 

During the Civil War, Chattanooga 

was a strategic battleground 

because of its mountains and ridges 

and its river and rail systems, and 

was an important location for both 

the Union and Confederate armies.  

In May 1864, General William T. 

Sherman received orders to “cut the 

south in half,” and he left 

Chattanooga with over 120,000 

troops to head to Atlanta and then 

on to Savannah. 

___________________________________ 

 

 

 

CHATTANOOGA! 

 
Southern Psychiatric 

Association & Tennessee 

Psychiatric Association 

Scientific & Annual 

Meeting 

 

9/30/15 – 10/4/15 

The Read House Historic 

Inn & Suites 
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Report from Your New APA Assembly 

Rep 

                                                                                                                                      

by Mark S. Komrad MD 

 

 

 

I attended the 

meeting in Toronto 

in May, as the 

first 

representative of 

the SPA to its  

seat in the 

Assembly. I 

continue to try to 

find my legs on 

this rocking ship of politics, 

complex procedures, workflow, 

history, and group dynamics. It is 

a cauldron of fascinating ideas, 

passionate people, social and 

professional consciousness, and an 

almost overwhelming agenda. There 

are, however, many moments of 

inspiration and vision, and a 

sense that a lot of people are 

trying their best to fulfill   

aspirations for the future of our 

profession.   

 

I got my first taste of this body’s 

efficacy through a major effort 

that arose from within the Assembly 

itself – to oppose the portion of 

maintenance of certification (MOC) 

that calls for requests for patient 

feedback (so-called "Part IV").  

Our efforts led to the APA Board of 

Trustees writing to the American 

Board of Psychiatry and Neurology 

(ABPN), asking it to eliminate Part 

IV. The Assembly heard the members’ 

concerns about MOC in general and 

Part IV in particular, and the 

Trustees heard the Assembly. 

Indeed, the Trustees went further, 

and in their letter to the ABPN 

asked it to establish a workgroup 

with the APA "to evaluate the broad 

issue of maintenance of 

certification for psychiatry and 

its relationship to maintenance of 

state licensure and other 

accrediting bodies."  Dr. Lois 

Nora, CEO of the American Board of 

Medical Specialties (of which the 

ABPN is a member) also addressed 

this Assembly. She specifically 

endorsed the concept of MOC, and 

described several upcoming changes 

and proposals to improve it: These 

included accepting CME 

participation as a form of 

partially fulfilling MOC, engaging 

diplomates in review of previous 

Board Exams, reducing burden and 

costs, and increasing the relevance 

of the exams. Innovations for 

future MOC exams will include 

making them modular (not as 

encompassing as the initial 

certification exams) and remote 

proctoring (allowing the exam to be 

taken at home).  

 

The Assembly passed a wide variety 

of action papers and position 

statements on other topics, 

including:  

 

 1) asking that the APA support and 

lobby for comprehensive mental 

health benefits for the survivors 

(and the significant others) of 

those killed in the Fort Hood 

incident 

 

 2) asking that the APA  develop a 

position statement for the 

elimination of the conditions 

contributing to emergency 

department boarding of individuals 

with psychiatric disorders 

 

3) asking that the APA develop 

mental health guidelines for 

colleges, allowing more 

individualized ways of deciding 

student mental health leave. 

Colleges need to invest in more on-

campus mental health services in 

order to better address such 

problems in a way that protects the 

future of their students. For 

example, requiring all students 

with mental health problems to take 

a mandatory year off, away from 

campus, can further adversely 

affect students’ mental health and 

self-esteem. Leave must be 

determined in collaboration with a 

mental health care provider on a 

case-by-case basis.  
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4)  asking the APA to develop media 

and legal activities against 

insurance companies that fail to 

comply with the ACA and the Mental 

Health Parity Act. 

 

5)  asking for a new Position 

Statement on Assisted Outpatient 

Treatment (involuntary outpatient 

commitment). This is considered 

urgent, due to the pace of 

political and legislative actions 

in many states. 

 

6)  asking the APA to appoint a 

work group to explore mechanisms to 

best meet the needs of its senior  

members 

 

7)  asking the APA to encourage 

governments to enact legislation 

and grants to psychiatrists to 

create effective systems of 

immediate payment to insurance-

paneled providers so that they are 

paid in a more timely way. 

 

 

 A few of the Position Statements 

Approved by the Board of Trustees 

on the recommendation of the 

Assembly: 

 

Position Statement:  The Need to 

Monitor and Assess the Public 

Health and Safety Consequences of 

Legalizing Marijuana 

 

Position Statement:  The Definition 

of “Medical Necessity,” for use by 

insurers and others 

 

Position Statement:  The 

Confidentiality of Electronic 

Medical Records 

 

I personally worked on a Position 

Statement: Patient Access to their 

Electronic Psychiatric Health 

Records. I helped to develop this 

in a workgroup composed of 

representatives from the APA Ethics 

Committee (of which I am a member) 

and the Psychiatry and Law 

Committee. The statement was 

returned for revisions and will be 

revisited at the next Assembly 

meeting, in the fall.  I lectured 

about this to the SPA at our 

meeting last year. 

 

It is important that I hear from 

our membership regarding the 

concerns that you would like me to 

bring to the Assembly. I am also 

trying to get a coherent sense of 

the SPA’s particular interests--

what characterizes our organization 

and membership. Let me know your 

ideas:  What do you see the SPA 

standing for and trying to 

accomplish through the APA?  What 

is our character, our identity? 

Please share your ideas with me at 

mkomrad@aol.com 

 

___________________________________ 

 

Interview: Bernard M. (“Barney”) 

Malloy, MD 

by Bruce Hershfield, MD 

Washington, DC--April 19, 2015 

 

Q. “Congratulations 

on becoming a 50 – 

year member of the 

SPA! Please tell us 

why you joined and 

what it has been 

like to be a member 

all these years. 

Dr. M.: “I’d heard 

of the Southern Psychiatric before 

I ever went into Psychiatry. They 

had an annual meeting at Vanderbilt 

around ’53 or ’54, but I didn’t 

know any more about it than that. 

Then I got into psychiatry and Dr. 

Frank Luten was the President. He 

was a professor there at 

Vanderbilt. He would invite certain 

people into the Southern. It was 

always the highlight of the year to 

go to these meetings-- to places 

where you hadn’t been and had 

mailto:mkomrad@aol.com
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wanted to go. The programs were 

useful.  (They’ve gotten better 

over the years.) Friendships you 

establish over the years become 

more and more meaningful. Some 

years ago—I guess it was in the 

late ‘90s-- there was some 

controversy over the seal. That got 

worked out fairly well. I think it 

was a graphic picture of Lee on the 

mountain near Atlanta. That got off 

the stationery. A good friend of 

mine, who is now gone, eventually 

joined the organization. He asked, 

“What kind of people are you 

looking for?” He was told,” We’re 

looking for good psychiatrists and 

good ol’ boys.” He replied, “Well, 

would you settle for good 

psychiatrists?” It has been 

meaningful to me over the years to 

see the changes that have occurred-

the widening of it has been good, 

including the bringing in of women. 

It doesn’t seem like it has been 50 

years!” 

Q.:” I gather that you’re 

originally from Tennessee. How did 

you come to Washington?” 

Dr. M.:” Through Dr. Luten I did a 

part of my residency at New York 

Hospital—Payne Whitney Cornell. I 

was planning to go back to 

Tennessee. Some people who had been 

involved with the CIA from 

Vanderbilt got to talking to me. I 

tell people that I got on the bus; 

the ticket didn’t go any farther 

than Washington. I got involved 

with the CIA and worked for it for 

many years, as well as having a 

practice.” 

Q.:” Are you glad that you came to 

Washington?” 

Dr. M.: “It’s a wonderful place to 

be. I still keep ties to Tennessee, 

though. I’m hoping to come to the 

meeting in Chattanooga. I’m from 

the far western part of the state. 

When we were little, we had a 

plumber who had grown up on Lookout 

Mountain; he had been a little boy 

during the Civil War. During the 

battle of Lookout Mountain, his 

mother-- his father was off, 

fighting the Yankees-- made him get 

under the house. But she had to 

come out of the house and whip him 

two or three times because he was 

making so much noise. So Lookout 

Mountain is a special place, I 

guess.” 

Q.: “What are you doing these 

days?” 

Dr. M.:” I tell people I couldn’t 

get perfect, so I quit practicing. 

But I do evaluations for Social 

Security of people who’ve been 

rejected. It’s a very interesting 

and sad situation sometimes. 

I don’t know how I ever had time to 

work. It seems like there is so 

much to do. My daughter is getting 

married in May and her future 

sister-in-law is getting married at 

the end of April. We’re going to 

England and Ireland in May, then 

we’re having a family reunion at 

Jamestown. I just got back from 

visiting my son in California. I’ve 

gotten interested some in 

genealogy. These computers let you 

find out stuff you never would have 

found out before.” 

Q.:” What have you found out about 

your family background?” 

Dr. M.:” There were two people by 

the name of Cook who were both 

Mayors of London. One was a 

companion to Edward VI, who didn’t 

live very long. Another was the 

sister of Sir Francis Bacon. It’s 

like a never-never land, to find 

all that stuff.” 

Q.:” I liked what you said about 

the plumber under the house during 

the Civil War. You must have known 

other people who remembered the 
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Civil War when you were growing up 

in Tennessee.” 

Dr. M.:” My grandfather had 

something like 50 first cousins in 

the Confederate Army. On my 

father’s side, there was a Yankee 

whose name is on a monument at 

Gettysburg. His name is spelled M-

A-L-O-Y because the Dutchman who 

carved it there said, “One hell is 

enough.” 

Q.: “What else have you been 

doing?” 

Dr. M.:   ”I’m a member of a group 

that meets every week. They’re from 

different fields. I don’t know how 

we ever got together.  It’s been 

going on for maybe ten years and 

I‘ve been in it for maybe four.  

I’ve continued in the APA and the 

AMA. I enjoy doing the CME in the 

AMA magazine each week.”  

Q.:” How did you decide to become a 

psychiatrist?” 

Dr. M.:” We had a professor of 

psychiatry named Billy Orr; we 

called him ‘Billy the Id’.  He was 

a very good teacher. I had a hard 

time deciding among Internal 

Medicine and Psychiatry and 

Pediatrics. You’re influenced so 

much by your teachers.” 

Q.:” What changes that you’ve seen 

in psychiatry during your career 

have meant the most and what would 

you predict for its future?” 

Dr. M.:” The increase in the number 

of women who are in psychiatry has 

been important, as has the whole 

drug situation. Medicine is such an 

important issue now, as are all 

these exciting new findings. It is 

truly remarkable how much our views 

of things have changed. I think 

back to the term “the 

schizophrenogenic mother”. In some 

ways, that probably represented the 

best of what we knew, but it 

demonized women who were doing 

their best.  

I think Psychiatry is becoming more 

and more an integral part of 

Medicine. When I was a Resident at 

Vanderbilt, someone told me that I 

was wasting the best medical school 

education in the world by going 

into Psychiatry. I don’t think that 

would be the case today. I don’t 

think Psychiatry is no longer in a 

corner like it used to be.” 

Q.:” What would you like to see for 

the Southern Psychiatric 

Association in the future?” 

Dr. M.:” I’d like to continue 

learning something in the field 

each year and to keep developing 

and sustaining friendships.” 

___________________________________ 

 

Why Don’t We Fight? 

                                                                                                                     

by Harold I. Eist, M.D., DLFAPA   

 

 

Dr. Nora, the incoming Chief 

Executive Officer and President of 

The American Board of Medical 

Specialists ( ABMS) tells us "... 

if Maintenance of Certification 

does not continue, someone else 

will step in with a solution that 

may be more problematic." Solution 

for what? Where is the need? An 

opportunity to make a lot of money 

that should not be ignored? 

 

Regrettably, this is the same old, 

tired threat used by totalitarians 

whenever they want to frighten 

physicians into compliance. It 

almost always works. It really 

means, "If you 

inferior, degraded slugs won't 

forge your own chains and become 

peons of the money seekers, someone 

meaner will do it for you as you 
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march painfully into another 

medical ghetto.” 

 

This threat was used to get us to 

participate in peer review 

organizations and then in managed 

care; now it’s being utilized to 

scare us into MOC. 

 

CEO Nora mentioned reviewing 87 

constructive and critical comments 

from physicians. She should have 

gotten thousands of negative 

comments. Where are our challenges? 

 

At the APA annual meeting many 

members expressed angry concerns to 

me. I’m willing to speak for them, 

in my role as a lightning rod.  

The question over and over again 

boils down to, "Why don't we 

fight?" 

 

___________________________________ 

Dr. Eist to Receive Distinguished 

Alumni Award 

                                                                                                                                                 

by Bruce Hershfield, MD 

 

In May, the U. of 

Alberta Alumni 

Association notified 

Dr. Eist that he 

would be receiving 

one of its four 

Distinguished Alumni 

Awards on September 

24th because of his 

“contributions to 

psychiatry, mental health education 

and patient advocacy”. 

In a letter recommending him for 

this award, Dr. Roger Peele 

described him as ”the Churchill of 

American psychiatry” because of his 

role in warning us about 

”unfortunate impingements on the 

physician – patient relationship” 

and referred to Dr Eist’s 

“forceful, eloquent advocacy for 

the mentally ill”. “Psychiatrists 

admire Eist, and in tough times 

elect him to important posts. This 

has occurred repeatedly from 1980 

to 2013 and is without parallel in 

American Psychiatry.” 

Dr. Eist is indeed admired by many 

of us for also fighting for patient 

confidentiality, which led him to 

receive awards for courage from the 

APA, the American Psychoanalytic 

Association, and Maryland’s medical 

society.  He is well-known for his 

writings, his leadership positions 

in American and international 

organizations, and his extensive 

and important clinical work with 

children. He is a model for 

speaking out for what is right 

rather than for what is popular.  

As Dr. Jack Schoenholtz wrote in 

another letter recommending him for 

this award, Dr. Eist’s life work 

would be recognized among the most 

notable for his “humanistic 

endeavors—-devotion to the needy 

who have so few to work on their 

behalf.” 

___________________________________ 

Educating Residents in the 

Humanities 

                                                                                                         

by Arthur M. Freeman, III, MD                                                                                                         

 

 

 

We need to ensure 

that our Residents 

are "educated" 

rather than 

"trained" in 

psychiatry because 

our field requires 

knowledge of so many 

others.  Of course, 

Residents should have an excellent 

knowledge of neurobiology. But 

what of the social sciences-- 
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including psychology, sociology and 

anthropology? 

All these are extremely relevant, 

yet the typical Residency does not 

emphasize them.  Having been a 

Dean, and also a Chair of two 

departments, I know how 

difficult it is to teach Residents 

to develop scholarly habits.  But 

the humanities are even less 

emphasized than the sciences. So 

few residents continue to develop 

their understanding of history, 

literature and philosophy! The 

patients we encounter 

require that we have this knowledge 

so that we can understand what they 

are experiencing—and help them. 

Great novels, especially, can help 

us teach the humanities to our 

Residents.  Yet, few residency 

programs use them in an organized 

way. 

 

We need to address this problem of 

incomplete education.  Our 

residents should have strong 

intellectual curiosity, and be 

given opportunities to develop 

life-long learning in many fields, 

if they are to avoid becoming 

technicians who know only how to 

use DSM and to apply 

medication algorithms. 

We can make a difference by setting 

aside space in the SPA Annual 

Meeting programs for discussion of 

great novels, plays, and movies, 

and encouraging Residents to submit 

papers about what they have learned 

from them.   

 

 

 

 

 

 

Letter from Wake 

Forest’s New Chair                                                                                                                                                   

by Rahn K,. Bailey, 

MD 

On January 12, 2015, 

I joined the faculty 

of Wake Forest’s 

School of Medicine 

as its Chairman of 

Psychiatry. The department has a 

long history of delivering quality 

care to the community, conducting 

research in mood disorders, 

addictions, and geriatrics, and 

teaching students and post – 

graduate trainees.  

We’re planning several key changes. 

On July 1 we will reopen all of the 

44 inpatient psychiatric beds in 

the Wake Forest Baptist Health 

Medical Center-- sufficient for 24 

adults and 20 children/adolescents-

- after having operated at less 

than maximal capacity for some 

time. In addition, we have 

reorganized our outpatient 

scheduling system. As one of the 

largest providers of care in the 

Winston – Salem area, we aim to 

meet the needs of more patients who 

have medical and psychiatric 

comorbidities. In the last fiscal 

year, we evaluated and treated over 

16,000 patients. This year, we hope 

to see more than 20,000. 

We have filled four full – time 

faculty positions and matched all 

seven of the vacant positions in 

our residency program. We now have 

a full complement of 20 general 

psychiatry Residents and five 

Fellows in child/adolescent 

psychiatry. 

We’re very excited that we will 

continue to expand our 

programming/operations and enhance 

our ability to meet our mission-- 

to provide quality clinical 

service, excellent education, and 

high – level research. 
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Reflections on Kenya 

by Mary Helen Davis, MD 

 

On our recent 

trip to Kenya, 

one of my travel 

mates commented 

that neither 

pictures nor 

words could 

capture the 

experience of 

being in Africa.  A picture may be   

”worth a thousand words”, and we 

certainly took well over a thousand 

of them, but I still find myself 

grappling for words to describe the 

experience. Constituting what we 

later coined the “Adventurous 

Five”, my husband and I and our 

younger son, along with fellow 

psychiatrist Barbara Fitzgerald and 

her husband , traded our usual 

timeshare vacations for an African 

safari. As the departure time grew 

closer, we experienced the worry 

and concern from friends, family, 

and patients, heightened by the 

recent fatal lion attack on a 

tourist. “Keep your windows up!” 

was a repeated phrase.  (This 

became a moot point as we found 

ourselves in an open air van that 

got a flat tire and then got stuck 

in a muddy rut, necessitating a 

hike to a higher vantage point.) We 

had our pre—trip travel clinic 

visit for yellow fever, malaria 

prophylaxis, and a medicine bag 

filled to handle any contingency 

(though, other than malarone and 

ibuprofen, nothing was needed.) The 

purchase of safari gear, camera, 

binoculars, safari pants, vests, 

and hats was followed by packing 

then unpacking to reduce the volume 

in half to meet the 20 pound/person 

travel limit-- only to realize that 

we had more clothing for two weeks 

than a nomadic tribe will possess 

in a year. Travel in a third world 

country challenges one to take a 

more honest look at your lifestyle 

choices. Bottled water was 

available to us within arm’s reach 

in the van cooler-- quite the 

contrast to how far the tribal 

women and children trek to obtain 

and haul their water supply back to 

the village.   

On the 16 hour flight over, I 

watched two good movies related to 

the trip. The first, entitled “The 

Good Lie” tells the story of the   

”Lost Boys of Sudan”, and the 

second, ”The Lion Standing in the 

Wind” is the story of a Japanese 

doctor in Kenya. Both of these 

films depict the violent impact of 

war and terrorism in this region. 

When the U.S. State Department 

places the country where you are 

heading on its ”cautionary” list, 

it does give you pause. Tourism is 

an important part of the economy of 

this region and we could sympathize 

with the negative impact this had 

on the livelihoods of our drivers 

and guides. 

Kenya, located on the equator, is 

bordered by Tanzania, Uganda, 

Sudan, Ethiopia, and Somalia, with 

access to the Indian Ocean. Kenyans 

are bilingual--speaking English and 

Swahili, as well as the languages 

of their native tribe. (Kenya has 

42 different tribes.) According to 

our driver, some tribes migrated 

from the North, through the Great 

Rift Valley, and are known as  

”Nilers”, and others migrated 

predominantly from the Congo. The 

most common ethnic group or tribe 

is the Kikuyu.  However, the Masai, 

totaling about 1.3 million, 

predominantly in Kenya and 

Tanzania, and committed to 

maintaining their traditional 

lifestyle and practices, might be 

the more famous. Only 1% of the 

population is “non-African”. 
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Our itinerary started in the 

capital of Nairobi; then we visited 

Sambura National Reserve, Mount 

Kenya, Nakuru National Park, the 

Masai Mara National Reserve, and 

the Amboseli (with views of Mount 

Kilimanjaro). Outside of the 

capital, the limited road 

infrastructure consisted of a 

single- lane highway, with most 

intersections being with dirt 

roads. At least one-third of each 

travel day was spent with an 

“African massage”— the term given 

to the jostling and bouncing on 

unpaved roads.  Outside Nairobi, 

most travel on foot, bicycle, 

motorbike, or public transportation 

consisting of van buses. The 

Chinese are in the process of 

assisting Kenyans in developing a 

railroad system. 

The stated object of the photo 

safari is to capture the ”Big Five” 

-- Leopard, Rhino, Elephant, Cape 

Buffalo, and Lion.  Other 

categories include the   ”Special 

Five” of the Samburu: Gray Zebra, 

Reticulated Giraffe, Blue-legged 

Ostrich, Cheetah, and the Long-

necked Gazelle, as well as the 

“Ugly Five”: Warthog, Crocodile, 

Baboon, Hippo, and Hyena. We 

“captured” all of the above and 

even managed to get one of the 

“Little Five”, the Leopard 

Tortoise. The rest of the “Little 

Five” (a word play on the “Big 

Five”) consists of the rhinoceros 

beetle, elephant shrew, ant lion, 

and buffalo weaver.  We saw large 

herds of antelope, gazelles, topi, 

and waterbucks, and many unusual 

and beautiful birds. 

Employees at the safari lodges live 

on property months at a time before 

returning to their villages.  

Multiple Masai villages surround 

the borders of the game reserves. 

The Masai culture, largely nomadic, 

is based on livestock. The 

villages, originally designed to 

last up to a year, are then burned 

when the community migrates, though 

some may be more permanent. The one 

we visited was more permanent; 

huts, built to last about 10 years, 

were built by tribal women in 60 

days, out of clay, acacia wood, and 

dung as the primary construction 

materials. Huts are designed to 

house the parents and three to four 

children. The Masai are polygamous; 

marriages are considered business 

arrangements, based on cow or goat 

exchange. The mother of a blonde 

high school senior in our group was 

offered several cows and four goats 

for her, but the American teenager 

stated she was worth more than 

twice that number. So, in the end, 

no deal was struck! The primary 

diet of the Masai consists of 

blood, milk, and meat. One can 

easily imagine hardships faced by 

these people in the dry season and 

during periods of drought. 

The tribe is hierarchical, with the 

chief and elders making most of the 

decisions. They practice both male 

and female circumcision. The 

warriors giving the tour of their 

village demonstrated their dancing 

and exhibited their fire – starting 

techniques. I spent some time with 

Joseph, the son of their medicine 

man. (Everyone has two names, their 

Christian or school name in 

addition to their tribal name.) I 

learned that the bulk of Masai 

medicine is natural or homeopathic. 

The bark and leaves of the various 

acacia trees are used to treat 

everything from digestive 

disturbances and fever to headaches 

and a whole host of other maladies. 

The bark of the flat acacia tree 

even has a “Viagra” effect – – 

useful when the chief visits all 

his houses in one night. 

Within the last decade, Kenya has 

adopted mandatory education, 
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including at least primary school 

attendance, even for the nomadic 

cultures. We saw impeccably 

uniformed children walking to and 

from   villages that lacked 

electricity and running water. 

Clothing was hung out on the bushes 

after being laundered in creeks or 

small pools. 

Traveling in the Third World 

provides time to reflect on one’s 

own moral compass, providing a 

reality and perspective check as 

one sees firsthand the economic, 

education, and health care 

disparities that exist. I am 

grateful for the opportunity to 

interact with a people and culture 

different from mine and to find 

what we share in common and what we 

can learn from one another. 

___________________________________ 

 

CHATTANOOGA! 
 

Southern Psychiatric 

Association & Tennessee 

Psychiatric Association 

Scientific and Annual Meeting 

 

9/30/15 – 10/4/15 

The Read House Historic Inn & 

Suites 

 

 

Resident’s Award-Winning Paper from 

New Orleans 9/14/14 Meeting 

by Samuel House, MD 

Despite the 

widely held 

belief that 

psychopathology 

is triggered and 

worsened in the 

peripartum, the 

study of 

obsessive-

compulsive 

disorder (OCD) 

during pregnancy 

and the 

postpartum has garnered little 

attention compared to the sizeable 

volume of literature dedicated to 

mood disorders and psychosis during 

this period in a woman’s lifetime.  

In order to examine the course of 

OCD across pregnancy and the 

postpartum and its impact on 

obstetric and neonatal outcomes, 

women were enrolled prior to 20 

weeks gestation in a prospective, 

observational study of stress in 

pregnancy at Emory University.  A 

secondary analysis of novel data 

gathered on >4000 pregnancies was 

performed examining the course of 

illness of OCD and comparing the 

obstetric and neonatal outcomes 

compared to female psychiatric 

patients without OCD.  The results 

of this analysis are currently 

being considered for publication. 

 

 

 

 

 

 

 

 

 

Response to the Interview with Dr. 

Treisman 

 

By John Hendrick, M.D. 

 

        by John Hendrick, MD 
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I read the 

interview with 

Dr. Glenn 

Treisman in the 

December issue 

of “Southlands” 

and I would like 

to respectfully 

disagree with 

his designation 

of PTSD as a 

“fad”.  The 

“fad” may be in the associated 

economics and in the significant 

secondary gains associated with 

this diagnosis.  We need to 

seriously consider the nature of 

the stressors underlying the signs 

and symptoms of the disorder. It’s 

clear that it’s a common response 

to serious childhood trauma, 

correlated with the damage done to 

the neural development of its 

victims.   “Combat” PTSD is 

different, presumably because the 

“normal” adult has had an 

opportunity to develop effective 

neural networks before the trauma 

occurs.  We also see another 

variant, “Military Sexual Trauma” 

in the VA system.  All these 

situations cause great harm to 

patients, tremendous hardship for 

their families, and vexing clinical 

dilemmas for their therapists.   

 

I am more concerned about how 

denying the importance of PTSD can 

damage the research we need to do 

in this area.  I recall very well a 

time when patients who were 

veterans would complain of being 

denied PTSD “ratings” because they 

had honestly answered “No” to the 

question, “Have you ever been 

involved in hand-to-hand combat?”  

There was also a time when Graves 

Registration vets were 

systematically denied the benefits 

they clearly deserved.  Since I was 

a Resident more than 30 years ago, 

the VA has changed its perspective 

on PTSD, markedly loosening the 

requirements.  This has, of course, 

led to a dramatic increase in 

applications, including by some who 

have suffered from very limited 

trauma. 

 

Are the statistics currently 

inflated or were they simply under-

reported in the past? After World 

War I my church shifted from the 

traditional reading of the 

commandment “Thou shalt not kill” 

to the current iteration—“Thou 

shalt not murder” because so many 

veterans felt too alienated to 

attend services where they had to 

hear the old interpretation.  I 

think a lot of them suffered their 

“shell shock” in silence because 

they couldn’t talk about what they 

had seen and done.  People became 

more aware of “battle fatigue” in 

World War II, particularly after 

the well-publicized incident when 

General Patton slapped an exhausted 

soldier. The “greatest generation” 

was also loath to report their PTSD 

symptoms; we have recently seen WW 

II veterans in our hospital 

disclose them in “end of life” and 

hospice groups.  These veterans are 

seeking catharsis, not 

compensation, as they approach the 

end of their lives.  

 

Obviously, a “sea change” in PTSD 

reporting occurred in the Vietnam 

era.  Was it due to the tone of the 

times, the diminishing stigma 

attached to psychiatric disorders, 

or the increased availability of 

effective treatments?  We need to 

remember that before that time a 

disclosure of serious psychiatric 

symptomatology could lead to a 

prolonged hospitalization—with very 

real limits on one’s right to due 

process. 

 

These factors have almost certainly 

skewed the way we interpret PTSD 

statistics.  Perhaps Dr. Treisman 

could have clarified that he was 

criticizing the pursuit of 

compensation for PTSD as a fad.  

Anyone can now access the internet 

to search for tips and strategies 

on how to exaggerate or malinger 

PTSD symptoms.  On VA campuses 

across the country it’s easy to 
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learn how to approach exams and 

examiners in order to get awarded 

compensation.  We lack 

sophisticated neuroimaging 

techniques and are unable to assess 

any but the most severe cases 

objectively.  In spite of this, 

it’s clear to those of us involved 

in routinely treating PTSD that the 

disorder exists and that it’s 

important. 

 

Another feature of the problem in 

accurately diagnosing PTSD is that 

it’s frequently entangled with 

multiple “comorbidities”. Affective 

disorders, substance abuse, and the 

complex intertwinings of 

personality disorders are often 

involved.  In our hospital, we see 

many veterans who suffer from 

depression as well as PTSD. We 

treat some with ECT and we 

consistently see improvements in 

both conditions. 

 

The availability of multiple 

treatment processes--including 

antidepressants, anxiolytics, ECT 

and several kinds of 

psychotherapies-- is persuasive 

that PTSD is not simply a fad.  

Hospitalization for severe 

exacerbations, seen commonly in the 

VA system, often proves to be 

useful and effective. 

 

There is no question that some 

individuals use the process for 

illegitimate gain.  I once knew an 

alleged “veteran” who was engaged 

in both “stolen valor” and identity 

theft.  He was impersonating a 

deceased veteran and misspoke of a 

battle in Vietnam.  Another group 

member, who had actually been 

there, voiced his doubts.  The 

investigation uncovered not only 

the initial deceit, but identified 

him as an imposter who was a known 

arsonist evading multiple arrest 

warrants.  One of the best ways to 

ferret out the frauds is to listen 

closely to the assessment of others 

in group therapy.   

 

Dr. Treisman is correct that there 

is all too often deceit when 

assessments are made concerning 

PTSD.  Its actual nosology is 

unclear and the politics can be 

extremely complicated.  No one 

wishes to show disrespect for an 

American hero or a victim of 

childhood abuse, or to empower a 

deceitful individual pursuing 

illicit gain. We need to do more 

research and to develop better 

diagnostic procedures and better 

treatments. 

 

___________________________________ 

 

 

 

CHATTANOOGA! 
 

Southern Psychiatric 

Association & Tennessee 

Psychiatric Association 

Scientific & Annual 

Meeting 

 

9/30/15 – 10/4/15 

The Read House Historic 

Inn & Suites 

 

 

 

 

 

 

Officers of the SPA 2014-15: 

President: Ryan Hall, MD 
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President-elect: Timothy Jennings, 

MD 

Vice President: John Looney, MD 

Treasurer: Deborah Leverette, MD 

Board of Regents: Paul O’Leary, MD 

(Chair) 

2nd year Member: Merry Miller, MD 

1st year Member: Margaret Cassada, 

MD 

Past President: James Bouknight, MD 

Executive Director:  Susan Proctor 

 

 

Southern Psychiatric Association 

& Tennessee Psychiatric 

Association Scientific & Annual 

Meeting 

 

“Challenges of 21st Century 

Psychiatry: What’s Coming Next?” 

Read House Historic Inn & Suites 

Chattanooga, TN 

September 30-October 4, 2015 

 

The program to include: 

“Understanding Neurobiology in 

Psychopathy”- John Hendrick, M.D. 

“Current Concepts in Grief” – Merry 

Miller, M.D. 

“The Psychotherapeutic Hospital in 

the 21st Century” – Tom Franklin, 

M.D. 

“Mental Health Disparities & Health 

Policy” – Rahn Bailey, M.D. 

“The Psychodynamics of Prescribing” 

– Harold Eist, M.D. 

“Integrative Medicine: It’s Not 

Just Grandma’s Chicken Soup” – 

Philip Muskin, M.D. 

“How to Be an Ethical Psychiatrist: 

Lessons (not)Learned from Hollywood 

Movies” – Mark Komrad, M.D. 

“Consultation Liaison Psychiatry: 

Integrating with Our Medical 

Colleagues to Optimize Patient 

Care” – Jon Cohen, M.D. 

“Psychiatric Fads, Fictions, Facts 

& Fantasies” – Glenn Treisman, M.D. 

“The Early Stage of Psychosis; 

Diagnosis & Treatment” – Stephan 

Heckers, M.D. 

“HIV-Associated CNS Pathogenesis & 

Neurocognitive Disorder” – Karl 

Goodkin, M.D. 

“What We as Psychiatrists Need to 

Be Careful of with the Gun Violence 

Debate” – Ryan Hall, M.D. 

“The Chattanooga Story” – Caroline 

Sutherland 

________________________________ 

 

Hotel & Registration Deadline 

August 30th 

Contact Susan Proctor—410-938-3403 

sproctor@sheppardpratt.org for  

further information or visit our  

website at www.sopsych.org. 

 

 

“Southlands” articles represent the 

views of the authors and are not 

official positions of the Southern 

Psychiatric Association.  Comments and 

Letters to the Editor are welcome and 

should be addressed to the Editor at 

BHershfiel@aol.com (Bruce Hershfield, 

MD, 1415 Cold Bottom Rd, Sparks, MD 

21152) 
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