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Letter from the Editor 

Is the treatment of OCD a 

Model for What Is Coming 

Next? 

By Bruce Hershfield, MD 

 

I’ve been thinking a lot 

recently about why we’re not 

seeing more patients for 

treatment of OCD. I’ve been 

interested in the subject 

since about 1985, when   

Anafranil, along with Judith 

Rappaport’s book, “The Boy 

Who Couldn’t Stop Washing”, 

came out. Around that time, I 

started getting lots of calls 

from prospective patients. 

About 2001, I took a 2 ½ day 

intensive course in how to 

treat OCD with behavioral 

therapy. I was one of only 

three or four psychiatrists, 

out of about 28 students. 

Since then, I have tried to 

do behavioral therapy, as 

well as prescribe 

medications, for these 

patients. In recent years, my 

son got a Master’s degree in 

Marriage and Family Therapy 

and has been specializing in 

treating this condition. He 

has a blog, has written two 

books about OCD, and has 

presented at many meetings. 

Because of his interest, I 

have attended several of the 

recent international OCD 

conferences, including the 

one last summer. I was one of 

only a handful of clinical 

psychiatrists there, though 

the panel discussions by the 

research psychiatrists about 

their latest attempts to 

treat this condition were 

fascinating. I have also 

attended a couple of local 

meetings designed to set up a 

chapter of the International 

OCD Foundation in the mid-

Atlantic area. 

As a result of meeting many 

of my son’s colleagues, I 

have gotten a sense of how 

they see psychiatrists. Our 

job is to simply write 

prescriptions. I’ve been told 

that I’m one of the few 

psychiatrists who is 

interested in psychotherapy 
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as well as in prescribing 

medications.  My experience 

in trying to treat patients 

alongside of them is that the 

patients are more attached to 

their therapists than they 

are to me. Many want to see 

me only every month or two 

for a 25 minute session, 

though they are willing to 

see their therapists for 50 

minutes each week. I’m 

particularly concerned that 

patients are being evaluated 

primarily by therapists with 

no medical training who lack 

the background to properly 

decide when to refer people 

for psychiatric consultation. 

Prospective patients are 

identifying which therapists 

they should see, based on 

what they read on the 

Internet or in 

advertisements. 

How did this come about? 

Freud, who concluded the 

condition was generally 

untreatable, rightly observed 

that obsessive compulsive 

disorder has a biological 

basis. It seems to me that 

this is one field where 

psychiatrists should be the 

specialists, merging our 

knowledge of Medicine and 

Psychology. I am afraid that 

we are being nudged out of 

providing effective 

evaluations and treatment, 

not only for OCD, but 

eventually for all anxiety 

conditions and, ultimately 

for most  psychiatric 

disorders. 

This problem appears to have 

multiple causes and it may 

have multiple solutions. It’s 

clear that there is a 

shortage of psychiatrists and 

that many are devoting 

themselves primarily to doing 

medication checks and leaving 

the rest of the treatment to 

non-physicians. Part of the 

problem may be that many 

people are afraid of seeing 

psychiatrists and will only 

do so after they themselves 

decide they need medication. 

We need to do more public 

relations work, to inform 

people who are considering 

treatment that they should go 

to psychiatrists first so 

that they can get effective 

evaluations. We need to work 

cooperatively with other 

mental health professionals 

so that they can make better 

use of our skills and not 

just see us as prescription 

writers.  All of us—-not only 

Residents, but even 

experienced clinicians who 

have been trained in and have 

practiced primarily 

psychoanalytic therapy-- need 

to learn more about 

behavioral therapy. I am 

pleased that the SPA program 

committee is planning to have 

a panel discussion concerning 

cognitive behavioral therapy 

and OCD at our meeting in 

Baltimore next year. I am 
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hoping that there will be a 

good discussion from the 

floor. Above all, we need to 

remind ourselves, and those 

we teach, that we are 

doctors, treating patients, 

not simply providers writing 

prescriptions for consumers. 

============================ 

FROM the PRESIDENT: 
Tim Jennings, MD 

Fellow SPA Members:  

 

I really enjoyed seeing those 

who attended our meeting in 

Chattanooga, and 

missed those who 

couldn’t be there. 

We had an amazing 

time. Our Friday 

evening reception 

at the Tennessee 

Aquarium was 

fantastic. We had the entire 

venue to ourselves-- and what 

fun we had!  

 

I want to thank all of you 

who have volunteered to serve 

this year on our committees. 

We simply couldn’t do all 

that we do without you. 

Please be sure to mark your 

calendars for our 2016 annual 

meeting in Baltimore (9/28-

10/2). We are working to have 

our most exciting CME event 

ever— expecting to have 

excellent speakers and hoping 

for some new formats. And 

don’t forget to join us in 

Atlanta for our reception at 

the APA Annual Meeting on May 

15th.  

 

Interview: Timothy 

Jennings, M.D. 

Incoming President, SPA 

Chattanooga, TN  

October 2, 2015  
                                                                                                                    

by Bruce Hershfield, MD 

  

Q. “I’m certainly enjoying 

the meeting here.  What’s it 

like to help set up a meeting 

like this in your home town?” 

  

Dr. J. “It was a lot of fun, 

but it required a lot of 

behind-the-scenes work. I 

think the key is just having 

good people working with you. 

Susan Proctor did much of the 

work, that was key, and my 

staff also helped behind-the-

scenes.” 

  

Q. “Were there any surprises 

for you?” 

  

Dr.  J. “The only bump that 

we experienced was that after 

we arranged to come here this 

particular hotel got bought 

by what I think was Sheraton, 

then it changed to something 

else, so it required a little 

bit of contractual 

negotiating. But it was no 

big deal.” 

  

Q. “I understand that you are 

also the President of the 

Tennessee Psychiatric 

Association this year. Would 

you tell us a little bit 

about your background? 

  

Dr. J.: “We moved to the 

Chattanooga area when I was 
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in high school, so I’ve been 

here since 1975, other than 

when I did my military 

service. I went to the 

University of Tennessee – 

Chattanooga and then to 

medical school in Memphis.” 

  

Q. “What psychiatric 

facilities are there in the 

Chattanooga area?” 

  

Dr. J.: “We have a private 

psychiatric hospital – – 

Valley Hospital; they have 

two campuses now. One is for 

children and adolescents and 

adults, and then there is a 

geriatric campus. Then there 

is Moccasin Bend, which is 

the state facility; it has 

been around for years and 

they have long-term beds 

there. It’s called Moccasin 

Bend because the Tennessee 

River makes a bend there and 

the Cherokee Indians, who 

lived here, called it that 

because of the way the river 

flows. The hospital’s  on the 

peninsula, surrounded on 

three sides by the river.” 

  

  

Q. “What are your particular 

interests?” 

  

Dr. J.: “I lecture about 

psychopharmacology and mood 

disorders and attention 

deficit hyperactivity. I also 

have a particular interest in 

the interface between faith, 

belief and neurobiology and 

about how our belief systems 

alter our neurobiology. I 

have written a couple of 

books. The last was “How 

Changing Your View of God 

Transforms Your Life--How Our 

View of God Alters Our Neural 

Structure”. Basically, 

regardless of one’s 

denomination or religious 

organizational belief, 

beliefs that are fear-

inducing actually activate 

the amygdala. That is not 

healthy for us; it causes 

inflammatory cascades. Any 

altruistic love–based system 

is actually healthy for us. 

That’s the gist of what the 

neuroscience shows and I tie 

it in with history, 

particular to a Christian 

audience. Some of the beliefs 

historically have actually 

been damaging to people and 

undermined both relational 

health as well as mental 

health.” 

  

Most of my patients are 

Christian. A lot of good 

folks come see me who are 

struggling with a lot of fear 

and anxiety that has its 

roots in what I think is a 

distorted belief system that 

incites fear. Being able to 

deconstruct that in a way 

that validates a general 

belief in a higher power--

reframing it in a way that 

they can have a more love-

based instead of a fear – 

based orientation-- is 

actually quite healing to 

many people.” 
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Q. “Please tell us a little 

bit about your private 

practice.” 

  

Dr. J.: “I’m not 

participating in any managed-

care programs and I have 

opted out of Medicare; I’ve 

been doing that since 2008. I 

am a transcranial magnetic 

stimulation provider. The 

third lecturer yesterday (Tom 

Franklin) really outlined 

beautifully some of the 

dynamics that explain why I 

did that. Too much pressure 

in their systems. It could 

undermine my ability to do 

psychotherapy with my 

patients; it’s financially 

almost impossible in those 

kinds of systems. 

  

I’m the only provider in my 

solo practice and I do some 

psychotherapy with about 40% 

of my patients and 

pharmacotherapy with the 

others– also, TMS with some 

of my patients.” 

  

Q. “What you do you see as 

the future of Psychiatry?”   

                                                         

Dr. J. “I think you’re going 

to see a split between those 

who work in the system and 

become more and more 

prescribers and less 

psychodynamic, and therapy-

driven individuals who step 

out of the system and become 

cash-only and who work more 

holistically to help 

patients. I think that the 

good-hearted folks in the 

system will just be crushed 

by it and just conform, 

either in practices owned by 

monopoly organizations or by 

third-party payer systems. 

They just throw their hands 

up and say, ‘Let’s do it this 

way.’ Or, you get out.” 

  

Q. “What do you see as the 

future of the SPA?” 

  

Dr. J. “We could continue to 

be a very collegial, 

supportive group for each 

other, which has been the 

great history of this 

organization. Or we could, 

with the years of experience 

and wisdom that we bring, act 

as a mentoring group to help 

the younger psychiatrists – – 

to try and intervene 

educationally. Perhaps we 

could help our younger 

colleagues avoid some of the 

pitfalls that the 

bureaucracies are putting on 

them. Maintenance of 

certification, third-party 

payers, licensing tied to 

certification, and/or 

participation in certain 

payer systems – – we could 

step in. We could provide 

educational and/or moral 

support, or position 

statements, or concepts to 

help navigate some of the 

challenges that the 

profession is facing. I think 

there’s a lot of wisdom here, 

and perhaps we can come up 

with some new ideas.” 
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74th Annual Southern 

Psychiatric Association 

Meeting 

Challenges of 21st-Century 

Psychiatry: What’s Coming 

Next? 

by Susan Proctor,Executive 

Director 

The 74
th
 Annual 

Meeting of the 

Southern 

Psychiatric 

Association was 

held in 

collaboration 

with the 

Tennessee Psychiatric 

Association at the Read House 

in Chattanooga, Tennessee, 

September 30-October 4, 2015.  

SPA President, Dr. Ryan Hall 

opened the meeting and 

presided over the Executive 

Council meeting and the 

plenary sessions. Seventy 

registrants, plus guests, 

attended. 

Thirteen Category 1 CME 

credits were offered.  

Program Committee members 

included: Drs. Shilpa 

Srinivasan (Chair), Bruce 

Hershfield, John Hendrick,  

Timothy Jennings, Merry 

Miller, Susan Proctor, Steven 

Sharfstein, and Dan Winstead.  

We were able to offer a 

wonderful program with 

recognized psychiatric 

leaders as speakers.  First-

day topics included:  

“Understanding Neurobiology 

in Psychopathy,” “Current 

Concepts in Grief,” “The 

Psychotherapeutic Hospital in 

the 21
st
 Century,” and “Mental 

Health Disparities and Health 

Policy.”  On Friday, we had 

“The Psychodynamics of 

Prescribing,” “Integrative 

Medicine: It’s Not Just 

Grandma’s Chicken Soup,” “How 

to be an Ethical 

Psychiatrist: Lessons (not) 

Learned from Hollywood 

Movies,” and “Consultation 

Liaison Psychiatry: 

Interfacing with our Medical 

Colleagues to Optimize 

Patient Care.” On Saturday, 

after Ajay Parsaik’s SPA 

Resident Award presentation, 

we heard Glenn Treisman on 

skype talk about “Psychiatric 

Fads, Fictions, Facts & 

Fantasies,” followed by in – 

person talks about “The Early 

Stage of Psychosis: Diagnosis 

& Treatment,” “HIV-Associated 

CNS Pathogenesis and Neuro-

Cognitive Disorder,” and 

“What We as Psychiatrists 

Need to be Careful of with 

the Gun Violence Debate: An 

Update.” The last of the 

presentations, Dr. Ryan 

Hall’s presidential speech, 

was particularly timely and 

led to a lively discussion. 
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Because of the efforts of 

several people, including 

those of Tim Jennings and his 

staff, we had a total of 18 

exhibitors– a terrific boost 

to our program and budget!  

Highlights of our social 

activities included 

Wednesday’s “Meet and Greet” 

at the local “Public House” 

and a jointly sponsored 

reception (Tennessee 

Psychiatric, PRMS, and SPA) 

at the Tennessee Aquarium.  

Attendees enjoyed touring the 

unique aquarium exhibits, 

while partaking of a 

delicious buffet with open 

bar and several rousing 

“Heads Up” games with fellow 

guests.  Special thanks go to 

the Tennessee Psychiatric 

Association and PRMS for 

helping to sponsor this 

wonderful event. 

Our farewell dinner on 

Saturday evening included 

welcoming music from our own 

bagpiper, Owen Brodie, a 

slideshow with photos of past 

meetings, and a speaker from 

the Chattanooga History 

Museum, Ms. Caroline 

Sunderland.  We recognized 

our long-time members, as 

well as the 80
th
 anniversary 

of the Southern.  All the 

attendees received a special 

program booklet with detailed 

stories of our history and 

membership. 

Your Voice in the APA 

Assembly 

 

by Mark S. Komrad MD. 

APA Assembly Rep for the SPA 

 

I have just 

returned from 

another complex 

and exciting 

(and sometimes 

tedious) APA 

Assembly 

meeting, where I 

continue to 

represent the SPA. In the 

Assembly we are part of a 

coalition of specialty groups 

called ACROSS (Assembly 

Committee of Representatives 

of Subspecialties and 

Sections). Although we are 

not a subspecialty group, we 

have many commonalities with 

the subspecialty groups that 

are part of the ACROSS 

coalition, which often votes 

as a bloc on certain issues. 

 

To review, the Assembly’s 

primary activity is the 

approval of action papers, 

urging the APA to take 

certain actions or craft 

certain positions. When those 

positions are crafted, it’s 

up to the Assembly to approve 

them. These direct the Board 

of Trustees to take actions 

and finalize the 

positions.  A few of the 

action and position papers 

which were approved by the 

Assembly this time,  that I 

believe would be of 

particular interest to SPA 

members, include: 
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• An APA position endorsing 

expanded access to naloxone, 

along with appropriate 

training and education, for 

bystanders, family members, 

and other individuals who may 

be in a position to initiate 

early response to opioid 

overdose, including EMTs, 

paramedics, corrections 

officers, and law 

enforcement. It endorses 

distribution of naloxone kits 

to individuals at high risk 

of witnessing or experiencing 

an opioid overdose. 

 

• An APA position that the 

diagnosis and treatment of 

substance use disorders 

should be recognized as an 

essential part of the medical 

and psychiatric care of older 

adults.  

 

• An APA position on “high 

volume” psychiatric 

practice.  Financial, 

organizational or other 

administrative pressures 

imposed by psychiatric or 

non-psychiatric 

administrators should not 

compromise the quality or 

safety of the care 

psychiatrists provide. 

 

• A major APA position 

statement supporting 

involuntary 

outpatient commitment (IOC), 

detailing specific aspects 

that should be built into 

laws and regulations of IOC, 

and suggesting appropriate 

resources when IOC laws are 

crafted and implemented. This 

position was a hard-wrought 

work product of the Council 

of Psychiatry and the Law, as 

well as the Ethics Committee, 

and was one of the most 

significant outcomes of this 

Assembly meeting. 

 

• Approval of an APA Practice 

Guideline for the use of 

antipsychotics to treat 

agitation and psychosis in 

patients with dementia. 

 

• A resolution that the APA 

advocate for the VA to 

enhance the fairness in pay 

structure for VA 

Psychiatrists that would 

allow recruitment and 

retention of psychiatrists 

for the already understaffed 

VA psychiatric care of 

veterans. 

 

•A resolution that The APA 

should explore with other 

major medical organizations 

the position that clinicians 

be reimbursed for phone time 

spent obtaining prior 

authorizations. 

 

• A resolution addressing the 

recent CMS ruling that 

Medicaid will not pay for 

prescriptions written by 

practitioners who are NOT 

enrolled in Medicaid. This 

resolution asks that the APA 

Department of Government 

Affairs engage CMS to find a 

mechanism to continue to pay 

for prescriptions ordered by 

psychiatrists who do not 

participate in Medicaid. It 
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also asks the APA to develop 

a Position Statement similar 

to that of the AMA’s, 

supporting coverage by all 

payers of prescriptions and 

tests ordered by 

nonparticipating 

psychiatrists in 

any insurance program. There 

is concern that this CMS 

ruling regarding 

Medicaid, affecting all 

states, may be the first in a 

trend that could lead to 

Medicare and private 

insurances limiting 

prescription coverage only to 

scripts written by 

participating physicians.   

 

• A resolution to develop 

a “white paper” to address 

the consequences of the shift 

at NIMH away from funding 

research involving clinical 

trials to basic science 

research.  

 

• A resolution that the APA 

develop a plan to advocate 

for the expansion of Medicaid 

in those states which have 

not yet done so, in order to 

take advantage of the ACA’s 

Medicaid Expansion funding. 

 

There was also an interesting 

vote on a change to the 

internal mechanism of the 

Assembly, whereby the 

Assembly leadership is 

chosen. Without going into 

details, suffice it to say 

that the outcome of this 

change gives small groups 

like the SPA, which only have 

one vote in the Assembly, 

much more power in Assembly 

leadership elections than has 

been the case 

heretofore.  This was an 

ACROSS-initiated action, and 

was quite a coup for our 

group. 

 

I am working with a few 

others for the next Assembly 

meeting on crafting an action 

paper which asks for the APA 

to take a position that it is 

unethical for a psychiatrist 

to aid, abet, provide, or 

participate in a non-terminal 

mentally ill patient’s 

suicide—-a practice now legal 

in The Netherlands and 

Belgium. Some of us fear that 

this development is 

potentially ahead on the 

slippery slope here in the 

U.S., where Physician-

Assisted-Suicide laws are 

popping up in many states, 

threatening to invert a 

fundamental ethos of 

psychiatric practice.  I am 

also collaborating with a 

psychiatrist in Arkansas to 

put up an action paper 

addressing the kind of law 

that exists in Arkansas, 

where a pharmacist can 

substitute a less expensive 

alternative medication from 

the same class (e.g. 

sertraline for citalopram) 

without asking the doctor's 

permission.  

 

I welcome members of the SPA 

to correspond with me 

regarding ideas they feel the 

Assembly should address. 
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Where Is Board Certification 

Going? 

By Ryan Hall, MD 

American 

Medicine is 

approaching an 

interesting 

crossroads 

regarding what 

“board 

certification” 

means.  The 

American Board of Medical 

Specialties (ABMS), the 

parent organization for the 

American Board of Psychiatry 

and Neurology (ABPN), came 

into existence in the 1930’s 

at a time when physicians who 

had obtained only general 

medical education could claim 

to be qualified specialists, 

whether they completed 

additional formal training or 

not.  In addition to the 

ABMS, there were other 

private non-profit 

organizations that offered 

additional certification 

above and beyond what was 

required to complete medical 

school or obtain state 

licensure.  However, the ABMS 

has become the “de facto” 

certifying organization for 

much of American Medicine, 

with roughly 75% of 

physicians being ABMS- 

certified.  But, recently 

its position has started to 

be challenged, in large part 

due to the “Maintenance of 

Certification Program (MOC)” 

that it initiated in the 

1990’s. 

 When MOC was initially 

proposed, those diplomates 

certified before 1990 were 

“grandfathered in”, even 

though ABMS claimed that MOC 

was needed because the longer 

that physicians are out of 

training, the more their 

knowledge base gets 

“dated”.  The requirements 

for MOC over time morphed 

from a standardized test once 

every 10 years to various 

modules, including self-

assessment CME, and peer and 

patient feedback 

requirements, that needed to 

be completed before one could 

take the examination. 

Concerns started to be 

raised. Is it appropriate and 

meaningful to have physicians 

select which patients to ask 

to rate their performance 

(e.g. because it interferes 

with transference and 

boundaries, and could 

negatively affect treatment? 

Who should pay for the 

increased costs to maintain 

certification? Does the time 

required to complete the 

process actually reduce time 

spent seeing patients and 

reduce learning that is more 

focused for one’s type of 

practice?  Where can 

diplomates obtain the 

materials necessary to 

complete the ever changing 

MOC requirements?   

Many state medical 

associations or regional 

associations such as the SPA 

are not large enough to 

create Self-assessment CME 
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that can meet ABPN 

approval.  In an environment 

where fewer physicians are 

joining professional 

organizations, the new MOC 

requirements make it less 

likely that potential members 

will have the disposable 

income or time to devote to 

smaller but still important 

medical associations. There 

may be a potential benefit 

for larger organizations such 

as the APA (e.g. potential 

money-making opportunities, 

such as self-assessment tests 

at national meetings or by 

providing new journals such 

as “Focus”).  However, it may 

also result in CME becoming 

more formulaic, as 

organizations basically teach 

how to meet MOC requirements. 

We saw with the “No Child 

Left Behind” legislation that 

attempts to improve and 

standardize education 

nationally, based on testing, 

often result in bureaucratic 

complications and a stifling 

of innovation and 

flexibility. Although the 

ABMS and its component Boards 

claim that self-assessment 

and other seemingly random 

and frequently changing 

requirements are needed to 

maintain physicians’ skills, 

there have been almost no 

studies supporting the theory 

that the MOC process actually 

makes psychiatrists better 

clinicians or improves their 

patients’ outcomes.   

  

The ABMS also started to 

justify their “trademarked” 

MOC product as an alternative 

to individual states or the 

Federation of State Medical 

Boards setting up their own 

Maintenance of Licensure 

(MOL) programs.
 
It’s 

questionable if MOC can 

actually prevent or simplify 

MOL; for example some states, 

such as Florida, have already 

said that MOC or MOL will not 

be a condition of 

licensure.  As for 

simplification – – Florida 

already requires certain CME 

activities (e.g. CME’s in 

error prevention, HIV, and 

domestic violence every two 

years) – – determined by the 

state legislature. 

Participation in MOC does not 

change or necessarily fulfill 

these requirements.  The 

separate computer systems for 

Florida and ABMS to record 

CME activity do not interact 

with each other, which 

actually results in 

duplication of effort to 

record CME participation-- 

not a simplification. 

 

 Some have accused the ABMS 

of actively colluding with 

public and private hospital 

systems and insurance 

companies to “restrain trade” 

for physicians not willing to 

buy the MOC product. The 

Association of American 

Physicians and Surgeons 

(AAPS) has even sued the ABMS 

for alleged restriction of 

trade and other anti-trust 
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actions
 
in federal court.  The 

outcome of these actions are 

not known at this time, 

although ABMS has tried to 

have the suit dismissed. A 

2013 North Carolina State 

Dental Board Ruling regarding 

whether non-dentists can 

perform teeth whitening 

procedures (confirmed in 2015 

by the United States Supreme 

Court) indicates that this 

can go either way.  

 

  

The MOC program has also been 

tarnished by a series of 

articles in the news media 

(e.g. Newsweek, New York 

Times, Wall Street Journal) 

that have reported that its 

costs could outweigh the 

learning benefits, that the 

finances of some of the 

subspecialty boards are mis-

managed, that the changes are 

designed to infuse money into 

the organizations, that 

executives receive lavish 

compensation, and that money 

spent on political lobbying 

has not been appropriately 

reported. 

 

 

Some groups of physicians 

such as internists and 

anesthesiologists have 

started to “revolt” against 

ABMS and their respective 

Boards.  In 2015 the ABIM 

issued the statement--“We 

clearly got it wrong” with 

the MOC process-- after 

20,000 internists signed an 

on-line petition asking for 

it to revert back to pre-1990 

requirements.  New boards 

outside of the ABMS are 

beginning to form.  One such 

board is the National Board 

of Physicians and Surgeons 

(NBPAS), which is certifying 

physicians who have initially 

passed ABMS certifications, 

have a valid license, and 

demonstrate lifelong learning 

by completing 50 CME hours 

every 24 months. It hopes to 

certify physicians at a 

fraction of the cost of the 

MOC programs.  We will soon 

see if “rebel” boards such as 

NBPAS will become accepted or 

if the ABMS will be able to 

correct its MOC mistakes in a 

meaningful way.            

  

 

Although most physicians 

agree with the concept of 

lifelong learning, there is 

now serious debate about how 

to demonstrate it, who can 

certify it, and if one “non-

profit company’s 

certification” should be 

linked to licensure.  This 

debate will not be resolved 

quickly. It’s likely to 

intensify as more practicing 

physicians actively 

participate in MOC and as 

more “grandfathered” ones 

retire.    
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Winter is Coming, Change Is 

Here 

 

By Mary Helen 

Davis MD 

 

Change is 

ubiquitous, 

always a part 

of daily life. 

It is why our 

patients seek 

treatment-- 

the desire to 

change some aspect of their 

emotional life. As 

psychiatrists we know how 

difficult and challenging the 

implementation of change can 

be. We understand how 

uncertainty drives anxiety, 

how some find comfort in the 

security of sameness and 

others find challenge and 

opportunity in the face of 

change. We have witnessed 

significant change in our 

professional lives-- with 

advances in disease 

management, healthcare 

delivery, and now healthcare 

information technology. What 

is different now is the 

accelerated pace of change 

and the expectations that we 

will rapidly accept it and 

accommodate to it. 

   A sneak preview of the 

changing face of Psychiatry 

was portrayed at the 

Institute on Psychiatric 

Services in New York City 

this fall. The bulk of the 

meeting focused on healthcare 

delivery, finance, and 

emerging collaborative care 

models. Healthcare is in 

transition; it has been on 

the economic bubble for some 

time, physician workforce 

issues are changing both the 

scope and face of practice, 

and healthcare economics have 

mandated the pursuit of 

population health 

considerations. Physicians 

face increased compliance 

burdens, with new rules on 

maintenance of certification, 

increased regulation of 

prescribing, and demands for 

better-documented CME. Costs 

have driven many doctors to 

work for organizations, 

trading in the burdens of 

overhead and office 

management, but often at the 

cost of their personal and 

professional autonomy. 

Physician demoralization and 

burnout is at an all-time 

high. Healthcare reform has 

brought expanded coverage, 

but access and reimbursement 

problems persist. 

  Those behaviors which have 

contributed to one’s past 

success are the most 

difficult to change. As 

psychiatrists, we are a 

fairly introspective, 

reflective and deliberative 

bunch; as therapists we have 

learned patience and 

recognize the “timing” of our 

interpretations. This skill 

set does not necessarily 

match the new leadership 

jargon of “Changing the tire 

at 80 mph” or “Replacing the 

engine in midair”. These 
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metaphors are apt, with 

references to speed and 

seemingly impossible tasks 

that have never been done 

before. We are faced with 

rapid change, requiring 

strategic innovation. We need 

to minimize the “fear of 

failure” and accept the adage 

“Fail quickly and adapt”, 

with the ability to implement 

appropriate course 

corrections. 

   The Triple Aim: improved 

health, satisfied patients 

and lower costs-- cannot be 

achieved without addressing 

behavioral and mental health 

issues. This drives the push 

for collaborative and 

integrated care models--the 

need to “carve us back in”.  

It has been shown over and 

over again that costs are 

significantly higher for the 

management of chronic disease 

in the presence of comorbid 

mental illness. This 

population has gone 

unrecognized and been under-

treated, or not treated at 

all, with devastating 

outcomes and financial 

consequences. New models have 

cut costs and reduced 

hospital lengths of stay and 

readmissions, as well as 

improved treatment 

compliance. 

   It has been said “The 

future is now; it is just not 

evenly distributed”.  There 

have been pockets of 

integrated care throughout 

the country, yet many 

training programs still do 

not offer residents any 

training in this healthcare 

delivery system. The APA has 

recently obtained a 

substantial SAMSHA grant to 

begin training as many as 

3,500 members in this model. 

I expect this training 

program will be a major 

feature at the APA annual 

meeting in Atlanta this May, 

and is a topic that 

scientific program committees 

will be looking at on the 

district branch level as 

well. 

   While we may not be able 

to control change, we can 

choose how to control our 

reaction to it. We can choose 

to thrive vs. survive. We can 

be resilient and practice 

positive psychiatry. 

Institutions do what is best 

for themselves, which does 

not always align with what is 

best for the physician or 

subgroups of patients. There 

will be times when we need to 

protect ourselves, our 

colleagues and our patients. 

Having a professional family-

-allying ourselves with 

others in organized medical 

activities-- has never been 

more critical or necessary. 

   My favorite George Bernard 

Shaw quotation is “The 

problem with communication is 

the illusion it has taken 

place”. Communication is in 

our skill set and as 

psychiatrists we have much to 

offer the changing face of 

medicine. Now is a good time 

to start. 
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LETTER from Merry Miller, MD 

 

Dear fellow SPA members,  

 

I am writing to 

let you know 

that my book, 

“Finding Your 

Emotional 

Balance: A 

Guide for 

Women” 

(https://jhupbooks.press.jhu.

edu/content/finding-your-

emotional-balance) has now 

been published by Johns 

Hopkins University Press. 

Several people asked me after 

my recent presentation at the 

SPA/TPA meeting in 

Chattanooga to let them know 

when my book was 

available.  It includes a 

chapter on grief, which was 

the topic of my talk at the 

SPA/TPA meeting. 

 

I was motivated to write this 

book because of a combination 

of personal and professional 

experiences. I am a 

psychiatrist and professor, 

and the former Chair of a 

psychiatry department at a 

medical school for over a 

decade. I also have 

experienced depression 

myself, and saw the impact of 

depression on my mother 

during my childhood. In 

addition, I experienced grief 

5 years ago when my husband 

died unexpectedly. I included 

a chapter on grief in my 

book. 

 

It was very humbling to go 

through my own illness, but 

it also inspired me to 

understand and help others 

like my mother and myself.  I 

have specialized in women's 

mental health throughout my 

career. 

 

In my book I use vignettes 

about the various life stages 

of women and the challenges 

that come with each.  I also 

describe treatments, 

including medications and 

other interventions such as 

therapy and lifestyle 

changes. 

 

When I was on sabbatical from 

my university position, I 

seized the chance to fulfill 

my dream of writing this 

book.  I am excited that it 

has been published, and hope 

that you will find it to be 

useful and might consider 

recommending it to your 

friends and patients.  

 

I am attaching a discount 

form if you would like to get 

it through the publisher.  It 

is also available through 

Amazon and at Barnes & Noble. 
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============================= 

 

Carl Jung:  A Neglected 

Psychiatrist? 

      

By Arthur Freeman, MD 

 

Residency programs 

have recently been 

dramatically de-

emphasizing teaching 

psychotherapy, 

particularly the 

psychodynamic type.  

When most psychiatric 

medications have only modest 

response and remission rates, 

why do we rely on them so 

widely?  Why relinquish 

psychotherapy to the 

psychologists? 

 

Born in Switzerland, Jung 

(1875-1961) had an 

unfortunate youth.  His 

mother was chronically 

depressed and intermittently 

hospitalized for much of 

Jung’s early years. His 

father was a clergyman who 

lost his faith early and was 

viewed by his son as 

“powerless and emotionally 

immature.” Carl was 

introverted and eccentric and 

he felt alienated at school.  

He delighted in a vision of 

living in a fortified castle, 

studying alchemy and being 

close to nature, animals, 

dreams and God.   He thought 

his family had too many 

clergymen (six of them in 

recent generations) and that 

his home was filled with 

“death, melancholy, and 

unease”.  He believed that 

all people should individuate 

and reach their full human 

potential.  If he achieved 

self-understanding, he was 

certain he could understand 

all of humanity.   

 

The death of his father at 54 

when he was 21 affected him 

powerfully.  He came to love 

his medical school training 

and he began to love his 

life.  His mother commented, 

“He died in time for you.”  

It could be said that Jung 

followed Heraclitus’ concept 

that things become their 

opposites. In several ways, 

he directed his life so he 

could correct his father’s 

mistakes.  

Much has been made over 

Jung’s relationship with 

Freud; he learned a great 

deal from him over a period 

of seven years.  Once, he was 

interpreting a dream of 

Freud’s and he asked for many 

more associations.  Freud, in 
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refusing, said, “I cannot 

risk my authority.”  Jung 

later remarked, “That 

sentence burned itself in my 

memory, and in it the end of 

our relationship was already 

foreshadowed. “  He concluded 

that Freud was placing 

personal authority above 

truth. 

 

Here is one of Jung’s 

important dreams.  He was in 

an old house, dark and 

medieval.  In a cave at the 

very bottom of the house were 

bones, broken pottery, and 

two human skulls.  Freud was 

only interested in the 

ownership of the skulls; he 

felt that Jung had a death 

wish against the owners.  

Jung’s interpretation was 

that the upper floor of the 

house represented his 

Conscious Self, the ground 

floor represented his 

Personal Unconscious, and the 

cave represented the 

Collective Unconscious.   

Jung believed that the skulls 

had nothing to do with death 

wishes; they simply belonged 

to our human ancestors, who 

helped shape the psyches of 

us all.   This Collective 

Unconscious became Jung’s 

most important idea.  Freud 

was unimpressed.  

 

Archetypes are a major part 

of Jung’s model of the 

psyche.  It was his job to 

study the Collective 

Unconscious and its 

functional units, the 

Archetypes.   Archetypes are 

identified as psychic 

structures common to all.  

They comprise the “archaic 

heritage of humanity.”  They 

can control behavior and the 

experience of all humans and 

give rise to images and ideas 

common to all-- regardless of 

religion, class, race, 

geography or historical time.  

Archetypes integrate the 

entire personality, which 

Jung calls the Self.  

 

His model of the psyche is a 

sphere with three layers.  In 

the center is the Self.  The 

outside layer is the 

conscious Ego.   The middle 

layer is the Personal 

Unconscious, containing 

Complexes of the individual 

person.  These Personal 

Complexes are linked to the 

Archetypes in the center.  

The center is the Collective 

Unconscious, containing both 

the Archetypes and the Self.  

 

The Archetypes resemble 

Plato’s Ideas-- pure mental 

forms in the minds of the 

gods before human life 

existed. They stand above the 

world of ordinary phenomena.  

They embody the general, 

abstract characteristics of 

humans and other objects, but 

they are also embedded in 

concrete things.  Ideas are 

like fingerprints, which are 

identified by their whorls 

and configurations.  However, 

every fingerprint has its 

individual pattern.  Unlike 

Ideas, Archetypes are dynamic 

and goal-seeking 
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(teleological) within the 

personality of the 

individual.  

 

 They are embedded in our 

neural structures--inherited 

tendencies, rather than 

specific behaviors. They are 

not inherited “ideas”, but 

inherited “modes of 

function”.   When a neural 

structure is activated by 

what ethologists (students of 

animals in natural 

environments) call Innate 

Releasing Mechanisms, a Sign 

Stimulus is encountered in 

the environment, and the 

animal responds with a 

characteristic behavior, 

which is adapted through 

evolution. Thus, the 

Collective Unconscious 

becomes the foundation of 

Jung’s thought and the 

Archetype becomes the neural 

functional unit of the 

psyche.  Many other concepts, 

such as Archetypes versus 

cultural transmission, the 

Persona, Animus, Anima and 

Shadow, as well as therapy 

and dream interpretation, can 

be derived from Jung’s basic 

concept of the Collective 

Unconscious. We would be wise 

to consider Jung’s thoughts 

when we try to understand the 

inner lives of her patients. 

 

I believe that Jung’s work, 

though neglected recently, is 

important and that the SPA 

should include a presentation 

about it in one of our Annual 

Meetings. Having 

psychiatrists who are 

familiar with his work become 

more involved with 

supervising Residents in our 

training programs would also 

help. We can all try to 

devote ourselves to reading 

more about his important 

contributions. 

============================= 

An Impending Ethics 

Tsunami:  Making Euthanasia 

Available to the Mentally 

Ill  

                                                                                                   

by Mark S. Komrad M.D  

(Editor’s Note: a version of 

this article is to appear in 

“The Maryland Psychiatrist”)   

It’s not often 

in one’s career 

that there is a 

development that 

could be one of 

the most 

significant in 

the history of 

your field.  I 

had that sensation regarding 

my field of psychiatric 

ethics, when I read the 

following headline this 

summer:   

Right to die: Belgian doctors 

rule depressed 24-year-old 

woman has right to end her 

life (“The Independent”, 

7/18/15) 

I had been wondering when we 

would get here, ever since I 

saw state-sponsored laws  in 

the U.S. giving people the 

right to physician-assisted 

euthanasia. As of this fall, 

physician-assisted suicide is 

permitted in Oregon, 
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Washington, Vermont, Montana 

and most recently 

California. It is also 

permitted in Belgium, the 

Netherlands, Colombia, 

Germany, Japan, and Albania. 

In the U.S. these statutes 

are limited to “terminal 

illness”; however, countries 

like Belgium and the 

Netherlands have expanded 

access in recent years to 

those who have “untreatable” 

and “hopeless” chronic 

suffering, but who are not 

necessarily “terminal.”      

Advocates of these laws do 

not use the term “assisted-

suicide,” but “aid-in-

dying.”  U.S. laws require 

the patients to act on their 

own, but with drugs available 

only by physician 

prescription.  In Belgium, 

there are centers where the 

agents are administered 

by “professionals.”  

 In a strange twist on the 

concepts of “stigma,” and 

“discrimination,” people with 

mental illness are now saying 

that they should not suffer 

discrimination in accessing 

physician assistance to end 

their severe pain, their 

“hopeless” and “untreatable” 

situations, when patients 

with other severe and chronic 

medical illnesses can do 

so. The argument is gaining 

traction in places like 

Belgium, where the laws are 

not confined to “terminal” 

illnesses, but chronic 

suffering. That, of course, 

describes many with mental 

illnesses. Although it is 

illegal, some rogue 

physicians, like Lawrence 

Egbert M.D. (founder of the 

Final Exit Network) have 

provided “physician-assisted 

suicide” for a few in 

Maryland 

[http://tinyurl.com/p9hpl88]  

It’s an understatement to say 

that this goes against the 

grain of most psychiatrists.  

As clinicians we recognize 

that “hopeless,” 

and “untreatable” are vague 

concepts.   The lack of 

progress in some cases may 

come down to lack of 

resources to obtain 

potentially more effective 

treatments like ECT, 

Transcranial Magnetic 

Stimulation (TMS), or 

intensive psychotherapy. 

Sometimes, the distinction 

between what we traditionally 

call “treatment-resistant” 

conditions and “untreatable” 

is unclear and 

debatable.  Perhaps more 

complex or aggressive 

medication trials have not 

been conducted, either 

because no one has considered 

them or they have been 

resisted by the patient due 

to the very illness we are 

trying to treat, or due to 

insurance limitations. Most 

psychiatrists have had 

experience with patients who 

come to us after years of 

suffering, who have been 

treated by non-physician 

mental health professionals 

with psychotherapies. Only 

then, using our larger array 

http://tinyurl.com/p9hpl88%5D
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of medical skills, are we 

able to turn their cases 

around.  Alternatively, many 

“treatment-resistant” 

patients who have only 

received medications turn 

around when finally engaged 

in robust psychotherapies.  

 

The potential conflicts of 

interest surrounding these 

“choices” abound. Consider 

who might benefit:   the 

insurance company, which 

stands to save on the cost of 

continued treatment, 

overwhelmed and exhausted 

families who would have their 

relief, even exhausted 

clinicians and the staff 

working in “revolving door” 

hospital settings.   

One of the core roots of 

medical ethics is the value 

of life, a moral rule that 

drives much of our activities 

as physicians.  So, assisted-

suicide is difficult for all 

physicians.   However, 

permitting-- let alone, 

helping--a patient commit 

suicide is a particular 

anathema for psychiatrists. 

One of the most basic 

activities in our everyday 

work is scanning for and 

trying to prevent suicidal 

behavior.  One of the ways we 

do this is to help our 

patients find paths to a 

better future, to cope with 

their suffering. We help 

patients to elaborate their 

options for finding meaning 

and creating change.  We may 

hold those visions on behalf 

of our patients for a while, 

until they are ready.  In 

this sense, I see Psychiatry, 

of all specialties in 

Medicine, as having the best 

skill set in helping to 

instill hope in patients. 

This is not an easy endeavor. 

To do this, we typically 

encounter our patients in 

sessions of longer duration, 

more frequently and over a 

longer period of time than 

other specialists. This is 

what we do: delivering hope, 

taking the journey with 

patients out of their 

suicidal thinking and other 

sufferings, hacking our way 

through the under-brush of 

disease, resistance, family 

dynamics, insurance 

denials, and all the other 

obstacles.  

Though Belgium requires a 

second opinion psychiatrist 

to verify that a mentally ill 

person is truly 

psychiatrically 

“untreatable,” it does not 

require the second 

psychiatrist to attempt to 

treat the patient.  That 

government is willing to 

underwrite the cost of the 

euthanasia, but not 

necessarily other 

treatments.  Nor is there any 

provision, even  in the U.S., 

for non-psychiatric patients 

who are choosing assisted 

suicide to be evaluated by 

psychiatrists, not 

necessarily for mental 

competency, but to have a 

trial of treatment, to do 

what we of all health care 
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professionals are the most 

trained to do—deal with 

suicidality.   

We will inevitably be seeing 

this issue soon in the 

U.S.  It will enter under the 

umbrella of ”combatting 

stigma and non-discrimination 

against the mentally ill”, 

potentially turning these 

tropes that we have long used 

to advocate for our patients’ 

lives and recovery on their 

heads.  We will have to 

revisit some very fundamental 

ideas about our ethics and 

about our mission as 

psychiatrists.  Psychiatrists 

will have to determine 

whether to work with, or to 

resist, this approaching 

ethics tsunami. I predict it 

will rattle all of us, both 

seasoned and new.  

============================ 

SHARFSTEIN HONORED BY APA 

ASSEMBLY 

On November 1
st
, 

former SPA and also 

former APA 

president, Steven 

Sharfstein, M.D. 

received the APA 

Assembly’s Profile of Courage 

Award. The award originated 

in 1996 in order to recognize 

APA members who risk their 

professional and personal 

status by taking an ethical 

stand against intimidating 

pressure for the good of 

patient care and in keeping 

with the APA Principles of 

Medical Ethics. 

Dr. Melinda Young, former 

Speaker of the APA Assembly 

and currently the APA Area VI 

Trustee, stated in her 

introduction of Dr. 

Sharfstein in November that 

while he was President of the 

APA in 2005 he traveled to 

the Guantanamo Naval Base and 

then shepherded a Position 

Statement through the APA 

adoption structure.  This 

statement made it clear: “The 

American Psychiatric 

Association reiterates its 

position that psychiatry 

should not participate in, or 

otherwise assist or 

facilitate, the commission of 

torture of any person. No 

psychiatrist should 

participate directly in the 

interrogation of persons held 

in custody by military or 

civilian investigative or law 

enforcement authorities, 

whether in the United States 

or elsewhere.” Shortly 

afterwards, the American 

Medical Association adopted a 

similar position statement 

and not long after that so 

did the Royal College of 

Psychiatrists. She contrasted 

this with the position of the 

American Psychological 

Association, mentioning that 

recently that organization 

has been accused of colluding 

in enhanced interrogations of 

detainees.  

Part of the award reads, “For 

your willingness to stand 
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firm in the face of 

opposition by the nation’s 

military and civilian 

leadership.” 

After citing the wording of 

the award, Dr. Young 

concluded, “You represent the 

best we have to offer, and 

you push us to offer our very 

best.” 

============================= 

SRINIVASAN TO RECEIVE ABPN 

AWARD 

Dr. Shilpa 

Srinivasan, 

Chair of the 

SPA Program 

Committee, 

will be 

receiving the 

2016 Faculty 

Innovation in 

Education Award from the 

American Board of Psychiatry 

& Neurology. Formerly known 

as the Faculty Fellowship 

Award, it is designed to 

honor those who develop 

innovative education and/or 

evaluation projects that 

promote effective training or 

lifelong learning for 

practicing psychiatrists and 

neurologists. Given out to no 

more than two Psychiatry and 

two Neurology programs each 

year, the awards last for up 

to two years and are 

accompanied by funding of no 

more than $50,000 per year.  

Dr. Srinivasan, who is an 

Associate Professor of 

Clinical Psychiatry at the 

University of South Carolina, 

commented, “My project is to 

develop and implement an 

innovative curriculum to 

train psychiatry residents in 

motivational interviewing for 

substance use disorders. It 

will include online and 

interactive videoconferencing 

technology as a teaching and 

evaluation medium. I’m 

fortunate to have the support 

of my departmental leadership 

and residency training 

colleagues in this endeavor 

and I look forward to working 

on this project.” 

============================= 

EVERETT IS CANDIDATE for APA 

PRESIDENT-ELECT 

 

Anita Everett, M.D., who has 

applied for SPA membership, 

is a candidate for President-

elect of the American 

Psychiatric Association. Her 

opponent is Dr. Frank Brown. 

============================= 

DAVIS & PEELE ARE RUNNING FOR 

THE APA BOARD 

Both of the candidates for 

the APA Board’s Area 3 

Trustee position are members 

of the SPA—-Steven Daviss and 

Roger Peele. 
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SOUTHERN PSYCHIATRIC 

ASSOCIATION FINANCIAL 

STATEMENT 11/30/15 

Total assets: $131,084.40 

Liabilities (owed to 

Tennessee Psychiatric 

Association): $9336 

Balance: $121,747.92 
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