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Come Celebrate Our 50th Anniversary

The Massachusetts Psychiatric Society will
celebrate its 50th anniversary on April 30,
2014 and I hope that you will join us! As
with all Golden Anniversary’s, this event
has much meaning and requires thought-
ful planning with the hope that all will at-
tend and enjoy the celebrations. The three
primary plans to achieve are: the date, the
place, and the keynote speaker. The date is
always easy as it is pre-determined by the
anniversary. The next task is to find a place
to celebrate that has special meaning to
most members and a significant link to the
organization. The final task is the selection
of a speaker, preferable someone who has
made major efforts to promote the interests
of the organization through public service
or organizational leadership, or someone
who knows deeply the suffering and needs
of those who have had or recovered from
mental illness and/or substance use disor-
ders through his or her personal experience
or family life.

The location for our 50th anniversary is the
John F. Kennedy Presidential Library and
Museum in Columbia Point, Boston. This
selection recognizes that the birth of MPS
came in the same year as President Ken-
nedy’s Community Mental Health Centers
Construction Act or more commonly called
the Community Mental Health Act that
heralded a new era in mental health care
delivery. Celebration of two significant

events that impacted the practice of psy-
chiatry in Massachusetts will be blended
with our 50th Annual Meeting celebration.

The John F. Kennedy Library as the venue
pays tribute to the dream that President
Kennedy articulated for those suffering
mental illness and mental retardation (now
referred to as intellectual disabilities). His
vision, presented to the nation on February
5, 1963, described a society that strove to
move institutionalized patients to a mean-
ingful life in the community. This eloquent
speech set the stage for two bills that were
to forever change the approach to helping
people with mental illness and intellectual
disabilities, the Maternal and Child Health
and Mental Retardation Planning Amend-
ment to the Social Security Act (Octo-
ber 24, 1963) and the Mental Retardation
and Community Mental Health Centers
Construction Act (October 31, 1963) 123
These bills began the evolution of a series
of subsequent federal and state bills to ad-
dress the inequities in care for citizens with
behavioral health (the umbrella term for
the expanded focus on psychiatric disor-
ders and substance use disorders) and intel-
lectual disabilities.

In this pivotal speech President Kennedy
defined the plight of people with mental ill-
ness and intellectual disabilities. Selected
quotes reflect not only his eloquence but
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his compassion and commitment to care of
these marginalized citizens (see Reference
2 for the complete speech).

“mental illness and mental retardation
are among our most critical health prob-
lems. They occur more frequently, affect
more people, require more prolonged
treatment, cause more suffering by the
families of the afflicted, waste more of
our human resources, and constitute
more financial drain upon both the public
treasury and the personal finances of the
individual families than any other single
condition.” “Most of them are confined
and compressed within an antiquated,
vastly overcrowded, chain of custodial
State institutions. The average amount
expended on their care is only $4 a day--
too little to do much good for the individ-
ual, but too much if measured in terms
of efficient use of our mental health dol-
lars.” “But the anguish suffered both by
those afflicted and by their families tran-
scends financial statistics.” “This situa-
tion has been tolerated far too long. It has
troubled our national conscience--but
only as a problem unpleasant to mention,
easy to postpone, and despairing of solu-
tion.” “Many such hospitals and homes
have been shamefully understaffed,
overcrowded, unpleasant institutions
from which death too often provided the
only firm hope of release.”

(continued on page 3)
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Four years ago I found out that I was moving
to Massachusetts. Aside from the change in
weather, it did not seem that daunting at the
time to think of “jumping the puddle”, as we say
back home. One of the issues that were pressing
in my mind, was the fact that I always thought
I would become a doctor to help people in my
island. But, seeing the diversity of cultures, and
ethnicities that UMASS attends, particularly the
Latino community, made me feel like I would
still have a chance to serve a piece of my coun-
try from far away. As a Latino resident fellow
member, working with Latino patients, and
listening to their views on their cultural differ-
ences, and expectations for treatment, has been
eye opening, and thought provoking. Many,
even after living in the states for many years,
believe that having a clinician from their eth-
nic group would make it easier for them to be
understood and better served. I have thought a
lot about this perception, and believe that it is a
complicated issue for both the patients, and for
the people trying to care for them.

At first, feeling that extra connection with La-
tino patients was a blessing, but I have realized
the big responsibility it is. I also believe that it
can be unfair for other doctors with different
cultural backgrounds who are capable, and in-
terested in taking care of these patients. On the
other hand, even though Puerto Rico is a terri-
tory of the United States, and we are raised with
plenty of access to American culture, there are
multiple ways in which my customs and beliefs
are different, so I experience how this affects
communication and relationships for me. I can
see where these patients are coming from.

Multiculturalism continues to grow in the Unit-
ed States. In Massachusetts there is approxi-
mately 25% of non-White population, so it is
fair to say that during our training and career we
will be faced with the situation of having to care
for a patient of a different ethnic and cultural
background. As mental health providers we
need to consider how a patient’s own beliefs,
traditions, and understandings affect the presen-
tation of their symptoms, and attitude towards
treatment. This topic should be an ongoing con-
versation and for this reason I am very excited
to announce that the Massachusetts Psychiatry
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Society has opened a new Multicultural Psy-
chiatry Committee, to be chaired by Dr. Astrid
Desrosiers.

The purpose of this group is for psychiatrists
in Massachusetts to have a place to discuss is-
sues that we face when treating diverse popula-
tions, learn from each other’s experiences, and
promote cultural competence. This would be a
great way for us, resident fellow members inter-
ested in multicultural psychiatry, to pair up with
mentors that can help us foster our ideas. This
group would also be a good way to advocate
for improved access to care, and parity for all
patients.

I am very enthusiastic about the opportunity to
get together with a diverse group that shares an
interest in serving, and better understanding the
broad range of patients we serve.

Please join us in a “Meet and Greet” at the

MPS headquarters in Wellesley on April 9th at
6:30PM. I look forward to seeing you.

MPS IS PLEASED TO WELCOME THE

FOLLOWING NEW MEMBERS

General Members:
Andrea Stone, MD

Resident Fellow Members:
Shashwat Pandhi, MD
Shreedhar Paudel, MD

Olajide Fawehlnml, MD
Anthony Rocco Giovanone, MD
Sushrusha Arjual, MD

Carrie Melissa Cunningham, MD
Kimberly Leventhal, MD

Jung Won Kim, MD

John M. Teal, MD

Jennifer Leah Goetz, MD
Vanessa Marie Myles, MD

Jose Rengifo, MD

Genny I Feinberg, MD

Rajan Gosain, MD

Justin Johnson, MD

JNeeta Sharma, MD

Transfer In:
Ljiljana Markovic, MD
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(continued from page 1)

President Kennedy spoke of “a bold new
approach” that envisioned a collabora-
tion of federal, state, and local govern-
ments working with private foundations
and individuals to develop and continue to
implement and improve the care for these
vulnerable citizens to return them to the
family and community for a meaningful
life, whenever possible, or more humane
care if the person needed hospitalization,
acute or chronic 2. He stated, “When
carried out, reliance on the cold mercy of
custodial isolation will be supplanted by
the open warmth of community concern
and capability. Emphasis on prevention,
treatment and rehabilitation will be substi-
tuted for a desultory interest in confining
patients in an institution to wither away” @,

President Kennedy proposed a three prong
program to achieve his vision that included
resources for research to find the cause, cure
or prevention of these illnesses, education
and training of providers and teachers, and
community based treatment with goal of
rehabilitation and recovery (:*%. The first
act, Maternal and Child Health and Mental
Retardation Planning Amendment to the
Social Security Act was signed on October
24, 1963 with two major funding compo-
nents, to update education and treatment
programs and for prevention through pre-
natal and infant medical care. The Commu-
nity Mental Health Centers Construction
Act of October 31, 1963 authorized facility
construction funds for clinical, education,
and research centers for prevention, care,
and treatment. These included community-
based centers for the care of people with
intellectual disabilities and with mental
illness ¥, In the signing ceremony Presi-
dent Kennedy posited, “It was said, in an
earlier age, that the mind of a man is a far
country which can neither be approached
nor explored. But, today, under present
conditions of scientific achievement, it will
be possible for a nation as rich in human
and material resources as ours to make the
remote reaches of the mind accessible. The
mentally ill and the mentally retarded need
no longer be alien to our affections or be-
yond the help of our communities” ™.

President Kennedy’s dream captured the
psychiatric nation, patients, and families to
seek better outcomes for those with men-
tal illness through research and education
and through construction of welcoming
centers within communities to care for
those shunned by society. The shortened

title the Community Mental Health Act ap-
pears to have adopted the vision of Presi-
dent Kennedy without acknowledging that
the funding was both time-limited and for
construction, not ongoing program sup-
port. President Kennedy envisioned ongo-
ing support to achieve his “bold new ap-
proach” as coming from a collaboration of
federal, state, and local governments, pri-
vate foundations and individuals. This new
approach, coupled with advances in treat-
ment and now funding for constructions of
community mental health centers, allowed
states to transition from custodians of state
hospitals housing millions of people across
the United States with the promise of com-
munity care, close to family >3,

States hospitals were shuttered. These out-
dated, old, and overcrowded hospitals that
had been costly but ineffective in treat-
ing the mentally ill and intellectually dis-
abled were to be replaced by welcoming
mental health centers in the community
where people with mental illness could be
treated more effectively. The cost savings
did not or could not fund the proposed net-
work of community mental health centers
to treat people within their communities.
The Departments of Mental Health across
the country struggled to fight for sufficient
funds to achieve the vision of President
Kennedy. Many federal and state public
servants, organizations like the MPS and
others, as well as, individuals and families
have long fought for funding to meet the
mental health and later behavioral health
needs where all could receive care to live
meaningful lives in the community.

To meet the Federal mandates in President
Kennedy’s two acts, the Commonwealth
of Massachusetts passed the Comprehen-
sive Mental Health and Retardation Ser-
vices Act in 1966 to establish community
mental health centers @. This led to the
ongoing development of community men-
tal health centers linked to a state hospital
in catchment areas. A 1978-1992 federal
consent decree mandated care in the least
restrictive environment in the community
close to the patients’ home. A 1984 act re-
quired separation of services for children.
In 1986 services for people with intellec-
tual disabilities were split off from Depart-
ment of Mental Health (DMH), creating
the Department of Mental Retardation .
Substance use disorders were and still are
under the purview of the Department of
Public Health.

From my perspective as a medical student
in 1982, the community health centers,
as a part of a system of care, appeared to
be well-functioning. I was assigned to
the North Central Unit at Worcester State
Hospital that was linked to its Catchment
area community mental health center. The
community mental center provided psychi-
atric care, day programs, and resources to
move patients to recovery in the commu-
nity. Community based patients would be
admitted when hospital level of care was
needed from the community mental health
center to the acute unit, once stabilized
transferred to the intermediate level and
then transitioned back to the community.
New patients were similarly sent to this
seamless system of community care. This
system was knit together by the two team
psychiatrists, Dr. Pilette on the North Cen-
tral Unit at Worcester State Hospital and
Dr. Bonner at the community health cen-
ter; the linkage completed with a day ex-
changed at each treatment center. Patients
with a variety of chronic mental illness
identified both psychiatrists as their psy-
chiatrists and all staff shared the goal of re-
turning patients to community care. My six
weeks of this system of care, albeit in an
overheated, smoke filled state hospital, was
a draw to psychiatry for me as I witnessed
patients with serious and persistent men-
tal illness receiving humane care focusing
on providing the best quality of life in the
community.

As a resident in early 1986, I saw that in
a larger city system, the seamlessness was
less evident as more patients were home-
less and, as such, the community, more
poorly defined. Despite this, case manag-
ers were available to help patients keep ap-
pointments, have necessary medications,
and bring them to emergent treatment, if a
danger to self or others was suspected. The
state hospital was the center of the catch-
ment area; the community psychiatrist less
evident to me. I believe, in retrospect, this
difference was due to eroding sources of
support for the continuity of care with the
passage of the 1985 Omnibus Budget Rec-
onciliation Act that changed federal sup-
port to the community mental health cen-
ters into state block grants, which allowed
states to alter funding support the commu-
nity health centers ©.

During the 1990’s the Commonwealth of
Massachusetts enacted legislation aimed
at closing state hospitals to reduce state

(continued on page 4)
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spending. From 1991 to 2009 six state
hospitals and the Gaebler Center for Chil-
dren were closed ¥, case managers were
significantly reduced in numbers, state day
programs were closed, and inpatient psy-
chiatric services were shifted increasingly
to general and private psychiatric hospi-
tals. The seamless system of care was split
as the state continued to deplete funding
for DMH services. MPS has consistently
fought for increased funding for DMH.
During the current administration, we have
fought proposed budget cuts, often ending
with restoration of level funding despite in-
creased costs and need. The work begun by
President Kennedy for those with behav-
ioral health disorders to receive humane
treatment has been carried on by many,
including his brother Senator Ted Ken-
nedy and now taking up the mantle, Sena-
tor Kennedy’s son former Rhode Island
Congressman, Patrick Kennedy.

The choice for our Speaker would reason-
ably lead one to consider former Congress-
man Patrick Kennedy but unfortunately, the
calendars did not align. We then set about
a search for someone who has fought for
parity, the rights of people with behav-
ioral health disorders to receive care, and/
or someone who could speak of his or her
personal experience with having or being a
family member of someone with a behav-
ioral health disorder. Ideally, our speaker
would have ties to Massachusetts or the
Kennedy Library. We reviewed a long list
of authors, famous people, public servants,
people with lived experience, and psychiat-
ric leaders. There was one person, a Mas-
sachusetts public servant, who has long
fought for parity and the rights of people
to receive treatment and has told of her
brother’s struggle with bipolar disorder that
ended in his tragic death by suicide. After
a lengthy discussion, we decided to ask this
public servant and person with lived experi-
ence, our current Attorney General Martha
Coakley, to be our invited speaker. Since
coming to the office in 2007, she has been
a friend of those with behavioral health dis-
orders. [A disclaimer: theAttorney General
was invited and accepted in her role solely
as Attorney General based on her record on
behavioral health and parity and as a person
with lived experience. The fact that she is
campaigning for another office will not be
mentioned, it is not the reason to invite or
not invite the Attorney General, and it does
not reflect an endorsement by the MPS for
any current or future political aspirations].

As a person with lived experience, Attorney
General Coakley brings a family perspec-
tive on the personal cost of mental illness to
her office. The death of her brother by sui-
cide, whose bipolar disorder was untreated,
is a poignant story. As Attorney General,
she has used the power of the office to fight
for parity and to ensure that people with be-
havioral health disorders will be protected
in having access to care. Soon, she will be
distributing grants worth $8 million for
programs for mental health and substance
use disorders with funds from a suit of a
pharmaceutical company. Attorney Gen-
eral Coakley holds the distinction of being
one of the most active Attorney Generals
in protecting psychiatric patients’ rights to
treatment.

The 50th anniversary celebrates not only
the fact that MPS, as a district branch of
the American Psychiatric Association, was
created ©, but to note the dedication and
tradition of psychiatrists in Massachusetts
advocating for our profession, our patients.
Our celebration, its venue, and its speaker
will ensure a vibrant annual meeting. I look
forward to seeing you on April 30th!
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Respecfully,
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Janet E. Osterman, M.D., M.S
President
Mass Psychiatric Society

J N

Are you eligible and inter-
ested in applying for Fellow
or Distinguished Fellow
Status?

Contact the MPS Office
(781) 237-8100
mpatel@psychiatry-mps.org

We would be glad to
assist you in complet-
ing your application.
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Gregory G. Harris, MD, MPH, Chair

Gratitude  to  the
members  of  the
APA Committee on
RBRVS, Codes and
Reimbursement:

I am writing to MPS
members this month
with a somewhat
different column from usual; this is more of
an op-ed than my usual straight reporting
of updates and changes. 1 hope that you
will indulge me in something a bit different
this month.

Over the past two years, I have reported
on changes in the CPT coding system
for psychiatrists that went into effect
in January 2013. Although these
codes are not without problems both
in the documentation requirements and
implementation by insurers, we in the
Managed Care Committee have argued that
they are more reflective of the complexity
of work that psychiatrists perform in caring
for patients and provide the possibility for
greater remuneration and incentives for
taking care of patients with a higher degree
of medical risk and complexity.

MPS nominated Ronald Burd, MD, a
colleague in clinical practice from Fargo,
ND and Chair of the APA Committee on
RBRVS, Codes and Reimbursement for an
APA award due to his work on advocating
for this positive change. He ultimately was
chosen for the award and accepted it on
behalf of the work of the Committee. An
acknowledgement he well deserved.

I didn’t know the half of it, however. 1
recently accepted an appointment to
this APA Committee and was invited to
attend two AMA meetings in February,
as an observer and possible future active
participant on behalf of APA. These
meetings were the AMA CPT (the forum
for creation of new codes and changes
in existing codes) and AMA RUC (the
forum for the valuation and revaluation
of existing codes). These two meetings
are highly structured and apply to all
physicians of all specialties and to all other
providers of healthcare services. There is
a “firewall” between them; the creation of
new codes is separate from the valuation
of codes, although issues with the codes
might bounce back and forth to the two
committees. CMS is a participant and
advisor in both meetings. AMA is a CMS

contractor to create the codes via the CPT
meeting. However, the valuation of codes
via the RUC are merely recommendations,
with CMS free to disregard, which they did
last year with the new psychiatric codes,
and corrected this year after a lengthy
“survey” process that Dr. Burd and the
APA Committee directed.

Why am I going into all this minute detail
about these meetings? 1 feel that we are
indebted to APA and our psychiatric
colleagues for their unsung work in
advocating on behalf of psychiatrists and
the complex practice of psychiatry to
our colleagues in the rest of the “house
of medicine”. That’s neurosurgeons,
orthopedists and every other specialty.
The previous codes that psychiatrists
used were so different and unstructured
compared to other medical coding that
they were slated for devaluation. Our
APA colleagues successfully argued for
the true complexity of psychiatric practice
and were able to produce a workable new
coding scheme to describe the issues of risk
and medical necessity that psychiatrists
face taking care of patients. They then
successfully argued that these codes
should be created and funded in two huge
meetings, where a gain for one specialty
potentially means a loss for another. As
I sat in on both of these meetings I truly
understood just how daunting a process
this actually is and how fortunate we are
to have such strong advocates sent to
this meeting by APA and representing
us. I listened to proposals by surgeons,
radiologists and other specialists and for
advocates of scores of new laboratory and
radiological tests. Every advocate feels
their services are essential. Our advocates
were able to successfully convince all
of these colleagues and competitors that
psychiatric services were under-valued due
to the structure of our codes and that these
codes should be changed to better match
up with those of other medical specialities
and to allow a higher reimbursement rate
based on medical risk and complexity. A
monumental effort and a major victory that
affects every psychiatrist in practice and all
of our patients. This work prevented the
potential disaster of a planned devaluation
of all psychiatric codes.

So, I'd like to conclude this column
by expressing my gratitude to our APA
colleagues:

Becky Yowell is APA staff to the committee,
which could not function without her.

APA Committee members who attended
these meetings in February and previously:
Ronald Burd, MD & Allan Anderson, MD
are our advocates to the AMA RUC
Jeremy Musher, MD & David Nace, MD
are our advocates to the AMA CPT.

Thanks to all of them for all their hard
work on our behalf.

Remember, all are welcome at the
Managed Care Committee Meetings,
which occur on the third Tuesday of the
month (from 7-9 PM; dinner served!) at
the MPS offices in Wellesley. Check the
MPS website for details or contact me at
gregorygharris@sprynet.com

APA ANNOUNCES WINNERS OF
THE 2014 ELECTIONS

The Committee of Tellers ap-
proved the following results
for the 2014 APA National
Election.

President-Elect -
Renee L. Binder, MD

Treasurer -
Frank W. Brown, MD

Trustee-At-Large -
Anita S. Everett, MD

Area 2 Trustee -
Vivian B. Pender, MD

Resident-Fellow Member
Trustee-Elect (RFMTE) -

Ravi N. Shah, MD
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Establishing a Psychotherapy Caucus: MPS members lead the way

At its December meeting, the APA Board
of Trustees approved establishment of a
Psychotherapy Caucus. This means that
once again psychiatrists interested in psy-
chotherapy have a place within the organi-
zational structure of the APA. Anditis a
step in the direction of reducing the often
biologically reductionistic stance of the
field.

Psychotherapy in psychiatry has sometimes
been on tenuous ground as psychiatry’s fo-
cus has shifted toward pharmacotherapy.
In the late 1990s the ACGME Psychiatry
Residency Review Committee (RRC) real-
ized that, given the biological emphasis of
psychiatric training and treatment, the field
was in danger of losing psychotherapy as
part of the identity, training and skill set
of psychiatrists. Because of this, the RRC
required that residency training include
teaching several schools of psychotherapy
to a measurable level of competence dur-
ing residency. Training in supportive,
cognitive behavioral and psychodynamic
psychotherapy is now a mandated part of
every residency curriculum. Concurrently
the APA also recognized that psychother-
apy was dwindling as part of the practice
of psychiatrists, and established a Com-
mission that later became a Committee on
Psychotherapy by Psychiatrists (COPP)
within the Components of the APA. Over
the roughly dozen years of its existence,
this committee promulgated evidence
about the efficacy of psychotherapy and its
association with brain change, organized
psychotherapy related programs for the an-
nual meeting and Institute on Psychiatric
Services, developed the Y-model for teach-
ing psychotherapy across schools in an
integrated, evidence based way, produced
several APA Position Statements and infor-
mational documents on psychotherapy that
were adopted by the APA, and conducted a
survey of psychotherapy practice patterns
among US and Canadian psychiatrists.
Because of financial concerns, COPP was
sunset in 2008 along with many other com-
ponents of the American Psychiatric Asso-
ciation. Efforts to reinstate a committee on
psychotherapy were unsuccessful. How-
ever, in 2012 an Assembly Action Paper
authored by Roger Peele led to the creation
of a Psychotherapy Task Force in the APA

By Eric Plakum, MD

Assembly. The 12 member Task Force in-
cludes 4 Massachusetts psychiatrists: Eric
Plakun, serving as chair, Samar Habl, Da-
vid Flynn and Elizabeth Weinberg, all med-
ical staff members at Austen Riggs. Other
members include Paul Lieberman from
Brown, Bart Blinder from the University
of California at Irvine, Allison Cowan from
Wright State University, Randon Welton
from the VA system, Andrew Gerber from
Columbia, Donna Sudak from Drexel, Eve
Caligor from NYU School of Medicine and
Evan Leibu, a resident at Mount Sinai in
New York.

As determined by the Action Paper that es-
tablished it, and using no APA resources,
the Task Force shepherded the completion
of a revised position statement on psycho-
therapy by psychiatrists. The Task Force
also realized that, if a top down APA com-
mittee on psychotherapy was not going to
be formed, then it could use APA opera-
tional bylaws to develop a Psychotherapy
Caucus from the grass roots up. Letters
were gathered and mailed to APA president
elect and MPS member Paul Summergrad,
who took the request to the APA Board of
Trustees, where a Psychotherapy Caucus
was formally approved in December 2013.

It seems particularly auspicious that a Psy-
chotherapy Caucus exist at this moment in
time when, ironically, even as the evidence
for the efficacy for psychotherapy grows,
there is evidence that the provision of psy-
chotherapy by psychiatrists is declining.
In 2008 Mojtabai and Olfson reported that
over the ten-year period from 1996 to 2004-
2005, the percentage of psychiatric office
visits involving provision of psychother-
apy declined from 44% to 29%. In 2010
results of a survey carried out by COPP
and APIRE (and led by COPP member J.
Christopher Perry and Joyce West, PhD of
APIRE) were reported at the Institute for
Psychiatric Services. This study found that
from 2002 to 2010 there was a 20% decline
in provision of therapy to patients by psy-
chiatrists from 68% to 48% of office visits
reported by 394 psychiatrists. Those pro-
viding therapy to their patients tended to be
over 65, white, U.S. medical graduates, and
half their patients were self-pay or private-
ly insured. Obstacles to provision of psy-

chotherapy cited by psychiatrists included
significant debt burden, lower compensa-
tion for psychotherapy compared to other
services, and intrusive and time-consum-
ing utilization review burdens. Concur-
rent with this decline, a growing body of
evidence demonstrates that multiple kinds
of psychotherapy are effective for a range
of single disorders and complex comorbid
disorders, while we have also learned that
the efficacy of some medications has been
overestimated by as much as a third, as in
the case of anti-depressants (Turner et al
2008), and much of their effect is placebo
effect (Kirsch et al 2008).

The Psychotherapy Caucus offers psychia-
trists interested in psychotherapy an oppor-
tunity to communicate with one another,
to network and transfer knowledge across
generations and across the country, develop
symposia and workshops on psychotherapy,
and learn about emerging evidence of the
efficacy of psychotherapy. A Caucus meet-
ing is planned at the APA Annual Meeting
in New York, Monday, May 5th from 2-4
PM in the Riverside Suite 3rd Floor at the
Sheraton New York Times Square Hotel .
Contact Eric Plakun at Eric.Plakun@Aus-
tenRiggs.net for further information.

Save the Date

Wednesday
April 30th, 2014

MPS 50th Anniversary and
Annual Meeting

John F. Kennedy
Library Boston, MA

Our Keynote speaker
will be The Honorable
Martha Coakley,
Attorney General
of the Commonwealth
of Massachusetts
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In Transitional Space: The Bereavement Exclusion and DSM-5

Ronald Pies, MD

Each month, I high-
light an aspect of
the DSM-5 that has
undergone  notable
changes. Last month,
I wrote about the
elimination of the
Bereavement Exclu-
sion from an infor-
mational rather than
editorial perspective. I was delighted to
hear from MPS member Dr. Ronald Pies
that as someone with expertise in the area
of bereavement he was up for providing
members with an editorial perspective in
favor of the exclusion being eliminated. 1
encourage other MPS members to contact
me if they would like to participate in future
columns or have suggestions regarding an
area of the DSM-5 they would like to be the
focus of a future column. Please welcome
Dr.Pies as a guest columnist this month!
-Carlene MacMillan, MD, cmacmillan@
partners.org

In her recent “Transitional Space” column,
Dr. Carlene MacMillan nicely summarized
many of the controversies surrounding the
removal of the so-called “bereavement ex-
clusion” (BE), in DSM-5. Without ques-
tion, this was one of the most contentious
decisions the DSM-5 work groups made—
and, by some lights, the most controversial
decision by the APA since homosexuality
was removed from the list of psychiatric
disorders, in 1973. While I was not directly
involved with the DSM-5 mood disorders
work group, my colleagues and I were par-
ticipants in an often contentious debate!*)
sometimes fueled by sensational or mis-
leading reports in the media; for example,
by claims that “psychiatrists want to make
normal grief a mental disorder,” or that,
“DSM-5 medicalizes mourning.”

In truth, the DSM-5 criteria for major de-
pressive disorder (MDD) merely say that
the subset of persons who meet the full
symptom-duration-severity criteria for ma-
jor depression within the first few weeks
after bereavement (the death of a loved
one) will no longer be excluded from the
set of all persons with major depression.
Put another way: bereavement does not
immunize the patient against major depres-
sion, and often precipitates it. Indeed, grief
and depression—despite some overlapping
symptoms, like sadness, sleep disturbance
and decreased appetite—are distinct con-

structs, and one does not preclude the other.
@

The bereavement exclusion was eliminated
from the DSM-5 for two main reasons: (1)
there have never been any adequately-con-
trolled, clinical studies showing that major
depressive syndromes following bereave-
ment differ in nature, course, or outcome
from depression of equal severity in any
other context—or from MDD appearing
“out of the blue”®: and (2) major depres-
sion is a potentially lethal disorder, with an
overall suicide rate of about 4%.® Disqual-
ifying a patient from a diagnosis of major
depression simply because the clinical
picture emerges after the death of a loved
one risks closing the door on potentially
life-saving interventions. The “exclusion”
principle also fails to recognize that MDD
is often a highly over-determined process,
involving multiple, interacting causes; e.g.,
someone who develops a major depressive
syndrome a few weeks after a loved one’s
death may also be depressed owing to hy-
pothyroidism, pancreatic cancer, marital
problems, or a recent setback in business.®

It is true that the DSM-IV criteria provid-
ed a way to “override” the bereavement
exclusion; for example, if the depressed,
bereaved patient were psychotic, suicidal,
psychomotorically slowed, preoccupied
with feelings of worthlessness, or function-
ing very poorly in daily life. Unfortunate-
ly, these override features did not address
those bereaved patients whose depressive
symptoms were indeed severe, but who did
not “qualify” for the specific override cri-
teria; for example, bereaved persons with
profoundly impaired concentration, sig-
nificant weight loss, or severe insomnia.
Under the DSM-1V “rules”, these seriously
depressed individuals probably would not
have received a diagnosis of MDD and ap-
propriate treatment.

It is sometimes argued that bereaved, sui-
cidal patients would not have been ex-
cluded from an MDD diagnosis, using the
DSM-IV override “rules.” In theory, that
was true. But not every depressed patient
openly acknowledges suicidal ideation or
intentions to a clinician—some fear that
doing so will result in involuntary hospi-
talization. Moreover, the risk of suicide in
MDD is not conferred solely by the pres-
ence of suicidal ideation; rather, both over-
all severity of depression and hopelessness
also elevate risk of eventual suicide.® Yet

neither factor was specifically included in
the DSM-IV’s list of features that allowed
one to override the bereavement exclusion.
The preponderance of data suggest that,
compared to MDD emerging in other con-
texts, such as job loss or recent divorce-
-or to MDD arising “out of the blue”-
- bereavement-related major depression
(BRMD) differs very little in symptom pic-
ture, course, outcome, or response to treat-
ment. Thus, there is no strong rationale for
“privileging” BRMD for exclusion.

As Dr. MacMillan noted, there have been
some recent epidemiological studies that
appear to show lower risk of recurrence
for some types of BRMD, compared with
“standard” (non-bereavement) MDD.®"®
These data—derived from ECA (Epide-
miologic Catchment Area) and NESARC
(National Epidemiologic Survey on Al-
cohol and Related Conditions) surveys of
community residents—were obtained by
lay interviewers; and, as with all surveys,
are subject to recall bias on the part of par-
ticipants. More important, subjects in the
two groups (BRMD vs. “standard” MDD)
were not matched for severity, duration, or
degree of impairment during the index de-
pressive episodes. This makes it impossible
to know whether bereavement per se, or
some other risk factor for recurrence (such
as melancholic features), accounts for the
group differences. Furthermore, in the Gil-
man et al study, even those with excluded
bereavement-related depression had “clini-
cally significant depressive episode[s]”®—
i.e., episodes that were not clearly “normal
grief.” Indeed, the propensity to recur is
merely one index of a depressive condi-
tion’s clinical significance—and a reduced
tendency to recur does not necessarily
point to “non-disordered sadness,” as some
have claimed.

While definitive controlled studies of
BRMD vs. “standard” MDD have not been
carried out, one recent study used rigorous
methods to tease out the role of bereave-
ment. Hamdan et al9 studied a cohort of pa-
rentally-bereaved youth and non-bereaved
controls, over approximately 5 years. Three
groups were assessed for symptoms, sever-
ity, duration, and risk for recurrence: (1)
bereavement-related depression (BRD, n =
42), with onset of depressive episode with-
in the first 2 months after parental death;
(2) later bereavement depression (LBD, n=
30), with onset at least 12 months after pa-

(continued on page 8)
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(continued from page 7)

rental loss; and (3) a non-bereaved control
group with depression (CD, n = 30). The
study found that bereavement-related de-
pression was similar to LBD and CD, with
respect to number of symptoms, severity,
functional impairment, duration, and risk
for recurrence. While the study population
was small and limited to youths, the authors
concluded that their findings “...support the
removal of the bereavement exclusion.”®

It is important to understand that the DSM-
5 criteria merely allow the diagnosis of
MDD when the recently bereaved person
meets all required symptom, severity, du-
ration, and impairment criteria for MDD.
Nothing in the manual compels a diagnosis
of MDD after bereavement. The DSM-5
clearly states that,

“..periods of sadness are inherent as-
pects of the human experience. These
periods should not be diagnosed as a ma-
jor depressive episode unless criteria are
met for severity...duration... and clini-
cally significant distress or impairment.*
(DSM-5, American Psychiatric Associa-
tion, 2013 p. 168)

Indeed, if the clinician’s best judgment—
and, as Dr. MacMillan wisely noted, sound
judgment is needed!--points to normal,
bereavement-related grief, the “V Code” of
“Uncomplicated Bereavement” (V62.82)
may be used. (The “V” codes, of course,
are not “mental disorders”). The DSM-5
provides useful guidance on when to ap-
ply MDD in the post-bereavement period;
e.g., the footnote on p. 161 of the manual
lists several features that help differentiate
ordinary grief from a major depressive epi-
sode. For example, in bereavement-related
grief, self-esteem is usually preserved; in
MDD, feelings of worthlessness and self-
loathing are common. In ordinary grief, the
emotional pain is usually accompanied by
positive emotions and fond recollections
of the deceased; in MDD, pervasive mis-
ery and unhappiness are typical. Another
important distinction --highlighted by Dr.
Kay R. Jamison in her book, Nothing Was
the Same--is that the normally grieving
person is “consolable” by friends, family,
and even literature; the person with MDD
usually is not).

To be sure, the two week minimum dura-
tion for diagnosing MDD is often too brief
to reach a confident diagnosis, particularly
in the post-bereavement period. But this
2-week duration criterion has applied to all
instances of MDD (e.g., after job loss, di-
vorce, etc.) since the DSM-III appeared in
1980. (Curiously, few critics of the DSMs

objected to the two-week period until the
matter of bereavement arose, in advance
of the DSM-5). Moreover, in clinical prac-
tice, it is quite rare for a patient with “nor-
mal” grief to seek professional treatment
within two weeks of the death of a loved
one. When medical treatment is sought so
soon after a death, the patient usually (a)
has “self-selected” treatment, owing to
profound distress or incapacity; or (b) has
been referred by family members, who be-
lieve the patient is suicidal, psychotic, or
unable to carry out the activities of daily
living. Under such dire circumstances, the
DSM-1V bereavement exclusion would not
have applied anyway. As for the fear that
removal of the bereavement exclusion will
lead to hordes of bereaved patients being
inappropriately diagnosed with MDD, the
epidemiological data do not support this
view. For example, in the overall NESARC
sample, only 0.5% of subjects met criteria
for “bereavement-excluded depression.”®

Finally, nothing in the DSM-5 will pre-
vent the prudent clinician from undertak-
ing a period of “watchful waiting” during
the first few weeks after a bereaved patient
presents with depressive symptoms, in or-
der to ascertain the “trajectory” of the pa-
tient’s condition. Some patients will show
marked improvement in their depressive
symptoms, even though their grief--quite
understandably—may persist for weeks,
months, or years. (Contrary to frequent
misrepresentations in the press, the DSM-5
sets no pre-ordained “time limit” on normal
grief). Even if post-bereavement MDD is
diagnosed, nothing compels the psychia-
trist to begin antidepressant treatment. For
mild-to-moderate, non-melancholic pre-
sentations of MDD, “talk therapy” alone
may suffice. As for concerns that primary
care doctors will be induced by the new
criteria to prescribe antidepressants inap-
propriately, my colleagues and I believe
this hypothetical concern is best addressed
through continued medical education and
enhanced psychiatric consultation with
PCPs—mnot by preemptive gerrymandering
of our diagnostic criteria for MDD, >!?

In sum: while the data are not conclusive,
the best available evidence suggests that
the DSM-5 was justified when it eliminat-
ed the bereavement exclusion. No, we must
not “medicalize” normal grief-- but neither
should we “normalize” the serious disorder
of major depression, simply because it oc-
curs in the context of bereavement.

Dr. Pies is a member of MPS, and is
Clinical Professor of Psychiatry at Tufts
University School of Medicine. He wish-
es to thank Dr. MacMillan and Bev Du-
puis for the opportunity to provide this
guest column.
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ARBOUR

Health System

Arbour Health System is recruiting Full-Time Attending Psychiatrists to work Monday through Friday, with no call or weekend work required.

‘We Welcome 2014 Resident, Fellows, and H1B Visa Candidates

Current positions are available at:

Arbour Hospital, 49 Robinwood Avenue, Boston, MA — General Adult

Arbour-Fuller Hospital, 200 May St., South Attleboro, MA — General Adult

Pembroke Hospital, 199 Oak St., Pembroke, MA — General Adult

Lowell Treatment Center, 391 Varnum Ave., Lowell, MA — General Adult

Westwood Lodge, 45 Clapboardtree St. Westwood, MA- General Adult, Child and Adolescent
Arbour-HRI-Brookline, 227 Babcock St. Brookline, MA-General Adult

The Compensation is highly competitive with a generous benefits package and flexible work schedule
Moonlighting Opportunities

On-Call Physicians of All Specialties are also needed to provide week night and weekend medical coverage at all AHS locations, including:

Arbour Hospital, 49 Robinwood Ave., Jamaica Plain, MA
Arbour-HRI Hospital, 227 Babcock St., Brookline, MA
Arbour-Fuller Hospital, 200 May St., South Attleboro, MA
Pembroke Hospital, 199 Oak St. Pembroke, MA
Westwood Lodge, 45 Clapboardtree St., Westwood, MA
Lowell Treatment Center, 391 Varnum Ave., Lowell, MA
The Quincy Center, 460 Quincy Ave., Quincy MA

Arbour Heath System is the largest private mental health system in Massachusetts. In addition to the hospitals listed above, Arbour Health System consists of Arbour
Counseling Services, with 12 locations throughout eastern Massachusetts, The Boston Center, and Arbour SeniorCare.

Arbour Health System provides a continuum of care that includes evaluation, crisis stabilization and treatment for children, adolescents and adults with mental ill-
ness, dual diagnosis and/or addiction disorders. All hospitals are accredited by The Joint Commission and licensed by the Department of Mental Health. For more
information on these positions, please contact: Andree Paige, In-house Physician Recruiter, (w) 617-390-1437, (c) 617-429-4240 ¢ e-mail:andree.paige@uhsinc.com

Amerlcan Professional Agency, Inc.

B Leaders In Profe55|onal Liability / Malpractlce Insurance

—

Join your colleagues who have chosen | ® Superior protection provided by Allied World Assurance Company rated “A” by A.M. Best Co.

to be represented by our professional
team, which is endorsed by the two
most prominent associations in your | e Telepsychiatry, ECT coverage and Forensic Psychiatric Services are included
profession - the American Psychiatric
Association and American Academy
of Child and Adolescent Psychiatry.

® Access to a Risk Management Team during business hours and a 24/7 emergency hotline

® Fire Damage Legal Liability and Medical Payment coverage included

® |nterest-Free Quarterly Payments / Credit Cards accepted

%*c“‘AT,IU(»
/ X AMERICAN ACADEMY OF
. CHILD (ADOLESCENT
1-877-740-1777 PSYCHIATRY

W ww.AACAP.OTRG

www.APAmalpractice.com
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BUSINESS SERVICES
OFFICE SPACE

LEGAL ADVICE
FOR PSYCHIATRISTS
. . ) Back Bay (Boston): Gorgeous, elegant-
Milton L. Kerstein, Esq. ly furnished psychotherapy office in
Andrew L. Hyams, Esq. o L historic Arlington Street building over-
Healthcare Billing Specialists, Inc. looking Boston Public Garden. Two 400
Mr. Hyams, former General Counsel to the Bd. : Y
. - . . square-foot offices with 12-foot ceilings,
of Reg. in Medicine, and Mr. Kerstein provide one with unparalleled view of Public
legal services to psychiatrists and other health Garden. Shared waiting area/bathroom/
professionals in the following areas: Billing. .. kitchenette. Parking space. Part-time
Li ina B laint Aoplicati sublet (flexible hours), $13/hr-$20/hr.
¢ |cer1s|ng oard F:omp _am s and Applications It’s what we do. Available April/May. Bacbayalliance@
¢ Medicare/Medicaid Audits gmail.com617-230-3002
et G Tt Every mental health
e Patient Confidentiality .
) professional needs a great North Shore / Hamilton MA
e Provider and Employer Contracts . . Beautiful Furnished Office in quiet
e Civil/Criminal Litigation billing service. For °‘_'e_r 18 gre?t" i:llprivat‘?t’. Shfﬁ‘.’f’h P Sy\‘;?iit.ric
As a service to Bulletin readers, we offer one years, Healthcare Billing rouolrfl. Con?g?:r?é:r:(s)'oml chen, Waiting
free 15-minute consultation to discuss any gen- Specialists has been Walk to transportation restaurants. etc.
eral legal concerns. providing exceptional Easy highway access.
Kerstein, Coren & Lichtenstein, LLP service to over 100 practices Full time or Part time e
60 Walnut Street. Wellesley. MA 02481 Call Ken or Jay @ 978-468-7880
alnut street, Weflesiey, in Massachusetts.

www.KCL-law.com

(617) 969-7139 Contact us for more information! PSYCHIATRIST
Office: (781) 784-4123
Fax: (781) 784-0996
‘ Email: info@hcbilling.com Cambridge Psychiatric Services ‘
Web: www.hcbilling.com PSYCHIATRISTS: Interested in flexible
SPECIALIZED BILLING SERVICES hours, competitive pay rates, and a schedule
that fits your needs?
PSYCHIATRIC BILLING SPECIALISTS Qualified psychiatrists needed to provide
SPECIALIZED CREDENTIALING SERVICES overnight, weekend, and holiday moon-
EXCELLENT COLLECTION RATES MEDICAL CREDENTIALING SPECIALISTS lighting coverage at area hospitals, clinics,
UNDERSTANDABLE REPORTING AND and other psychiatric facilities. For more
MANAGEMENT TOOLS ¢ PROVIDER CREDENTIALING information please call Jessica D’Angio at
¢  APPLICATION PROCESS (617)864-7452 or at jdangio@northcharles.
¢ STATE-OF-THE ART BILLING SOFTWARE org
¢ HEALTH PLAN ENROLLMENT AND
BANKING SERVICES LINKAGE
¢ NPLAND PROVIDER NUMBERS STAFF PSYCHIATRIST POSTIONS.
CREDENTIALING CONSULTATION AND Full and part-time positions are available
ASSISTANCE ¢ NATIONAL AND MULTI-STATE for ADULT PSYCHIATRISTS in our
¢  CUSTOMER SERVICE, CUSTOMER SERVICE, S outpatient clinics in Framingham, Marl-
CUSTOMER SERVICE ! ¢ CAQHREGISTRY MAINTENANCE boro and satellites. Advocates Inc is a
Practice Medicine and We’ll Do the Rest. ¢  STATE OF THE ART SOFTWARE full-service, non-profit system serving
@Al us o e fiferme e &0 individuals with psychiatric and develop-
(617) 244-3322 Please call us to discuss fee arrangements. mental disabilities and other challenges
Aot faanan T ¢ Credentialing Services are priced either by in a strength-based, person-centered and
SR CE R et application or on a monthly flat fee basis [ | multi-disciplinary setting. Excellent phy-
‘ - depending on the scope of services requested. sicians are honored, and we offer a warm,
friendly practice environment. Compensa-
www.specializedbillingservices.com IN ADDITION TO OUR CREDENTIALING tion is competitive and benefits are avail-
SEE&SES \%’(1)5 (I)’II:{?E;C&]IE\I?CAHLOSI?PIILTIATS able for 20 hours +. Contact in confidence
; ; Chris Gordon, MD, Medical Director at
THE DEADLINE FOR THE GROUP PRACTICES, CLINICS, ETC. FOR | | s0g'ere gosr or at chrisoond Onéggv"; o
APRIL 2014 CLIENTS WHO PURCHASE OUR MEDICAL tesiﬁc or.g &
BILLING SERVICES, WE OFFER CREDEN- : :
MPS NEWSLETTER IS TIALING AS PART OF THAT PACKAGE.
MARCH 14, 2014. FOR ADDITIONAL PSYCHIATRISTS.  Andover, Mass.
ADVERTISING INFORMATION PRACTICE MEDICINE, WE DO THE REST. Opportunity to join established multi-
’ disciplinary group practice. Please con-
PLEASE CONTACT THE MPS OFFICE | | cA11 s FOR MORE INFORMATION AT | | tact Frances Burger MD or Timothy
AT (781) 237-8100 (617) 244-3322 Clark MD at: 978 470 0520 or e-mail af:
OR www.sbscincorporated.com/ amhallc@comcast.net
MPS@PSYCHIATRY-MPS.ORG
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Tewksbury Hospital - Unique full time op-
portunity for psychiatrist comfortable with
treating medically complex behaviorally chal-
lenged DMH patients on the Medically En-
hanced Unit (MEU) of Tewksbury Hospital.
This unit draws medically compromised psy-
chiatric patients from throughout Massachu-
setts, bringing together in one place enhanced
medical coverage (one full time internist and
a half time medical nurse practitioner), with
enriched and specialized PT/OT, psychology,
and nursing resources to promote recovery and
discharge to the community. Specialty consul-
tation available (endocrinology, pulmonology,
respiratory therapy, neurology, etc) on site.
Opportunity for clinical leadership. Send CV
to Linda.Bishop@dmbh.state.ma.us or contact
Anthony Vagnucci, MD, chief of psychiatry, at
978-851-7321, ext. 2863.

Tewksbury Hospital is looking for a full
time inpatient psychiatrist. The position is on
a DMH intermediate care unit working with a
wide variety of patients with severe and persis-
tent mental illness. No managed care or after-
hours on-call. Median LOS about 200 days.
Competitive compensation. Work with an ex-
cellent and personable group of psychiatrists.
For information contact Anthony Vagnucci,
MD, Chief of Psychiatry, Tewksbury Hospi-
tal, 978-851-7321 x2863, anthony.vagnucci@
State.ma.us.

Bay Cove Human Services, a non-profit Hu
man Services Provider is seeking a board eligi-
ble/ board certified psychiatrist for 24-40 hours
a week. Position includes serving as the psy-
chiatrist for the PACT (Program for Assertive
Community Treatment) program for intensive
outreach for individuals with serious mental
illness in the community and other community
psychiatry roles within the Bay Cove umbrella
of services. Qualified applicants may also be
eligible for a faculty position at Tufts Medi-
cal School. Interested applicants should con-
tact Sally Reyering, MD, Medical Director of
Mental Health Services at (617) 788-1743 or
sreyering@baycove.org.

Comprehensive Psychiatric Associates in
Wellesley has openings for two additional
adult or child/adolescent psychiatrists to pro-
vide outpatient care. We are a very busy, mul-
tidisciplinary practice with 8 MDs, 1 APRN,
12 psychologists, and 10 LICSWs. Part-time
or full-time. Very nice office space in a great
location. Excellent support services. Friendly,
collaborative environment. Opportunity for
partnership. Learn more about us at www.
Wellpsych.com. CV and letter to Bruce Black,
M.D., Comprehensive Psychiatric Associates,
fax 781-239-3272, or call 781-239-3550, or
email drblack@wellpsych.com.

DR. JOHN C. CORRIGAN MENTAL
HEALTH CENTER (JCCMHC)
FALL RIVER, MA 02720

INPATIENT MEDICAL DIRECTOR - 40
HOURS PER WEEK

Hospital Practice Psychiatry seeks Psychia-
trist for acute 16 bed inpatient unit. This is
a Joint Commission Accredited CMHC with
comprehensive outpatient programs, asser-
tive community treatment, crisis stabiliza-
tion unit, case management, residential sites
and 24 hour emergency and mobile services.
CMHC is part of the MA Department of Men-
tal Health Southeastern Area and is affiliated
with the Harvard psychiatry residency train-
ing program. Responsibilities to include: ad-
mission/discharge review, psychiatric evalu-
ations, psychopharm management, treatment
planning and consultation to treatment team/
leadership. Competitive salary, benefits, day-
time, flex schedule and no required night call.
Board certification required (or planned for).
Transitional age youth, forensic, or other
specialized experience welcome. Spanish or
Portuguese speaking is desirable. Resident
teaching, research opportunities, and Harvard
appointment possible for qualified applicants.
This is an active academic and public sector
institution for residents of Southeastern Mas-
sachusetts. Please send CV’s to William
Pariseau, Polaris Healthcare Services, P.O.
Box 4007, Taunton, MA 02780 or email to:
bill@polarishealthcare.com.

EMERSON HOSPITAL
DEPARTMENT OF PSYCHIATRY
CONCORD, MASSACHUSETTS

Full-time, salaried position for psychiatrist to
join our active general hospital Department of
Psychiatry. Primary responsibilities include
treatment of patients on our 31 bed locked
inpatient unit, consultation on psychiatrically
ill patients on the medical units and collabo-
ration with our medical colleagues, back-up
for our increasingly busy Psychiatric Emer-
gency Service and outpatient Addictions Re-
habilitation Program. Weekend, weeknight
and holiday call in rotation. Opportunity for
limited private practice available, and possi-
bly additional income from moonlighting.

Emerson Hospital is a full service, 177 bed
hospital located 30 minutes from Boston.
Excellent schools, and wonderful small town
community for raising a family.

For inquiries, please contact Robert Stern,
M.D. Director Behavioral Health Services
at rstern@emersonhsop.org, telephone 978-
287-3512 or by fax at 978-287-3695.

Taunton State Hospital, Taunton, MA.
Attending Psychiatrist

Hospital Practice Psychiatry, PC seeks a
Board Certified or Board Eligible psychiatrist
for a full time Attending Psychiatrist position
in a general adult continuing care psychiatric
unit. Candidates should have a commitment
to a recovery-based model and community
first. Taunton State Hospital (TSH) is a Joint
Commission Accredited (JCAHO) hospital
operated by the Southeast Area of the Mas-
sachusetts Department of Mental Health
(DMH). TSH is a 45 bed continuing care fa-
cility, providing inpatient services to adults
and geriatrics and is located in Taunton, MA,
just 45 minutes south of Boston. Nights/
weekend on-call shifts available for addition-
al pay but are not required. No managed care.

These inpatient units provide continuing care
treatment for DMH-eligible patients. All staff
psychiatrists are board-certified or pursuing
board certification. The caseload for a full-
time psychiatrist on one of the DMH inpa-
tient units is approximately 15 patients.

As public sector intermediate care facilities,
HPP/Polaris psychiatrists do not experience
the pressures of managed care. This provides
a unique opportunity for psychiatrists inter-
ested in providing treatment to a diverse pop-
ulation of psychiatric inpatients with severe
and persistent mental illness in a continuing
care environment. The psychiatrist is the
leader of a multidisciplinary team, and a wide
range of treatment modalities are valued, in-
cluding psychopharmacology, group therapy
emphasizing skill-building, insight-oriented
and cognitive behavioral psychotherapy,
family interventions, and Dialectical Behav-
ior Therapy.

The psychiatrist group is energetic, well
trained, welcoming and very collegial. Most
have trained in Boston-area psychiatric resi-
dency programs, including the Harvard/Cam-
bridge Hospital, the Harvard/Longwood pro-
grams, Tufts University School of Medicine,
and Boston University School of Medicine.

This outstanding opportunity is available
7/1/2014 and offers a competitive compen-
sation package which includes an attractive
employee benefit program.

Interested candidates should send a Letter
of Interest and CV to: William Pariseau @
william.pariseau@state.ma.us.

Massachusetts Psychiatric Society ¢ 40 Washington Street, Suite 201 « Wellesley, MA 02481-1802
781-237-8100 & Fax:781-237-7625 & Email: mps@psychiatry-mps.org ¢ www.psychiatry-mps.org
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THE MASSACHUSETTS PSYCHIATRIC SOCIETY OFFERS MENTAL HEALTH LEGAL
CONSULTATION PROGRAM TO ITS MEMBERSHIP

The PROGRAM will consist of telephone consultation and advice to the MPS membership on practice issues
limited to personal practice issues for individual members in the area of risk avoidance, risk management and
medical malpractice. The PROGRAM will operate during regular business hours, Monday through Friday 8:00
A.M. to 5:00 P.M. The number to call 508-734-3003 that will access Attorney James Hilliard and associates of
the Law Firm of Connor & Hilliard whose practices are concentrated in the are in the mental health law. The
PROGRAM will provide consultation and advice that will include but not be limited to the following areas:

1. Board of Medicine regulations, physician licensure requirements and disciplinary procedures.
What to do when you have received a subpoena or court order for the records of a current or former
patient.

3. What to do when served with a subpoena demanding that you appear and testify at a deposition or trial
regarding a current or former patient.

4. Notifying police about a patient who has stolen or altered a prescription.

5. Do you need consent to treat a minor from both parents despite a divorce.

6. Legal parameters of signing a “pink paper” when you have little knowledge of the patient.

7. A psychiatrist’s obligation to notify the police of a past crime of a current ~ Patient.

8. A psychiatrist’s legal duty to report another physician to the Board of Medicine and its exceptions.

9. Mandatory reporting statutes in Massachusetts and their exceptions.

10. Informed consent for psychotherapy: A best practice rule.

11. The statutory “Duty to Warn” and its exceptions.

12. Prescribing practices: what not to do and what you have to do.

13. Termination with a troublesome patient; the “write” and wrong procedure.

Consults on issues will be limited to a reasonable length of time and each MPS member will be afforded up to
two [2] hours of telephone consults per year. In the event a response to an inquiry is not available at the time of
the call, every effort will be made to provide a response within twenty-four [24] hours.

As the PROGRAM is limited to telephone consults that are capable of being resolved within a reasonable
telephone discussion, office visits, court appearances or legal work requested by the MPS member over and
above a telephone consult may be arranged with Connor & Hilliard on a private pay basis.

Massachusetts Psychiatric Society ¢ 40 WWashington Street, Suite 201 & Wellesley, MA 02481-1802
781-237-8100 & Fax:781-237-7625 & Email: mps@psychiatry-mps.org ¢ www.psychiatry-mps.org



| VW . psy chiatry-mps.org 13

BROCKTON MULTI-SERVICVE CENTER,
BROCKTON, MA

ATTENDING PSYCHIATRIST
(24 - 30 HOURS PER WEEK)

Hospital Practice Psychiatry seeks BC/BE Psychiatrist
in a Joint Commission Accredited CMHC with compre-

2014 RISK AVOIDANCE & hensive outpatient, PACT, case management, residential
RISK MANAGEMENT UPDATE services and 24 hour on-site emergency services. CMHC
is part of MA DMH Southeastern Area. Active medical
staff and Harvard-affiliated psychiatry residency training
program. Responsibilities include; outpatient psychiat-
ric evaluations, psychopharm. Management, treatment
planning and consultation to treatment teams. Competi-
tive salary, benefits, daytime, flex schedule and no night-
INTEGRATED CARE CONFERENCE call. Board certification required (can accept BE only if
plan in place for board certification exams). Transitional
age youth or forensic experience and/or Spanish speak-
Saturday, March 29, 2014 ing desirable. Related teaching and Harvard appoint-

8:30am - 3:30pm ment available for qualified applicant if interested. Please
send CVs to: William Pariseau, Polaris Healthcare ser-
vices, PO Box 4007, Taunton, MA 02780 or email to:
bill@polarishealthcare.com.

Saturday, March 22, 2014
8:30am - 3:30pm

Massachusetts Medical Society
860 Winter Street

Waltham Woods Corporate EOE
Center

Waltham, MA 02451

Call me for a quote.

Medical professional liability policies can vary widely from

one company to the next. Itis important for psychiatrists to
know the full — and accurate — story on a policy. Whether it

is reviewing the difference between occurrence and claims-
made policies or explaining how another policy might leave the
doctor with an uninsured risk, | have done my job when | help
psychiatrists evaluate their options to make the right choice.

Richard Stagnato Call us (800) 245-3333
Account Manager TheProgram@prms.com

www.PsychProgram.com

More than just medical P R M s
professional liability insurance.

Professional Risk Monager.nem Ser\./\ces‘ Inc ,
the psychiatrists
porogram

Fair American Insurance and Reinsurance Company - New York, NY

In California, d/b/a Transatlantic Professional Risk Management and Insurance Services
Massachusetts Psychiatric Society ¢ 40 Washington Street, Suite 201 « Wellesley, MA 02481-1802
781-237-8100 & Fax:781-237-7625 & Email: mps@psychiatry-mps.org ¢ www.psychiatry-mps.org
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Cape Cod & Islands Community Mental Health Center
Medical Director Inpatient Service

Hospital Practice Psychiatry, PC seeks Board Certified, or pursuing board certification, psychiatrist for a full time position as Medical Director of a 16-bed
acute inpatient unit at the psychiatric community health center in Pocasset, MA.

The TPU Medical Director will supervise clinical services in the inpatient unit, they will be responsible for scheduling of physicians and advanced practice
nurses on the unit, monitoring compliance with required documentation, and will supervise the two other attending at the IPU. Candidate should have at
least two years of post-graduate practice in the treatment of the mentally ill, with an administrative or supervisory component. The candidate should have
a commitment to a recovery based model and community first. The IPU medical director will also be involved in center wide committees, clinical reviews
and could have a role in crisis services and day hospital.

The psychiatric attending group is energetic, well trained, welcoming and very collegial. Night and weekend call available for additional compensation but
not required.

This outstanding opportunity is available 4/1/2014 and offers a competitive compensation package which includes an attractive employee benefit program.
More information about CCICMHC:

The Cape Cod & the Islands Community Mental Health Center includes a 16-bed acute inpatient unit as well as community outpatient services, providing
comprehensive services to adults and children, including crisis intervention and stabilization services in Pocasset, MA, serving Cape Cod & the Islands.

This inpatient unit provides acute care and treatment for DMH-eligible patients and others who received Medicare, Medicaid or who are uninsured. Clients
can also be admitted through the Massachusetts court system.. All staff psychiatrists are board-certified or pursuing board certification.

As public sector intermediate care facilities, HPP/Polaris psychiatrists do not experience the pressures of managed care. This provides a unique opportunity
for psychiatrists interested in providing treatment to a diverse population of psychiatric inpatients with severe and persistent mental illness in a continuing
care environment. The psychiatrist is the leader of a multidisciplinary team, and a wide range of treatment modalities are valued, including psychopharma-
cology, group therapy emphasizing skill-building, insight-oriented and cognitive behavioral psychotherapy, family interventions, and Dialectical Behavior
Therapy.

Interested candidates should send a Letter of Interest and CV to: William Pariseau @ william.pariseau@state.ma.us

M Hallmark Health System

Director of Addiction Services

BRIGHAM AND WOMEN’S
FAULKNER HOSPITAL

Inpatient & Outpatient Psychiatrist, North of Boston

Our innovative Department of Psychiatry is seeking a
full time Director of Addiction Services for Brigham and
Women’s Faulkner Hospital. BWFH has an inpatient
detoxification service, an addiction partial hospitalization
program, an evening addiction program, and an outpatient
suboxone program. BWFH provides care to a diverse
population with high medical co-morbidity and is a major
teaching site for the Harvard Longwood Residency Train-
ing Program. Academic rank at Harvard Medical School
will be commensurate with experience, training and
achievements. Previous clinical leadership and ABPN
added qualifications in addiction psychiatry are required.
If interested, please send CV to: John A. Fromson, Chief,
BWFH Psychiatry, 1153 Centre Street, Boston, MA

02115; jfromson@partners.org

Harvard Medical School and Brigham and Women'’s Hospital are
Affirmative Action/Equal Opportunity Employers. We strongly

encourage applications from women and minorities.

Full-time, salaried psychiatry positions available
for both, our 22-bed, general adult inpatient unit at
Melrose Wakefield Hospital and our 34-bed, geriat-
ric inpatient psychiatry unit at Lawrence Memorial
Hospital in Medford.
Full & Part-time, outpatient positions available at
Community Counseling in Medford and Malden.
On-call coverage is optional.
Become part of Hallmark Health’s comprehensive
behavioral health services. 8 miles north of Boston.
Voted One of Boston Magazine’s Best places to work.
We offer a competitive compensation and benefits
package and flexible schedule. Current MA profes-
sional license is preferred.
Please send CV to Rich Crosby at
physicianrecruiter@hallmarkhealth.org.
www.hallmarkhealth.org

Massachusetts Psychiatric Society ¢ 40 WWashington Street, Suite 201 & Wellesley, MA 02481-1802
781-237-8100 & Fax:781-237-7625 & Email: mps@psychiatry-mps.org ¢ www.psychiatry-mps.org
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' TRAINING

PROVIDERS CLIMICAL SUPPORT SYSTEM

For Medication Assisted Treatment

2014 Webinar Schedule

FREE sessions are scheduled from noon to 1 p.m. Eastern
CME and Certificates of Participation Available

March 11
Methadone and Buprenorphine: Clinical Impact of Drug
Interactions

Elinore McCance-Katz, MD, PhDChief Medical Officer,
Substance Abuse and Mental Health Services Administration
www?2.gotomeeting.com/register/806461818

April 8

The Psychology of AA and Its Role in Clinical Care

Marc Galanter, MD

Director of the Division of Alcoholism and Drug Abuse, NYU
www?2.gotomeeting.com/register/809088138

May 13
Managing Pain in Patients With An Addiction History

Janice F. Kauffman RN, MPH, LADC ,CAS

Vice President, Addiction Treatment Services

North Charles Foundation, Inc.

Assistant Professor of Psychiatry, Harvard Medical School
www2.gotomeeting.com/register/566690482

June 10

Assessment and Management of Opioid Use Disorders in
the General Hospital Setting

Joji Suzuki, MD

Director, Division of Addiction Psychiatry

Instructor in Psychiatry, Harvard Medical School
Department of Psychiatry

Brigham and Women’s Hospital
www?2.gotomeeting.com/register/432848618

July 8

Treatment Options for Opioid Dependence: A Role for Ago-
nists vs. Antagonists

Maria A. Sullivan, MD, PhD

Associate Professor of Clinical Psychiatry

Division on Substance Abuse

Columbia University and NYSPI
www2.gotomeeting.com/register/744246234

August 12

Managing Acute and Chronic Pain

Daniel P. Alford, MD, MPH, FACP, FASAM
Associate Professor of Medicine

Program Director, Addiction Medicine Fellowship

Director, Safe and Competent Opioid Prescribing Education
Program

Medical Director, Office-Based Opioid Treatment and MAS-
BIRT TTA programs

Boston University School of Medicine
www2.gotomeeting.com/register/173779458

August 26

Managing Acute and Chronic Pain — A Case Discussion
Daniel P. Alford, MD, MPH, FACP, FASAM

Associate Professor of Medicine and

John A. Renner, Jr., MD

Professor of Psychiatry

Boston University School of Medicine
www?2.gotomeeting.com/register/941394842

September 9

Appropriate Dosing and Strategies to Minimize Diversion
of Buprenorphine

Michelle Lofwall, MD

Associate Professor, Departments of Behavioral Science &
Psychiatry

Center on Drug and Alcohol Research

University of Kentucky College of Medicine
www2.gotomeeting.com/register/320846978

October 14

Update from the Drug Enforcement Administration
Cathy Gallagher

Drug Enforcement Administration
www2.gotomeeting.com/register/607774546

ARCHIVED WEBINARS
Accessible at www.APAeducation.org and www.pcssmat.org

DSM-5: Substance Related and Addictive Disorders
Charles P. O’Brien, MD, PhD

Center for Studies of Addiction

Professor, Department of Psychiatry

University of Pennsylvania School of Medicine

Using Medication Assisted Treatment with Veterans for
Opioid, Alcohol, and Tobacco Use Disorders

Andrew J. Saxon, MD

Professor of Psychiatry, University of Washington

15

Providers’ Clinical Support System for Medication Assisted Treatment is funded by the Substance Abuse and Mental Health Services Administration

Consult www.pcssmat.org for an array of clinical resources

Massachusetts Psychiatric Society ¢ 40 Washington Street, Suite 201 o Wellesley, MA 02481-1802
781-237-8100 & Fax:781-237-7625 & Email: mps@psychiatry-mps.org ¢ www.psychiatry-mps.org
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MPS Calendar of Events

Council

March 11, 2014 at 7:00 PM at MPS

bdupuis@psychiatry-mps.org

Committee for Women

March 14, 2014 at 12:00 Noon - 2:00 PM at MPS

kealey@psychiatry-mps.org

Managed Care

March 18, 2014 at 7:00 PM at MPS

bdupuis@psychiatry-mps.org

WMPS - Cannabis in MA with Manuel
Pacheco, MD

March 19, 2014 at 6:15 PM at Delaney House, Holyoke

bdupuis@psychiatry-mps.org

2014 Risk Avoidance & Risk March 22, 2014 from 8:30 AM - 3:30 PM kealey@psychiatry-mps.org
Management Update MMS, Waltham
Forensics March 24, 2014 at 7:00 PM at MPS mpatel@psychiatry-mps.org

Executive Committee

March 25, 2014 at 7:00 PM at MPS

bdupuis@psychiatry-mps.org

Geriatric Committee Meetimg - CBT in Geri-
atric Patients with Elizabeth Mulligan, PhD

March 26, 2014 at 8:00 PM at MPS

kealey@psychiatry-mps.org

College Health

March 27, 2014 at 7:00 PM at MPS

bdupuis@psychiatry-mps.org

Integrated Care Conference

March 29, 2014 at 8:30 AM

kealey@psychiatry-mps.org

Multicultural Diversity Committee

MMS, Waltham
Council April 8,2014 at 7:00 PM at MPS bdupuis@psychiatry-mps.org
Meet and Greet with the April 9,2014 at 6:30 PM - 8:00 PM at MPS bdupuis@psychiatry-mps.org

Managed Care

April 15,2014 at 7:00 PM at MPS

bdupuis@psychiatry-mps.org

WMPS - Open Dialogue Therapy with Chris
Gordon, MD

April 16,2014 at 6:15 PM at Delaney House, Holyoke

bdupuis@psychiatry-mps.org

Executive Committee

April 22,2014 at 7:00 PM at MPS

bdupuis@psychiatry-mps.org

MPS 50th Anniversary and Annual Meeting

April 30,2014 at 6:00 PM
at John F. Kennedy Library Boston, MA

mpatel@psychiatry-mps.org
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