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FROM THE EDITOR 3

MOVING TOWARDS OPERATIONALIZING RECOVERY
Sy Atezaz Saeed, M .D.

Many of the psychiatric disorders have been long
viewed as chronic conditions with lasting impairments
and pessimistic outlooks. Are these assumptions
valid? There has been a growing consumer movement
that has challenged both the traditional perspective
on the course of these illnesses and the associated
assumptions about the possibility of people with these
illnesses living productive and satisfying lives. There
has also been a change in political and public health
perspectives of severe mental illness, stimulated further
by the President’s New Freedom Commission on
Mental Health. In more recent years we have seen
emergence of literature on the concept of recovery.
The recovery concept has brought forth several
questions, such as: how do we define recovery; is
recovery possible; how do we measure recovery;
and what are the implications of a recovery model
for treatment?

In a bold step forward in defining and
operationalizing recovery, the Substance Abuse and
Mental Health Services Administration (SAMHSA)
recently released a consensus statement outlining
principles necessary to achieve mental health
recovery. The consensus statement was developed
through deliberations by over a hundred expert
panelists representing mental health consumers,
families, providers, advocates, researchers, managed
care organizations, state and local public officials,
and others.

SAMHSA Administrator Charles Curie said, “This
consensus statement on mental health recovery
provides essential guidance that helps us move
towards operationalizing recovery from a public
policy and public financing standpoint.”

The consensus statement identifies ten fundamental
components of recovery:

1.Self-Direction: Consumers lead, control, exercise
choice over, and determine their own path of
recovery by optimizing autonomy, independence,
and control of resources to achieve a self-determined
life. By definition, the recovery process must be

self-directed by the individual, who defines his or
her own life goals and designs a unique path towards
those goals.

2.Individualized and Person-Centered: There are
multiple pathways to recovery based on an
individual’s unique strengths and resiliencies as well
as his or her needs, preferences, experiences
(including past trauma), and cultural background in
all of its diverse representations. Individuals also
identify recovery as being an ongoing journey and
an end result as well as an overall paradigm for
achieving wellness and optimal mental health.
3.Empowerment: Consumers have the authority to
choose from a range of options and to participate in
all decisions, including the allocation of resources
that will affect their lives, and are educated and
supported in so doing. They have the ability to join
with other consumers to collectively and effectively
speak for themselves about their needs, wants,
desires, and aspirations. Through empowerment, an
individual gains control of his or her own destiny
and influences the organizational and societal
structures in his or her life.

4.Holistic: Recovery encompasses an individual’s
whole life, including mind, body, spirit, and
community. Recovery embraces all aspects of life,
including housing, employment, education, mental
health and healthcare treatment and services,
complementary and naturalistic services (such as
recreational services, libraries, museums, etc.),
addictions treatment, spirituality, creativity, social
networks, community participation, and family
supports as determined by the person. Families,
providers, organizations, systems, communities, and
society play crucial roles in creating and maintaining
meaningful opportunities for consumer access to these
SUpports.

5. Non-Linear: Recovery is not a step-by step process
but one based on continual growth, occasional
setbacks, and learning from experience. Recovery
begins with an initial stage of awareness in which a
person recognizes that positive change is possible.




This awareness enables the consumer to move on
to fully engage in the work of recovery.

6. Strengths-Based: Recovery focuses on valuing
and building on the multiple capacities, resiliencies,
talents, coping abilities, and inherent worth of
individuals. By building on these strengths,
consumers leave stymied life roles behind and
engage in new life roles (e.g., partner, caregiver,
friend, student, employee). The process of recovery
moves forward through interaction with others in
supportive, trust-based relationships.

7.Peer Support: Mutual support, including the
sharing of experiential knowledge and skills and
social learning, plays an invaluable role in recovery.
Consumers encourage and engage other consumers
in recovery and provide each other with a sense of
belonging, supportive relationships, valued roles,
and community.

8.Respect: Community, systems, and societal
acceptance and appreciation of consumers, including
protecting their rights and eliminating discrimination
and stigma, are crucial in achieving recovery. Self-

acceptance and regaining belief in one’s self are
particularly vital. Respect ensures the inclusion and
full participation of consumers in all aspects of their
lives.

9. Responsibility: Consumers have a personal
responsibility for their own self-care and journeys
of recovery. Taking steps towards their goals may
require great courage. Consumers must strive to
understand and give meaning to their experiences
and identify coping strategies and healing processes
to promote their own wellness.

10.Hope: Recovery provides the essential and
motivating message of a better future: that people
can and do overcome the barriers and obstacles that
confront them. Hope is internalized; but can be
fostered by peers, families, friends, providers, and
others. Hope is the catalyst of the recovery process.

The National Consensus Statement on Mental
Health Recovery is available at SAMHSA'’s National
Mental Health Information Center at
www.mentalhealth.samhsa.gov.

MANUSCRIPT REVIEWERS:

Psychiatrist Administrator is currently seeking
psychiatrists interested in serving as a
manuscript reviewers for the journal. If you
are interested in serving in this capacity, please
contact (or send inquiries to):

Sy Atezaz Saeed, M.D., Editor

Department of Psychiatric Medicine

The Brody School of Medicine, Brody 4E-100
600 Moye Boulevard

Greenville, NC 27834

Email: saeeds@ecu.edu




PRESIDENT’S COLUMN - SPRING 2006

SHIV HATTI,M.D., MBA

HdloFriends,

Since my last column many exciting things have
happened withintheAAPA. After atwo year hiatus, the
APA has accepted our proposal to bring back an
administrative course and will be offering thefull day
course on May 20" and May 21 at the APA Annual
MeetinginToronto. Pleaseencourageyour friendsand
colleaguesto attend. Thishasbeenapopular program
inthe past and we expect it to book quickly.

There will be many programs in addition to the
administrative course conducted by AAPA membersat
theAnnua Mesting. | encourageyou to attend asmany
of these as possible and support the activities of our
colleagues. All aforementioned activitiesarelistedin
thisedition.

Withtheassstanceof Dr. Barry Hermanand Dr. Doug
Brandt we obtai ned funding from Pfizer to support the
publication of our journa, Psychiatrist Administrator.
Many thanksto Dr. Herman and Dr. Brandt for their
effortinachievingthisgod.

Our annua membership lunchwill takeplacethisyear
on Tuesday, May 23". Look forward to an afternoon
of camaraderieand learning with aninteresting lecture
by oneof our Psychiatrist Administrators.

In keeping with our goa toincreasevisibility of our
organization, we will be conducting an education
campaign at theAPA Annua Mesting. Insupport of this
campaign | encourageyou towear your “ Ask meabout
AAPA” buttons with pride and address any curious
partieswith an explanation of the mission and goals of
theAAPA.

Wearevery excited that Kimberly Bogan, MD from
Cleveland, OH will bejoiningusasan MBSfdlow. Dr.
Boganwill beattending our annua meeting. Pleasejoin
meinwelcoming her totheAAPA.

Dr. Barry Herman, our AAOL representativeto the
APA Assembly, remainsvery activein hiswork for the
AAPA. He introduced an action paper about
pharmaceutical companies last spring which was
subsequently approved by theAssembly. Thisspringhe
will beintroducing an action paper about managed care.
We will be using the list-serve as a forum for your
feedback regarding the action paper and very much look
forward to your comments.

| am fortunate to work with an excellent team in the
AAPA governingbody. Dr. Art Lazarus, our president-
elect, hasbeen enormoudly helpful inall thework we
havedonethisyear. Dr. Doug Brandt, our Treasurer,
continuesto work hard to securefinancia support for
our activitiesand to stabilizetheAAPA financidly. Our
next conference cal will focuson membership growth.

Your input viaemail and phoneisvital tothe operation
and growth of theAAPA. These contactsnever fail to
provide new insight and encourage my work towards
the AAPA’sgoal of promoting medical leadershipin
behaviora hedlth care.

The AAPA on line . . .

Visit our new website: www.psychiatricadministrators.org
and let us know what you think.
If you have suggestions, we would like to hear from you!
Send your comments to:
frdal @airmail.net




DEALING WITH “DIFFICULT PHYSICIAN BEHAVIOR” IN THE COMMUNITY

EricE. Boss, M .D. and Alan D. Schmetzer, M .D.

INTRODUCTION:

Most of us have seen examplesof “physiciansacting
badly” withinthe hospitalsand agenciesinwhichwe
practiceor consult. When surveyedin 2004, only 4.3%
of respondentsreported that physcian behavior problems
“never” occurred, and the most common response
(24.1%) wasthat some such problem happened“3to 5
timesayear.” (1) Therearestandardsthat specify what
behavior among physicians is out of bounds. The
American Medical Association defines disruptive
behaviors as “personal conduct, whether verbal or
physicd, that affectsor that potentialy may affect patient
carenegatively” andincudesbehaviorsthat may interfere
“with one'sability to work with other membersof the
health care team.”(2) But these statements can be
considered vague and difficult to use in day-to-day
practice. Theauthorswould offer aset of operational
or behaviora definitions, asfollows:

Immediately or potentialy violent behavior

| ntoxi cation with any substancewhile on duty
Practicing whentoo mentdly and/or physicdlyill
| nappropriately seductive behavior

Disrespectful behavior

Negligent practice

These inappropriate behaviors are not mutually
exclusive and may occur with colleagues, other staff
members, studentsand residents, or patients. Ineach
case, they canbevery problematic. Such activitiesmay
not only beissuesfor morale but may placeahospital,
clinic or group practicein seriouslegal and monetary
jeopardy. We begin with ashort description of each of
thesecategories.

THE PROBLEM BEHAVIORS:

Violenceintheworkplaceisgenerdly acknowledged
to beaserious safety and healthissue.(3) Any of the
groupsof people noted above may bevictimswhenthe
perpetrator is a physician. Throwing a scalpel or
engaginginintimidation areexamplesof eitherimmediate
or threatened danger. Although not by any meansall
caused by physcian behavior, therate of nonfatd assaults
on hospital personnel ismorethan 4 timesthat for all
other private-sector workers, so this is already a
bel eaguered cohort.(4)

Intoxication includes any mind- or mood-altering

substance, and it might or might not bedueto anillness
suchasacohoal, cocaine, or other substance dependence.
Theonesat most risk from the behaviorsoccurring asa
result of intoxication are, of course, patientsbut anyone
present might be harmed through the behaviorsor lack
of vigilanceof anintoxicated physcian. Sinceintoxication
asoincreasesimpulsvity andimpairsjudgment, it may
asolead to someof the other disruptivebehaviorsnoted.

Practicingwhenimpaired, by menta or physica hedth
issuesof the physician’sown, isalso abehavior that in
themain might bring harm to patients, but therecould be
danger to othersin thevicinity aswell. Examplesof
mental health impairment might be psychosis or
depression, andwhileseverd physicd imparmentscould
be cited, dementing and other neurologic or endocrine
disorderscomereadily tomind. If weaspsychiatrists
were professionally eval uating people with problem
behaviors resulting from such disorders, we would
probably cal them“gravely disabled.” (5)

Sexud harassment hasbeen defined by federd satute
asany unwanted sexua behaviorswhich continue after
the perpetrator has been told, “No” or “Stop.” (6)
Harassment is, of course, the extreme of inappropriate
sexua behavior, but anyonein aposition of relatively
less power than the physician may beat risk —students,
housegtaff members, dlied hedth professonads, and even
patients—or at least perceivethat sucharisk exists. In
any event, rare would be the times when seductive
behavior would not be at theleast adistractioninthe
medical workplace, even when it does not reach the
leved of alegd violation.

Disrespectful behavior also may be perpetrated
againgt any of thegroupslisted above, andwasfoundin
one survey to be the most common single type of
physician problem behavior.(1) Patients are very
sengtivetodightsinthisday and age, aswell they should
be. Residentsand medical studentslearn what to do
fromtheir teachers, sowhat awful misconceptionsmight
they have should an attending physician display alack of
adequate respect for patients, family members, staff
people, colleagues—or even thelearnersthemselves?
Such behaviorswouldindudeanything from being abrupt
or haughty onthe oneend, toyelling and cursing at the
other.




Negligence may occur onitsown or in combination
with some of the other problem behaviors, such as
intoxication or practicingwhentoo physcaly or mentaly
ill. Insomewaysit may bethemost difficult withinthis
list toidentify, at least prior to Some horrendous outcome.
Anyone can be accused of malpractice, after al, and
lawyers tell us that “everyone makes mistakes —
accusations of wrongdoing arejust the price of doing
busness” Andyet, dthoughit may not bepresent every
timeitisalleged, direct patient harm isthe common
denominator that al of usfear whendisruptivebehaviors
occur. Certainly othersmay beharmed moreindirectly
aswell, such asthe negligent person’spartnerswhose
reputationsmay suffer, or other healthcareworkerswho
may feel ethically compromised by the negligent
physician’sbehavior. And peopleinether group could
be named as co-defendantsin any ensuing mal practice
actions. Expert opinionisabsolutdy essentid inidentifying
and diminating doppy, negligent, or potentialy crimina
practice.

WHY DO THESE BEHAVIORSPERSIST?

Theanswersto thisareonly partly known, butitis
clear that thesamerel atively few physiciansseemtobe
the perpetrators over and over again.(1) Much of
medica practiceistill done one-on-one, which causes
some of these problemsto beinsufficiently visibleto
attract improvement efforts. Also, inaninformal survey
of practicing physicians, itisclear that that many in our
profession expect doctors to practice when they are
sick — even when other non-physicians might be
considered tooill tocomein.(7) Soitisonly asmall
step fromthat opinion to the expectationthat aphysician
is“just fineg” whenimpaired with anything from a cohol
dependence to schizophrenia or dementia. Thisis
especially true when one considersthat thisisaself-
made decision which may occur under conditions of
decreased sdf-awareness. Our colleaguesand families
often excuse bad behavior because physiciansare so
stressed” by their demanding jobs.(8) Andwhilemost
physiciansare probably accused of actingtoo“godlike”
at times, one survey found that approximately 4in 10
respondents believed that problematic physician
behavior issometimesexcused onthebasisof theamount
of money certain doctorscan generatefor their hospitd,
department, or practice.(9) Medicineasaprofessonis
supposed to be salf-policing, but physiciansarealways
busy and may not feel that they havethetimeto deal
with other practitionerswhose behaviorsare problematic

—or perhapsthey fedl itisnot their job anyway.(1)
ROLE OFTHE PSYCHIATRIST
ADMINISTRATOR:

But as both physicians who have more than the
average understanding of human behavior, and as
administrators, theseissuesare now, and inthefuture
increasingly will be, given over to the psychiatrist
administrator. Sowemay aswell position ourselvesto
takethelead on thisproblem. But how should we best
deal with such matters?

Clearly a written set of policies, procedures,
processes, and structures is the foundation for
appropriate actions, and 71.7% of physician
administrators surveyed in 2004 said that their
organi zation had suchamanual. However, only 46.3%
believed that thiscodewasuniformly enforced intheir
organization.(1) Attheoutset, every personwhoworks
within an organization must be made adequately aware
of these written codes before they can be used as
effective tools. And they must be allowed to ask
guestionsand be periodically reminded, especialy after
necessary revisionsand updatesare made, on at least a
biennid schedule. Theremust besmpleand anonymous
waysof initiatingacomplaint, and peoplewill needto
fedl safe, even encouraged to do so—because ordinarily
these problems, eventhough you may not believeit when
you're in the middle of one, are under-reported.(1)
Earlier reporting andinvestigationworksmuch likeearly
diagnosis—isit not better to know thanto wonder what
problemsare present? Rudolph Giuliani pointed this
out regarding hisdiagnosisof prostate cancer —onthe
day of thediagnosis, he said he*was much better off”
than hewas previoudy when hedidn’t know hehad the
disease.(10)

When actionsdealing with disruptive behaviorsare
ingtituted, they must bemonitored by an uninvolved but
knowledgeabl ereviewer or board to make certain that
they arebeing handled correctly and uniformly. Experts
within businesslaw should beutilized, and locd authorities
ondealingwith impaired phys ciansmust be consulted
when appropriate. It is important to cultivate an
atmosphereof egditarianfairnessal of thetimewithin
the organization asawhole, or most peoplestill won't
believe everythingwason the“upand up”. How can
thisbedone? Believeinfairness, talk about it asoften
asisreasonably possible, and demonstrateitin even
your simplest actions. Legally you cannot discussthe
disciplineof amember of your organization, but you can




awaysta k about thegenera concept of equal treatment
and make what you can of the processtransparent.

When corrective actions are necessary with a
wayward colleague, beginwith coaching and mediating
before resorting to disciplinary proceedingswhenever
possible. Refer to an outside mediator if need befor
farnesssake. Alwaystarget thebehavior, not the person.
Discusshow theright kind of change can do something
positivefor the physician who needsto mend hisor her
ways. But don't hesitateto moveto amoredisciplinary
stance if the disruption affects alot of peoplein the
organization (especidly patients), involveshighlevel sof
risk, when improvement would produceahigh level of
benefit, or whenlesser interventionsaresmply ineffective.

Findly, if aphysician’sdisruptive behavior requires
remova from active practice, becertainthat any potentia
conditionsfor return are clearly communicated at the
timeof dismissal or suspension of privileges, and that
they are tied closely to the behaviors of concern.
Correspondingly, there must be a plan for adequate
assessment of improvement (or lack thereof) prior to
any decision regarding areturn to the practice, hospitad,
or organization. Such areview should only bedoneby
adisnterested, gppropriate pecidist and any report and
recommendationsmust beinwriting.(11)

WHAT IF THERE ARE NO DISRUPTIONS
RIGHT NOW?

When oneisnot actively engagedinacaseof problem
behavior, thetimeshould beused congructively toreview
pest dlegationsand complaintsfor patternswithinagiven
department, for example, timeof day (iseveryonetoo
tired and cranky?), or day of theweek (are staffing and
supervisory numbersat proper levelson weekends?).
Evenif younever havetheluxury of having no such cases
onthefront burner, itiswiseto makethetimefor these
kindsof reviews. It will makeyour job easier astime
goesonif you canidentify and proactively attend to hot
spots.

Also, this may be the point to interject that some
believenurses (they arethe onesmost frequently targets
of bad physician behavior - cited as56.5% to be exact,
or other allied health professionals arejust too “thin
skinned” and should “get overit.” After al, nooneis
perfect, and what with more paperwork being required
al the time for shrinking reimbursements, aren’t
physiciansentitled to bealittleirritablethesedays? And
maybethe problemisnot disruptive physician behavior,
but rather dysfunctiond hospitdsand dinicswithal kinds
of bad actorsand potentialy awful outcomesthat should

be addressed —what about those? To such arguments,
the authors can only point out that physicians say they
are, and should be, theleadersin healthcare, andif that
istrue, then we areresponsiblefor cleaning up all of
these messes aswell as policing our own profession.
Andif wedo not demondtrateleadershipinthesematters,
wewill never developtheleve of trust and respect that
wemust haveto fix such problemsasthey occur.

Dr. Bossis a Fourth Year Psychiatry Resident and
Dr. Schmetzer is Professor of Psychiatry at Indiana
University School of Medicine.
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COMMENTARY ON

DEALING WITH “DIFFICULT PHYSICIAN BEHAVIOR” IN THE COMMUNITY
John J. Wernert, MD, MHA

Thereislittledebate about the stresslevel scurrently
experienced by American Hedlthcareworkers. Asprice
competition increases and reimbursement shrinks,
physiciansin particular fedl thefinancid pinch of tighter
timesinaprofesson previoudy knownfor it shandsome
monetary rewards. Those physiciansthat chooseto be
doctorsprimarily for theloveof thework and reward of
patient care have experienced an absol ute boominthelr
clinical arsenal of technology and treatments. We can
domorefor patientsnow than any other timein history,
yet at considerabl e cost. Those doctorsthat joined the
profession primarily for thejob security and financial
reward are struggling to absorb anew paradigm.

Asour society struggleswith how to pay for thehedth
care we demand, the downward pressure on
reimbursement hashit thephysicianswhereit hurtsmost,
intheir egosand their wallets. Physicianshavelost some
of the control they previoudly enjoyed, and now must
answer to many masters. Most physicianshave adapted
to this new paradigm, and sadly some have not. Itis
thesedisgruntled and unhappy colleaguesthat make up
themgjority of disruptiveand misbehaving physicians.

In our featured article Dealing with “ Difficult
Physician Behavior” inthe Community, DrsBossand
Schmetzer offer a unique perspective on a long
recognized problem areainmedical saff relaions. Much
like defining “good” versus*bad” artwork, defining
disruptiveand bad physician behavior isintheeyeof the
beholder. Bossand Schmetzer offer aset of operationa
and behaviord definitionsthat help defineinappropriate
behaviors, andtheir potential exacerbants. Responghility
for effectively identifying and dealing with disruptive
physician behavior isclearly placedinthemedicd daff’s
lap. Thecost of inactionishigh.

A new survey about physician-nurserel ationships
uncovers a strikingly high prevalence of disruptive

physician behavior that’s negatively affecting nurse
retention. Lawsuitsand civil complaintsagaing hospitals
and clinics are on the rise, based on alleged sexual
harassment and physical injury perpetrated by angry,
disrespectful and potentidly violent physicians. A medicd
staff’sability to tacklethe challenges of such behaviors
may directly affect accreditation standardsof the Joint
Commission for Accreditation of Healthcare
Organizations(JCAHO).? Bad outcomesindl of these
areas can trandateinto multi-million dollar lossesto
hospitalsinlegal, liability and human resource costs.
Problem physician behaviors must be causally
understood, and addressed systemically.

Boss and Schmetzer nicely define the role of the
Psychiatriss Administrator asthe“goto” professiond to
takethelead onthisimportant issue. We as physicians
must bewilling to police our own house and keep the
public safe. Thisarticleprovidespractica adviceonhow
towalk that fineline, and addresstheissueof disruptive
physciansfarly, thergpeuticdly yet firmly soastoinsure
the continued publictrustin our venerable profession.

Dr. Wernert is a past chair of the Indiana Medical
Licensing Board and has served on the Impaired
Physicians Committees at Methodist/Clarian
Hospitals and S. Francis Health Centers in
Indianapolis, Indiana.

1. Rosengtein, AlanH., Russdll, Henry et d, Disruptive
Physician Behavior Contributesto Nursing Shortage,
The Physician Executive, Vol 28, December 2002,
pp 8 —11.

2.Youss, Michadl, JCAHO StandardsHelp Address
Disruptive Physician Behavior, The Physician
Executive, Vol 28, December 2002, pp 12,13.




LOGISTICS OF DELIVERING PSYCHIATRIC CARE IN RURAL SOUTHERN
LOUISIANA’S REGION |11 AFTER HURRICANE KATRINA

Eben L. McClenahan, M.D., M .S.

INTRODUCTION:

Thisarticledescribesprovision of psychiatric carein
Region|11I’'scatchment areaof eight parishes(counties)
with six community mental health centers, inthe area
Southwest of New Orleans and West of the locus of
HurricaneKatrina sdirectimpact at landfal. Regionlli
is affiliated with the Office of Mental Health in the
L ouisiana State Department of Health and Hospitals.
Most of the Region Il sustained relatively limited
damage, and therewasasignificant exodusfrom New
Orleansto theregion’scommunitieswhich remained
viable after the storm. This diaspora led to a 35%
increaseinthevolumeof patients seeking mental health
serviceswithintheregion. Theauthor examinesfour
sdlient administrativeissuesregarding clinical care of
Region1I’spatientsin thewakeof HurricaneKatrina

- availability and deployment of psychiatrists and
counselors

- management of, and patients accessto, psychotropic
medications

- shortageof hospital bedsfor psychiatric patients

- futureplanning for hurricanedisasters

ARMAMENTARIUM OF MENTAL HEALTH
CLINICIANS:

Several of our regional physiciansevacuated for as
much asthreeweeksand wereunavailable. TwoTulane
residents, needing sitesfor clinical rotations, proved
helpful. Wehosted atotal of four SAMHSA volunteer
psychiatrigts, after Governor Blanco issued an executive
order whereby they could provide emergency services.
There was often a disconnection between idealistic
aspirations of volunteersand needs of Katrinavictims
(1), and often therewas confusion about what direction
to pursue (2). Volunteerswould, during eveningsand
weekends, goforthintotrailer parksto assess patients,
with completion of psychiatric evauations, for referral
to one of our centers for care, whereby we could
properly distribute medicationsand maintain medical
records. We asowerevery fortunateto benefit from

theseverd pastora counsdorsfurnished by SAMHSA,
as they were particularly well prepared to address
patients issuesof bereavement (3).

PSYCHIATRIC PHARMACOPOEIA:

Our two regional pharmacistsweredisplaced out of
date, and wereunabletoreturnfor greater than Sx weeks
because of damageto their homes. Whereasthe Red
Crosswaslargely reca citrant to our needs, the Veterans
Administration hel ped for approximately afortnight by
way of abus parkedin front of the Wal-mart near one
of our clinics. United Way provided a$5,000.00 stipend,
and pharmaceutica representativesfrom Pfizer and Lilly
were quite generouswith samplesand vouchers. Due
tolossof dectricity with resulting high temperaturesover
a period of a several days within the clinics, al
medi cations, including samples, instock prior toKatring,
were sent back to the state central pharmacy and then
destroyed. Theinventory of thesemedicationsamounted
to $277,000.00, for which we expect FEMA
reimbursement. The paucity of medicationsat times
required changing patients to available different
psychotropic agents within a specific drug class.
Following two monthsinthisdire predicament, and just
beforethereturn of our pharmacists, our doctors had
even begun to resort to writing some standard
prescriptions, yet were awarethat our indigent patients
could not afford tofill theseat apharmacy. Allotments
of theInterim Supply from the state pharmacy provided
somerelief.

DEARTH OFHOSPITAL BEDSAND CARE OF
PATIENTS:

With the closures of Charity Hospital and DePaul
Tulane Behavioral Health Center in New Orleans, a
minimum of 150inpatient psychiatric bedswaslost after
Katrina Whileneedingtotriage carefully, wedsowere
quite concerned about the potential for sentinel events
(4). Many patientswith preexigting psychiaricdisorders
presented to clinicswith their empty medication bottles,
and often they required increasesintheir regimens. A




website was avail able at www.K atrinaHeal th.org and
provided some assistancetoward being ableto access
patients medication histories(5). Emergent problems
in the context of substance dependence, and de novo
ilnesses, werea so observed. Our cliniciansneededto
be able to separate wheat from chaff, and to remain
aerttoidentifying normal responsesto thisdevastating
event, lest fear and other emotionsbecomehadtily labeled
asformal Axis | disorders (6). Anger, anxiety, and
sadness comprise normal healthy reactions to such
abnormal eventsup until the point when such symptoms
become dysfunctional, then requiring appropriate
diagnosisand treatment (7).

DISASTER PREPAREDNESS.

We were not well prepared for this disaster, and
thereforewhile Hurricane Ritawas menacing the Gulf,
we held several ad hoc teleconferences. Systems of
intervention during disastersoperationdly aredifficult to
achieve, especially whentraversing alargerural area
(8). Often erroneous assumptionslead to inadequate
delivery of careduring crises, such that disaster plans
requireregular reassessments(9). Toward thisend, the
LouisianaPsychiatric Medica Association hascreated
the Gulf Coast Ingtitutefor the Study of Mental Health
inNatural Disastersasanon-profit entity. Anticipating
the 2006 hurricane season, we are debating our strategy.
We are considering aplanto close all clinics, and to
evacuate the regional manager, theregional medical
director, and theregiona pharmacy director, aswell as
all themedicationsto be collected fromthe our regional
pharmacy andthesix centers. Our Northern destination
would be East Louisiana State Hospital in Jackson,
Louisiana. An alternative would be to arrange for
medi cation storage at each of the hospitalssituated in
close proximity to each of our six centersand endowed
with back-up generators.

CONCLUSION:

The sequellaeof HurricaneKatrinalinger. | took
occasion to visit the shelter at the Terrebonne Civic
Center, inHouma, Louisiana. Two groupsof evacuess,
those from Eastern New Orleans and those from the
L ouisianacoastal towns of Dulac and Cocodrie, had
been separated deliberately, given differencesin their
experiencesof thistragedy. Whereasthe New Orleans

popul ation awaited an opportunity totravel in busesto
witnessthe destructionwhenceto undergo redity testing
andtofully embark upongrieving, theother Louisanians
wereaccustomed to at least bi-annual flooding, and they
demonstrated considerableresilience, and expressed
eagernessto returnto their communitiesto commence
rebuilding onceagain. IntheAdrenaline-drivenurgeto
rescuesurvivors, oneshould recal thedictum of primum
non nocere, thusneeding to beespeciadly careful toavoid
interferingwithnormal processesof copingamidtraumatic
experiences (10-11).

HurricaneKatrinawasalitmustest for preparedness.
Emergency planning at state and local levelsmay be
viewed asakinto apatchwork quilt, wherein someplans
might easily unravel while other initiativesare created
with e aborateembroidery and taut careful sitching (12).
We continue to engage in secondary and tertiary
prevention measuresto recover fromthisevent and to
re-establish asquickly aspossbleanormd leve of mentd
hedlth servicesfor our now enlarged patient popul ation.
Weared so undertaking primary preventionin order to
avoid future adverse outcomes and to protect against
previoudy identified risks.

Dr. McClenahan is Medical Director of Region Il1,
Office of Mental Health, Louisiana Sate Department
of Health and Hospitals, and Assistant Professor of
Clinical Psychiatry with Tulane University School
of Medicinein New Orleans.
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COLUMN EDITOR: H. Steven Moffic, M.D.

ETHICS COLUMN

Proposed Additionsto
TheAAPAETHICAL PRINCIPLESFOR PSYCHIATRICADMINISTRATORS

“This country isabout, in my judgment, aggressive,
open debate. Thereisan old saying: when everyone
is thinking the same thing, no one is thinking very
much.”

Sen. Byron Dorgan (D-N.D.)

On October 28, 2000, the Ethical Principles for
PsychiatricAdministratorswas approved by theAAPA.
Those principles have been discussed, published,
reconsidered, and used sincethen. No formal requests
for changeshave been received.

However, without much fanfare or publicity, the
American Medica Association revised the Principlesof
Medica Ethicsof theAmerican Medica Associationon
June 17, 2001. Thesearethe principlesupon whichthe
AAPA had based its annotations. These are also the
sameprinciplesthat theAmerican PsychiatricAssociation
(APA) hasalways based itsown annotations upon.

Thelast publication by theAPA, The Principles of
Medical EthicswithAnnotations Especidly Applicable
to Psychiatry, was published in 2001 and does not
incorporatethenew revisonsthat theAmericanMedica
Association made. Rather, an APA Task Force hasbeen
working on a new ethics document since that time.
Neither the current document in progress nor the last
APA publication addresses issues that psychiatrist
adminigratorsface,

Giventhat the unique needsof theAAPA continueto
need to be addressed separately, it seemsan appropriate
timeto review theAMA revisionsand update our own
ethicsannotations accordingly, eventhoughtheAMA
revisions are modest. To briefly review the AMA
revisions, notethefollowing:

Preamble

Thephrase* patientsfirst and foremost” was added
toclarify theresponsbility of the physician. Therevised
wording of this sentence in the Preambleis. “As a
member of thisprofession, aphysician must recognize
responsibility to patientsfirst and foremogt, aswell asto
society, to other hedlth professiond's, and to seif.”

Section |

Medica servicewaschangedtomedicd “care’ and“and
rights’ wasadded to“ respect for human dignity”.
Section ||

The phrase* uphold the standards of professionalism”
was added.

Section 1V

Thewords*and privacy” was added to safeguarding
confidences.

SectionV

The phrase “maintain a commitment to medical
education” wasadded.

Section VI

Thephrase*and the betterment of public health” was
added asaresponghility.

Asmay be noted, the modest revisionsto the prior
ethica principlesarenot extensiveand do not effect our
prior annotations to these principles. The two new
sectionsshould be noted, however, dong with proposed
annotations.

Section VIII
“A physician shall, while caring for apatient, regard
responsbility to the patient asparamount.”

Theadminigrativerdevanceof thisnew Section seems
to besimilar to the added phrasein the Preamble. Both
put added emphasisontheprinciplethat patients needs
should clearly comefirst among any competing ethical
principles. Sincepsychiatrist adminigrators, by thenature
of their work, pay extra attention to the other
respons bilitiesto one sorgani zation, the colleagueswho
work there, and society, this added emphasis on the
patient makes ethical conflict morelikely. To address
thisdtered emphassontheAMA principles, thefollowing
annotation isproposed.

Proposed Annotation
The psychiatrist administrator will do everything
possible to keep the needs of patients served by the




organization primary, while still attending to
organizational responsibilities. Whenever possible,
the psychiatrist administrator will endeavor for the
functioning of the organization to correlate with the
well-being of the patients in that organization, such
asthrough the provision of competent, cost-effective
care.

Section I X
“A physician shdl support accessto medical carefor dl

people.”

In many ways, this new Section is a specific
qudificationof Section V11, but deemed worthy of specid
emphasis. Thereasonfor thisemphasisisthe continued
growth of thehuge numbersof uninsured or underinsured
in the United States, compromising timely accessto
medical care. No solutionisproposed here, such asa
nationd hedthcaresystem like Canadaor England; rather,
it leaves how to support this principle up to each
physcian. Infact, nationa hedthinsuranceby itself does
not seem to be adequate for access. Nation health
insurance may providethe potential for better access,
but education of the public, cultural competence and

stigmareduction areamong other factorsthat influence
access. Thisseemsto beacritica new principle, because
if peopledo not have accessto medical care, it makes
moot all the preceding principles for that particular
individud. For psychiatrist (or any medicd) adminidrator,
thisnew principlehasadditional relevance, asit canbe
applied to one’'sown organi zation.

Proposed Annotation

Given that psychiatrist administrators are
particularly familiar with providing accessto medical
carefor patients, and often have public visibility, one
should advocate for timely accessto competent care
not only for patients at one's ingtitution, but for all
potential patients. Such advocacy can be done
through various channels and various mechanisms.

We would appreciate any comments or other
suggested revisions to our Ethical Principles for
PsychiatricAdminigtrators, whether for thenew or prior
annotations. Please send them to the Journal Editor, Sy
Saeed, M.D. at saeeds@ecu.edu or the Column Editor
Seven Moffic, M.D. at smoffic@mcw.edu.
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COLUMN EDITOR: Josephine L. Dorsch, MALS, AHIP

LITERATURE SCAN

The Literature Scan isour regular column that
reviewsrecent literature of interest toadministrators
in behavioral health care systems. The column
coversaperiod of gpoproximately 6 months. Papers
are selected on such topics as administration,
consumer satisfaction, delivery of health care,
education, efficacy, ethics, evidence-based practice,
|eadership, and management. Thedaily demands
of adminigrationand practiceoftenleavelittietime
for browsingjournas. It'sour hopethat thiscolumn

may fill thegap.

Brown J. The spectrum of informed consent in
emergency psychiatric research. Annalsof Emergency
Medicine. 2006 Jan;47(1):68-74.

Thereis poor agreement about the application of
current regul ationsabout informed consent inemergency
psychiatric research. Theauthor evauatedthevariation
inrequirementsfor informed consent instudiesevauating
chemicd tranquilization of agitated patientsby examining
themethodsused intwelve studies. Seven studiesused
informed consent, 3 studies used awaiver of informed
consent, oneimplied that neither consent nor awaiver
of consent was needed, and in one case, the primary
method for consent was not specified. The author
concluded that there needsto be much greater clarity
about theuseof waiversof informed consent, in particular
inemergency psychiatry research.

Cohen A, Houck PR, Szanto K, Dew MA. Socia
inequalitiesin responseto antidepressant treatment in
older adults. Archivesof General Psychiatry. 2006
Jan;63(1):50-6.

Theauthorsused Cox proportiond hazardsregression
analyses to examine the association between
socioeconomic status, indexed by censustract median
household income and educational attainment, and
treatment response and remission according to the
Hamilton Depression Rating Scale. Theanalysisfound
that subjectsresidingin middle-incomecensustractswere
significantly morelikely to respond to antidepressant
treatment than subj ectsresiding in low-income census
tracts. No association was found between
socioeconomic statusand remission, however.

Essock SM, Mueser KT, Drake RE, Covell NH,
McHugo GJ, Frisman LK, KontosNJ, Jackson CT,
Townsend T, Swain K. Comparison of ACT and
standard case management for delivering integrated
treatment for co-occurring disorders.
Psychiatric Services. 2006 Feb;57(2):185-96.
Essock and her co-authors sought to determine
whether any additiond benefitsareevident when assartive
case management is used instead of standard case
management for patientswith co-occurring disorders.
They randomly assgned 198 dientswho had co-occuring
disordersand werehomelessor unstably housed to ether
one of the models and assessed multiple outcome
domainsevery 6 months. Participantsin both treatment
groupsimproved over time, and few differenceswere
found betweenthe2 models.

Hoge CW, AuchterlonieJL, Milliken CS. Mental
health problems, use of mental health services, and
attrition from military service after returning from
deployment to Iraq or Afghanistan. Journal of the
American Medical Association. 2006 Mar 1;
295(9):1023-32.

The objective of this study was to determine the
relationship between combat deployment and mental
health careuseduring thefirst year after return home,
assess actual useof mental health services, and attrition
frommilitary service. Combat duty inlraqwasassociated
with high utilization of menta health servicesand attrition
from military service after deployment. Thirty-five
percent of Irag war veterans accessed mental health
servicesintheyear after returning home; 12% per year
werediagnosed withamental health problem. Thehigh
rateof usng menta hedth servicesof Iragi war veterans
highlightschallengesin ensuring that thereare adequate
resourcesto meet their mental health needs.

LukensTW, Wolf SJ, Edlow JA, Shahabuddin S,
Allen MH, Currier GW, Jagoda AS; American
Collegeof Emergency PhysiciansClinical Policies
Subcommittee (Writing Committee) on Critical
Issues in the Diagnosis and Management of the
Adult Psychiatric Patient in the Emergency
Department. Clinical policy: critical issuesin the
diagnos sand management of theadult psychiatric patient




in the emergency department. Annalsof Emergency
Medicine. 2006 Jan;47(1):79-99.

The clinical policy focuses on 4 critical issues
concerning themedical assessment and management of
emergency department patients who present with
psychiatric symptoms. 1) What testingisnecessary in
order to determinemedica stability indert, cooperative
patientswith normd vital Signs, anoncontributory history
and physical examination, and psychiatric symptoms?
2) do theresults of aurine drug screen for drugs of
abuse affect management? 3) doesan elevated acohol
leve precludetheinitiation of apsychiatric evaluation?
and 4) what is the most effective pharmacological
treatment for an acutely agitated patient? (Practice
Guiddine)

MannJJ,Apter A, BertoloteJ, BeautraisA, Currier
D, Haas A, Hegerl U, Lonngvist J, Malone K,
MarusicA, Mehlum L, Patton G, PhillipsM, Rutz
W, Rihmer Z, SchmidtkeA, Shaffer D, Silverman
M, Takahashi, Y, Varni A, Wasserman D, Yip P,
Hendin H.. Suicideprevention strategies. asystematic
review. Journal of the American Medical Association.
20050ct 26;294(16):2064-74.

In 2002, an estimated 877,000 lives were lost
worldwidethrough suicide, representing 1.5% of the
global burden of disease. Theauthorsundertook this
Sudy toexamineevidencefor theeffectivenessof specific
suicide-preventive interventions and to make
recommendationsfor future prevention programsand
research. Datashowed that education of physicians
and restricting access to lethal means were found to
prevent suicide. Other methods including public
education, screening programs, and mediaeducation
need moretesting for evidence of efficacy. (Systematic
Review)

Paetzold RL. Mental illness and reasonable
accommodationsat work: definitionof amentd disability
under the ADA. Psychiatric Services. 2005 Oct;
56(10):1188-90.

Theauthor reviewsthelaw and presentssomeADA
casesthat haveinvolved mental illnessto demonstrate
thedifficultiesthat can arisefor personswho seek to
work despitetheir mental illnesses.

Tryer P. Do psychiatric journalshaveafutureinthe
ageof theInternet? Canadian Journal of Psychiatry.

2005 Oct;50(11)677-9.

Thisarticle addressestheissue of open accessand
how subscription journalswill be ableto deal withit.
Theauthor offers 3 solutions. First, each journal can
have both a paper-based and a Web-based version.
The space freed up in a journal by putting more
information on the Web-based version could beused to
publish moreinteresting editorials, debates, discussions
about controversial issues, and stimulating
correspondence. Third, more space could be devoted
to systematic and other reviews concentrating on the
evidencebasefor clinica decisonmaking.

Walter HJ, GouzeK, Lim KG. Teachers bdliefsabout
mental health needsininner city elementary schools.
Journal of the American Academy of Child and
Adolescent Psychiatry. 2006 Jan;45(1):61-8.

Teachers from 6 elementary schools in a major
midwestern city were surveyed to assesstheir beliefs
about themagjor mental health problemsfacing schools.
Disruptive behavior was endorsed by approximately
50% of teachersasthelargest mental health problem
facingtheir schools, andlack of information/training was
endorsed asthe greater barrier to surmounting mental
health problems. Teachers, if they serve aseffective
gatekeepersto mentd healthissues, would benefit from
education, training, and consultation from mental health
professondls.

Wu EQ, Birnbaum HG, Shi L, Ball DE, Kesser
RC, MoulisM, Aggarwal J. The economic burden
of schizophreniain the United Statesin 2002. Journal
of Clinical Psychiatry. 2005 Sept;66(9):1122-
29(8):911-21.

Theauthorsreport that theoveral U.S. 2002 estimated
cost of schizophreniais$62.7 billion, with $22.7 billion
excessdirect health care cost. Thetotal direct non-
health careexcesscosts, including living cost offsets,
were estimated to be $7.6 billion. Thetotal indirect
excess costswere estimated to be $32.4 billion, with
unemployment as the largest component of overall
schizophreniaexcessannual costs.

Jo Dorsch is the Health Sciences Librarian at the
Library of the Health Sciences-Peoria, University of
lllinois at Chicago, where she is also a professor
with an adjunct appointment in the College of
Medicine.




INSTRUCTION FOR AUTHORS

The Psychiatrist Administrator is the official
publication of the American Association of Psychiatric
Administrators (AAPA). Established in 1961, AAPA is
the premiere educational, networking, and support
resourcefor psychiatristsinterested in administration and
management. The AAPA promotes medical leadership
and medical excellencein behavioral healthcare systems,
including services for mental illness, substance use
disorders, and developmental disabilities.

Thechoiceof “ Psychiatrist Administrator” isintended
to distinguish the NewsJournal from other publicationsin
mental and behavioral health administrationintermsof its
focus on the roles and perspectives of psychiatrists in
leadership and management within evolving systems of
care.

The purpose of the NewsJournal is to provide up-to-
date, accurate, and easily understandable information to
our readership and to contribute to the body of scholarly
work in the area of psychiatric administration and
management. Your article should be written in a clear,
straightforward style that is pleasant to read.

PREPARATION OF MANUSCRIPT

Manuscripts should be typewritten on standard (8 1/2"
x 11") white paper with 1" marginson all sides. Theentire
manuscript, including referencesand figurelegends, should
be double-spaced. Each element of the manuscript should
begin on anew page: title page, abstract, text, references,
tables (typed 1 per page), figure legends. Number pages
consecutively through the manuscript. Manuscripts should
be no more than 3000 words of text (not including
references or tables).

A separate page should be included giving thetitle of
the paper, the names, titles, and affiliations of each author,
and the mailing address, e-mail address, and phone and
fax numbers of the corresponding author. Any grant
support requiring acknowledgment should be mentioned
on this page. Acknowledgments other than those of grant
support should be put at the end of the text.

An abstract should be provided, preferably no longer
than 200 words.

Tables should be typed double-spaced one per page.
Provide a clear, descriptive title for each table. Tables
should be numbered consecutively as they appear in the
text.

Figures should be numbered consecutively as they
appear inthetext. Illustrations- line drawings, graphs, or
charts - should be of camera-ready quality.

References should be numbered consecutively asthey

are cited in the text, with reference numbers typed as
superscripts. References should be typed double-spaced
beginning on a separate page after the text and
acknowledgments. The NewsJournal uses the Uniform
Requirements for Manuscripts Submitted to Biomedical
Journals (Vancouver group) asitsguidefor reference style.
Abbreviations of journal names must conform to Index
Medicusstyle; journalsnot listed in Index Medicus should
not be abbreviated. List all authors when there are no
morethan six; for morethan six authors, list thefirst three,
followed by et al.

MANUSCRIPT REVIEW AND EDITING

Manuscripts are reviewed by the editor, editorial board
members, or other reviewers. Manuscripts may be edited
for clarity, style, conciseness, and format. The edited
manuscript will be sent to the corresponding author for
approval. Authors may be asked to respond to editorial
gueries or make revisions.

Authors will receive page proofs before publication.
The author should return corrected proofs to Frances
Roton, Executive Director AAPA, within three days of
receipt; delays in returning proofs may result in
postponement of publication.

MANUSCRIPT SUBMISSION

Manuscript submission is a representation that the
manuscript has not been published previously and is not
currently under consideration for publication el sewhere.

Three copies of the manuscript should be sent to Sy
Saeed, M.D., Editor, Professor and Chairman,
Department of Psychiatric Medicine , Brody School of
Medicineat East CarolinaUniversity, Brody 4E-100, 600
Moye Boulevard, Greenville, NC 27834. The manuscript
should be accompanied by atransmittal letter giving the
name, address, email address, and phone numbers of the
corresponding author. The letter should indicate that all
authors have seen and approved the manuscript and that
the manuscript has not been published or is not under
consideration for publication elsewhere. A disk copy of
the complete manuscript, including tables and references,
should also be submitted. Please label the disk with the
name of thefirst author and title of thearticleand indicate
what hardware and software were used.

You can also submit themanuscript electronically
by sending it as an e-mail attachment to the editor
at saeeds@ecu.edu. If you have any questions about
specific details not covered here, please e-mail
saeeds@ecu.edu.
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Other areas of interest

Applicant is invited to send a current Curriculum Vitae.
National Dues $ 75.00 Chapter Dues* $25.00 Dues waived for Members in Training.
New York's Chapter includes New Jersey and Connecticut.

| am a psychiatrist trained in an accredited residency training program with no ethical violations that have resulted in revoked
membership of the APA, state or local medical societies.

Signature

Please mail application and one year's dues (check payable to AAPA) to:

Frances M. Bell
Executive Director

P.O. Box 570218 « Dallas, Texas 75357-0218 « Website: www.psychiatricadministrators.org « (972) 613-0985 « Fax (972) 613-5532

please detach at dotted line



AAPA COUNCIL MEMBERS
Executive Committee

PRESIDENT

Shivkumar Hatti, M.D., MBA (2005-2007)
107 Chesle Drive, Unit 4

Media, PA 19063

O: 610-891-9024/104

Cell: 610-389-3274

FAX: 610-891-9699

Email: shiv@suburbanpsych.com

PRESIDENT-ELECT AND BYLAWS
COMMITTEE CHAIR

Arthur Lazarus, M.D. (2005-2007)
AstraZeneca LP

1800 Concord Pike, B3B-425

PO Box 15437

Wilmington, DE 19850-5437

O: 302-885-4542

FAX: 302-886-4990

Email: arthur.lazarus@astrazeneca.com

SECETARY & MEMBERSHIP
COMMITTEE CHAIR

June A. Powell, M.D. (2005-2007)
South Mississippi Psychiatric Group
1611 South 28" Avenue
Hattiesburg, MS 39402

O: 601-288-8050

Email: jap@elw.com

TREASURER & FINANCE
COMMITTEE CHAIR

Douglas Brandt, M.D. (2005-2007)
82 High Meadow Lane

Mystic, CT 06355

O: 860-444-5125

FAX: 860-444-4767

Email: dbr5118925@aol.com

IMMEDIATE PAST PRESIDENT AND
NOMINATING COMMITTEE CHAIR
Thomas W. Hester, M.D. (2005-2007)
1250 Punchbowl! Street, Room 256
Honolulu, HI 96813

O: 808-586-4780

FAX: 808-586-4745

Email: twhester@amhd.health.state.hi.us

COUNCILORS

(including committee chairs)
Andrew Angelino, M.D.
Department of Psychiatry

Johns Hopkins Bayview Medical Center
4940 Eastern Avenue, A4C — 461A
Baltimore, MD 21224

O: 410-550-0197

FAX: 410-550-1407

Email: aangelino@jhmi.edu

Term: May 2003 — May 2007

Private Practice and Managed Care
Committee Chair

Lawrence Goldberg, M.D.

United Behavioral Healthcare

100 Penn Square East, Suite 400
Philadelphia, PA 19107-3387

O: 215-557-5787

Email: Lawrence_goldberg@uhc.com
Term: May 2005 — May 2007

Barry K. Herman, M.D.

277 Upper Gulph Road

Radnor, PA 19087

O: 610-687-4354

FAX: 610-687-4355

Email: barry.herman@pfizer.com

Term: Filled vacancy March 2004 — May 2007

Public and Forensic Psychiatry
Committee Chair

Beatrice Kovasznay, M.D., MPH, Ph.D.
44 Holland Avenue

Albany, NY 12229

O: 518-474-7219

FAX: 518-473-4098

Email: cocdbmk@omh.state.ny.us
Term: May 2003 — May 2007

Web Master

Arthur Lazarus, M.D.

AstraZeneca LP

1800 Concord Pike, B3B-425

PO Box 15437

Wilmington, DE 19850-5437

O: 302-885-4542

FAX: 302-886-4990

Email: arthur.lazarus@astrazeneca.com

Ethics Committee Chair

H. Steven Moffic, M.D. (May 2005 — May 2009)
MCW Dept. of Psychiatry — Clinics of Tosa
Medical College of Wisconsin

8701 Watertown Plank Road

Milwaukee, WI 53226

O: 414-456-8950

FAX: 414-456-6295

Email: smoffic@mail.mcw.edu

Term: May 2005 — May 2009

Malini Patel, M.D.

Medical Director Community Psychiatric
ServicesMetro Suburban Network

Elgin Mental Health Center

750 South State Street

Elgin, IL 60123

O: 847-742-1040/Extension 2015

FAX: 847-429-4911

Email: dhs594J@dhs.state.il.us

Term: May 2003 — May 2007

APA ASSEMBLY LIAISON
Barry K. Herman, M.D.
Co-Representative: Arthur Lazarus, M.D.

Pedro Ruiz, M.D.

1300 Moursund Street
Houston, TX 77030

O: 713-500-2799

FAX: 713-500-2757

Email: pedro.ruiz@uth.tmc.edu
Term: May 2005 — May 2009

Steven S. Sharfstein, M.D.

Sheppard & Enoch Pratt Hospital

PO Box 6815

Baltimore, MD 21285-6815

O: 410-938-3401

FAX: 410-938-3406

Email: ssharfstein@sheppardpratt.org
Term: May 2005 — May 2009

Wes Sowers, M.D.

206 Burry Avenue

Bradford Woods, PA 15015-1240
O: 412-350-3716

FAX: 412-350-3880

Email: sowers@connecttime.net
Term: May 2005 — May 2009

Ann Sullivan, M.D.

Mt. Sinai/Elmhurst Hospital
79-01 Broadway

(D 10-35)

Elmhurst, NY 11373
0O: 718
FAX:
Email:
Term:

Academic Psychiatry Committee Chair
Michael Vergare, M.D.

Jefferson Medical College

833 Chestnut Street

#210-A

Philadelphia, PA 19107-4414

O: 215-955-6912

FAX: 215-923-8219

Email: michael.vergare@jefferson.edu
Term: May 2003 — May 2007

NewsJournal Editor

Sy Saeed, M.D., M.S,, FR.SH., Chairman
Professor and Chairman - Department of
Psychiatric Medicine

The Brody School of Medicine

Brody 4E-100

600 Moye Boulevard

Greenville, NC 27834

O: 252-744-2660

FAX: 252-744-3815

Email: saeeds@ecu.edu

NewsJournal Associate Editor
Arthur Lazarus, M.D.

Archivist

Dave M. Davis, M.D.
Piedmont Psychiatric Clinic
1938 Peachtree Road, NW
Atlanta, GA 30309

O: 404-355-2914

FAX: 404-355-2917

BMS Fellow Representative
Kimberly Bogan, M.D.

10835 Grantwood Avenue
Cleveland, OH 44108

0O: 216-659-1848/216-541-4195
Email: docjazzybwell @yahoo.com

APA COMMITTEE ON ADMINISTRATION
AND MANAGEMENT LIAISON
Sy Saeed, M.D.

AACP LIAISON

Charles Huffine, M.D.

3123 Fairview East

Seattle, WA 98102

O: 206-324-4500

FAX: 206-328-1257

Email: chuffine@u.washington.edu

ACPE LIAISON
Arthur Lazarus, M.D.

NY CHAPTER PRESIDENT (ex-officio)
David Brody, M.D.

Psychiatric Outpatient Service

Beth Israel Medical Center — 2B34

First Avenue at 16" Street

New York, NY 10003

212-420-4259

FAX: 212-420-3936

Email: DBrody@chpnet.org

EXECUTIVEDIRECTOR
Frances M. Roton

PO Box 570218

Dallas, TX 75357-0218
O: 800-650-5888

H: 972-613-3997

FAX: 972-613-5532
Email: frdal@airmail.net

Web Address:  www.psychiatricadministrators.org
List Serve: a@wpaweb.com
January




Component Workshop
Wednesday, May 24, 2006, 9:00 - 10:30 a.m.
Toronto Convention Centre North Level 200 Room 201D
Chair: Sy Atezaz Saeed, M.D.
Brian M. Hepburn, M.D., Nalini V. Juthani, M.D. Arthur L. Lazarus, M.D.,
Shirish V. Patel, M.D., and Lydia Weisser, D.O.
“Doing More with Less: Challenges and rewards of Becoming a Psychiatrist Executive”

Increasingly, psychiatrists are assuming executive roles as health systems consolidate operations and the complexity of care delivery
increases. The psychiatrist executive’s position may be viewed as the hub around which the many spokes of the wheel of the mental health
system turn. The psychiatrist executive is responsible for integrating the needs of the patients and the physicians in the community into the
vision, mission and goals of the health system. Psychiatrist executives face a variety of challenges. The critical skills of a successful
psychiatrist executive include strong leadership, technical expertise, and management know-how. Managing change has become one of the
most critical competencies of psychiatrist executives. Asking to do more with less is a common problem that psychiatrist executives face
today. With this predicament come a set of challenges and rewards.

This workshop will take an interactive case consultation approach. Workshop will start with a case presentation followed by brief case-
relevant discussions by the faculty. Faculty, representing a broad range of administrative and leadership roles and experiences will facilitate
collaborative discussions involving case conceptualization and formulation; problem identification and analysis; and strategies for selecting
effective interventions. Participants will be invited to actively participate by sharing their difficult and challenging cases in administrative
psychiatry.

Workshop
Tuesday, 23, 2006
11 a.m.-12:30 p.m.
Toronto Convention Centre South Lelvel 700 Room 717B
Dimitri Markov, MD (chair), Elisabeth J. S. Kunkel, MD (co-chair), Michelle B. Riba, M.D.,
David J. Lynn, M.D., Marina Goldman, M.D., Michael J Vergare, M.D., and John-Paul Gomez, MD

“Career Advancement in Academic Psychiatry for Early Career Psychiatrists”

Academic psychiatry has undergone significant changes over the past few decades. Departmental structures became more complex
while clinical, research, and teaching responsibilities have expanded. These numerous responsibilities are often poorly integrated. Junior
faculty often struggle to understand what is expected of them in order to advance within their departments. Junior faculty need a clear road
map to develop a successful academic career. Recent literature emphasizes the need for mentors who can help early career psychiatrists set
priorities, align conflicting clinical, research and teaching responsibilities, and be effective at meeting departmental expectations.

Faculty will discuss with participants practical issues of academic career development. The workshop will be highly interactive with
emphasis on eliciting the needs of early career psychiatrists and providing guidance from senior academic faculty. At the conclusion of this
presentation, the participants will be able to understand how to negotiate the complexities of academic psychiatry departments; to improve
their ability to prioritize conflicting responsibilities; and to focus their own career path with a goal of effective career advancement.
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