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FROM THE EDITOR 
 

 

 

Sy Atezaz Saeed, MD, MS, FACPsych 
Editor-in-Chief 

 

 

It is a pleasure to welcome Tobias Wasser, MD, to our distinguished Editorial Board. He 

will also be assuming the responsibilities as the Deputy Editor for the Journal of Psychiatric 

Administration and Management (JPAM). 

 

 
 

Dr. Wasser obtained his undergraduate degree in psychology at Wesleyan University in 

2006 and then completed medical school at the University of Connecticut, School of 

Medicine in 2010. He completed all his psychiatry training at Yale, first the psychiatry 

residency program in 2014, before completing fellowships in forensic psychiatry in 2015 and 

then in public psychiatry in 2016. 

He is currently an Assistant Professor of Psychiatry in the department and on faculty in 

both the Public Psychiatry and Law and Psychiatry Divisions. He is currently the Associate 

Program Director of the Yale Fellowship in Public Psychiatry. Over the past year, he has 

worked clinically as an attending psychiatrist on the inpatient teaching unit of a community 

mental health center. Beginning in July 2017, he will leave his inpatient position and move 

into a new role as the Medical Director for the Whiting Forensic Division of Connecticut 

Valley Hospital (the forensic division of CT’s only state hospital). 
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Dr. Wasser is a clinician-educator with expertise in forensic and public sector psychiatry. 

His educational efforts and scholarship are concentrated at the intersection of the public 

mental health and criminal justice systems, with a particular interest in developing novel 

educational models and quality improvement initiatives, and he oversees the quality 

improvement and patient safety curriculum for Yale’s psychiatry residency program. He has 

published and presented on a number of topics related to the intersection of the mental health 

and criminal justice systems, public policy implications, and novel educational approaches to 

translating this information to students, trainees and practitioners. 

 

I look forward to working with Dr. Wasser. 

 

 

Sy Atezaz Saeed, MD, MS, FACPsych 

Editor-in-Chief 

JPAM 
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PSYCHIATRIC LEADERSHIP AND  

THE IMPLEMENTATION OF PERSON-CENTERED, 

RECOVERY-ORIENTED CARE 
 

 

 

Wesley E. Sowers, MD 
Western Psychiatric Institute and Clinic, PA, USA 

ABSTRACT 

It has been nearly 15 years since the President’s New Freedom Commission Report 

raised awareness of and provided added momentum to the Recovery Oriented Care 

(ROC) paradigm for the delivery of behavioral health services. Since that time, this 

approach to treatment has been widely embraced by administrative entities and 

psychiatric leadership. Despite this, application and implementation of ROS principles in 

everyday practice has proceeded slowly. There are several factors that contribute to this 

disparity, but this paper will focus on preparation of the workforce and how psychiatric 

leadership can facilitate systems’ transformation and help to overcome some of the 

obstacles that have slowed progress toward collaborative care. This paper discusses 

various aspects and styles of leadership with emphasis on transformative, managerial and 

transactional skills that could be useful in the implementation of the essential elements of 

this paradigm. Programs and instruments that can facilitate implementation of ROS will 

then be considered. The Recovery to Practice Curriculum for Psychiatry can be used to 

develop a uniform understanding of recovery principles. Tools that can be employed to 

facilitate the practice of recovery oriented care by front line psychiatrists, even in the 

context of pressure for productivity, and limited resources include the AACP Guidelines 

for Recovery Oriented Services, LOCUS, CALOCUS, and PROPER.  

INTRODUCTION 

Since the release of the President’s New Freedom Commission Report on mental health 

care in 2003, there have been significant efforts to transform systems of care to promote 

recovery for people with mental health challenges (SAMHSA 2003). While administrators 

and policymakers have embraced this cultural change, its incorporation into clinical practice 

has progressed slowly (Hogan 2012). In psychiatry, biologic aspects of care have become 

dominant in practice and in training programs. In the context of productivity demands and 

liability fears, psychiatrists have had limited exposure to recovery concepts and those who 

have been exposed are often reluctant to deviate from more directive and perceived low risk 

approaches to care. Psychiatry training program milestones include exposure to recovery 
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principles and humanistic aspects of care, but the quantity and quality of that exposure is 

variable, and their support in practice is limited by the availability of faculty that understands 

and incorporates this approach in their clinical activities. An emphasis on disease has not yet 

been balanced by a focus on wellness and maintaining health. The elements of recovery 

oriented care are multi-faceted and deceptively complex and so require a solid conceptual 

foundation as well as ongoing support and supervision. Psychiatry has lacked a unifying 

conceptual framework to integrate the diverse circumstances and modalities in which they 

work. The recovery philosophy provides a set of principles that psychiatrists can apply to 

biologic and humanistic aspects of care, in mental health, physical health and addictions, and 

all across the life span. Psychiatrists need to have a solid foundation in recovery-oriented 

practice to provide care in the diverse settings of our evolving systems of care (Sowers et al., 

2015). 

Given these circumstances, developing strategies to achieve system transformations are 

essential. Psychiatrists who have administrative and supervisory roles must play a significant 

part in these strategies if a successful outcome is to be expected. Psychiatric leaders can 

facilitate the transformation process in a variety of ways, with or without defined 

responsibility or actual authority for doing so. This paper will describe some of the practices 

that psychiatric leaders may employ to influence colleagues and supervisees to incorporate 

the principles of recovery oriented care into their practices. It will examine some of the 

challenges to their implementation and various methods that may be used to help mitigate 

them. Finally, several tools that can facilitate recovery-oriented practices will be described. 

TRANSFORMATIONAL LEADERSHIP 

Psychiatrists assuming leadership roles in systems that have maintained traditional 

service delivery methods will likely face many challenges to their attempts to change 

organizational culture. The establishment of recovery-oriented services requires a major 

change in the way professionals have been trained to think about their roles. This re-

conceptualization will include an understanding that clinicians’ role should be facilitative 

rather than directive, hope inspiring rather than pessimistic, autonomy enhancing rather than 

paternalistic, and collaborative rather than autocratic. Transformational leadership (Corrigan 

and Garmin 1999) must be able to articulate the vision of recovery oriented services and 

inspire supervisees and colleagues to embrace it.  

The process for accomplishing this task is, of course, very similar to that involved in 

helping individuals make changes for their personal recovery. An effective leader will often 

be able to assist individual clinicians to identify those personal values that support the 

principles of recovery-oriented care. Motivational interviewing (MI) (Prochaska and 

DiClemente 1983) skills should serve leaders well in their efforts to effect collective changes 

in an organization’s culture. MI allows people to find logical responses to their circumstances 

based on their own preferences and values. These responses are often not easily realized by 

clinicians who have been acculturated in hierarchical, paternalistic systems. Communication, 

collaboration, information sharing, tolerance and flexibility in efforts to help staff identify 

better ways to manage relationships with their clients will model the qualities that are 

envisioned for clinical interactions. This approach will also result in greater investment of 

staff in the recovery paradigm.  
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Regardless of professional orientation, most clinicians take pride in their ability to form 

relationships, and this can often be a starting point for the examination of their current 

practices. Since they have at some point had extensive training in creating therapeutic 

relationships with patients and families, this can be framed as the basis for developing 

biopsychosocial assessments, making diagnoses and planning a course of treatment. For most 

who have not become too jaded or burnt out, this is also one of the primary sources of 

professional satisfaction. Even though there may be some who are motivated only by 

altruistic impulses, or on the other extreme, prestige or monetary compensation, recognizing 

that most clinicians wish to improve their own quality of life will make an appeal to 

professional satisfaction a powerful approach. Through the combination of face-to-face 

collaborative care, promoting and facilitating treatment and recovery, the clinician encourages 

change through their growing relationships with their clients, their families and their 

communities. This, along with an enhanced involvement with treatment teams and the health 

care system, will be a tremendous source of satisfaction for behavioral health professionals, in 

many cases markedly reducing the risk of burnout (Rosen 2005).  

An important part of ROC and the clinical relationship it promotes is inclusion and 

collaborative decision-making. People pursuing recovery are encouraged to diversify 

resources they can use to support their efforts. Of great significance in this paradigm is the 

placement of the locus of responsibility with the person seeking recovery. An effective leader 

will eschew traditional hierarchical/authoritarian concepts of leadership, and model an 

inclusive, collaborative approach to the transformation process. Psychiatrists and other 

clinicians should be encouraged to think creatively about problems related to service delivery 

and overcoming obstacles encountered in implementing their solutions. Delegation of 

responsibilities identified for the change process will allow everyone to take pride in positive 

outcomes and motivate them to work diligently to achieve them (Aarons et al., 2017). 

It is important to emphasize that in many cases psychiatrists will have limited defined 

authority, but they may still have a significant capacity to be influential or inspirational. 

Demonstrating attentiveness to clinical systems and quality improvement is one way that 

psychiatrists may do so. Constructive criticism identifies both problems and solutions and 

encouragement to engage in that process may be provided without power to mandate 

participation, and will often be more effective (Sowers 2011, Duncan & Warden 1999). 

Genuine leadership is seldom given, so in most cases it must be earned. That is usually 

accomplished through work done beyond defined job descriptions and compensation 

arrangements. 

Developing, promoting and modeling the vision of ROC requires the use of 

transformational leadership skills such as those described above. The idea of person 

centeredness, collaboration, and promoting autonomy will not be foreign to many staff 

members, but the practical aspects of implementation can be daunting and it will not take long 

for these obstacles to come to the surface. Some of the challenging systems issues which 

impact the implementation of recovery practices include brief scheduled visits, demands for 

productivity, lack of diversity in job activities, compassion fatigue, excessive paperwork, 

isolation, and working with people in punitive or restrictive environments. Likewise, there are 

several issues that cause psychiatrists to struggle in clinical applications. Working with 

people who have limited decision making capacity, substance users who are ambivalent or 

uninterested in change, people who may be seeking and/or misusing medication, self-

medication with marijuana or alcohol, people who are easily agitated and who may become 
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threatening or violent, and people who are deeply distrustful, frightened, or angry, all create 

challenges to the application of recovery oriented principles. So, when there has been 

significant success in moving staff toward a consensus on what the transformation should 

look like, the question then becomes “How do we do it”? 

MANAGERIAL AND TRANSACTIONAL LEADERSHIP 

Leadership must do more than inspire staff to embrace a change in organizational 

perspective; it must also create/develop the means for achieving it (Feldman 2012). Managing 

change includes the development of strategies and concrete tasks to be accomplished. This 

encompasses supervision with specific outcomes in mind and a process for evaluating 

progress toward those objectives. Providing constructive feedback for improving performance 

and creating incentives for continuing efforts will be an important aspect of a transformation 

plan (Rosen et al., 2005). 

In considering the elements of a plan for transformation to a recovery oriented, person 

centered paradigm, there are several tools that could be employed to help accomplish the 

mission: 

 

 Setting the Benchmarks: The basic principles of ROC can be grasped fairly easily, 

but not everyone will be able to visualize how they might look in practice within 

systems that adopt them. Creating the structures that are supportive of ROC can be a 

challenge and reference to some descriptive materials can greatly expedite 

implementation and provide some standards against which progress can be gauged. 

The AACP Guidelines for Recovery Oriented Services, is one tool that can be of 

value in this regard. (AACP 2001) 

 Workforce Training: Staff psychiatrists need to be on the same page with regard 

their understanding and practice of the principles of recovery oriented care. In many 

cases, psychiatrist may have a basic understanding of these concepts but may 

struggle with more complex or nuanced aspects of the model. This may result in a 

reluctance to confront perceived risks and fully embrace these principles across 

service and population lines. The Recovery to Practice Curriculum for Psychiatry 

will provide a base for reaching a consensus among practitioners. (AACP/APA 2011) 

 Efficiency and Collaboration: One of the great challenges to the recovery paradigm 

is a perception that time constraints make many of the principles impractical. In the 

fee for service structure of the current financial climate particularly, psychiatrists and 

other clinicians often feel overwhelmed by productivity demands. The addition of 

more collaborative practices and the need to document them seems daunting if not 

impossible. It is clearly important to confront these challenges with solutions that 

will facilitate implementation of the clinical model. A comprehensive clinical 

assessment and organizational system will be considered; the Level of Care 

Utilization System (LOCUS) developed by the American Association of Community 

Psychiatrists. (AACP 2016) 

 Evaluation and Accountability: Staff who have made a commitment to the 

implementation of ROS will want to be able to track the progression of change. The 

use of some simple tools created for this purpose will allow systems to monitor their 
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progress toward a recovery environment and individuals to mark their own evolution 

in the clinical model. The AACP ROSE (Recovery Oriented Services Evaluation) is 

one instrument measuring a system’s adherence to the principles of ROC (AACP 

2001). PROPER (Psychiatric Recovery Oriented Practices Evaluation and Rating) 

was developed for the RTP psychiatry curriculum project, with the contributions of 

many behavioral health stakeholders, to measure the psychiatrist’s evolution in 

implemented practices that support recovery. (AACP 2010) 

 

In the remainder of this paper, the tools mentioned above will be described in greater 

detail. These are not the only instruments available which may aid the implementation 

process, but they are good examples of aids for beginning and sustaining the transformation 

process. 

Unlike many of the other available products, the tools described here are non-proprietary 

and easily accessible. Readers are encouraged to discover others that may suit their needs, and 

even to create their own tools to facilitate the implementation process. 

AACP Guidelines for Recovery-Oriented Services 

These guidelines were developed by the Quality Management Committee of the 

American Association of Community Psychiatrists (AACP 2001)). The committee was 

composed of psychiatrists working primarily in the public sector with extensive experience in 

a variety of clinical settings with multi-disciplinary teams (Rosen 2005). They were 

developed in partnership with an array of stakeholder and advocacy groups. The guidelines 

are divided into three domains of service systems: administration, treatment and supports. 

Each domain is composed of several elements that are characteristic of recovery-enhancing 

services. Each of these elements is described in detail and indicators are included for each 

element. They are intended to provide a platform for systems wishing to develop standards 

for service delivery processes, and some benchmarks to which their progress can be 

compared. They may be customized to meet specific circumstances unique to localities but in 

most cases, further refinement will not be necessary. The domains and the elements of which 

they are composed are provided in Table 1. 

Recovery to Practice Curriculum for Psychiatry 

The Recovery to Practice (RTP) project was initiated in 2008 to facilitate the system 

transformation envisioned by the President’s New Freedom Commission report in 2003 

(SAMHSA 2003). The Recovery-Oriented Care in Psychiatry Curriculum is part of this 

initiative; a five-year project of the Substance Abuse and Mental Health Services 

Administration (SAMHSA) to increase awareness, acceptance, and adoption of recovery 

principles and practices among mental health providers (Sowers et al., 2015). The psychiatry 

section of the project was a collaborative effort of the American Association of Community 

Psychiatrists (AACP) and the American Psychiatric Association (APA) with assistance from 

an advisory group of psychiatrists, other mental health professionals, and consumers. After 

the first phase of the project, which was devoted to information gathering from a wide variety 

of sources and the development of a vision for the transformation of psychiatry derived from 

that process, the curriculum was designed.  
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Table 1. Recovery-Oriented Services Quality Domains 

 

Administration 

 Mission, Vision and Strategic Planning 

 Organizational Resources – Peer Inclusion 

 Training and Continuing Education 

 Continuous Quality Improvement 

 Outcome Assessment 

Treatment 

 Comprehensive Service Arrays 

 Advance Directives 

 Cultural Competence 

 Planning Processes 

 Integrated Care 

 Minimal Coercive Treatment 

Supports 

 Advocacy and Mutual Support 

 Access Facilitating Processes 

 Family Services 

 Employment and Education 

 Housing 

 

The curriculum materials include a series of modules addressing specific aspects of 

recovery-oriented practice that could be used in a series or independently. They were 

designed to be relevant to diverse psychiatric audiences (i.e., trainees, early career 

psychiatrists, senior community psychiatrists, supervising psychiatrists, teaching 

psychiatrists, hospital psychiatrists, addiction psychiatrists, etc.) without significant 

modification of the enduring materials. The content of each of the nine modules is presented 

in a slide presentation with an audio narrative and video components. The modules can be 

viewed independently from the AACP website ((AACP/APA 2010), but they are designed 

more specifically to provide a foundation for a live conversation among viewers. Facilitator 

teams (consisting of a psychiatrist and a person in recovery) have been trained to lead these 

discussions, the focus of which may be customized to meet the needs of the specific 

psychiatric subgroup participating. The modules include video clips of psychiatrists, other 

mental health professionals, and persons in recovery. Facilitators have additional materials 

available to them to stimulate discussion and challenge participants to think creatively. Each 

module in the course takes from 20-30 minutes to view, in most cases leaving 30-40 minutes 

for discussion. Table 2 provides the titles of the nine modules: 

The modules are available for viewing at www.communnitypsychiatry.org/resources. 

CME credits may be arranged by sponsoring agencies for those who complete these sessions. 

Larger agencies might benefit from having facilitators trained within their organization to 

enhance the availability of training, and provide ongoing coaching to the psychiatric staff as 

they attempt to incorporate these principles into their practice. A self-assessment tool, 

PROPER, which allows psychiatrists to mark their evolution is described later in the paper. 

Further information about the general training or the training of facilitators can be obtained by 

contacting the author: Wesley Sowers, at sowerswe@upmc.edu.  
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Table 2. Recovery to Practice Curriculum for Psychiatry: Modules  

 

1. Introduction to Recovery-Oriented Care  

2. Engagement and Welcoming Environment  

3. Person-Centered Planning and Shared Decision-Making  

4. Peer Supports in Recovery  

5. Role of Medication 

6. Health and Wellness Focused Care  

7. Developing Living Skills and Natural Supports 

8. Culturally Appropriate Care 

9. Trauma-Informed Care 

Level of Care Utilization System (LOCUS) and CALOCUS 

Since the arrival of managed care programs and principles in the 1990’s, the use of 

quantifiable measures to guide assessment, level of care placement decisions, continued stay 

criteria, and monitor clinical outcomes has been increasingly important. Over the past 20 

years, LOCUS has provided a single instrument that can be used for these functions in diverse 

settings and systems. It is now used extensively in 26 states and in several locations 

internationally. Because of its unique design and simplicity, it also provides a framework for 

facilitating clinical interactions and collaborative, recovery oriented care. Since its inception, 

LOCUS has included content related to recovery status, stage of change, and choice. Its 

simple style and structure has invited use not only by a variety of clinicians with various 

levels of training, but by service users themselves, allowing assessment to become a 

collaborative process. Engagement in this collaboration is central to person-centered 

treatment planning, so the language of the instrument has been made to accommodate that 

process (AACP 2017). 

The document is divided into three sections. The first section defines six evaluation 

parameters or dimensions: 1) Risk of Harm; 2) Functional Status; 3) Medical, Addictive and 

Psychiatric Co-Morbidity; 4) Recovery Environment: A-Stress, B-Support; 5) Treatment and 

Recovery History; and 6) Engagement and Recovery Status. In dimension IV, two subscales 

are defined, while all other dimensions contain only one scale. A five-point scale is 

constructed for each dimension and the criteria for assigning a given rating or score in that 

dimension are elaborated. The second section of the document defines six “levels of care” in 

the service continuum in terms of four variables: 1) Care Environment, 2) Clinical Services, 

3) Support Services, and 4) Crisis Resolution and Prevention Services. Each level describes a 

flexible or variable combination of specific service types and might more accurately be said 

to describe levels of resource intensity. Each level encompasses a multidimensional array of 

service elements, combining crisis, supportive, clinical, and environmental interventions, 

which may vary independently. 

With the third section of LOCUS, a recommendation for the most appropriate level of 

care is based on the scores generated from each of the seven rating scales, using an algorithm. 

This can be accomplished using the paper version of the instrument, or with the help of a 

computer generated recommendation following the same algorithm with somewhat greater 
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speed. An electronic treatment planning module is also available as an adjunct to the software 

version of LOCUS. Implemented to its full potential, LOCUS provides a comprehensive 

clinical system that extends throughout the continuum of care, from initial assessment 

through treatment planning, progress monitoring, and finally transition management. It 

provides an easy platform for tracking needs over time, clear rationale for recommendations 

when interacting with managed care organizations and a time saving individualized 

documentation system, allowing more time for clinical interaction. A sample worksheet 

which might be used to tabulate scores during the initial assessment is provided in Table 3. 

 

Table 3. Locus Worksheet 
Rater Name_______________________________________________ Date_________________ 

 

Please check the applicable ratings within each dimension and record the score in the lower right 

hand corner. Total your score and determine the recommended level of care using either the Placement 

Grid or the Decision Tree. 

 

I. Risk of Harm 

 

 1. Minimal Risk of Harm Criteria  

______ 

 

 2. Low Risk of Harm Criteria  

______ 

 

 3. Moderate Risk of Harm Criteria  

______ 

 

 4. Serious Risk of Harm Criteria  

______ 

 

 5. Extreme Risk of Harm Criteria  

______ 

 

Score ________ 

IV-B. Recovery Environment - Level of Support 

 

 1. Highly Supportive Environment Criteria  

______ 

 

 2. Supportive Environment Criteria  

______ 

 

 3. Limited Support in Environment Criteria  

______ 

 

 4. Minimal Support in Environment Criteria  

______ 

 

 5. No Support in Environment Criteria  

______ 

 

Score ________ 

II. Functional Status 

 

 1. Minimal Impairment Criteria  

______ 

 

 2. Mild Impairment Criteria  

______ 

 
 3. Moderate Impairment Criteria  

______ 

 
 4. Serious Impairment Criteria  

______ 

 

 5. Severe Impairment Criteria  

______ 

 

Score ________ 

V. Treatment and Recovery History 

 

 1. Full Response to Treatment and Recovery 

Management Criteria ______ 

 

 2. Significant Response to Treatment and 

Recovery Management Criteria ______ 

 

 3. Moderate or Equivocal Response to 

Treatment and Recovery Management Criteria 

______ 

 

 4. Poor Response to Treatment and Recovery 

Management Criteria ______ 

 

 5. Negligible Response to Treatment Criteria  

______ 
 

Score ________ 
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III. Co-Morbidity 

 

 1. No Co-Morbidity Criteria  

______ 

 

 2. Minor Co-Morbidity Criteria  

______ 

 

 3. Significant Co-Morbidity Criteria  

______  

 

 4. Major Co-Morbidity Criteria  

______ 

 

 5. Severe Co-Morbidity Criteria  

______ 

 

Score ________ 

VI. Engagement 

 

 1. Optimal Engagement Criteria  

______ 

 

 2. Positive Engagement Criteria  

______ 

 

 3. Limited Engagement Criteria  

______ 

 

 4. Minimal Engagement Criteria  

______ 

 

 5. Unengaged Criteria  

______ 

 

Score ________ 

IV-A. Recovery Environment - Level of 

Stress 

 

 1. Low Stress Environment Criteria  

______ 

 

 2. Mildly Stressful Environment Criteria  

______ 

 

 3. Moderately Stressful Environment 

Criteria ______ 

 

 4. Highly Stressful Environment Criteria  

______ 

 

 5. Extremely Stressful Environment 

Criteria ______ 

 

Score ________ 

Composite Score 

 

 

Level of Care Recommendation 

 

 

The Child and Adolescent Level of Care Utilization System (CALOCUS) was developed 

in collaboration with The American Academy of Child and Adolescent Psychiatry a few years 

after the initial release of the adult version. CALOCUS follows the same format as LOCUS 

and uses the same scoring algorithm to make level of care recommendations. The instrument 

was developed from a systems-of-care perspective, incorporating CASSP (Child and 

Adolescent Service System Program) principles in both evaluation criteria and level of care 

descriptions. One departure from the adult format is the addition of a scale for the assessment 

of family acceptance and engagement with Dimension VI for use with children who are not 

yet independent. As in the adult version, CALOCUS integrates mental health, physical health, 

addiction variables, but also factors in developmental disabilities. When used as designed, it 

too will allow clinicians more time to focus on their clinical work. 

It should be noted that there are other approaches that will also facilitate a person 

centered, recovery-oriented model of care. Pre visit surveys completed with or without the 

assistance of a peer advisor can be helpful to expedite clinical transactions, leaving more time 
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for the psychiatrist to develop their relationship with the client and to address more existential 

concerns. These pre-visit questionnaires can be completed with paper and pencil, but there are 

also computerized versions that can be incorporated into the EMR. Perhaps the best know of 

these programs is Common Ground developed by Patricia Deegan, PhD. (Deegan 2010). 

Personal recovery plans (PRP) are commonly used to enhance a person’s sense of agency by 

identifying actions and people that can be stabilizing when stressors become overpowering. 

These are most commonly completed with the assistance of a peer or counselor, but 

psychiatrists can encourage their use and utilize them as one way to create a connection with 

their clients. The best known of these PRPs is the WRAP (Wellness, Recovery Action Plan) 

developed by Mary Ellen Copeland, MS, MA (Copeland 1997). 

Psychiatric Recovery Oriented Practices Evaluation  

and Rating (PROPER) 

Once psychiatric staff has been effectively engaged and invested in this approach to care, 

and they have participated in relevant training, it will be important to provide ongoing 

reinforcement and support for technical improvement. Opportunities for peers and supervisors 

to observe them and provide feedback can be a very valuable part of a transformation  

process. In order to record and monitor progress, measurable, quantifiable indices will be very 

useful.  

Psychiatric Recovery Oriented Practice Evaluation and Rating (PROPER) was developed 

as a tool as part of the Recovery to Practice project, designed for the purpose considered 

above (Sowers et al., 2015, AACP 2010). PROPER includes three scales, each containing 

about 25 questions, to be completed by different individuals: 1) psychiatrist (self-rating), 2) 

colleagues and supervisors, and 3) service recipients. Each item in the scales is rated from 1-5 

yielding a composite score for each scale. Four domains of Recovery Oriented practice in 

psychiatry are defined and used to frame the items in the evaluation: 1) Relationship Builder, 

2) Facilitator of Collaborative Interactions, 3) Planner and Problem Solver, and 4) Promoter 

of Population Health, derived from the work of the Mental Health Services Committee of the 

Group for the Advancement of Psychiatry (Ranz 2012). This process allows psychiatrists to 

see how their own perceptions of their practice compare with those of their peers and people 

who receive mental health services. The tool was vetted by both behavioral health 

professional and advocacy groups and went through several iterations to incorporate valuable 

feedback. 

PROPER is intended to be administered to participants prior to taking part in recovery-

oriented care training, and subsequently it can be used to gauge the effectiveness of training 

and to monitor an individual psychiatrist’s growth over time. While there may be structural 

administrative issues that interfere with implementation and which are beyond and individual 

psychiatrist’s ability to change, periodic administration of PROPER will maintain awareness 

of systems issues that must be addressed for a successful system transformation.  

Figure 2 shows the first 13 items in domains I and II to provide a basic representation  

of how the instrument is structured. The complete edition of PROPER with all three  

versions can be viewed on the AACP website: www.communitypsychiatry.org under the 

resources tab. 
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Table 4. 

 

 

CONCLUSION 

Changing aspects of an organization’s culture is a difficult task regardless of the rationale 

for change. Successful transition to new organizational paradigms usually requires strong 

leadership. One aspect of that leadership is selling a vision and inspiring staff to invest in it. 

Probably equal in importance is the provision of the methods and structure for realizing that 

vision. Since the recovery paradigm has gained traction from the release of the PNFC report, 

progress has been slow in translating that vision to the practice of many psychiatrists. With 

the use of existing tools, and the possible creation of others like them, psychiatric leaders can 

step beyond inspiration and move their organizations toward successful implementation. 
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ETHICS COLUMN: ETHICAL LOVE AND  

THE PREVENTION OF BURN-OUT  

BY PSYCHIATRIC LEADERSHIP 
 

 

 

Steven Moffic 
 

 

Dr. Moffic was the recipient of the American Psychiatric Association’s 2016 

Administrative Psychiatry Award. Co-sponsored by the American Association of Psychiatric 

Administrators, this award honors an APA member who is nationally-recognized clinician 

executive, whose effectiveness as an administrator of major mental health programs has 

expanded the body of knowledge of management in the mental health services delivery 

system, and whose effectiveness has made it possible for them to function as a role model for 

other psychiatrists. The following paper is based on the award lecture that Dr. Moffic 

delivered at the APA Mental Health Services Conference in Washington D.C. in October 

2016.  

 

“If at first, the idea is not absurd, there is no hope for it.” 

-Albert Einstein 

 

“Everyone is in love with their own ideas.” 

-Carl Jung, MD 

 

“Only connect the prose and the passion, and human love will be seen at its height.” 

-E. M. Forster 

 

What is ethical love, and why is it necessary? Isn’t medical ethics, without love, enough 

to guide psychiatric leaders and administrators? And, how can ethical love address the 

epidemic rates of burn-out in medicine and psychiatry? Here are the possible answers. 

ETHICS 

After all, we in psychiatry have the time-tested ethical principles of the American 

Medical Association (AMA), with annotations added for psychiatrists by our American 
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Psychiatric Association [1]. The essential ethical principle is in the Preamble, which states 

that the needs of patients come first and foremost, but secondarily, that we should also pay 

attention to the needs of colleagues, society, and oneself. 

Given that these principles are designed for clinicians, do they hold up for 

administrators? Is all that administrators have to do ethically is make sure their clinicians 

follow these principles? 

The American Association of Psychiatrist Administrators (AAPA) ended up deciding that 

they did not. Stimulated by the controversial rise of for-profit managed care, putting their 

Medical Directors in a key position to deny authorization – and thereby reimbursement – for 

care, it seemed that we needed a complementary set of ethical principles for psychiatric 

administrators. Since I was one of those Medical Directors who, as a participant/observer, 

was struggling with those ethical issues, even getting called a “Nazi” and “evil” at some 

presentations, I was asked by the President of the AAPA at that time, Gordy Clark, MD., to 

try to lead the design of such principles [2]. 

By the new millennium, the AAPA adopted the Ethical Principles for Psychiatrist 

Administrators [3]. It was based on the AMA/APA model, but brought the well-being of the 

organization almost on a par with the needs of the patients treated in the organization. 

However, patients did still come first and it was suggested that Medical Directors should 

consider resigning if they couldn’t meet these ethical principles. 

LOVE 

Love was not mentioned in this document, nor had love been mentioned in the traditional 

AMA/APA ethical principles. So, as the Tina Turner hit song title goes, “What’s Love Got to 

Do with It?” 

If you look up “love in psychiatry” in Google, as I did in 2016, you would have found 

over 24 million entries. That could lead to the conclusion that maybe enough, more than 

enough really, has been said about love in administrative psychiatry. However, in perusing 

many of the early entries, virtually all were on patients falling in love with the therapist and, 

unethically if acted upon, the therapist falling in love with the patient, or in psychodynamic 

terms, transference, counter-transference, and acting out. Love is also mentioned frequently in 

regards to narcissism and self-love, including new items related to our country’s 2016 

Presidential race. 

But “love” in psychiatric administration and leadership? Nothing seemed to cover that as 

the entries were skimmed. However, a much later entry referred to Freud and love in 

treatment, a point I had dimly recalled as reading Freud was my first love in psychiatry. One 

thing connected to another, and I began to realize that “love” was indeed viewed as very 

essential in medicine and psychiatry, but it was sort of hidden like a mistress, as if it was 

another bad four-letter word. 

Here, the love is not the often short-term romantic, passionate or sexual kind of love, but 

the longer and ongoing love of caring, compassion, and loving-kindness. It’s the love that can 

come out of shared experiences, like often ends up happening in an arranged marriage. Many 

examples can eventually be found from some of our best leaders. 

In a letter to his protégé, Jung, Freud wrote that “psychoanalysis is in essence a cure 

through love” [4]. This love is conveyed not so much in the content as in the form of the rapt 



Ethical Love and the Prevention of Burn-Out by Psychiatric Leadership 

 

47 

attention of someone who cares enough to take a careful and empathetic history of your life 

and pay attention to wherever your associations roam. This love is in-between the lines of the 

conversation. Jung, to Freud’s chagrin, took love literally and concretely at times, having 

affairs with patients, sullying this idea somewhat.  

Erich Fromm was a psychologist and psychoanalyst, a kind of social psychologist, who 

escaped Nazi Europe even before Freud, though he was younger. He became a popular writer, 

and in his classic book, The Art of Loving, wrote that the healthiest people seemed to be 

those who received a combination of unconditional love, as well as conditional love, from 

their parents and other early authority figures [5]. This leads, per Bowlby’s Attachment 

Theory, to being able to establish reciprocal bonds of various degrees of dependency and 

trust. 

Before both Freud and Fromm was the great medical missionary and general practitioner 

in Africa, Albert Schweitzer, who said that the primary ethical principle in medicine should 

be the sanctity of life. About his decision to switch from religious teaching to practicing 

medicine, he wrote:  

 

“But this new form of activity would consist not in preaching the religion of love, 

but in practicing it [6].” 

 

Going to his deathbed, when so much of importance may be said, Avedis Donabedian, 

M.D., known as the “father of quality improvement” in medicine, emphasized:  

 

“Ultimately, the secret of quality is love. You have to love your patient, you have to 

love your profession, you have to love your God. If you have love, you can then work 

backward to monitor and improve the system [7].” 

 

In combining such statements, ethical love thereby refers to the necessity of incorporating 

and attaching love in some manner to the carrying out of our professional ethical principles. 

Yet, given these statements on love in medicine cover over a hundred years, why is now the 

time to bring love out in the open, and how to do so? 

BURN-OUT 

A few years ago, I was asked (with James Sabin, MD.) to write the chapter “Ethical 

Leadership in Psychiatry” for the recently published 2 volume book, Psychiatric Ethics (8). 

Serendipitously, as I was about to summarize what I had learned, news was emerging that the 

well-being of clinicians was declining or, in other terms, burn-out was increasing at rates 

higher than any other profession in the United States. Now, various polls indicate that the 

average burn-out rate of physicians is epidemic, have increased by a few percentage points 

yearly over the last 10-15 years, to an average of 50%, with urology and emergency room 

physicians at 70-80% and psychiatrists at 40% [9]. Similar rates are found in medical students 

and residents. Nurses come in a close section. 

There may, however, be differences in burn-out rate according to gender or minority 

status. At least for medical students, medical students from minority backgrounds have about 

the same rate of burn-out, but had a lower sense of personal accomplishment [10]. For women 
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physicians, the predominant burn-out symptom was exhaustion, while for men it was 

depersonalization, and although the rate of burn-out in psychiatrists was about 40%, in 

women psychiatrists it may be over 60% and relate to the influence of home life and work 

expectations [11]. 

Indeed, one of the pioneers of understanding burn-out, who coined the term in 1974, the 

psychologist and psychoanalyst Herbert J. Freudenberger, felt that he observed a special sort 

of fatigue among mental healthcare workers when their idealism was shattered [12]. At that 

time, the rate of burn-out in such clinicians was only about 10%, but such idealism eventually 

did come under siege in the new millennium. 

Burn-out can be defined in many ways, perhaps most simply as chronically being out of 

sync with your work environment. Central to it seems to be a developing exhaustion not due 

to other medical causes, a feeling of being dissociated, and cynicism. These reactions begin to 

replace the energy, focus, and optimism that one started with. Metaphorically, picture your 

passion, and your compassion, your fire for your work, dying off like the embers of a 

smoldering fire. A professor of radiology and philosophy at Indiana described the insidious 

onset of burn-out as “the accumulation of hundreds or thousands of tiny disappointments, 

each one hardly noticeable on its own” [13]. 

Therefore, at a first glance, burn-out seems different than Posttraumatic Stress Disorder 

(PTSD), which is caused by acute severe trauma, though both can develop at work. Yet, new 

research begins to suggest brain changes like that of those with severe early life trauma [14]. 

Others argue that burn-out is more like depression, an atypical depression [15]. Burn-out can 

sometimes also contribute to substance abuse, including caffeine to try to reverse the 

exhaustion, and even to suicide. Though not in DSM 5, it is listed as a problem, a life 

management difficulty, in healthcare, Z73.0 in ICD 10 and reimbursable in Europe. Such 

comparisons to mental disorders seems to put burn-out in a gray area between normality and 

illness. 

Causes for the increasing prevalence are many, though leading the list is electronic health 

records (EHRs). All seem to have something to do with the loss of empowerment, especially 

the empowerment to spend enough quality time interacting with patients. Moreover, the more 

compassionate one is, the greater seems to be the risk of burn-out. Paradoxically, those most 

resilient will also be more at risk, as they will feel they have the strength to just plow through 

the obstacles. 

Research about what burn-out means to patient care has also been emerging [16]. That 

suggests that burn-out tends to alter the diagnostic process and reduce the quality of patient 

care outcomes. 

LEADERSHIP 

Who, if anybody, can lead a movement to reverse this trend toward burning-out.? Now, 

individual clinicians can do some on their own. Some of the usual ways to enhance wellness 

are exercise, diet, and taking as much time off with loved ones as possible. Meditation can 

help, including walking meditation while one is working. Finding one’s own unique mental 

“healing zone” is a key [17]. 

However, it appears that individual clinicians can only do so much, and that goes beyond 

the limited time to recoup. Psychiatrists in particular can understand why clinicians tend to 
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deny becoming burned-out because it is so antithetical to their image of being a healer. 

Instead, with this cognitive dissonance, health caregivers seem to react with a counter-phobic 

reaction, to deny that we are hurting and that is hurting our patients. We try to work harder 

and harder, and still claim work satisfaction, even with less time to spend with patients. 

So, that dynamic seems to leave the major responsibility to the healthcare leaders and 

administrators. Indeed, some researchers estimate that up to 80% of the causes of burn-out 

have to do with systems issues at work, whereas only 20% lie within individuals [18].  

Given that our systems of care are determined by much larger societal forces, what can 

administrators and leaders still do? There is much, including these 10 Recommendations (if 

not Administrative Commandments): 

1. Monitoring Burn-Out 

Burn-out is a process and it can be measured [19]. Combine any of the available scales or 

questionnaires with periodic formal and informal meetings with staff to check how they are 

doing. 

2. Rightsizing Productivity 

For clinical care, if some time and some funds are used to reduce productivity demands, 

as reflected in seemingly inadequate 15 minute med checks, there can be better patient 

outcomes, less mistakes, less necessary follow-up appointments, and costs recouped. Even the 

best managed care principles can help by the feedback and monitoring of which treatments 

and management strategies are working or not.  

3. Empower Staff 

Given the psychological benefits of being empowered, try to involve staff and colleagues 

as much as possible in decisions. This is the same kind of empowerment that should be 

available to patients in their quest for recovery. At the minimum, conveying empathy, care, 

and compassion for what is out of control can be helpful. 

4. Close the Gap between Ideals and Reality 

Given that the gap between our ideals and reality contributes to burn-out, remind 

caregivers of the awe they originally felt – and can still feel – at helping others to whatever 

extent practical with their health and life. 

5. Establish Safety and Security 

At the most basic level of psychological needs, that being safety and security, 

administrators should do what can be done to create a safe workplace. 

6. Clinical Care by Administrators 

Administrators should also do some clinical work themselves in their systems in order to 

feel empathy for the clinicians and to better understand their stress.  

7. Enhance Professional Development 

Instead of leaving the workplace due to frustration, love also knows when it is time for 

them to exit for their further development, just as children leave home, and to leave with 

grace, dignity, substance, and inspiration (20). 
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8. Guild Organizational Programs 

When it comes to professional organizations, since these are guild organizations, the 

well-being of the membership should be paramount. Besides trying to address the macro 

societal issues that affect our systems of care, addressing wellness should be considered in all 

activities. If necessary, a task force can be set up to give this special attention if burn-out has 

been ignored and/or more research is needed to understand it. In particular, organized 

psychiatry, with our experience with DSM 5, may be able to come up with a clearer and 

universal diagnostic criteria for burn-out. 

9. Learning to Love 

Of course, putting such love into practice may not come naturally. Administrators and 

leaders may not automatically love their colleagues and staff. However, if one comes to this 

field with feelings of compassion and caring for all concerned in patient care, and in 

conjunction with what we now know about our brain’s neuroplasticity, new brain pathways of 

love toward staff can develop. To do so, a leader can look for the strengths and successes that 

any given staff member possesses, rather than mainly focusing on weaknesses and problems.  

10. Love Is Not Enough 

A word of caution, however. In contrast to the Beatles’ hit song “All You Need is Love,” 

love is not enough. Whatever system is in question, ranging from a clinic to our country, has 

to emphasize healthcare values. Realistic expectations, staff development, and outcome 

monitoring is still required. The leader also has to be careful to not love those that are taking 

undue advantage of the love, nor be too trusting. The administrator has to be on the alert that 

colleagues have – or can develop – their own mental illness and try to help them to get help 

and not stigmatize them for this need. 

Love can help prevent the abuse and risks of power, such as using managed care systems 

mainly to make money. In turn, administrators are more likely to be loved back by staff, so 

important when the burn-out rate of administrators seems as high [21]. In a solo practice, the 

administrator and clinician are one and the same, so in essence this requires appropriate self-

love. 

Leaders also have an ethical responsibility to try to advocate for societal changes that 

benefits the health of the population. That can include gun control, euthanasia of the mentally 

ill, climate change, basic healthcare coverage for all, and politicians that are concerned with 

the mental well-being of their citizens, all of them. 

EXAMPLES 

Given that both clinicians and administrators can address burn-out, are there examples of 

doing so? Here is one description by a long-term scholar on burn-out from the standpoint of 

the clinician [22]: 

 

“Stan is a psychologist who started his career as an eager, open-minded, caring 

person who wanted to help others. He was the kind of therapist most people would want 

to see if they were struggling with problems. But gradually Stan has become a cynical, 

frustrated individual who feels he is losing control over his job – financially, 

professional, and ethically – and he’s beginning to want out.  
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‘There is no joy in it any longer. I hate it. After a day of dealing with clients’ pain, 

I’m exhausted and just don’t want to be there twenty-four hours a day and get upset if 

they get a recorded message instead. And the managed care system is making it worse. I 

no longer have control over the type and quality of care I provide – some reviewer in 

some company who doesn’t know the client and who has less training than I do decides 

how many sessions I can have. All that matters is keeping costs down, not what’s good 

for the client, and it’s really hard to live with that. Sometimes I lie so I can get more care, 

but it’s hard to live with that too. And even though I am working more hours than ever, I 

am getting paid less. This is a life?’” 

 

Fortunately, Stan got together with other psychologists serving this system and got some 

compromises from the company to allow them to try to control some of their time, costs, and 

quality. 

Having been a leader and administrator in many systems over the years of my career, I 

wondered if I had conveyed ethical love without realizing it. I did know how important the 

team was in large systems of care [23, 24]. In retrospect, it seemed the best I could do was to 

ask some colleagues what their perception of my leadership had been, understanding that it 

might be difficult to get some criticism. 

From the multidisciplinary community mental health centers that I led [23], here is this 

reflection: 

 

“He cared. We all knew he cared about us no matter where we were on the 

organizational chart. He would listen not only to us but to the patients we worked with. 

He brought a large staff of 30-40 together. We were a close knit family. Many of us have 

stayed in touch 35 years later . . . He taught me values, ethics and principles that guided 

me through my career. He rarely if ever tried to teach me in a verbal sort of way. I mainly 

learned from watching and observing him with his patients, our staff and his family . . . 

Even though Dr. Moffic was our boss he never felt like a boss.” 

 

Then, a reflection from the academic not-for-profit system that I led: 

 

“Dr. Moffic’s leadership consistently supported my role functions which were 

primarily quality improvement initiatives and outcomes research. He was quite adept at 

facilitating staff meetings and at encouraging both administrative and clinical staff to 

value their work and to optimize the clinical experience of our patients. He was readily 

accessible and because of his extensive clinical expertise was sought out by staff for case 

consultation. In my opinion, a large part of the success of his clinics reflected the 

combination of his consultative leadership style, his clinical expertise, and his genuine 

caring and concern for staff and patients: rare gifts among academic psychiatrists.” 

 

Lastly, from a psychiatrist colleague outside of the systems I led, but 

knowledgeable about them.  

 

“It’s a tough job, takes lightning reflexes . . . what makes a good one? They 

understand and care about individual patients, of course, not just processing code 

numbers. They do the same for therapists working for them, too, both guiding and 

forgiving mistakes (and sometimes critical) . . . And then, of course a good administrator 

has to deal with his superiors and the structure of the organization containing him, 

attempting to harmonize all the elements. My impression is that you had some trouble 

with that in the last part of your time at . . . “ 
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GRATITUDE 

In order to thrive as an administrator and leader, one has to be helped by so many others, 

as was I. That includes colleagues, staff, students, patients, and even enemies. In particular, 

that ranges from: my residency chairman, Daniel X. Freedman, MD, who fondly dubbed me a 

gadfly; to Herb Bateman who continued to support me even when there was “a cloud over my 

head”; and to Sy Saeed, MD., who supported my numerous Ethics Columns and presentations 

over the years. 

Perhaps even more importantly, given that work stress can be displaced onto home life, 

and that love at home can counter some of the burn-out at work, family and friends are 

crucial. These range from: my oldest best friend, Barry Marcus; my newest best friend, Randy 

Levin, MD., a retired emergency room physician also concerned about burn-out; my late 

parents; sister Joanne Moffic-Silver; and children Stacia Goldstein and Rabbi Evan Moffic. 

Most crucial, though, was my muse and wife of 49 years, Rusti [25]. She had the passion 

and warmth to always keep my fires burning and, even at times, to douse those fires a bit 

when my Don Quixote impossible dreams got too unrealistic. Not only that, but she gave up a 

budding career in musical theatre to devote herself to her family. For that, I would like to 

praise her in the same way that Lin-Manuel Miranda, creator of the runaway hit, Hamilton, 

did for his wife when he received the Tony Award in 2016. Here is my paraphrase of his 

spoken poem, a poem that touches on the leadership themes of (“chase the”) ethics, burn-out 

(“dying embers”) and love (“is love” x 7): 

 

Our Administrative Psychiatry Award 

 

She inspires me towards promise by degrees 

She is a perfect entity of one 

Our family is her most beautiful repose. 

We chase the ethics that seem to find us  

Until they’re finished goals and into play 

When senseless acts of tragedy remind us 

That nothing here is promised, not one day. 

This meeting is proof that history remembers 

We lived through times when hate and fear seemed stronger; 

We rise and fall and light from dying embers, remembrances that hope and love last 

longer 

And love is love is love is love is love is love is love is love cannot be killed or swept 

aside. 

I praise Rusti’s principles, family tells her story 

Now fill our field with ethics, love and pride. 

CONCLUSION 

My ethical love idea in the leadership of psychiatry, as absurd as it might seem on first 

glance, boils down to this. Love your colleagues and staff, even to the extent that it becomes 

the first and foremost ethical priority. Among other benefits, that should help to prevent and 
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reduce their epidemic rate of burn-out. That means that the emphasis on the well-being of the 

organization that was made in our AAPA ethical principles from the year 2,000 turned out to 

miss an important focus, for if the organization is the major cause of burn-out, the 

organization really needs to be in the service of the well-being of staff and oneself. This is 

elevating the secondary ethical priority for colleagues to being the first ethical priority. 

In terms of clinical goals, this means going from the triple to the quadruple aim. Caring 

for the provider is added to enhancing patient experience, improving population health, and 

reducing costs [26]. 

Psychiatrists and organized psychiatry, though, have been relatively silent about burn-

out. Yet, given the special knowledge of psychiatrists about the counter-intuitive processes 

involving burn-out, their leadership involvement is crucial, especially in the integrated 

medical systems that are emerging [27]. Interestingly enough, working in these integrated 

systems seems to reduce the burn-out rate. 

Among psychiatrists, though our burn-rate is relatively less compared to other 

specialties,, that does not seem to hold true for women psychiatrists. That discrepancy may 

need special attention by leadership at all levels. 

This is ethical love in all its dimensions. As the Franciscan priest, Richard Rohr, said: 

 

“You’ve got to love or you’ll never find your soul’s purpose. You’ll never find the 

deepest meaning of life itself” [28]. 

 

Whether one has religious beliefs or not, I don’t think there are many greater purposes, or 

deeper pleasures in life, than to use ethical love to overcome the difficult challenges and 

stigma surrounding those needing mental healthcare for conditions that threaten their very 

identity and ability to think. Do you?  
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The Literature Scan is our regular column that reviews recent literature of interest to 

leaders and administrators in behavioral health care systems. This column covers a period 

of approximately six months preceding this biannual issue. Papers are selected on such 

topics as administration, consumer satisfaction, and delivery of health care, education, 

efficacy, ethics, evidence-based practice, leadership, and management. The daily 

demands of administration and practice often leave little time for browsing journals. It’s 

our hope that this column may fill the gap. 

 

 

Aaron GA, Green AE, Trott E et al., The Role of System and Organizational 

Leadership in System-Wide Evidence-based Intervention Sustainment: A Mixed-

Method Study. Administration and Policy in Mental Health and Mental Health Services 

Research. 2016;43(6):991-1008. 

 

The authors of this report argue that, if evidence-based interventions (EBIs) are not 

sustained, investments are wasted and public health impact is limited. Leadership has been 

suggested as a key determinant of implementation and sustainment; however, little empirical 

work has examined this factor. This mixed-methods study using the Exploration, Preparation, 

Implementation, Sustainment (EPIS) conceptual framework examines leadership in both the 

outer service system context and inner organizational context in eleven system-wide 

implementations of the same EBI across two U.S. states and 87 counties. Quantitative data at 

the outer context (i.e., system) and inner context (i.e., team) levels demonstrated that 

leadership predicted future sustainment and differentiated between sites with full, partial, or 

no sustainment. In the outer context positive sustainment leadership was characterized as 

establishing a project’s mission and vision, early and continued planning for sustainment, 

realistic project plans, and having alternative strategies for project survival. Inner context 

frontline transformational leadership predicted sustainment while passive-avoidant leadership 

predicted non-sustainment. 

Qualitative results found that sustainment was associated with outer context leadership 

characterized by engagement in ongoing supportive EBI championing, marketing to 

stakeholders; persevering in these activities; taking action to institutionalize the EBI with 

funding, contracting, and system improvement plans; and fostering ongoing collaboration 

                                                        
 Thomas M. Penders, MS, MD, is an Affiliate Professor in the Department of Psychiatry and Behavioral Medicine 

at the Brody School of Medicine, East Carolina University. 



Thomas M. Penders 

 

56 

between stakeholders at state and county, and community stakeholder levels. For frontline 

leadership the most important activities included championing the EBI and providing 

practical support for service providers. There was both convergence and expansion that 

identified unique contributions of the quantitative and qualitative methods. Greater attention 

to leadership in both the outer system and inner organizational contexts is warranted to 

enhance EBI implementation and sustainment. 

 

Barnes SS, Badre N. Is the Evidence Strong Enough to Warrant Long-Term 

Antipsychotic Use in Compulsory Outpatient Treatment? Psychiatric Services. 

2016;64(7):784-86. 

 

Given the media attention paid to violent events involving individuals with mental 

disorders, many states are considering changes in commitment statutes that might assure 

involuntary treatment for outpatient care.  

Debate has surrounded assisted outpatient treatment and has primarily focused on issues 

of due process, cost-effectiveness, and efficacy as measured by readmission and incarceration 

rates. Less attention has been paid to whether long-term use of antipsychotic treatment is 

supported by sufficient evidence to warrant its compulsory use in assisted outpatient 

treatment programs. In this paper the authors examine the rationale and evidence for long-

term use of antipsychotics, noting the pervasive belief within the psychiatric community that 

psychotic illness, especially schizophrenia, requires lifelong medication. They argue that 

although antipsychotics are clearly indicated for patients in the acute phase of psychotic 

illness, the evidence for long-term use is less convincing and may not justify compulsory 

long-term use. 

 

Boswell JF, Constantino MJ, Krause DR et al., The Expanding Relevance of 

Routinely Collected Outcome Data for Mental Health Care Decision Making. 

Administration and Policy in Mental Health and Mental Health Services Research 

2016;43(4):482-91. 

 

Evidence has shown that routine outcome monitoring (ROM) and feedback using 

standardized measurement tools enhances the outcomes of individual patients. When outcome 

data from a large number of patients and clinicians are collected, patterns can be tracked and 

comparisons can be made at multiple levels. Variability in skills and outcomes among 

clinicians and service settings has been documented, and the relevance of ROM for decision-

making is rapidly expanding alongside the transforming health care landscape. In this article, 

the authors highlight several developing core implications of ROM for mental health care, 

and frame points of future work and discussion. Many clinicians have suggested using 

standardized session-to-session measures of patient progress to evaluate and improve 

treatment outcome by using data-driven feedback. In doing so, they launched a new area of 

research labeled patient-focused research. 

The significance of this paradigm shift cannot be understated. For instance, the prevailing 

model of communication and dissemination between researchers and practitioners had 

heretofore been largely unidirectional. The implicit role of the practitioner would be to read 

an article and promptly begin to apply group-level findings to their individual patients. 

Although still employed today, due to a variety of factors, this unidirectional dissemination 
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model has been largely ineffective. Patient-focused research moves the “lab” to routine 

practice settings, and emphasizes the integration of routine assessment and data-driven 

feedback to inform the treatment of this patient, as well as groups of patients in a clinician’s 

practice. This paradigm shift can empower individual clinicians and function as a bridge 

between the local clinical scientist and traditional academia. 

Several well-powered meta-analyses have provided strong empirical support for the 

integration of routine outcome monitoring (ROM) and feedback in psychological treatment. 

Owing to such evidence, ROM and feedback systems have ascended to a prominent role in 

mental health care policies, practice settings, and research agendas. Work in this area is also 

part and parcel of health care’s increasing emphasis on “quality measurement”. Patient-

focused research methods and the data collected through these methods are being integrated 

into broader systems of care. This underscores the usefulness of the term practice-oriented 

research to capture not only patient-focused research, but also similar data-driven methods  

for enhancing practice-research integration and practitioner-researcher collaboration,  

as well as mental health care decision-making. Precisely how this is accomplished,  

however, raises many important questions. For example, what types of measures yield  

the most valid and useful information? What are the potential consequences of not  

measuring progress and outcomes? How do outcomes fit into health care’s operationalization 

of “quality indicators”? What outcomes do patients value? How can we develop new 

treatments or employ existing ones in a way that leverages information about patients a 

nd providers that informs “best matches” and “precise decision making” for different  

people? Although these issues are extraordinarily complex, the aims of this article are (a)  

to highlight our perceptions of several developing core implications of ROM for mental 

health care delivery and decision making, and (b) to frame fundamental points of future  

work and discussion. 

Although the potential benefits of ROM are wide-ranging, arguably the most 

important is the ability to identify whether a current course of treatment for a given 

patient is at risk of being ineffective or harmful. Based on tens-of-thousands of individual 

cases, reliable estimates of deterioration and non-response rates in psychotherapy have 

been established. The estimated rate of deterioration is approximately 10% for adult 

patients; estimated rates of non-response (including in controlled trials) range between 30 

and 50%. 

Given these sobering statistics, it appears that ROM has become a necessary practice. 

Simply stated, ROM is an effective tool to help identify whether a given patient is at risk for a 

negative outcome or on track to experience benefit. If clinicians do not monitor outcomes, 

they would be unaware of many patients who fail to experience benefit from a given course of 

treatment. A lack of relevant, accurate information about a patient’s current status and/or 

prognosis impedes appropriate responsiveness. Furthermore, psychology is not only 

interested in understanding behavior, but also in its prediction. 

The uses of ROM and its implications for mental health care are rapidly expanding. 

Whether or not this movement benefits patients and providers will be dependent on active and 

open collaborations among stakeholder groups, including researchers who are interested in 

putting developing methods and programs to the empirical test. The authors conclude with a 

recommendation that we begin learning directly from routinely collected data from clinicians 

and systems of care that demonstrate consistently superior outcomes. 
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Cannon TD, Changhong Y, Addington J et al., An Individualized Risk Calculator 

for Research in Prodromal Psychosis. American Journal of Psychiatry 2016;173(10): 

980-88. 

 

Approximately 20%–35% of individuals 12–35 years old who meet criteria for a 

prodromal risk syndrome convert to psychosis within 2 years. However, this estimate ignores 

the fact that clinical high-risk cases vary considerably in risk. This is a report of an attempt to 

create a risk calculator, based on profiles of risk indicators that might have the potential to 

ascertain the probability of conversion to psychosis in individual patients. 

Study subjects included 596 clinical high-risk participants from the second phase of the 

North American Prodrome Longitudinal Study who were followed up to the time of 

conversion to psychosis or last contact (up to 2 years). The predictors examined were limited 

to those that are supported by previous studies and are readily obtainable in general clinical 

settings. Time-to-event regression was used to build a multivariate model predicting 

conversion, with internal validation using 1,000 bootstrap resamples. 

The 2-year probability of conversion to psychosis was 16%. Higher levels of unusual 

thought content and suspiciousness, greater decline in social functioning, lower verbal 

learning and memory performance, slower speed of processing, and younger age at baseline 

each contributed to individual risk for psychosis. Stressful life events, trauma, and family 

history of schizophrenia were not significant predictors. The multivariate model achieved a 

concordance index of 0.71 and, as reported in an article by Carrión et al., published 

concurrently with this one, was validated in an independent external data set. The results are 

instantiated in a web-based risk prediction tool envisioned to be most useful in research 

protocols involving the psychosis prodrome. 

The investigators conclude that a risk calculator comparable in accuracy to those for 

cardiovascular disease and cancer is available to predict individualized conversion risks in 

newly ascertained clinical high-risk cases. Given that the risk calculator can be validly 

applied only for patients who screen positive on the Structured Clinical Interview for 

Psychosis Risk Syndromes, which requires training to administer, its most immediate uses 

will be in research on psychosis risk factors and in research-driven clinical (prevention) trials. 

 

Dorsey ER, Topol EJ. The State of Telehealth. New England Journal of Medicine. 

2016; 375(2):154-61. 

 

The authors of this review of tele-health emphasize that it is evolving from clinics to the 

home. In this review, the authors summarize current trends, barriers and limitations, and the 

potential for tele-health to improve health care delivery. 

The first trend is the transformation of the application of tele-health from increasing 

access to health care to providing convenience and eventually reducing cost. The second is 

the expansion of tele-health from addressing acute conditions to also addressing episodic and 

chronic conditions. The third is the migration of tele-health from hospitals and satellite clinics 

to the home and mobile devices. 

From the perspective of patients, the fundamental aim of tele-health is to increase access 

to care, and as such, it has historically increased access to health care for conditions and 

populations for which care was otherwise not available. Among the early and enduring 

applications of tele-health have been programs to provide care to persons in the military, 
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prisons, and rural locations. In addition to increasing access, the Internet is enabling the 

convenient delivery of health care, as it has done for travel, retail, and finance. Numerous 

organizations, from academic health centers to startups, now offer low-cost virtual visits 

around the clock for the “most common, most irritating, most inconvenient” conditions. 

The review goes on to discuss legal and other barriers to the expansion of tele-health 

innovation including licensing, credentialing and liability issues. 

The paper concludes with a vision of the future likely to bring greater and more rapid 

technological advances, opportunities for academic health centers to expand their reach, and 

changes to the nature of medical care. The increasingly sophisticated sensors and growing 

number of peripheral assessments may enable smartphones to monitor a person’s health 

passively, facilitate diagnosis, and connect patients to clinicians when needed. The ability to 

exchange patient-generated real-world data, including data from sensors, laboratories, and 

imaging, with the doctor during or in advance of a tele-health visit may enhance the value of 

such interactions. However, with these capabilities will come heightened privacy concerns. 

Finally, the authors express concerns that, in addition, overreliance on technology to 

monitor health or an excessive use of unproven technology for profit, curiosity, or “idolatry” 

(worship of technology) may emerge. 

 

De Jong MH, Kamperman AM, Oorschot M et al., Interventions to Reduce 

Compulsory Psychiatric Admissions: A Systematic Review and Meta-analysis. JAMA 

Psychiatry. 2016;73(7):657-64. 

 

Compulsory admissions, defined as admissions against the will of the patient (according 

to local judicial procedures), have a strong effect on psychiatric patients. In several Western 

countries, the rate of such admissions is tending to rise. Its reduction is urgently needed. 

The investigators sought to establish which interventions effectively reduce compulsory 

admissions in adult psychiatric patients in outpatient settings. 

A systematic computerized literature search was performed using EMBASE, MEDLINE, 

Web of Science, PsycINFO, CINAHL, PubMed (not yet indexed for MEDLINE), Cochrane 

Central, and Google Scholar. Every database was searched from its inception until April 30, 

2015. 

Inclusion criteria were randomized clinical trials (RCTs) that studied any kind of 

intervention designed to reduce compulsory admission rates in adult psychiatric patients (age 

range, 18-65 years) in outpatient settings were eligible. Eligibility was independently assessed 

by 2 of us. 

Two of us independently extracted relevant data. The Cochrane Collaboration's tool was 

used for assessing risk of bias. Overall risk reduction (random-effects estimate) was 

calculated in the following 4 subgroups of interventions: advance statements, community 

treatment orders, compliance enhancement, and integrated treatment. 

Primary outcomes were relative risk (RR), calculated on the basis of the number of 

patients who had been compulsorily admitted. 

The meta-analyses included 13 RCTs comprising 2970 psychiatric patients. The meta-

analysis of the RCTs on advance statements showed a significant 23% (RR, 0.77; 95% CI, 

0.60-0.98; I2 = 2.2%) (n = 1102) risk reduction in compulsory admissions. In contrast, the 

RCTs on community treatment orders (RR, 0.95; 95% CI, 0.81-1.10; I2 = 0.0%) (n = 742), 

compliance enhancement (RR, 0.52; 95% CI, 0.11-2.37; I2 = 55.7%) (n = 250), and integrated 
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treatment (RR, 0.71; 95% CI, 0.49-1.02; I2 = 49.0%) (n = 876) showed no significant risk 

reduction in compulsory admissions. 

The meta-analysis of the RCTs on advance statements showed a statistically  

significant and clinically relevant 23% reduction in compulsory admissions in adult 

psychiatric patients, whereas the meta-analyses of the RCTs on community treatment  

orders, compliance enhancement, and integrated treatment showed no evidence of such  

a reduction. To date, only 13 RCTs have used compulsory admissions as their primary  

or secondary outcome measure. The authors conclude that there is a need for more research  

in this field. 

 

Fanucchi L, Lofwall MR. Putting Parity into Practice — Integrating Opioid-Use 

Disorder Treatment into the Hospital Setting. New England Journal of Medicine. 2016; 

375:811-813. 

 

After describing a experience of a patient with opioid use disorder (OUD)  

and endocarditis these authors note that U.S. hospitalizations for severe infections associated 

with illicit opioid use have doubled over the past decade and are often prolonged  

and resource-intensive. Once their condition has stabilized, most patients with such infections 

complete intravenous antibiotic therapy either at home with home health support or in a  

post-acute care facility. But patients with medically and psychosocially complex conditions, 

such as OUD, are often denied admission to skilled nursing facilities, and residential 

addiction-treatment programs are generally not equipped to manage coexisting medical 

illnesses. These constraints, coupled with concerns that such patients will continue to  

use injected opioids and will fail to adhere to an antibiotic regimen after discharge,  

mean that they often remain in the hospital for weeks while receiving intravenous  

antibiotics. This costly clinical choice is intended to be the safest option; however, without 

simultaneous treatment of OUD, the underlying cause of the infection, a host of other 

problems ensue. 

The authors assert that there is an urgent need to integrate evidence-based medication-

assisted treatment (MAT) for OUD — naltrexone, buprenorphine, or methadone therapy — 

into hospital care. MAT has been shown to reduce illicit opioid use and related morbidity and 

mortality. In addition, methadone and buprenorphine help in managing pain and withdrawal, 

which could reduce clinician–patient conflict, help engage patients in care, and reduce the 

number of discharges that occur against medical advice. Research has shown that 

buprenorphine treatment for OUD can be initiated successfully in acute care settings such as 

emergency departments and then continued on an outpatient basis. 

Since relapse rates without MAT (in detoxification or abstinence-only programs) exceed 

80%, it seems logical to initiate MAT during hospitalization — though doing so won’t be 

easy. The many barriers include the limited availability of outpatient buprenorphine providers 

and licensed methadone clinics, as well as difficulties with insurance coverage. Furthermore, 

stringent federal privacy regulations specific to the treatment of substance-use disorder, 

though intended to protect patients, effectively segregate such treatment from general medical 

care, thereby impeding the development of integrated care systems. 

Implementing evidence-based care for hospitalized patients with OUD may substantially 

improve outcomes and reduce costs. A reasonable first step is to ensure that all patients 

admitted to the hospital with an opioid overdose, or a medical illness with concomitant opioid 
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use, receive a comprehensive assessment for substance-use disorder. If there is a current 

diagnosis of OUD, these authors believe that informed consent and initiation of MAT for 

OUD should be a priority. 

 

Gathright M, Holmes KJ, De Angelo Gatlin M. An Innovative, Interdisciplinary, 

Model of Care for Inpatient Child Psychiatry: An Overview. Journal of Behavioral 

Health Services and Research.2016;23(4):648-60. 

 

There are profound effects of childhood psychiatric disorders on families and 

communities. Given that each year over half a million youth receive mental health services 

through inpatient psychiatric hospitals, focus on assessment and treatment strategies for this 

group is paramount. The purpose of this paper is to present an overview of an innovative, 

evidenced-based model of inpatient child psychiatric care that challenges commonly used 

traditional practices of inpatient child psychiatry. The highlighted model utilizes an 

interdisciplinary approach to clarify psychiatric diagnoses; create a comprehensive 

biopsychosocial formulation of the child and family; establish a rational medication regimen; 

provide individually tailored recommendations; and address the “revolving door” of repeated 

psychiatric hospitalizations. Descriptive analyses are presented that provide demographic, 

developmental, and psychiatric characteristics of the children admitted to the unit. The 

potential benefits of using this innovative model with developmentally and psychiatrically 

complex children are discussed. 

 

Huskamp HA, Inlehart JK. Mental Health and Substance-Use Reforms — 

Milestones Reached, Challenges Ahead. New England Journal of Medicine. 2016; 

375:688-695 

 

Legislation regarding mental health parity and other health policy reforms have i 

mproved access to treatment for mental health and substance-use disorders, but  

ongoing problems include a shortage of mental health specialists and lack of system-wide 

integration. 

The authors note that millions of Americans have symptoms associated with mental 

disorders each year, yet only a minority of such persons receive any treatment for those 

conditions. On the basis of the latest survey by the Substance Abuse and Mental Health 

Services Administration (SAMHSA), an estimated 45% of some 43.6 million adults with any 

mental illness in 2014 received mental health services during the previous year, with only 

69% of the approximately 9.8 million adults with a serious mental illness receiving services. 

Treatment rates for substance-use disorders (related to the use of alcohol, illicit drugs, or 

both) were even lower. Only 4.1 million Americans who were 12 years of age or older 

received treatment in 2014, whereas an estimated 22.5 million Americans in this age group 

had a substance-use disorder. 

The authors note that recent legislation has placed addressing the disparity on funding for 

mental health and substance abuse care in the forefront of societal concern. They note barriers 

to implementation of the provision of new legislation and provide a perspective on work yet 

to be accomplished to attain true parity. 
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Joy M, Clement T, Sisti D. The Ethics of Behavioral Health Information 

Technology. JAMA;2016;316(15):1539-40. 

 

A subpopulation of individuals with serious mental health conditions makes repeated  

and frequent visits to emergency departments and psychiatric crisis centers. These  

so-called super utilizers often have financial problems and present with chronic or untreated 

comorbid psychiatric and substance use disorders.1 These patients are often well known to 

clinical staff and are sometimes colloquially labeled “frequent flyers.” A pejorative branding, 

“frequent flyers” are often assumed to be problem patients. In psychiatric settings, these 

patients are sometimes said to be “borderlines,” “drug seekers,” “malingerers,” or “treatment 

resistant.” 

These patients can be identified in different ways. Some emergency departments maintain 

lists or files of patients with frequent visits. One electronic medical record system provides an 

airplane icon, which system administrators may elect to configure so that clinicians can 

identify a patient as a high utilizer. The icon appears near the patient’s name and various 

colors indicate strata of utilization. 

This iconography is ethically and clinically inappropriate for 2 interdependent reasons. 

First, the icon reinforces and encourages the use of disrespectful and stigmatizing 

terminology. Second, the icon may frame the initial clinical interaction in a way that  

inhibits good diagnostic judgment, potentially placing the patient at increased risk of a  

poor outcome. 

More broadly, the icon offers an example of how potentially harmful biases may be  

built into and reinforced by well-intentioned but ill-conceived information technologies,  

such as those deployed widely across all sectors of health care, and particularly in  

psychiatric treatment settings where clinical interactions are often more interpersonally 

sensitive. 

 

Karsoho H, Fishman JR, Wright DK et al., Suffering and medicalization at the end 

of life: The case of physician-assisted suicide. Social Science and Medicine. 2016; 

170:188-96. 

 

‘Suffering’ is a central theme for the right-to-die movement. In this article, the authors 

explore how proponents of physician-assisted dying (PAD) articulate suffering with the role 

of medicine at the end of life within the context of a decriminalization and legalization 

debate. Drawing upon empirical data from their study of Carter v. Canada, the landmark court 

case that decriminalized PAD in Canada in 2015, they conducted in-depth interviews with 42 

key participants of the case and collected over 4000 pages of legal documents generated by 

the case. In their analysis of the data, they attempt to show the different ways proponents 

construct relationships between suffering, mainstream curative medicine, palliative care, and 

assisted dying. Proponents see curative medicine as complicit in the production of suffering at 

the end of life; they lament a cultural context wherein life-prolongation is the moral 

imperative of physicians who are paternalistic and death-denying. Proponents further limit 

palliative care's ability to alleviate suffering at the end of life and even go so far as to claim 

that in some instances, palliative care produces suffering. Proponents' articulation of suffering 

with both mainstream medicine and palliative care might suggest an outright rejection of a 

place for medicine at the end of life. We further find, however, that proponents insist on the 
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involvement of physicians in assisted dying. Proponents emphasize how a request for  

PAD can set in motion an interactive therapeutic process that alleviates suffering at the  

end of life. We argue that the proponents’ articulation of suffering with the role of medicine 

at the end of life should be understood as a discourse through which one configuration of  

end-of-life care comes to be accepted and another rejected, a discourse that ultimately  

does not challenge, but makes productive use of the larger framework of the medicalization  

of dying. 

 

Kipping S, Stucky MI, Hernandez A et al., A Web-based Patient Portal for Mental 

Health Care Journal of Medical Internet Research. 2016;18(11):e294. 

 

Treatment for mental illness has shifted from focusing purely on treatment of symptoms 

to focusing on personal recovery. Patient activation is an important component of the 

recovery journey. Patient portals have shown promise to increase activation in primary and 

acute care settings, but the benefits to tertiary level mental health care remain unknown. 

Objective: To conduct a benefits evaluation of a Web-based portal for patients 

undergoing treatment for serious or persistent mental illness in order to examine the effects on 

(1) patient activation, (2) recovery, (3) productivity, and (4) administrative efficiencies. 

All registered inpatients and outpatients at a tertiary level mental health care facility were 

offered the opportunity to enroll and utilize the patient portal. Those who chose to use the 

portal and those who did not were designated as “users” and “nonusers,” respectively. All 

patients received usual treatment. Users had Web-based access to view parts of their 

electronic medical record, view upcoming appointments, and communicate with their health 

care provider. Users could attend portal training or support sessions led by either the 

engagement coordinator or peer support specialists. A subset of patients who created and 

utilized their portal account completed 2 Web-based surveys at baseline (just after enrollment; 

n = 91) and at follow-up (6 and 10 months; n = 65). The total score of the Mental Health 

Recovery Measure (MHRM) was a proxy for patient activation and the individual domains 

measured recovery. The System and Use Survey Tool (SUS) examined the use of functions 

and general feedback about the portal. Organizational efficiencies were evaluated by 

examining the odds of portal users and nonusers missing appointments (productivity) or 

requesting information from health information management (administrative efficiencies) in 

the year before (2014) and the year after (2015) portal implementation. 

A total of 461 patients (44.0% male, n = 203) registered for the portal, which was used 

4761 times over the 1-year follow-up period. The majority of uses (95.34%, 4539/4761) were 

for e-views. The overall MHRM score increased from 70.4 (SD 23.6) at baseline to 81.7 (SD 

25.1) at combined follow-up (P = .01). Of the 8 recovery domains, 7 were increased at 

follow-up (all P < .05). The odds of a portal user attending an appointment were 67% (CI 

56%-79%) greater than that of nonusers over the follow-up period. Compared with 2014, over 

2015 there was an 86% and 57% decrease in requests for information in users and nonusers, 

respectively. The SUS revealed that users felt an increased sense of autonomy and found the 

portal to be user-friendly, helpful, and efficient but felt that more information should be 

accessible. 

These investigators concluded that the benefits evaluation suggested that access to 

personal health records via patient portals might improve patient activation, recovery scores, 

and organizational efficiencies in a tertiary level mental health care facility. 



Thomas M. Penders 

 

64 

Kontos N, Freudenreich O, Querques J. “Poor Insight”: A Capacity Perspective on 

Treatment Refusal in Serious Mental Illness. Psychiatric Services. 2016;67(11):1254-56. 

 

For several decades, a protection standard has prevailed in determining the conditions 

under which a mental health provider, in concert with state authority, might intrude upon the 

civil rights of a person with serious mental illness. This approach contrasts with a treatment 

standard that guides consideration and assessment of incapacity in all other branches of 

medicine. This Open Forum examines the rationale, goals, and limits associated with 

involuntary intervention in serious mental illness compared with the rest of medicine. The 

authors believe that reviving a treatment standard that focuses on capacity among persons 

with serious mental illness would help build bridges between psychiatry and general 

medicine, between patients and providers, and between illness and recovery. 

 

Montross C. Hard Time or Hospital Treatment? Mental Illness and the Criminal 

Justice System. New England Journal of Medicine. 2016; 375:1407-09. 

 

It is now well understood that the closing of state hospitals in the 1970s and 1980s led to 

the containment of mentally ill people in correctional facilities. Today our jails and state 

prisons contain an estimated 356,000 inmates with serious mental illness, while only about 

35,000 people with serious mental illness are being treated in state hospitals — stark evidence 

of the decimation of the public mental health system. 

When a mentally ill person comes into contact with the criminal justice system, the 

decision about whether that person belongs in jail or in the hospital is rarely a clinical one. 

Instead, it is made by the gatekeepers of the legal system: police officers, prosecutors, and 

judges. The poor, members of minority groups, and people with a history of law-enforcement 

involvement are shuttled into the correctional system in disproportionate numbers; they are 

more likely to be arrested and less likely than their more privileged counterparts to be 

adequately treated for their psychiatric illnesses. 

The dearth of psychiatric beds also contributes to this trajectory: mentally ill patients who 

spend days in emergency departments (EDs) awaiting therapeutic placement may become too 

agitated and aggressive to remain there. If no psychiatric beds are available, ED staff may see 

jail as the only secure option. 

 

Murthy VH. Ending the Opioid Epidemic — A Call to Action. New England 

Journal of Medicine 2016; 375:2413-15. 

 

This message from the Surgeon-General notes important role played by the Federal 

Government in addressing the opioid epidemic. The Department of Health and Human 

Services has invested millions of dollars in treatment programs, access to naloxone, and 

prescription-drug monitoring programs, and the Centers for Disease Control and Prevention 

has developed opioid prescriber guidelines. Going forward, it will be essential for Congress to 

adequately fund efforts in this area. It will also be necessary to continue efforts to expand 

insurance coverage, which is essential for obtaining access to prevention and treatment 

services. Although 20 million people have secured health care coverage through the 

Affordable Care Act, there are still millions more who need it, particularly in states that have 

yet to expand Medicaid. 
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Dr. Murthy suggests that government alone cannot solve the opioid epidemic. It will 

require the engagement and leadership of all segments of society, particularly clinicians. As 

clinicians, we have a unique responsibility to address this epidemic. We can sharpen our 

prescribing practices and use prescription-drug monitoring programs to reduce the risk of 

opioid misuse and overdose. All can ensure that the recognition and treatment of opioid-use 

disorder is a universal aspect of training and part of every clinician’s toolbox. Each one of us 

can use our voices to call for a more effective approach to opioid-use disorder in our health 

care institutions, in our communities, and in our government. And perhaps most important, 

we can use our position as leaders in society to help change how our country sees addiction 

— not as a personal failing but as a chronic disease of the brain that requires compassion and 

care. Eradicating the bias against addiction that too many people — including some clinicians 

— still harbor will be essential to creating an environment where people feel comfortable 

coming forward and asking for help. 

Our ability to address the opioid epidemic will also depend on our willingness as a 

society to be clear-eyed about what is working and where gaps still exist. For example, as we 

urge clinicians to consider non-opioid pain treatment alternatives in their practice, we must 

also acknowledge that more needs to be done to make these alternatives affordable. The 

pharmaceutical industry, payers, academia, and government will have to work together to 

develop additional safe alternatives to opioids and to ensure that they are accessible to 

patients. 

 

Olfson M, Wall M, Wang S. Short-term Suicide Risk After Hospital Discharge. 

JAMA Psychiatry. 2016;73(11):1119-26. 

 

Although psychiatric inpatients are recognized to be at increased risk for suicide 

immediately after hospital discharge, little is known about the extent to which their short-term 

suicide risk varies across groups with major psychiatric disorders. 

These researches sought to describe the risk for suicide during the 90 days after hospital 

discharge for adults with first-listed diagnoses of depressive disorder, bipolar disorder, 

schizophrenia, substance use disorder, and other mental disorders in relation to inpatients with 

diagnoses of non-mental disorders and the general population. 

The study population consisted of a national retrospective longitudinal cohort included 

inpatients aged 18 to 64 years in the Medicaid program who were discharged with a first-

listed diagnosis of a mental disorder (depressive disorder, bipolar disorder, schizophrenia, 

substance use disorder, and other mental disorder) and a 10% random sample of inpatients 

with diagnoses of non-mental disorders. The cohort included 770 643 adults in the mental 

disorder cohort, 1 090 551 adults in the nonmental disorder cohort, and 370 deaths from 

suicide from January 1, 2001, to December 31, 2007. Data were analyzed from March 5, 

2015, to June 6, 2016. 

Main Outcomes and Measures include suicide rates per 100 000 person-years were 

determined for each study group during the 90 days after hospital discharge and the 

demographically matched US general population. Adjusted hazard ratios (ARHs) of short-

term suicide after hospital discharge were also estimated by Cox proportional hazards 

regression models. Information on suicide as a cause of death was obtained from the National 

Death Index. 
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Reported outcomes in the overall population of 1 861 194 adults (27% men; 73% women; 

mean [SD] age, 35.4 [13.1] years), suicide rates for the cohorts with depressive disorder 

(235.1 per 100 000 person-years), bipolar disorder (216.0 per 100 000 person-years), 

schizophrenia (168.3 per 100 000 person-years), substance use disorder (116.5 per 100 000 

person-years), and other mental disorders (160.4 per 100 000 person-years) were substantially 

higher than corresponding rates for the cohort with non-mental disorders (11.6 per 100 000 

person-years) or the US general population (14.2 per 100 000 person-years). Among the 

cohort with mental disorders, AHRs of suicide were associated with inpatient diagnosis of 

depressive disorder (AHR, 2.0; 95% CI, 1.4-2.8; reference cohort, substance use disorder), an 

outpatient diagnosis of schizophrenia (AHR, 1.6; 95% CI, 1.1-2.2), an outpatient diagnosis of 

bipolar disorder (AHR, 1.6; 95% CI, 1.2-2.1), and an absence of any outpatient health care in 

the 6 months preceding hospital admission (AHR, 1.7; 95% CI, 1.2-2.5).The authors 

concluded that, following psychiatric hospital discharge, adults with complex 

psychopathologic disorders with prominent depressive features, especially patients who are 

not tied into a system of health care, appear to have a particularly high short-term risk for 

suicide. 

 

West JC, Clarke DE, Duffy FF et al., Are Psychiatrists Ready for Health Care 

Reform? Findings from the Study of Psychiatric Practice under Health Care Reform. 

Psychiatric Services.2016;67(12):1292-99. 

 

This study sought to describe the extent to which psychiatrists, prior to insurance 

expansions under the Affordable Care Act (ACA), reported currently participating or being 

likely to participate in integrated services delivery models, to assume new roles, to accept 

new reimbursement structures, and to use electronic health records (EHRs). A cross-sectional 

probability survey of U.S. psychiatrists was conducted from September to December 2013.  

In total, 2,800 psychiatrists were randomly selected from the AMA Physician Master  

file, and 45% responded. Of these, 93% (N = 1,099) reported treating patients, forming  

the sample. 

The authors found that overall, 29% reported practicing in new ACA or integrated 

models, and 64% reported assuming at least one new role. Forty-two percent  

reported currently receiving a salary; other capitated and risk-based reimbursement was  

rarely used. Half (53%) reported current use of EHRs for clinical functions not limited  

to billing or practice management; only 21% reported participating in the Medicare  

or Medicaid EHR Incentive Program. Those who reported currently practicing or being  

very likely to practice in primary care or integrated treatment settings, to assume at least  

one ACA role, to receive a salary, or to use an EHR were younger and more  

racially-ethnically diverse and more likely to see Medicaid and public outpatient clinic 

patients 

The authors conclude that, although substantial proportions of psychiatrists reported 

current practice in ACA services delivery models and ACA roles, there remain opportunities 

for workforce development, training, and technical assistance to strengthen participation in 

these activities. The findings also underscore the need to prepare psychiatrists for merit-based 

payment reforms and use of EHRs. 
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A winter hello to all the members of the American Association of Psychiatric 

Administrators as well as our resident and medical school members. We are fast approaching 

our annual American Psychiatric Association’s annual meeting in San Diego (May 20-24) 

which will be a busy time for the AAPA.  

One of our beloved members and current APA Assembly representative, Barry Herman, 

MD, MMM will be receiving the 2017 Administrative Psychiatry Award on Monday, May 22 

at 10-11:30 a.m. in room 33C of the San Diego Convention Center. We hope as many as 

possible of our membership will be able to attend Barry’s lecture as his breadth of experience 

and wit should make this event one of the highlights of the convention.  

We will also tentatively hold our AAPA annual Executive Council meeting the same day 

between 2-5:00 p.m. All are invited for your input and involvement in the future direction of 

the organization. Several of our members will be hosting symposia and lectures that are still 

being scheduled, and we hope to get this information out to you as soon as they are finalized. 

We will also choose the winning resident paper and announce the recipient of the 2017 

winner of our annual competition for the administrative psychiatry paper award. The selected 

paper will be published in our Journal of Psychiatric Administration and Management, very 

ably edited by Sy Saeed, MD, our longstanding Editor-in-Chief.  

We plan on finalizing the details for an informal get-together at a nearby Gaslamp 

Village restaurant for networking purposes. We had over 50 attendees at our IPS get-together 

in Washington, DC last October, and hope to exceed that number in San Diego.  

This is an exciting time for psychiatry and it is incumbent that psychiatric leaders and 

administrators take their roles seriously in creating organizations and practices that connect 

with the social challenges of our patient populations. How the evolution of the ACA will 
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materialize, and the parity component for psychiatric and substance abuse reimbursement will 

be affected will certainly be of interest to all clinicians working to provide affordable and 

cutting-edge care to those individuals especially in the public sector that need our oversight 

with compassionate care. 

The delivering of both expert pharmacological care as well as psychotherapeutic services 

will continue to be a challenge as our reimbursement continues to be inadequate in the long-

term picture of patient care. Clinician performance is also becoming a topic that will evolve 

over time with quality standards being imposed for performance measures that will need to be 

carefully used as metrics for success in the desire for our patients to embrace the highest 

quality of lifestyle possible.  

Psychiatry cannot function as a silo. We must increase our efforts to integrate our 

specialty with primary care providers to address the needs of the whole patient. The stigma of 

being in psychiatric treatment continues to soften yet still prevents many from seeking care 

when an integrated team approach usually is more successful. With the potential for 

psychiatric and non-psychotropic drug-drug interactions occurring, it remains critical that 

close communication between providers ensures the safety of our patients. Performance-

based outcomes will only improve when integration of medical care is comprehensive and 

seamless.  

I look forward to seeing you all in San Diego, hearing about your ideas and input to 

advance our organization. I encourage your active participation in the AAPA. 
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