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President’s Column

Real Mental Health Access to
Anyone, Anywhere, Anytime...

ljeoma ljeaku, M.D.

| was working late one evening January 2019 when | heard sobbing sounds coming from the
reception area in my clinic. | had assumed that | was alone in the office with just the security
outside, but | found one of my office assistants choking up in her tears. It took me several min-
utes to get her to share why she was overwhelmed by so much grief at the end of her work-
day. She shared that just a few days before Christmas she had found her father, a known
schizophrenic who lives alone about few minutes away from her, acting in a very erratic man-
ner during her visit. He refused to reason with her, take his medications, or get in her car to go
for an emergent visit for mental health services. As an American living in the developed world with access to
emergency services, she placed a 911 call for help. Her father was dead within the hour, killed by bullets dumped
into him by the police officer sent her way in response to her call for help while she watched helplessly. She
shared that not only was she dealing with the loss of her father under such traumatic circumstances, but she was
also dealing with the guilt of her involvement in his death as well as judgement from her family for her role in her
father’s death.

According to the 911.gov website, the establishment of the 911 program was undertaken following a landmark
publication in 1966 by the National Academy of Sciences titled ‘Accidental Death and Disability: The Neglected
Disease of Modern Society’. The report had highlighted the epidemic of accidental death and injury in the US
and explored the ‘feasibility of designating a single, nationwide, telephone number to summon an ambulance.’
By 1968, the first 911 call was made, and the 911 system was subsequently established to replace the need for
individuals to dial local 10-digit phone numbers when calling for help. Indeed, it appears that the system has
achieved the original goal for which it was established and much more. However just like with other systems in
society, the 911 system has expanded beyond the scope for which it was created, and it now serves every
emergency. And as with other systems which are being stretched thin, we start having issues and poor
outcomes...

In the current 911 response system to emergency, the police respond to emergency calls of every nature. Ac-
cording to the Institute for Criminal Justice Training Reform, a non-profit research and advocacy organization ded-
icated to making the streets safer by increasing, improving, and regulating training for US police, law enforcement
and criminal justice employees, police officers across the country receive less than 6 months of basic training.
Out of 80 countries analyzed by this organization, only Iraq and Afghanistan have lower police training require-
ments than the US. According to a report from LA Times from July 2020, ‘Of the nearly 18 million calls logged
by the LAPD since 2010, about 1.4 million of them, or less than 8%, were reports of violent crimes...” Another
important comment in the same article states ‘Although armed with weapons and the unique authority to use
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force, cops often are sent to resolve problems that should not require their coercive powers. Family fights,
episodes of mental illness, complaints of loud parties, and dogs running loose are all part of the job.’

A psychiatric evaluation is incomplete without adequate safety assessment and safety planning as needed. When
we encounter a patient with potential safety issues, we review a safety plan with the patient and their family that
ultimately includes planning for a possible call for help. As a physician who took the Hippocratic Oath to first do
no harm, | like to think that my plans are airtight and will not harm my patient. Therefore, | bear some of the bur-
den when my safety plans fail to keep my patient safe. | take some of the blame when my patient (or family)’s cry
for help goes awry and we have a fatal outcome...

The Federal Communications Commission (FCC) has adopted 988 as a new 3-digit number to be used nationwide
to reach the National Suicide Prevention and Mental Health Crisis Lifeline, starting July 16, 2022. The idea would
be to grant access to anyone anywhere anytime to much needed emergent care in the middle of a mental
health crisis. California’s Miles Hall Lifeline Act AB 988 was introduced by Assemblywoman Rebecca Bauer-
Kahan in February 2021 calling for a new three-digit phone line, 9-8-8, for suicide prevention and immediate, lo-
calized emergency response for individuals in mental health crisis by trained mental health professionals. The
intent is great, but the devil is in the details. As various stakeholders analyze, reimagine, and amend that bill, its
parts continue to change. If AB 988 is carefully and comprehensively crafted, it might be the game changer for
California’s mental health crisis. And if we throw in the fact that California is making history with its $100 billion
surplus. | believe that real sweeping reform is possible and would include well trained call dispatchers, timely
mental health crisis response by unarmed community members who are adequately trained in crisis management
and who will continue ongoing mandatory up to date training, adequately staffed acute crisis centers where
emergent mental health services are administered and expansion of the inpatient psychiatric services to allow for
inpatient care if needed. California must ensure that any citizen within the state has real access to emergent
mental health care not just those individuals who live within zip codes that can afford to pay for the service as is
being suggested by some. All Californians and visitors should have real access to a comprehensive 9-8-8 system
when a mental health crisis arises to ensure an outcome that is aligned with the safety plans, we Psychiatrists
make with our patients and families.

PS:

Have you considered joining an SCPS committee (check out current committees through our
website https://www.socalpsych.org/)? You can join a committee by reaching out to our most devoted executive
director Mindi Thelen @ socalpsychiatric@gmail.com or you can contribute your ideas so that SCPS continues
to grow and serve all of us.


https://na01.safelinks.protection.outlook.com/?url=https%3A%2F%2Furldefense.com%2Fv3%2F__https%3A%2Fna01.safelinks.protection.outlook.com%2F%3Furl%3Dhttps*3A*2F*2Fwww.socalpsych.org*2F%26data%3D04*7C01*7C*7C2495e6d165194ed937c208d90ba185be*7C84df9e7fe9f640afb435aaaaaaaaaaaa*7C1*7C0*7C637553610630816022*7CUnknown*7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0*3D*7C1000%26sdata%3Dp56Xn*2BHaEA*2Bd3OKIG8P4X83fOUVbt*2FTV1htn9d2aWAw*3D%26reserved%3D0__%3BJSUlJSUlJSUlJSUlJSUlJSUlJQ!!GjtrDhXWud84!1dRA6lIpY4bvwMqsMKxW1f13_kq236JSnpwXl0HlO39SlQPI97ykl-Cj_Qrq%24&data=04%7C01%7C%7C0154ef7fd05f4234fde908d90be3e16e%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C637553895639756603%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=ROMqKpDLEfNuSE88h3YHlnNIHWrGCtqBYlUgpRIrK04%3D&reserved=0
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This is Us:

Physician Suicide and Burnout Edition

By Newsletter Editor
Matthew Goldenberg D.O.

As many of you know, much of my professional career has been dedicated to evaluating and treating safety sen-
sitive workers, including pilots and healthcare providers with suspected and diagnosed mental health and/or sub-
stance abuse diagnoses. Caring for a colleague is both a challenge and motivating.

It is a challenge because healthcare providers often make for difficult patients, it is true. However, more impor-
tantly fear makes it difficult for healthcare providers to come forward and get the help they need. Fear of losing
their license, their hospital privileges, their malpractice coverage, their colleagues respect, their livelihood and the
list goes on. | do believe this is a major reason why a healthcare provider often delays getting the help that they
need and presents with more advanced addiction and mental health symptoms than the general population. It
may be partially to blame for the high rates of burnout and suicide that you will read about in this month’s newslet-
ter.

Working with healthcare providers is motivating because you are helping not only the physician, pharmacist, den-
tist, nurse etc. that you are treating but you are helping the thousands of patients that they may be able to help
themselves if you can help them to stabilize and return safely to their medical practice. The military believes that
a unit is only as strong as its weakest link. It is gratifying to help strengthen the hospital systems, medical prac-
tices and communities that these healthcare providers in recovery will return to.

Through my clinical experiences and from the research | have engaged in, over the past few years, | have writ-
ten articles for this newsletter related to Physician Health, including articles on Healthcare Provider Suicide and
Burnout. | always enjoy writing articles and giving talks on these topics, primarily because it is a nice reprieve from
talking about our patients, to take the time to talk about us, the care providers.

That is what this newsletter is about, this is us.
| want to thank this month’s Guest Editor, Kavita Khajuria, MD., who has helped shape this very robust and high-
quality contribution to our field. Dr. Khajuria has been an ongoing contributor to the newsletter and was recently

awarded an appreciation award by SCPS, in part for these significant efforts.

Please also join me in thanking all of the contributors this month and Mindi Thelen our dedicated Executive Di-
rector for putting this all together!

Continue to stay safe,

Matthew Goldenberg D.O.
SCPS Newsletter Editor
Treasurer (2020 — 2022)



Physician Suicide and Burnout Edition: Letter from the Guest Editor

Kavita Khajuria, M.D.

On behalf of the Southern California Psychiatric Society, I'd like welcome all the readers to this
Issue themed “Physician Suicide and Burnout”.

A couple of years ago | received books from the APA for reviews - one was ‘Physician Suicide’.
| refrained from reading it - and it sat on my bookshelf for a long time. Perhaps the hesitation
stemmed from resistance to a topic that was perceived to be dark or tragic. | eventually came
around and contemplated on this topic and its associations. The first thing | did was recollect
memories:

| was a first year resident in Michigan, and had recently moved into the residency apartment building on the hos-
pital grounds - which would be my home for the next couple of years. One day after work, | returned to the apart-
ment building. | entered the lobby and after a few seconds, the elevator door opened, and | stepped in. | pressed
my floor button, but before the doors could close, a flustered bellman thrust himself into the elevator. He was per-
spiring, tense and appeared visibly flustered. After a brief greeting, all | could gather was that an emergency had
occurred, and he was in a hurry to get to the top floor. | disembarked on my floor, and proceeded to my apart-
ment. | then did what | usually did after a days work - drink a glass of water and stand and relax on the balcony
for a few minutes to decompress. After gazing out at the city view, | peered over the patio rail. The sight from below
confused and stunned me. The limp body of a young man lay flat on the sidewalk, directly below my line of view,
in a small pool of blood. He wore a lab coat. He was dead.

| came to learn that he was a first year Internal Medicine Resident from the Middle East. He had jumped off his
balcony a few minutes before | stepped onto mine. Nobody knew the reason for his suicide, or perhaps they
would not choose to divulge this. | was stunned at the visual memory and thought about this for some time. | won-
dered what he had gone through that was so terrible that he would take his precious life, especially after all the
extra hurdles a foreign medical graduate needs to overcome to start a U.S residency program at a respected med-
ical establishment. And what was it like for the family to receive the death notification phone call from the Pro-
gram Director? | shuddered at the thought. | wondered about his parents and family. It seemed unspeakably
tragic. | recall speaking to the chief resident about it at some point thereafter - but only because he was a friend.
He came back the next day indicating the Program Director expressed that she was open to any of us coming in
to discuss this matter with her. | never did. That was 20 years ago.

Fast forward a few months. | then came to hear of another suicide. My classmate from medical school commit-
ted suicide within a year of graduation. An honors graduate. There were no details except reference to ‘personal’
problems. Once again, | was shocked and wondered - what happened? What could compel this after all the sweat
and toil of medical school? What was so awful and unbearable that a young doctor would take her life? What pre-
vented access to support? Or would that have made a difference? And how did she compartmentalize so well?
These incidents seemed devastating and have always caused me to wonder about the untold lives and experi-
ences of physicians.

When submitting the book review on Physician Suicide, | was invited to be the Guest Editor for the June Issue.
At the time, no one else knew of the experiences | described above, but | share them for many reasons. It has
always baffled me that psychiatric professional energy is spent on taking care of others, but I've often wondered
about the doctors themselves, including their conflicts and challenges. And much has been written or discussed
about Physician Suicide, Burnout and Wellbeing over the past few years, but how much do we really know about
the lives of physicians and their reasons for suicide, including supports (or lack thereof) or impediments to re-
silience? And where are we now?

The Annual APA Conference last month conducted a number of sessions related to these topics. ‘The Suicidal
Physician’ was presented by a physician who survived suicide and the physician widow of one who did not. Per-
sonal anguish, non-disclosure, shame and denial - these were common themes, regardless of marital status.



6

‘Navigating Potential Pitfalls’ was another presentation hosted by a panel of forensic psychiatrists, who shared
individual stories about personal and professional dilemmas, including health consequences and their efforts and
struggles to overcome these challenges. The session on ‘Physician Wellbeing’ provided considerable informa-
tion about the UC-Davis Clinician Health and Wellbeing Training Program — the impact of a patient’s suicide on
a psychiatrist was noted to be something relatively unaddressed in psychiatry. Attendees were reminded that
physicians are resilient people - they need to take up prior activities and look at what helped their resiliency in
the past.

This issue contains a variety of thoughtful contributions, including articles that outline the scope of the problem,
contributory factors, actions for suicide risk reduction and advice for medical educators and individual health pro-
fessionals. Thoughtful and candid reflections are shared from a psychiatrist with 30 years of experience as the
Chair of a Well-Being Committee. Information and advice on Medical Student Burnout and Wellbeing are shared
from a Professor in the U.K. Forensic psychiatry perspectives call attention to the increased risk to those involved
in criminal work. Other experts emphasize the crucial need for self-care and focus on family, given the toll of
COVID on the public, especially healthcare workers. Contemplative and compassionate reflections are shared
by a Pastor. Challenges and secondary effects of the pandemic on the LGTBQ community are shared, including
the strain on identity. The Founder of the Physician Support Line shares consequences from the medical culture
that propelled this entity into action — and lessons learned. A thought-provoking poem may compel us to reflect
on this theme from other perspectives. And last, but not least - The President-Elect of APA shares timely reflec-
tions on bioethical dilemmas of life and death, further complicated by the pandemic.

I'd like to express my sincere thanks to all the contributors for their thoughtful articles, time and energy.
Wishing each and every one of you good health, peace and happiness,
With Best Wishes,

Kavita

Kavita Khajuria, MD is a forensic psychiatrist at Twin Towers Correctional Facility, Los Angeles; a Forensic Evaluator for Physicians for
Human Rights Organization, an Educator with the Psychology Internship Didactic Correctional Program, and the Book Review Editor for

Serotonin Poetry Journal on Mental lliness and Suicide Prevention.

Message from your colleague: John Raiss, M.D.

Medical Associations Claim $15 Check Scheme Is A Trap For Physicians — Dr. John Raiss has alerted SCPS
members to a possible trap for unwary physicians which the California Medical Association
(https://www.cmadocs.org/newsroom/news/view/Articleld/49240/CMA-demands-TRPN-immediately-
cease-illegal-15-check-scheme) calls “illegal” and “a deceptive business practice.” According to CMA, a
company called TRPN DirectPay sends a physician a $15 check which may be mistaken for a payment for
services. If the physician endorses the check for payment, TRPN DirectPay may, in the words of CMA, con-
tend the physician “has signed a unilateral provider participation contract of adhesion for consideration of
a one-time $15 ‘license fee.”” CMA states that the purported contract “includes onerous and burden-
some terms.'



https://www.cmadocs.org/newsroom/news/view/ArticleId/49240/CMA-demands-TRPN-immediately-cease-illegal-15-check-scheme
https://www.cmadocs.org/newsroom/news/view/ArticleId/49240/CMA-demands-TRPN-immediately-cease-illegal-15-check-scheme

Physician Suicide and Burnout

By: Rahn Kennedy Bailey M.D., ACP, DFAPA
Timilehin Oluseye M.D.

Each year more than 400 physicians take their lives likely related to increasing
depression and burnout. Burnout is a psychological syndrome featuring emo-
tional exhaustion, depersonalization, and a reduced sense of personal accom-
plishment. It is a disturbingly and increasingly prevalent phenomenon in
healthcare as a whole (1).

As self-care based solutions have proven unsuccessful more system-based

- causes beyond the control of the individual physicians have been identified.
These include limitations of the electronic health record, long work hours and substantial educational debt, all in a cul-
ture of “no mistakes allowed.” Blame and isolation in the face of medical errors and poor outcomes may lead to physi-
cian emotional injury, the so-called “second victim” syndrome which is a contributor to burnout and a consequence of
it as well. In addition, other factors such as risks of litigation, chronic fatigue of circadian rhythm disruption have been
identified (2).

Stressors and health risks in the medical profession are well documented but seldom openly discussed. Very often, a
“conspiracy of silence” about these stressors exist and this conspiracy is allowed to continue because of denial and
defensiveness. The most important stressors in the medical system result from the treatment and care for patients. Oth-
ers include team conflicts, insecurity, lack of autonomy, large workload and increasing criticisms, expectations and
demands from the public. In addition, female doctors suffer from the role-strain between job stressors and family re-
sponsibilities. Signs of these double-stressors can already be seen early in the medical course and mark the whole ca-
reer of female doctors. We must keep in mind that despite being “gods in white,” a medical degree does not infer
immunity to mental illness, drug addiction, alcoholism, or other self-destructive behaviours (2).

The society is shocked when a physician commits suicide. It is estimated that 400 physicians in the U.S. die by sui-
cide each year. Compared to the general population, the overall mortality rate of doctors decreased during the last
decade, but is still worse than that of other professionals of comparable education (1). In particular, the suicide rates
are high for males (2-3 times) that of the general population and for females as much as (5-6 times). This is due to a
high proportion of psychiatric diseases, particularly addiction and depression (1).

In conclusion, Burnout doesn’t directly cause suicide but can develop into depression and then lead to suicide (3). The
burnout rate for practicing physicians in the United States was already high before the COVID-19 pandemic which has
exacerbated the factors underlying burnout by increasing isolation, workload and uncertainty as well as a potential
clash of organizational decisions with personal safety. Achieving effective strategies to combat burnout and protect-
ing physicians and health care workers from depression and suicide should be a priority for all systems (4). Early de-
tection and referral to treatment as well as de-stigmatization of treatment are crucial (4).

Additionally, expanding the conversation about the role of structural and organizational changes in promoting well-
ness is essential. Effective and consistent leadership can help tremendously when combined with individual efforts to-
ward work-life balance (3).
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Honor and Grief: The American Family is Essential to our
Recovery from COVID-19

By: Richard F. Mollica, M.D.
Laurie Charles, Ph.D.

Families across America have been devastated by the COVID-19 pandemic
(1). Inthe U.S., where we are both based, one in three persons have lost a
loved one. Virus deaths have hit the elderly especially hard: 80% of those
who died in the U.S. were 65 years of age or older (2). In some states, in-
cluding Idaho (94%), New Hampshire (92%), and Massachusetts and Rhode
Island (90%), the percentages are even higher (3). Health disparities re-
search reveals that many were persons of color. The loss of grandparents
and other close family members is painful and overwhelming. This grief is
complicated by the reality that many families could not be with their family members while they were sick and
dying. For public health reasons, funeral arrangements did not allow traditional ceremonies to grieve the loss (4).

The family is the most significant social group in every society. Families speak to the legacy of history and to the
hopes for future; they are the first and foremost natural group for all of us, wherever we are on the globe. Although
the values associated with it are often up for political debate, in our work as public health clinicians, “family” is
not simply an ideal or an abstraction. Research clearly shows how critical family relationships are to promoting
and maintaining resilience (5). Yet in typical health care in one of the wealthiest countries on earth, attention to
“family” is given a polite nod, without the health care infrastructure to back it up. Sensitivity to family systems, in
which we are all embedded, adds value to health outcomes. These outcomes have ripple effects on the com-
munity and society as a whole. The COVID-19 pandemic has shined a light on many issues that had previously
been sidelined in modern medical practice. A response to this public health emergency must be family-focused.
Families must emerge as a centerpiece of medical and mental health care (6).

A major additional area of concern is the impact of the pandemic on health care workers and their family mem-
bers (7,8). The CDC estimates that hundreds of thousands of health workers were infected by the virus. A re-
cent study based on CDC data revealed that more than 3,600 U.S. health workers died during the first year of
the pandemic, including doctors, nurses, support staff, and nursing home employees (9). Again, health workers
of color were disproportionately affected (10). Infection, death, long hours of caring for extremely sick patients,
isolation from family members, and fears of infecting family have led to increased rates of burnout. It is the fam-
ilies of the health workers that pay the highest price for this burnout.

The impact of the COVID-19 pandemic on our American families, including the families of health care workers,
must be urgently addressed with robust action. We strongly recommend four levels of family support be imple-
mented as soon as possible.

First, we propose that a national day of mourning take place each year to honor those who have died from the
COVID-19 pandemic. Families need a collective date to memorialize their loved ones, a time of grieving and re-
membrance across all levels of our society. In Massachusetts, for example, March 10, 2020 was the date a state
of emergency was called. WHO did so on March 11.

Second, families need useful information from public health officials on how the pandemic has changed the fam-
ily unit. This would include health and mental health resources on dealing with grief, coping with loved ones
dying alone, and the cumulative impact over time of the loss of grandparents on relatives and grandchildren.

Third, health care institutions need to actively reach out to their staff in order to guarantee the safety and secu-
rity of their families, and provide counseling and financial resources if necessary.

Fourth, President Biden in his new American Families Plan can address these issues by offering a national ini-
tiative to train America’s primary health care providers in grief counseling that addresses family systems. Every



primary care patient, including health care workers, needs to be asked:
Did you lose a loved one from COVID-19?
If so, how is this affecting you and your family?
What physical and emotional support do you need in order to cope with this loss?

Health care workers and their families are not immune to the impact of COVID-19. In fact, in their intense devo-
tion to the COVID patients, health care workers may be hardening their basic resilience style: “The patient comes
first” and “Never show weakness.” (11). A confidential chat with their trusted primary care practitioner may be
therapeutic for them as well as their families.

This simple screen can lead to the offer of culturally effective counseling and psychosocial support, case man-
agement, and, most critically, the prevention of serious chronic diseases due to traumatic losses.

Families must emerge as the centerpiece of medical and mental health care and the self-care of our health care
workers. Self-care must begin with the top priority: “Take care of your family and loved ones first.” (12)
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Message from Randall Hagar, Legislative Advocate, Psychiatric Physicians Alliance of CA, to SCPS Members:
$100 billion Lightning Round.
Lightning has struck.

California has discovered it has $100 billion in disposable income, the sum of a projected $77 billion state budget sur-
plus, and $23 billion in federal stimulus funds coming to California. Psychiatrists send your spending priorities and sug-
gestions to us. Don’t be afraid to suggest big lump sum projects. The Governor has. The budget is due to be finalized in
the near future, tell us, what would benefit psychiatric patients the most? What would benefit California the most? The
$100 billion in surplus funds is the largest in California history, the largest of any state, ever! PPAC is already working
with budget committee staff on some ideas (hint: acute inpatient bed stimulus). Let’s see what you got! Do it soon!!

If you have ideas or suggestions please email them to SCPS Executive Director Mindi Thelen at
socalpsychiatric@gmail.com.
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some ideas (hint: acute inpatient bed stimulus). Let�s see what you got! Do it soon!!



If you have ideas or suggestions please email them to SCPS Executive Director Mindi Thelen (socalpsychiatric@gmail.com). 
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Life, Death, and Resilience: Ethics in the Era of COVID-19

Rebecca Weintraub Brendel M.D., J.D., DFAPA

Perhaps it's redundant to say that the last 15+ months have been like no others in our lifetimes.
Without warning — or at least without an appreciation of the potential global magnitude of what
was to come — COVID-19’s grip on our lives from the day to day ways we lived to the ways
we practiced in our professional lives has been unrelenting. Now, as more than half of eligible
Americans have received at least one dose of vaccine, as the incidence of COVID-19 is de-
creasing and deaths are on the wane, how can we reflect and understand this moment in time
to chart the future of our profession and our lives? As a psychiatrist who focuses on ethics, I'm
drawn to reflect on where the field of medical ethics was concentrating its efforts pre-pandemic,
where it has found itself now, and where we must go into the future as we chart a course for our ‘new normal’
with cautious optimism. We must be deliberate, humble, and tireless in our responses: individually and collec-
tively.

Where can we start? One way of looking at the legacy of COVID-19 is to look at how ethics engaged life and
death pre-pandemic and where we are now. Back in the spring of 2019 at a time we can hardly remember, our
bioethics center at Harvard filled an auditorium for a multi-day conference entitled ‘Controlling Death,” which fo-
cused on the ethical dimensions of care at the end of life with a particular focus on medical aid-in-dying (physi-
cian assisted death). In the conference, we queried the parameters of individual autonomy of persons to make
decisions about accepting or refusing care at every stage of life —a tenet now deeply embedded in US law and
medical ethics for more than three decades. Based in this deep appreciation of autonomy, the conversation pro-
gressed to where we found ourselves at our annual bioethics conference. Specifically, what are and ought to be
the parameters of individual liberty in controlling the timing and manner of one’s death, including the right to ac-
cess medical assistance in ending one’s life, either indirectly through legally-sanctioned receipt of a prescription
for a lethal dose of medication to be taken in the future (now legally permissible in a growing minority of U.S. ju-
risdictions including California) or directly via physician-administered euthanasia — which remains illegal in the
US but is now lawful in Canada and several other countries.

Abruptly, COVID-19 changed the landscape and brought urgency to what previously seemed hypothetical: the
looming crisis of more patients in need of critical care than the resources to provide that care. As physicians and
front-line workers faced the risk of COVID themselves, who would determine the patients to place on ventilators,
who would decide which patients would not receive resources, and how would those decisions be made? In
every attempt to sidestep the implementation of crisis standards of care, the scientific and medical communities
implored the public to flatten the curve and come together against this devastating new pathogen. By the time
of the surge in Boston, where | live, crisis standards of care were not invoked. But the shadow of death lingered.
If a single virus could grind society to a halt globally and tax our healthcare resources to the limit, our preoccu-
pation with being the autonomous, individual authors of our own destiny seemed —at least on some level— fool-
ish hubris.

Even more, the endings of the COVID-19 surge in the spring of 2020 laid bare the many problems our ethical in-
quiry about controlling death had sidelined. We should not, it turns out, have been relieved to learn that data from
Oregon, the first state to legally authorize physician-assisted-death, showed that those who availed themselves
of the option were not disempowered or marginalized for the most part: they were white, educated, and insured.
Granted, Oregon’s population is demographically different from other parts of the U.S. But what we weren’t ask-
ing about or addressing was the larger societal issue of access to and availability of high-quality palliative and hos-
pice care for all persons. Our focus on a ‘good death’ for some eclipsed focus on the full arc of life — and death
— for others. And in its stress-test to our broken system of care, COVID-19 spared no time in bringing these glar-
ing disparities in our society into stark focus. Just one manifestation of these inequities was the disproportion-
ate COVID-19 death rates in Black communities, in particular, last spring and the ushering in of a flood of long
overdue reckoning with systemic racial injustice and violence generations in the making.

So, where do we go from here? First, we must continue to respect each other as persons — as embodied by in-
dividual autonomy — yet not retreat to the fallacy that we live as individual beings disconnected from those around
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us. We must embrace relationships and community in capturing our full humanity rather than to continue con-
ceptualizing medical decision-making as an individualistic rational act. In death, and in life, we must as psychi-
atrists hold front and center the narrative arc of lives of care lived in spheres of community and care and
embedded in the lives of others. We must take on this project both for individuals and for the collective good. In
addition, if we as physicians want to be serious about health, we need to get serious about not just the individual
decisions of patients and doctors, but also about the systemic factors that prevent the advancement of health, and
life, for all.

In the only 24 hours we have each day, in order to do this work towards a brighter future post COVID-19, we must
take care of and nurture ourselves and our medical profession and communities to support the important work
ahead. Caring for ourselves as caregivers must be as deliberate as caring for others. After 15+ months of
telemedicine and zoom meetings, cancelled conferences and social media as connection, let us be considered
and focused on rekindling relationships and constructing collegiality and community within our profession to cre-
ate environments supportive of change, growth, and progress. Let us approach our efforts in the care of persons
and humankind with humility and heart, beginning from within. And let us never forget to enlist humor, joy, and
celebration in building our resilient profession in anxious anticipation and realization of the possible. With these
renewed commitments to each other, our relationships, our profession, and those we serve, the future is bright
and all may flourish. And, even more, the next time we face a formidable foe — infectious or otherwise — we
can hope to find ourselves beginning from our commitments to advancing equity and prepared for any challenge.

Rebecca Weintraub Brendel is the director of the Master’'s Degree Program at and Associate Director of the Harvard Medical School
Center for Bioethics. She bases her clinical work in psychiatry at Massachusetts General Hospital (MGH) where she is the director of
Law and Ethics at the Center for Law, Brain, and Behavior, provides medical oversight for the hospital’s inpatient guardianship team,

and practices clinical and forensic psychiatry.
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SCPS Presents an Online Meeting:

E-PRESCRIBING:
MANDATORY INCALIFORNIA 2022

Saturday, September 11th, 2021 - 9am
SAVE THE DATE!

SCPS Presents
E-Prescribing: Mandatory in California 2022

An Online Meeting
Saturday, September 11th, 2021 9:00 A.M.

Registration Open Soon!

Hear from our colleagues already using E-prescribing:
Matthew Goldenberg, D.O., Heather Silverman, M.D., Steve Soldinger, M.D.

Also
Reducing Risks When E-Prescribing and Using Electronic Health Records

Allison M. Funicelli, MPA, CCLA, ARM, CPHRM, FASHRM

Assistant Vice President, Risk Management Group

Description of Presentation

This presentation will focus on the benefits, potential risks and best practices associated with e-prescribing. The webinar
will cover topics including e-prescribing systems and vendor functionality and compliance with CA regulations related to
e-prescribing. At the conclusion of the presentation, the attendees will obtain strategies to reduce the potential liability

when e-prescribing and using electronic health records.

Allison has over 30 years of experience in medical professional insurance industry. She assisted in the ground up build-out of two successful medical
professional insurance carriers. Allison is an active member of the Connecticut Society for Healthcare Risk Management (CSHRM) and has served on
their board in positions of Director, Treasurer and President. Allison is a member of the American Society of Healthcare Risk Management (ASHRM),
the Massachusetts Society for Healthcare Risk Management (MSHRM) and the Professional Liability Underwriting Society (PLUS). Allison frequently

speaks on national, regional and local levels on topics related to claim and risk management
A Vendor Fair will also be featured.

Please note that e-prescribing will be mandatory for ALL prescriptions in
California:

California State Mandate: All Prescribers: In 2018, the legislature of the
state of California passed Assembly Bill 2789, mandating electronic
prescribing for California prescribers beginning on January 1, 2022. The
bill specifically requires prescribers to employ electronic prescribing for
all prescriptions, and requires pharmacies to be equipped to receive said
electronic prescriptions.
See full text here: https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201720180AB2789


https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201720180AB2789
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Commentary on Physician Suicide and Burnout

By: Ira Lesser, M.D.

Over the last decade or so, there has been an explosion of interest in and writings about
burnout, work/life balance, depression, suicide, and substance abuse in physicians, with psy-
chiatrists included in these concerns. When asked to contribute a piece to the SCPS Newslet-
ter’s edition devoted to this crucially important topic, | wondered what could be said that was
not already written about and discussed more eloquently than | could do here.

| decided to share some thoughts about two aspects of well-being, one related to the chal-
lenging times we all have experienced over the last year and the other an issue for those of us
who have colleagues referred to us for assessment and/or treatment. Both of these issues, though not appar-
ently related, coalesce when one considers the role that we, as psychiatrists, play in providing these necessary
services.

We do this work for many reasons, both internal and external. At the core is the notion of wanting to provide a
service to reduce another’s pain and anguish, to be a helper, to honor the derivation of the word psychiatrist as
a “healer of the mind (or soul)”. This is what we strive to do and what is expected by those who seek our care.
But what happens when, for whatever reason, we are thwarted in our ability to do this? How do we process
those situations where our efforts to help are unwanted, unwelcome, or even denigrated?

In my work in a public/academic hospital, | have chaired our Well-Being Committee for over three decades, and
during the last year | worked closely with wonderful colleagues in setting up multiple programs for all staff to
process their emotions and get support in the face of dealing with the COVID pandemic. Like all hospitals, we
were overwhelmed with the numbers of COVID patients, the numbers of deaths, and the witnessing of families
unable to take part in the necessary rituals of dying and death. Add to this the very real fear (particularly in the
early days) of healthcare workers getting ill and infecting their families, the unrelenting workload and fatigue, the
changing roles, and the unknown future. We were able to provide a considerable number of individual and group
sessions for support, for discussing anxiety and depression, fears, post-traumatic symptoms, etc.

Remarkable to us were the relatively low numbers of physicians who sought our services, despite setting up ded-
icated confidential phone and email services and sending out notices to physician staff and to physician admin-
istrators encouraging staff to utilize these services. We all witnessed the struggle of our colleagues and heard
them talk about the difficulty of watching patients suffer and die and about their own exhaustion; but most of this
discussion was about how hard it was for them to see their staff (e.g. trainees, nurses, respiratory therapists) suf-
fer and remarkably little about how it affected them. Trying to engage them to discuss their own reactions was,
for the most part, unsuccessful.

We all can hypothesize reasons for this reticence to seek help. This reluctance has been written about quite ex-
tensively in the physician well-being literature. Issues of shame, stigma, concerns about confidentiality, con-
cerns about being perceived as “weak” or “complaining”, fears of being ostracized if colleagues or administration
knew how they felt or if they sought help, time constraints, and not wanting to be asked to discuss the traumatic
memories, hoping they will go away on their own. During the pandemic, physicians who often were leaders of
their teams, diligently worked to provide the services to patients and support to their team members. It is entirely
possible that in this process, they felt the need to be strong and to be seen as strong, denying their own emo-
tions, and eschewing any offers of help. Whatever the reason, it appeared that we, who so strongly wished to
be of help, were unable to do so. A sense of helplessness pervaded our efforts. What did we do wrong in our
approach to providing services? How could we have been more sensitive? What did we miss? Although we dis-
cussed this and were told by other colleagues, that “we did all that was possible”, somehow, that felt hollow and
unsatisfying.

| liken this to the pre-pandemic experience when a physician was referred to a well-being committee, usually be-
cause of colleague’s or supervisors’ concerns for a behavior change and/or concerns about depression or sub-
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stance abuse. These meetings can be difficult in two ways: Hearing the stories of colleagues, at least to the ex-
tent that they are willing to share, is often heart-wrenching. | have often wished that | was not the one with who
they were discussing personal and family issues. Or, difficult in another way is hearing that the issues for which
they were referred, regardless of their seriousness, were totally someone else’s fault, or the result of a non-re-
sponsive system, and that there was no need for them to be discussing this with me in the first place. As if | was
part of the problem.

We all know about countertransference and its ramifications (both positive and negative) in assessment and
treatment. What | am writing about here are the set of feelings experienced when we cannot, or are not “allowed”
to, fulfill our mission as “healer of the soul”. | have felt the uncomfortable combination of helplessness and pow-
erlessness when faced with a physician colleague so obviously in need of help but who adamantly refuses it, and
with being unable to help colleagues who have suffered so much during this last year because of the myriad ob-
stacles to their availing themselves of the services offered mentioned above.

What can be done about this? On the macro level, we can continue our efforts in educating our colleagues about
the value of seeking support, counseling, therapy or however we frame the therapeutic situation. We can con-
tinue our work to reduce the stigma of seeking help, even when, as with COVID, the “reasons” for the dysphoria
are apparent. Intellectually, we know that this unprecedented stress has serious emotional consequences; for
our physician colleagues, this explanation may serve to “inoculate” them against seeking help. But the suffering
continues.

For those of us in positions to provide these services, who wish to help but find ourselves unable to do so, seek-
ing support of colleagues who may have similar experiences may help to mitigate the discomfort. We need to
recognize that it is likely not the case that if we were (choose one or more) “smarter”, “more empathic”, “more sen-
sitive”, “more charismatic”, “more approachable”, or whatever we may say to ourselves, we would be more suc-
cessful. More likely the salient feature preventing our providing help are the broader cultural reasons and barriers
inherent in the practice of medicine. We must be vigilant in monitoring ourselves, as sitting too long with the feel-
ings of helplessness and powerlessness to do what we so fervently wish (and need to do) and not having an out-
let to discuss these frustrations, runs the risk of us experiencing the very same burnout issues and emotional

dysphoria as those we seek to help.



15

“*FEATURED ARTICLE**

Working Together to Prevent Clinician Suicide During the Covid-19
Pandemic and Beyond

Christine Yu Moutier, M.D., Chief Medical Officer, American Foundation for Suicide Prevention

The following article is a modified version of “Preventing Clinician Suicide: A Call to Action during the Covid-19 Pandemic and Beyond”
which originally appeared in the May 2021 issue of Academic Medicine, Journal of the Association of the American Medical Colleges. That
piece, found here, was co-authored by: Christine Yu Moutier, MD; Michael F. Myers, MD; Jennifer Breen Feist, JD; J. Corey Feist, JD, MBA;
Sidney Zisook, MD

—l In April 2020, Dr. Lorna Breen, a talented NYC emergency physician working on the frontlines
of the Covid-19 pandemic, took her life. Dr. Breen was one among a number of clinicians who
have tragically taken their lives over the past year.

Sadly, the problem of physician suicide is by no means a new phenomenon related to the pan-
demic. The risk of burnout, depression, suicidal thoughts and suicide amongst physicians are
higher than the general population. The stigma of seeking help is pervasive and reinforced by
licensing boards in many states inquiring inappropriately and intrusively about mental health
conditions or treatment.” The pandemic is presenting a new layer of risk to population suicide,? which certainly
includes health workers on the front line and all members of the work force.

In response, Dr. Breen’s family launched the Dr. Lorna Breen Heroes’ Foundation, a lightning rod for advocacy
in the ongoing fight to reduce physician suicide. The current centerpiece of their work is federal legislation cham-
pioned by Senator Tim Kaine entitled the Dr. Lorna Breen Health Care Provider Protection Act® aimed at sup-
porting the well-being of healthcare professionals and reducing burnout and suicide. Dr. Breen'’s story has helped
raise awareness of the problem of physician suicide. Yet there are things those of us in the medical community
must do to help save lives.

Long hours, heavy workload, onerous health care system changes, lack of autonomy, and increased time spent
on computers instead of with patients are obvious set-ups for burnout and cynicism. Added to these workplace
factors are a stoic culture of self-sufficiency and real and/or perceived barriers to help-seeking which allow dete-
rioration in well-being to go unaddressed and to potentially spiral into more severe, entrenched mental health prob-
lems.* One well-established effective method to prevent suicide is treatment of depression, yet the majority of
physicians and nurses with depression do not seek professional care.®

Fortunately, even before the pandemic, several national initiatives have emerged to address the issues of physi-
cian and nurse well-being, burnout, and suicide.* What these many programs have in common is attention to ev-
idence-based practices, safe and accessible avenues for physicians and nurses to address mental health
concerns, confidential and timely follow-up and stigma reduction.

Since suicide is a complex health outcome with many drivers of risk, preventing suicide requires a strategic, multi-
pronged, evidence-based attack that can be sustained over time. Despite numerous organizations making sui-
cide prevention a priority, change has been slow to start, but perhaps now reaching a tipping point. Reducing the
suicide risk of health professionals requires changes in regulatory policies, curricula and role modeling in med-
ical education, increased access to mental healthcare, and transformation of entrenched culture.

Despite these challenges, we are seeing a readiness to act like never before among various parts of the health-
care infrastructure. Below are the top actions that have the most evidence for suicide risk reduction, organized
by role and type of organization within the healthcare industry.

Requlatory Agencies, Licensing Boards & Hospital Privileging Boards



https://journals.lww.com/academicmedicine/Fulltext/2021/05000/Preventing_Clinician_Suicide__A_Call_to_Action.24.aspx
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Follow the recommendations of the FSMB,® AMA,” APA,2 ACEP® and others to refrain from asking ques-
tions about health professionals’ mental health. This practice of asking intrusive questions about diag-
noses and treatment history has been shown to be an ineffective way to detect impairment and protect
public safety; it is also at odds with the American with Disabilities Act in many instances.' Moreover, it has
driven treatable health issues underground and prevented scores of health professionals from accessing
effective treatment that can, in fact, protect both patient safety and the health and careers of the providers
themselves.* This change may be the most important “lynch pin” to dismantling a toxic infrastructure that
has perpetuated fear of getting help for too long.

Launch communication strategies that allow health professionals in each jurisdiction to be aware of the
protections afforded to therapy, psychiatric treatment and addiction recovery. Policies and procedures re-
lated to matters of health must be transparent and effectively communicated.

Develop initiatives for HCPs that safely address barriers to addressing one’s own suicide risk factors and
health concerns; e.g., the Interactive Screening Program of the American Foundation of Suicide Preven-
tion, now implemented by academic institutions, health systems and even state associations.®

Pass the Dr. Lorna Breen Provider Protection Act® as it encompasses many of our recommendations.

Specialty Boards, Professional Associations, Continuing Education Organizations
Within each health discipline, specific barriers must be identified and addressed. To accomplish this, work-
groups with members at all levels of seniority and settings can optimally accomplish these goals.

Board certification and continuing education bodies could incorporate questions related to self-care that
help drive the point that alongside medical knowledge, technical skills, and empathy for others, the abil-
ity to optimize one’s own mental health, including availing oneself of mental healthcare, is an essential
component of professional responsibility.

Medical Educators
Ensure policies at the UME and GME levels provide the greatest access to mentors, support, and men-
tal healthcare without punitive consequences, e.g., build in debriefs following critical incidents, encourage
therapy as a way to optimize resilience, allow for access to treatment within and outside of the home in-
stitution when feasible.

Be transparent, communicate clearly about how trainee challenges are handled.

Prioritize and promote a growth mindset: e.g., “Every HCP struggles at times. It’s a sign of strength to ad-
dress challenges. It's commendable not to wait until the point of crisis to get help.”

Continuously provide information about how trainees can access support, guidance and mental health
treatment. Resources can be listed on the back of i.d. cards, on program websites, etc.

Introduce self-care early in the curriculum as a practice linked to professionalism that can be cultivated
throughout one’s career.

Model mental health literacy by disclosing human struggles when appropriate, and by mentioning that we
as leaders regularly lean on others for support or treatment.

Provide opportunities for storytelling to set new norms with hopeful narratives for addressing struggles.

Enhance peer support by teaching trainees how to reach out and respond to