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There is something magical about being on a magazine 
cover. I grew up worshipping Sports Illustrated, and later 
interned there one summer. The eight times they fea-
tured the Baltimore Orioles on their cover in my child-
hood were all thrilling. Time provided an exhilarating 
Baltimore moment when they featured James Rouse on 
their cover in 1981, not long after the opening of Har-
borplace, which he created. This kind of excitement was 
memorably captured, albeit with tongue in cheek, by Dr. 
Hook and the Medicine Show in their song “Cover of the 
Rolling Stone”: 
  
We take all kinds of pills that give us all kind of thrills 
But the thrill we've never known 
Is the thrill that'll getcha when you get your picture 
On the cover of the Rollin' Stone 
  
Well, Professor Karen Swartz prescribes all kinds of pills…
and she should be experiencing all kinds of thrills this 

week as she is the picture of the exemplary physician as 
displayed on the cover of Baltimore Magazine’s November 
edition, which features the city’s top 609 doctors in 116 
specialties.  
  
Dr. Potash, added, for The Maryland Psychiatrist: 
 
“Dr. Swartz is a wonderful fit for the role of poster child 
for clinical excellence. She embodies all that we think of 
when we talk about what constitutes the Johns Hopkins 
standard for clinical greatness: intellectual power and ri-
gor, mastery of the literature and evidence-base, kindness, 
warmth, compassion, dedication to patients and accessi-
bility, the capacity for hard work and long hours, and the 
ability to inspire hope. In the nearly 30 years that I have 
known Karen, I have seen all of these wonderful qualities 
in action time and again. And I have sent countless pa-
tients her way and so often heard them sing her praises 
afterwards.  
  
Karen’s accomplishments as an educator are equally in-
spiring. She has been central to our department’s ability 
to train great psychiatrists, and she has made an impact 
across the country with the Adolescent Depression Aware-
ness Program, or ADAP, providing education that demys-
tifies depression and empowers young people and those 
around them to take action to deal with it. It has been so 
uplifting to see how Dr. Swartz has grown and nurtured 
this valuable program, just as she has nurtured so many 
trainees within our walls.”          
 



 

Officers 
President  Jessica Merkel-Keller, MD 
President-Elect  Carol Vidal, MD 
Secretary-Treasurer Theodora Balis, MD 
Council Chair  Virginia Ashley, MD 
Executive Director  Heidi Bunes 
 

Editorial Advisory Board 
Editor  Bruce Hershfield, MD 
Email:  bhershfiel@aol.com 
 
 

Members: 
Kamal Surinder Bhatia, M.D. 
Jesse M. Hellman, MD 
Bruce A. Hershfield, MD 
Sue E. Kim, MD 
Vassilis E. Koliatsos, MD 
Kim Jones-Fearing, MD 
Jessica V. Merkel-Keller, MD 
Kathleen M. Patchan, MD 
Nancy K. Wahls, MD 
Elizabeth Wise, MD 
 
 

Layout and Design Meagan Floyd 
 
 
THE MARYLAND PSYCHIATRIST IS PUBLISHED  
BY THE MARYLAND PSYCHIATRIC SOCIETY.  MATERIALS 
FOR PUBLICATION SHOULD BE FORWARDED TO THE EDI-

TOR. 
 
THE VIEWS EXPRESSED IN THE MARYLAND  
PSYCHIATRIST REFLECT THOSE OF THE AUTHOR AND NOT 
THOSE OF THE MPS, APA OR EDITORIAL BOARD. 
 
SUBSCRIPTION RATES: $25 PER YEAR  
PAYABLE TO THE MARYLAND PSYCHIATRIC  
SOCIETY. 
 
SEND ALL CORRESPONDENCE TO: 
 
MARYLAND PSYCHIATRIC SOCIETY, INC. 
1101 ST. PAUL STREET, SUITE 305 
BALTIMORE, MD  21202 
PHONE: (410) 625-0232; FAX: (410) 625-0277 
EMAIL: MPS@MDPSYCH.ORG 
WEB:HTTP://WWW.MDPSYCH.ORG 

MARYLAND 

PSYCHIATRIC SOCIETY 
 

A DISTRICT BRANCH OF THE  

AMERICAN PSYCHIATRIC ASSOCIATION 

2 

In This Issue 
 

• Dr. Karen Swartz: A Top Doctor 
 by Jimmy Potash, MD 
 

• Report from the MPS/SPA Meeting 
 by Bruce Hershfield, MD 
 

• In Memoriam: Brian Crowley, MD 
 by Bruce Hershfield, MD 
 

• Dangers of Online Ketamine 
 by Milena Smith, MD, PhD 
 

• Conscientious Objection in Medicine 
 by Mark Komrad, MD 
 

• Poster Contest for Residents & Fellows 
 
• Stigma is Being Used as Political Weapon 
 by Michael B. Friedman,  LCSW 
 

• FTC Must Look Into Practice That Delays Prescriptions 
 by Dinah Miller, MD 
 

• Maryland Physicians Health Program: A Voluntary  
       Program to Help MD’s in Trouble 
 by Arthur Hildreth, MD 
 

• In Memoriam: Constantine Sakles, MD 
 by Bruce Hershfield, MD 
 

• In Memoriam: Barbara Young, MD 
 by Bruce Hershfield, MD 
 

• Letter from the Editor 
 by Bruce Hershfield, MD 
 

• MPS Best Paper Contest 
 
• MPS Advocacy Fund 
 

• Trivia Night for Residents & Fellows 
 

• Physician Contract Negotiations: A MPS Virtual Event 
 

• MPS CME Event: Using the Sequential Intercept Model to 
Address Disparities that Lead to Incarceration 



3 

 
Here are some notes from the scien-
tific sessions held at the Royal Sones-
ta Hotel: 
 
The meeting began with a Firearms & 
Psychiatry Panel. Steve Lippmann 
started by discussing Guns & Vio-
lence. He cited some upsetting statis-
tics: more Americans are killed by 
guns than by motor vehicle accidents 
and guns are the # 1 cause of death 
in children. The USA had a ban on 
assault weapons from ’94-’04. Buy-

back programs in Australia and NZ were successful. Back-
ground checks, minimum age requirements, and register-
ing serial numbers are all popular ideas. Congress passed 
a Safe Communities Act in June. He pointed out that the 
per capita death rate from guns is actually higher in rural 
areas than in urban ones. There has been recent discus-
sion of who can be held legally liable for firearm deaths 
beside the people who actually fire the weapons. He end-
ed by asking what we can do to lower the rate of firearms 
deaths. 
 
He was followed by Paul Nestadt of Johns Hopkins, who 
spoke about “Suicide & Lethal Means”. Suicide is the 2nd 
leading cause of death among those under 40 years old. 
He went on to discuss risk factors: for example, living 
alone doubles or triples the risk. Of the 47,000 suicides, 
53% result from gunshots. Firearms cause death in 89.6% 
of attempts, while cutting only causes 0.7% to die. It turns 
out that 71% of attempts occur within one hour of decid-
ing to do it. Since the choice of method depends on avail-
ability of means, allowing more access to guns increases 
the risk. The rate is 4 times higher in soldiers who take 
their weapons home with them. Making gun laws more 
stringent decreases the suicide rate by 20%. Lock boxes 
and gun safes are options for decreasing the rate, as are 
plans for safely storing weapons when there is a crisis. 
Curt West then told us about Talking to Patients about 
Firearms & Safety. There are 10 million more guns in the 
U.S. each year and more than 40% of households have 
them. To increase safety, he suggests storing guns un-
loaded, disabled, locked, and separate from the ammuni-
tion. He then discussed the barriers that prevent people 
from talking about safe storage. He said that 78% of peo-
ple believe it’s OK to talk with their doctors about firearms 
and 64% report that when they received counseling it 
changed their practices.  
 
The next speaker, Carol Vidal, talked about Trauma –
Informed Care: When Work Safety is at Stake & the Trau-
ma is in the Workplace. During trauma, the amygdala is 

activated and frontal lobes shut down. The concept 
of what is traumatic has spread; not everything that 
happens is really traumatic and some things that 
appear to be traumatizing do not have that effect on 
everyone. Trauma-informed care involves treating 
the whole person, not just the symptoms. She went 
on to talk about burnout’s characteristics: emotional 
exhaustion, depersonalization & a diminished sense 
of professional efficacy. It may be present in as many 
as 54% of physicians in the USA. She noted that 
MD’s and RN’s suffer high rates of experiencing ag-
gression and she listed 10 ways of combatting ag-
gression and preventing burnout. 
 
Monica Rettenmier then spoke about Neuromodula-
tion & Treatment Refractory Illness, pointing out 
that ECT is still the most effective and reliable treat-
ment for severe depression. Delivering the current in 
brief pulses leads to fewer side effects than deliver-
ing it in sine waves. ECT leads to 80-90% remission 
in depression—even to 50-60% in the severely re-
sistant ones. There are no absolute contraindica-
tions. Side effects can include headache, muscle 
aches, and anterograde and retrograde amnesia. It is 
still not clear how it works. She went on to describe 
TMS, which has been approved for MDD (without 
psychotic features), OCD, smoking, and migraine. It 
is provided 5 days per week for about 6 weeks. Side 
effects can include scalp sensitivity and headaches, 
but they tend to go away within one week. The re-
sponse rate in MDD is 50-60%, with 33% remission. 
 
Vagus nerve stimulation provides a small electric 
current for 30 secs every 5 minutes, on a 24/7 basis, 
but it is difficult to get insurance companies to pay 
for it. 
  
To close the day’s scientific sessions, Andrew Tuck of 
Duke U. spoke about Execute Death Row Offenders 
with & without a History of Psychosis. This was the 
Resident Research Award-winning paper. He re-
viewed the history of this punishment, noting the 
moratorium that existed between 1972 & ’76 and 
telling us that Texas has recently executed more 
than any other state. People who are psychotic are 
more at risk for violence, particularly homicide, and 
are less likely to be intoxicated than non-psychotic 
offenders. Of the 332 executed in Texas, 2000-15, 
7.5% had a history of psychosis. They were more 
than twice as likely to admit guilt when arrested, 
more likely to eventually acknowledge guilt, and less 
likely to express love in their final messages.  
  
 

Report from the  

SPA/MPS September Meeting 

by: Bruce Hershfield, MD 

Bruce  
Hershfield, MD 

(Continued on next page) 
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Day 2 
Scott Aaronson began by telling us about The Emerg-
ing Evidence for the Use of Psychedelic Psychotherapy 
in Mood Disorders. He said that after 60 years of being 
bound by the monoamine theory, we are entering the 
age of interventional psychiatry—doing things to pa-
tients. He gave a brief history of our knowledge of psy-
chedelics. Psylocybin enhances the brain’s capacity for 
plasticity, which is diminished in most psychiatric disor-
ders. The “default mode network” is active when the 
brain is at “wakeful rest”—and in most depressed peo-
ple. Psychedelics stimulate synapse formation. 
The first psychedelic that is likely to be approved is 
MDMA, for PTSD, next year. In a study at Johns Hopkins, 
71% of major depressive patients showed response to 
psilocybin and in another study 75% showed response 
and 58% went into remission. Patients with bipolar II 
depression also can respond dramatically to it. Psycho-
therapy is an important part of the success—the treat-
ment in his office is delivered in a 9-hr session with 2 
experienced psychotherapists available. It is too expen-
sive to be a 1st-line treatment now. 
  
Glenn Treisman, who had been called away for a family 
emergency, then delivered a videotaped talk about 
Chronic Pain & the Opiate Epidemic. He pointed out 
that opiates are effective for acute, but not chronic, 
pain, and their use can lead to rebound. Doctors have 
been pressured to prescribe opiates, but there have 
been a huge number of opiate-related deaths. Patient 
satisfaction with their opiates is unfortunately correlat-
ed with increased mortality. There has been a decrease 
in prescriptions since 2012, but the death rate in-
creased because patients then switched to to illegal 
opioids like fentanyl. Depression worsens the other 
contributory factors and makes prescribing more diffi-
cult. He pointed out that extroverts are more vulnerable 
to developing opiate abuse.  
 
Mary Helen Davis then lectured about The Long Arm of 
COVID. There have been over 1 million deaths from it in 
the USA and 6 million in the world. From 20-25% have 
had sequelae. There have been increases in alcohol and 
opiate-related deaths and in the incidence of mood 
and anxiety disorders. Half of patients who were hospi-
talized for COVID have at least one symptom two years 
later. Of patients who have the disorder, 33-62% have a 
neurological sequel after 6 months. Most of the long-
COVID patients eventually recover. The condition is 
more common in females and increases in patients over 
70.  
 
Dale Bratzler then spoke more about Long-term Conse-
quences. Life expectancy has been decreasing, particu-
larly for minorities. He spoke about long COVID’s psy-
chiatric features, noting that anxiety and depression, 
though common, tend to be transient. The virus tends 
to stay in the body a long time and one can see pat-

terns of immune system dysregulation. He pointed 
out that the delta variant was more likely to protect 
patients from getting it again, compared to the al-
pha type.  
 
After lunch the sessions shifted to a Geriatric Psychi-
atry Panel. Karen Neufeld began by talking about 
delirium in the acute hospital. Delirium is a disturb-
ance in attention/awareness with new cognitive defi-
cits, due to underlying physiological factors. It is 
easy to miss delirium on screening, particularly in 
hypoactive patients. Beware of the “sleepy” patient, 
who may quickly become comatose. Find the under-
lying cause and correct it (or them). No medication 
specifically prevents or treats it. Mobility helps de-
crease the duration; haloperidol can calm the patient 
down, but does not decrease how long the condi-
tion lasts. 
 
Louis Marino then told us about Psychosis in the 
Elderly. About ¼ of people who develop psychosis 
do it after they turn 40. Those who have purely delu-
sional disorder are otherwise not noticeably im-
paired. They are highly resistant to the idea of taking 
medication. About 1/3-1/2 of Alzheimer’s patients 
show increased aggression, and those have a shorter 
lifespan. Pimavanseran can help with delusions. Up 
to 75% of those who have dementia with Loewy 
bodies can become psychotic, as do about 10% of 
those with frontal-temporal dementia. 
 
Julia Riddle next talked about Treatment in Pregnan-
cy. She described the changes in sleep patterns that 
pregnant women have. She talked about post-
partum depression, noting it can be present in up to 
20%. She said all new mothers (and some new fa-
thers) have “intrusive thoughts” and 85% have the 
“baby blues”. Discontinuing medications during 
pregnancy can lead to a relapse rate for depression 
of 70%. She suggested developing a sleep plan dur-
ing pregnancy, having a conversation about the risk 
of continuing vs. stopping medication, and trying to 
avoid suddenly stopping medication. The dose may 
have to be increased after delivery because of bio-
logical changes in the fluid volume. About 20-30% 
of newborns experience withdrawal if their mothers 
were taking SSRI’s. Avoid using Depakote and 
tegretol. Brexanolone, a synthetic neurosteroid, af-
fects GABA receptors and is delivered in a 60-hour 
IV drip. 
  
Day 3 
David Casey began the Saturday talks with one 
about Vincent Van Gogh. He had a family history of 
psychiatric problems, was odd as a child and was an 
academic under-achiever. He had his first break-
down after a failed love affair, became ascetic and  

SPA/MPS September Meeting (Continued) 

(Continued on next page) 
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SPA/MPS Meeting Continued 
 
served as a lay missionary, then studied art (though he 
failed to finish). He had his second breakdown and moved 
to Antwerp and then Paris, and then to Arles at 35. He felt 
that Gauguin had rejected him and he cut off his ear. He 
had repeat hospitalizations, moved closer to Paris, then 
shot himself. He is now regarded as one of the most im-
portant figures in western art. Diagnostic possibilities in-
clude porphyria, bipolar disorder, and temporal lobe epi-
lepsy. It is ironic that the most important part of his life 
occurred in the last two years, when he was most ill. 
  
Todd Peters & Deepak Prabhakar next comprised a panel 
on Children & adolescents, discussing the Impact of Pan-
demic on Child Development. In 2009-19 there was an 
increase in youth suicide and a dramatic increase in those 
planning to do it. The increase in social media/tech bully-
ing, and school shootings, may account for much of that. 
Once the pandemic struck, depression and anxiety symp-
toms doubled. Visits to ER’s for suicide attempts in ado-
lescents increased about 41-51%. Being in an urban area, 
having a parent who was a frontline worker, disruptions in 
routine, and losing someone to COVID were factors. One 
child in 4 lost a parent or a grandparent/caregiver.  
  
Mary Jo Fitzgerald then spoke about how her hometown 
of Shreveport was a leader in treating addiction to opiates 
about 100 years ago. She pointed out that opiate abuse 
was more common in the south then and she talked about 
the Pure Food & Drug Act and the Harrison Narcotics Act. 
There was a clinic in Shreveport after one in New Orleans 
closed, but that soon also closed because of harassment. 
  
The sessions closed with a talk by Nitin Gogtay of the APA 
about DSM-5-TR. He talked about Prolonged Grief Disor-
der and the changes in schizophrenia spectrum disorder 
and autism spectrum disorder. He pointed out that 
“unspecified mood disorder” was restored. “Dysthymia” 
was removed from “persistent depressive disorder. The 
USA is still using ICD10-CM instead of XI. He concluded 
with comments about suicidal behavior and non-suicidal 
self-injury.  
  
There was a lot of material and much of it was very rele-
vant to clinical care. Many thanks not only to the speakers 
(and the audience members who contributed) and also to 
the Program Committees and those who so skillfully orga-
nized the meeting! 
  
 

Dr. Brian Crowley, a well-
known and esteemed mem-
ber of the Maryland Psychi-
atric Society and the South-
ern Psychiatric Association, 
died on July 17th at age 89. 
  
Originally from New York, 
he attended Washington & 
Lee and then graduated 

from the Yale School of Medicine. He trained at St. 
Elizabeth’s and graduated from the Washington 
Psychoanalytic Institute. He practiced for about 60 
years--until very shortly before he died-- earning a 
reputation for his work in forensic psychiatry and 
serving as an expert witness. He was Chair of the 
Department of Psychiatry at Suburban Hospital in 
Bethesda for two terms. He was in the Navy and 
Navy Reserve, attaining the rank of Lieutenant 
Commander, and for 19 years contributed to the 
efforts at Walter Reed, where he did research on 
PTSD. 
  
He held teaching positions at the Uniformed Ser-
vices University of the Health Sciences and George 
Washington U. School of Medicine, and also at the 
law schools of the U. of Maryland and at Catholic 
University. He was also an accomplished writer, 
contributing many important statements on the 
MPS e-mail list and also articles for Southlands. 
  
Active in psychiatric organizations, he was Presi-
dent of the Washington Psychiatric Society in 1996 
and served two terms on the APA Board. 
  
Leonard Hertzberg, MD said of Dr. Crowley:  
  
“My friendship with Brian extends beyond 40 years, 
when we were on the Clifton T. Perkins staff and 
attended meetings at The American Academy of 
Psychiatry and the Law (AAPL) and our Chesapeake 
Bay Chapter. He was a highly competent clinician 
in his practice and his forensic work. He was warm, 
kind and witty. His wife, Natalie joined with him at 
meetings and also was a good friend. 
  
Brian was an expert witness at the John Hinckley 
trial and his presentations about his testimony 
were memorable. I last saw him in April and, alt-
hough he was 89, he was still active with his prac-
tice and planned to attend the upcoming annual 
AAPL meeting in October.  
  
I was fortunate these many years to have Brian as a 
mentor and friend.” 
 

In Memoriam: 

Brian Crowley, MD 

By Bruce Hershfield, MD 

Brian Crowley, MD 
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There is nothing new about our 
patients choosing substances to 
treat their symptoms that we do 
not prescribe or recommend. As an 
intern I treated a young woman 
during several medical admissions 
for complications of heroin use. She 
had had unsuccessful trials of SSRIs 
and therapy for OCD. Near-
constant obsessions and rituals 
meant she went from being an ex-
cellent student to dropping out of 
school. A friend of a friend offered 
her heroin, and for the first time in 

years she experienced relief. Then came addiction, ab-
scesses from skin popping, and finally endocarditis. After 
one particularly close brush with death, she assured me 
that she would come back soon for another go at psychi-
atric treatment. I never saw her again, though I never 
stopped hoping I would. I thought it was clear to both of 
us whose plan was truly in her best interest. I knew that 
there were better treatment options for OCD. Perhaps 
naïvely, I thought she did, too.  
  
A couple of decades later, dealers still sell heroin on the 
street, though currently what they sell is even more likely 
to be lethal. And there a lot of other ways our patients 
can access psychoactive substances. Kratom is sold legal-
ly at tobacco and convenience stores.  Analogues of 
most controlled substances, including stimulants, opi-
ates, and hallucinogens, can be ordered for home deliv-
ery on the “dark web”. Detailed instructions on how to 
purchase and dose psilocybin are on Reddit along with 
contacts to hire a “trip sitter”. 
  
Then there are the psychoactive substances obtained 
with the assistance of a medical professional. One can 
spend a couple of hundred dollars and a few minutes to 
obtain a medical marijuana card, then take that to an 
emporium where staff will point out recommendations to 
improve anxiety or insomnia. They will not be on call if 
psychosis or intractable emesis ensues. 
  
And there is ketamine. I am not a “super-skeptic”; I follow 
the research on ketamine for the treatment of depres-
sion, PTSD and other conditions with interest. Last year I 
referred a patient for the only FDA-approved form, IV 
esketamine (Spravato), which may very well have saved 
his life. I watched a close friend’s response to IV keta-
mine infusions restore her motivation and interest in life, 
which several medication trials had not.  The physician 
administering Spravato established rapport with my pa-
tient, followed the REMS drug safety program, and kept 
in close contact with me to coordinate care. My friend’s 

ketamine clinic sent notes after each treatment to 
her referring physician and therapist, and carefully 
adhered to standard (if off-label) treatment proto-
cols. 
  
However, much of the ketamine currently pre-
scribed is without in-person monitoring, coordina-
tion with other clinicians, or established treatment 
protocols. It is prescribed via telemedicine, and it is 
big business. A recent Wall Street Journal video 
article reads like an infomercial—the head 
of PsyMed, an investment firm that focuses on ket-
amine startups, is quoted as estimating a billion-
dollar market currently, set to expand “2 to 3 x” in 
the next 5 years and already “changing the face of 
psychiatry”. Many of those startups have clinicians 
with licenses in multiple states, and websites offer-
ing ongoing oral ketamine treatment for a monthly 
“subscription”. If someone obtains stimulants 
through an online medical provider, that prescrip-
tion will appear on the Prescription Drug Monitor-
ing Program. A prescription for ketamine troches 
sent to a compounding pharmacy, or put in the 
mail, will not. The only way for us to know is if we 
are told. It was only very recently that I knew to ask. 
  
The suspension of the Ryan Haight Online Pharma-
cy Consumer Protection Act due to Covid-19 has 
allowed clinicians to prescribe controlled substanc-
es without seeing patients in person. Some tele-
medicine clinicians have obtained licenses across 
the country and prescribe medications including 
stimulants and benzodiazepines to people located 
in multiple states. One of the largest online tele-
health providers of mental healthcare, Cerebral, 
launched in January 2020 and grew rapidly with the 
increased demand for online mental health care. 
Cerebral’s prescribing practices are being investi-
gated by the DEA, and in May 2022 the company 
announced that it would stop prescribing con-
trolled substances. On August 19 
the WSJ published an article describing the relapse 
and death of a man who had boasted to friends 
about the ease of getting Adderall through another 
such start-up, Done, while living in a sober-living 
house in recovery from substances including stimu-
lants, and with a recent prescription for suboxone 
available for clinicians to see on the PDMP. 
  
So far, I have not seen similar news regarding the 
several startups providing ketamine to be used at 
home. The most recent issue of Psychiatric 
Times contains an article entitled “At-Home Keta-
mine: A Clinician’s Dilemma” and an accompanying 

Watch Out:  

The Dangers of On Line Ketamine 
By: Milena Smith, MD, PhD 

Milena Smith,  
MD, PhD 



7 

editorial, “Virtually Malpractice”. Both are excellent 
and sobering, describing the ways the at-home keta-
mine companies fail to comply with the standard of 
care in the provision of ketamine, including a physical 
exam, lab testing, EKG, and monitoring during and 
after treatment for effects including sedation, dissoci-
ation, and hypertension. Spravato is approved to be 
utilized in combination with an antidepressant, to pro-
vide rapid relief and tide a person over until the SSRI 
or other medication begins to work. The REMS treat-
ment protocol requires a patient stay in the office for 
two hours after each treatment for monitoring. 
  
Frustrated by a prolonged depressive episode, one of 
my patients decided to give at-home ketamine a try. 
No labs were ordered, or records requested; a history 
of alcohol overuse and bipolar spectrum illness were 
not identified as contraindications.  My patient was 
instructed that someone else should be at home when 
to check every 10-15 minutes post-ketamine. After the 
patent took the ketamine a couple of times, I was con-
tacted. I obtained a signed release of information and 
contacted the company, requesting a conversation 
with the (non-psychiatrist) clinician. My experience 
was unlike any other call I have had with someone 
with whom I am sharing a patient’s care. I found my-
self trying to educate “Dr. K” about the ways mania 
can present and be assessed. I was assured that peo-
ple with a history of mania are told to stop taking ket-
amine and contact the clinician “if they feel too good 
or are very energetic”, but that that is very rare. More-
over, a person who describes a history of mania and 
wants to take ketamine must be on a mood stabilizer. 
If they are not on one already? “Oh, we start one”. I 
could not bring myself to ask Dr. K how he chooses 
which one, how it is monitored, and how long after 
initiating it ketamine is prescribed.  Dr. K told me of all 
the positive results patients are getting, and that if 
people were interested in abusing ketamine, they can 
get it more cheaply on the street or dark web.  I did 
not ask how he can ensure people take the ketamine 
orally as instructed, with a bioavailability of around 
30%, rather than crushing it and using it intranasally 
(45%), intramuscularly (93%) or IV (100%). Instructions 
for how to do so, as well as recommendations on how 
to answer questions to ensure being given a prescrip-
tion, are available on Reddit. 
  
I ended with an appeal to Dr. K’s conscience, remind-
ing him that we physicians must coordinate care, even 
if we don’t fully agree with one another on the opti-
mal treatment plan. He agreed, conceding “that’s 
somewhere we have to do better”. I do not doubt that 

Ketamine 

(Continued from page 6) 

Dr. K believes he is helping people, but I also do 
not doubt that his judgement is biased by the bot-
tom line. The description on ketamine subscription 
websites of the range of conditions they treat, and 
the paucity of contraindications, call to mind 
Maslow’s saying that if the only tool you have is a 
hammer, you tend to see every problem as a nail.  
  
The appeal of ketamine for many people is that 
they can avoid taking daily medication, but at least 
some on-line providers recommend ketamine three 
times a week for the first six months, then continu-
ing weekly or more frequently for 18 months, or 
even indefinitely. A “subscription fee” of $250-500 a 
month covers medication and a monthly appoint-
ment. It is no surprise that investors might be inter-
ested. The October issue of the Journal of Affective 
Disorders includes an article entitled “At-home, 
sublingual ketamine telehealth is a safe and effec-
tive treatment for moderate to severe anxiety and 
depression.” It reads as not much less of an info-
mercial than the Wall Street Journal investment vid-
eo. The journal has already published a letter detail-
ing the article’s shortcomings and the inaccuracy of 
its title. 
  
The at-home ketamine business boom may not last 
much longer. Many entities are calling for the rein-
statement of the Ryan Haight Act. Peak. An on-line 
ketamine company criticized by Rolling Stone for its 
advertisements on TikTok has since announced it 
has stopped taking new patients and is “winding 
down” treatment of those who are established. 
  
In the meanwhile, we psychiatrists are where we 
have always been, balancing beneficence and au-
tonomy, educating and providing recommenda-
tions while avoiding paternalizing, navigating risk-
risk discussions. Attempting to coordinate care with 
colleagues who do not always want our counsel. It 
has never been easy to tell patients that we disa-
gree with another clinician, or that they must 
choose between our treatment plans. But becoming 
more comfortable with that discomfort will serve us 
well.   
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In our pluralistic society, many val-
ue systems compete against the 
backdrop of our laws and statutes. 
The laws in our country, especially 
lately, are much more fluid than 
values informed by culture and reli-
gion, which change more slowly. 
So, it is increasingly common for 
physicians’ personal values to clash 
with legal requirements governing 
the practice of Medicine. A contra-
diction between personal values 
and the requirements of the law 
can result in the potential for con-
scientious objection.  

  
In recent years, more physicians have been experiencing 
conscientious objections to the dictates of their societies 
about how Medicine must be practiced. The legalization 
and emerging practice of certain procedures have been 
especially provocative. Prominent examples include with-
drawal of life support, abortion, gender reassignment, 
physician-assisted suicide, and medical euthanasia. 
Sometimes the law compels us to do something we may 
find objectionable — for example, informing eligible pa-
tients they have the option of assisted suicide or euthana-
sia. Sometimes we are choked from discussing some top-
ics — e.g. asking about gun ownership in a medical as-
sessment, or advising an abortion.   
  
Do individual physicians’ values have any power in a soci-
ety that licenses doctors, provides infrastructure for their 
practices, and has expectations of what they  should pro-
vide? Must we all fall in line? When society says "Jump!" 
must we say, "How high?" 
  
Conscientious objection in the face of the rapidly expand-
ing euthanasia laws in Canada is now a hot issue there. In 
2016 Canada legalized euthanasia for people with 
"unbearable suffering," whose natural deaths were ex-
pected in "the foreseeable future" (never statutorily de-
fined, though interpreted to be similar to “terminally ill," 
but without specific prognostic parameters).  The ethical 
values of justice and fairness led those outside the limita-
tions of terminal illness to agitate that they should be 
included. As a result, in March 2021, the Canadian parlia-
ment extended eligibility for euthanasia beyond the end 
of life--to anyone with a CHRONIC illness, who is 
“intolerably suffering" with an “incurable” condition.” At 
the last minute, they included a provision that those with 
psychiatric disorders could be eligible for euthanasia as 
well, beginning in March, 2023. In Canada, over 10,000 
people have been euthanized on request since 2016--
more each year. Though assisted suicide by self-ingesting 
prescribed poison is a legal option, because euthanasia 

by doctor’s IV injection is allowed, 99% of patients 
have chosen the latter. 
  
Though physicians are not required to perform eu-
thanasia themselves, or even evaluate their patients 
for it, they are required to inform an eligible patient 
it is an option. If they won’t proceed with evaluation 
or performing the deed, they must make an 
“effective referral” to another doctor who is willing 
to evaluate and/or do the procedure. 
  
This raised a strong reaction from many physicians, 
who have had profound conscientious objections to 
turning the House of Medicine from a place of cure, 
treatment, or palliative comfort, into a place where 
doctors actively terminate lives. Not only have con-
scientious objectors resisted the mandate to include 
euthanasia as an option when giving informed con-
sent in “treatment” plans, but they have also object-
ed to the requirement of “effective referral.” They 
feel that this made them part of the chain of culpa-
bility.  
  
One colleague said, “It’s like being a German citizen, 
telling the Nazi SS where a family of Jews was hid-
ing; not personally responsible for their deaths, but 
culpable nevertheless.”  
  
Conscientious objectors have been accused of be-
ing heartless, religious zealots. Many have felt their 
jobs in jeopardy in the new moral climate. Ellen 
Warner MD, testifying to the Ontario Legislative 
Assembly in 2017, described the atmosphere:   
  
“At my institution, physicians are being bullied into 
accepting the role of the responsible physician for 
MAID patients. . . .There’s a horrendous stress level 
at our hospital. Physicians are afraid to speak up, 
afraid that they will lose their jobs if they say any-
thing. . . .We feel sometimes like we’re in some sort 
of dystopian novel.” 
  
Several ethicists, and physician leaders, are strongly 
encouraging a moral litmus test for applicants to 
medical school in Canada -- those who have moral 
objections to euthanasia should not be admitted to 
medical school. Similarly, some have suggested that 
those with conscientious objection to euthanasia 
switch their specialty to something that doesn’t in-
volve direct patient care, like Pathology. 
  
Attempts to pursue protection for conscientious 
objection has been thwarted throughout Canada. In 
Ontario, a court ruled that a 

Conscientious Objection in Medicine: 

Threats and Opportunities 
 

by: Mark Komrad, MD 

(Continued on p. 9) 

Mark Komrad, MD 



(psychiatrists as a matter of fact!) and later used in 
concentration camps.  Neither individual conscientious 
objection nor protest by medical professional societies 
was voiced, not even early on, when the dangers of 
objecting were minimal. Nor were there laws that said 
physicians must participate. Yet, so many did, because 
society encouraged, expected, and rewarded the prac-
tice. It was considered virtuous, compassionate, desira-
ble, and liberal. The T4 doctors and nurses thought of 
themselves as moral pioneers of a new era of compas-
sion for those whose lives were deemed “not worth 
living.” This contributed to the new ethos, becoming 
the “new normal”--what Robert J. Lifton called a 
“malignant normality.” 
  
Could physician conscientious objectors have turned 
the tide? Maybe not, but the failure to do so was an 
ineradicable stain on the very meaning of professional-
ism in Medicine. It was not until 2010 that the German 
Medical Association formally apologized to the world 
for its ethical lapse and for missing an opportunity to 
be a voice of conscience during the Nazi era.     
  
Conscientious objection has the potential to change 
societies and the course of history. The right to express 
ourselves through our practices is critical, not just for 
professions, but for individuals.   
  
As Holocaust scholar Raul Hilberg reminds us:  “At crit-
ical junctures, every individual makes a decision and 
every decision is individual.”  
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Conscientious Objection in Medicine 
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physician cannot refuse to make an “effective referral” 
and must tell patients about the euthanasia option as 
part of   “informed consent.” The licensing board there 
agreed, and in Sept, 2022, issued a draft opinion re-
affirming, “a physician must provide effective referral in a 
timely manner.” A bill to protect conscience rights in Al-
berta was defeated in 2017, and a similar one was defeat-
ed in the national parliament in 2022. So, being a true 
and complete conscientious objector, is neither legal nor 
ethical in Canada. 
  
The World Medical Association (WMA) is the largest med-
ical organization in the world, with representatives from 
115 countries. It also has the strongest language opposed 
to medical euthanasia of any organized medical group:  
  
“The WMA is firmly opposed to euthanasia and physician-
assisted suicide . . . No physician should be forced to par-
ticipate in euthanasia or assisted suicide, nor should any 
physician be obliged to make referral decisions to this 
end” 
  
In October, 2022, the WMA revised its International Code 
of Medical Ethics. It now states that physicians have the 
right to inform patients of their conscientious objection 
to any procedure, but need to remind them that they 
have the right to seek information and consultation from 
another physician about the matter, and where they can 
find it. However an “effective referral” to a specific willing 
provider is not required (Item 29 in the new 
code).  Though vulnerable to interpretation, and less ro-
bust than desired, most conscientious objectors thought 
that this language was acceptable. 
  
Medical ethics is a work in progress that has evolved over 
two millennia, its Hippocratic origins making it even older 
than Christianity or Islam.  It has been shaped informally 
by practice and formally by serious scholarship, and the 
consensus of professional societies that became keepers 
of professional ethical codes, beginning in the 19th Cen-
tury. On the issue of assisted suicide and euthanasia, 
deep and protracted reviews, scholarly consultation, and 
public hearings have led organizations like the AMA, APA, 
ACP, and the International Association for Hospice and 
Palliative Care to publish positions rejecting assisted sui-
cide and euthanasia.  So, for many physicians, conscien-
tious objection is a professionally-based value, a princi-
pled stance that is not necessarily grounded on subscrib-
ing to a religion’s value, or just personal distaste.   
  
A powerful historical example of how rapidly changing 
social mores and laws can depart from the values pro-
fessed by the profession of Medicine, was the T4 program 
in Nazi Germany.  In this program, Hitler directed physi-
cians to euthanize those hospitalized with developmental 
disabilities and mental illnesses.  Over 400,000 were ex-
terminated, utilizing techniques developed by physicians 

Poster Contest for  
Residents & Fellows 

 

The MPS poster competition for our Resident-
Fellow Members will be held again this year, with all 
entries displayed at our annual meeting in April 
2023!  Thanks to generous funding from the Mary-
land Foundation for Psychiatry, the winner will re-
ceive a $200 cash prize as well as a complimentary 
ticket to the meeting.  Two finalists will also be se-
lected and will receive $100 each in addition to 
complimentary tickets.   
 
The winners in past years are listed here.  Please 
click here for complete details about the process 
and requirements.  The deadline to enter is Janu-
ary 31. Electronic copies of posters are due Febru-
ary 10.  For more information, or to apply please 
click here.  

https://nam02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fmdpsych.org%2Fabout%2Fhistory%2Fposter-competition%2F&data=05%7C01%7Cspeed%40jhmi.edu%7C08108f2c6c804d320b0a08daaba388f9%7C9fa4f438b1e6473b803f86f8aedf0dec%7C0%7C0%7C638011016119636351%7CUnknown
https://mdpsych.org/2022/10/poster-contest-for-residents-fellows/
https://mdpsych.org/2022/10/poster-contest-for-residents-fellows-2/
https://mdpsych.org/2022/10/poster-contest-for-residents-fellows-2/


Mental illness is not the 
cause of mass murder in 
the United States.   
  
The continuing assertion 
that it is, by the political 
right, has become a core 
element of the vituperative 
and dangerous political 
division that besets the 
USA today. It is effective as 
political rhetoric because 
of the widespread misbe-
lief that people with seri-

ous mental illness are violent and dangerous—i.e., 
because of continuing pervasive stigma about mental 
illness.  In the hands of the political right, stigma has 
become a political weapon.  
  
The mental health community, whether liberal or con-
servative on other issues, needs to conceptually dis-
arm those who rely on the slogan that the problem of 
violence is mental illness--particularly those who re-
fuse to confront guns as a major vector of death.   
  
People with mental illness rarely commit homicide. 
About 5% of homicides are committed by people with 
psychotic conditions.  
  
People with serious mental illness are far more likely 
to be victims than perpetrators. 
  
Most mass murders are committed by people who are 
not seriously mentally ill, including: 
• Terrorists  
• Racists  
• Religious bigots 
• People who commit purposeful acts of murder or 

manslaughter or who commit crimes that result in 
unintended deaths  

• Perpetrators of domestic violence  
• People seeking revenge 
 
It is notable that in its Global Study on Homicide, the 
UN Office on Drugs and Crime recognizes multiple 
motivations for murder and divides homicides into 3 
types: socio-political, interpersonal, and criminal.  But 
murder by people with psychosis is so rare that it is 
included only as a footnote. 

 with mental illness are far more likely to take their own 
lives than the lives of other people. According to the 
CDC, the rate of suicide has increased 32% since the 
beginning of the century and is now roughly double 
the rate of homicide, which remained about the same 
from 2000-2019, but jumped about 30% in 2020 and 
apparently is continuing to rise. 
  
Mental health advocates need to resist the temptation 
to use recent increases in homicides, including mass 
murders, as a rationale for calling for improvements in 
America’s mental health system.  There are numerous 
reasons why there should be massive improvements; 
reducing murder is not one of them.  Reducing suicide, 
yes.  Increasing the capacity to provide and to get ac-
cess to treatment for mental illness, yes.  Improving the 
quality of available services, yes.  Reducing fragmenta-
tion, yes. Addressing social determinants of mental ill-
ness, yes.  But improving the mental health system to 
reduce murder--maybe very slightly, probably negligi-
bly.  
 
Calling for a better mental health system because of 
the rise of homicides undoubtedly results in reinforcing 
the misbelief that people with mental illness are to be 
feared because they are violent and dangerous 
  
Reducing the stigma of mental illness is among the 
most important improvements we need.  It could pro-
vide opportunities to people with histories of mental 
illness who now suffer discrimination in housing, work, 
education, health care, and even access to houses of 
worship.  Addressing stigma is also needed to reduce 
the shame that often drives those with histories of 
mental illness into hiding and contributes to their re-
luctance to use services that could help them.   
  
Stigma about mental illness is not just a problem for 
people with mental illness and their families.  It has be-
come a dangerous weapon in American politics. 
 
 
Michael B. Friedman is a retired social worker who has 
worked in the field of mental health for over 50 
years.  He teaches mental health policy at Columbia 
University School of Social Work and serves as a volun-
teer social advocate as Chair of the Cognitive and Be-
havioral Health Advocacy Team of AARP Maryland.  He 
can be reached at mf395@columbiauniversity.edu. 
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Stigma is Being Used as a  

Political Weapon: Reject It 
 

by: Michael B. Friedman,  LCSW 

https://pubmed.ncbi.nlm.nih.gov/29537982/
https://pubmed.ncbi.nlm.nih.gov/29537982/
https://pubmed.ncbi.nlm.nih.gov/16061769/
https://pubmed.ncbi.nlm.nih.gov/16061769/
https://www.unodc.org/unodc/en/data-and-analysis/global-study-on-homicide.html
https://www.huffpost.com/entry/violence-and-mental-illness_b_8542020
https://www.huffpost.com/entry/violence-and-mental-illness_b_8542020
https://wisqars.cdc.gov/fatal-reports
https://wisqars.cdc.gov/fatal-reports
mailto:mf395@columbiauniversity.edu


11 

 

FTC Must Look Into Practice That Delays Prescriptions 
 

By Dinah Miller, MD 
Edited version first published in The Baltimore Sun August 24, 2022 

 

 
In June, the Federal Trade 
Commission (FTC) an-
nounced it would be launch-
ing an inquiry into the prac-
tices of the “prescription 
drug middleman” industry. 
These middlemen, known as 
Pharmacy Benefit Managers 
(PBMs), determine if an in-
surer will pay for a prescrip-

tion that is prescribed for a patient. Caremark, Ex-
pressScripts and Optum are some of the familiar 
gatekeepers and suppliers of medications. 
 
The FTC statement reads, “Pharmacy benefit manag-
ers are the middlemen who are hired to negotiate 
rebates and fees with drug manufacturers, create 
drug formularies and surrounding policies, and re-
imburse pharmacies for patients’ prescriptions. The 
largest pharmacy benefits managers are now verti-
cally integrated with the largest health insurance 
companies and wholly owned mail order and spe-
cialty pharmacies.” 
 
I want to discuss the role of PBMs as they relate to 
one aspect of every physician’s life: the requirement 
for physicians to obtain prior authorization (PA) be-
fore certain medications can be dispensed by the 
pharmacy and paid for by insurance. Initially, PAs 
were required only for expensive, name brand medi-
cations, but now PAs are often required for inexpen-
sive generics. Doctors must justify why a specific 
medication is needed, and they may be required to 
prove that the patient has tried alternative medica-
tions first that either did not work or were not toler-
ated, in a process that makes guinea pigs of pa-
tients. Often, the patient’s doctor does not have the 
option of starting with the most effective medicine 
with the fewest side effects, and each time a dose is 
changed, another PA is required. 
 
What started as a cost-control measure has become 
an unregulated burden on both patients and their 
doctors. The requests for justification can be bur-
densome and obscure. They can include filling out 
forms online, uploading records in specific formats 
and long waits on hold to speak with a reviewer. 
And the appeals process can be onerous and time-
consuming, with no guarantee that the medication 
will be approved or that a physician in the relevant 
specialty will be involved in the decision. 
Let me give an example from my own practice. Re-

Dinah Miller, MD 

cently, I sent in a prescription, then was notified to start 
the prior authorization process online. There was a list of 
“acceptable” diagnoses. I checked a box and a new ques-
tion appeared — it asked if I am a certified sleep medi-
cine physician. I’m a psychiatrist, and so the PA was de-
nied. The patient had the option of paying cash for the 
medication, of going without it or of making an appoint-
ment with a specialist and waiting out that process. 
 
I looked up the prices on the GoodRx app — a company 
that negotiates prices outside of insurance and can be 
used by patients who pay cash. The medication costs just 
over $288 for a one-month supply at her pharmacy, CVS. 
Instead, I asked her to go to another pharmacy where 
the prescription cost $21. This is not uncommon; drug 
costs may vary by hundreds of dollars from one pharma-
cy to another, for no obvious reason. 
 
The time physicians spend on prior authorizations (or 
cost hunting) is uncompensated, and it is considerable. 
It’s a hoop to jump through, and no one is overseeing 
the placement of the hoops. Furthermore, when patients 
do use their insurance, the copay may be more than the 
cash price, and this information is not made readily 
available. Nothing about the process is transparent. 
 
How big a problem are prior authorizations? In Decem-
ber 2021, the American Medical Association conducted a 
survey of 1,004 practicing physicians. The average physi-
cian completes 41 PAs per week, nearly 1 in 5 of the pre-
scriptions written. Forty percent of doctors hire staff 
solely to manage prior authorizations; 93% of doctors 
reported that PAs have caused delays in patients getting 
care, and 82% reported that PAs caused patients to 
abandon treatment. In terms of patient outcomes: 34% 
of doctors reported a serious adverse event, while 24% 
had patients who required hospitalization. Eighty-eight 
percent of physicians said this process is a high, or ex-
tremely high, burden. 
 
The administrative burdens of medicine have killed the 
joy of practicing for so many physicians. Physicians are 
burning out and retiring earlier, and patients are frustrat-
ed with the high cost and unnecessary complications 
associated with getting care. The prior authorization pro-
cess is a huge contributor to all that is wrong with the 
system. I hope that the FTC will take a long hard look at 
the burdens, confusion and cost shifting — rather than 
saving —- that this burdensome process inflicts on the 
medical system. 
 



In Memoriam:  

Constantine Sakles, MD 
 

By Bruce Hershfield, MD 
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MPS members should know 
about The Center for 
Healthy Maryland, a Med-
Chi subsidiary that of-
fers The Maryland Physician 
Health Program.  It is 
HIPAA-compliant and is 
designed to assist physi-
cians and other health care 

professionals in a confidential setting to address 
health issues that could impact their ability to pro-
vide care.  It is financed through hospital and partic-
ipant fees and through donations.  Participants are 
evaluated, clinical management plans are formulat-
ed, and referrals for treatment are made when indi-
cated.  Issues that are frequently encountered in-
clude substance abuse, psychiatric illness, disruptive 
behavior patterns, sexual boundary violations and 
medical problems that disrupt the delivery of opti-
mal medical care.  Referrals by hospitals, practice 
groups, families and by providers themselves can be 
made by calling 410-962-5580. 
  
There is a similar, but separate, program called The 
Physicians Rehabilitation Program that is answerable 
to the Board of Physicians.  It provides a similar ser-
vice to providers and to the Board of Physicians but 
it is not HIPAA-compliant and the participants are 
not totally voluntary because they have been re-
ferred by the Board of Physicians. Its Medical Direc-
tor is a neurologist and so helps to cover both psy-
chiatric and medical problems.  These can range 
from ophthalmologists who may have a tremor to 
internists who may have a developing dementia who 
are asking about their ability to practice. 
  
As Medical Director of the MD Physicians Health 
Program for the last 7 years I have seen it transition 
from a program that primarily helped people strug-
gling with substance abuse to one that assists when 
they are suffering from the problems enumerated 
above.  Like other PHPs, through our treatment re-
ferrals, drug monitoring, and coordination of care, 
we have about a 75-80% five- year recovery rate for 
substance abuse.  Our HIPAA compliance helps en-
sure that we help the overall functioning and careers 
of our participants and not harm them because of 
unproductive reporting requirements to regulatory 
boards.  We are available to advise any colleague, 
hospital or practice group with any concerns. 
 

Arthur Hildreth, MD 

Maryland Physicians Health 

Program: A Voluntary  

Program to Help  

MD’s in Trouble 
 

by: Arthur Hildreth, MD 
Dr. Constantine J. 
Sakles, a former MPS 
member who was a 
retired Professor at the 
University of MD, died 
on May 25th at age 87.  
 
Originally from New 
York, he attended the 
University of Rochester 
and then graduated 
from Yale Medical 
School in 1959. He did 

his psychiatric training at the University of MD, 
then joined the faculty. He taught not only Psy-
chiatry, but also Pharmacology, and became 
known as an expert in Psychodrama. He retired 
in 1999, then worked for the Anne Arundel 
County Department of Corrections and main-
tained a private practice.  
 
Dr. Theodora Balis, MPS Secretary/Treasurer, 
commented, “I first knew Constantine Sakles 
when I was 10, when he and his wife became 
godparents to my sister. A brilliant man who 
loved learning about so many things, he 
brought an ease to conversations with his car-
ing attitude. As I became a psychiatrist, I had 
the great pleasure of both his mentorship and 
his loving support. 
  
I was especially moved by the way he spoke of 
his work with the most marginalized among us-
- incarcerated men who met in group with him 
regularly to play out their psychological and 
emotional struggles where art and science 
meet in structured psychodrama. These were 
people whose families, and society, had written 
off as broken beyond redemption, unworthy. 
Connie helped them find value and healing and 
make some positive outcome arise from their 
situations.  
  
This is how he was with everyone. He always 
expressed genuine interest in who you were 
and wanted to help you with whatever you 
found important. Whether students, residents, 
family, or patients, he was always caring and 
helpful.” 
 

Constantine Sakles, MD 
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ing to be connected in my gut somewhere.’” 
  
Dr. Young leaves behind a legacy of insight, healing, 
creative living, and artistic vision.” 

In Memoriam: Barbara Young, MD 
 

 

By Bruce Hershfield, MD 

Dr. Barbara Young, an MPS 
member who was a psycho-
analyst as well as a well-
known photographer, died on 
September 28th at age 101. 
 
Originally from Illinois, she 
got her MD degree from 
Johns Hopkins, where she 
later finished her psychiatric 
residency in 1951. She 
worked for two years at Perry 
Point, then established a pri-
vate practice that she main-

tained until 2008. She graduated from the psychoana-
lytic institute in 1953. 
 
She started taking photos of Harbour Island in the 
Bahamas in 1958 and returned there each year for the 
next four decades. Her books included “Photographs 
are Memories”, The Plop-a-lof Tree” and “Looking 
Back: An Unusual Harum-Scarum Illustrated Autobi-
ography”. Her photos are in the Museum of Modern 
Art, the Baltimore Museum of Art, the Johns Hopkins 
School of Medicine, and UMBC’s Albin O. Kuhn Library 
and Gallery (where her personal papers are stored).   
 
Thomas E. Allen, MD, a Past President of the MPS, 
commented. “She was well loved by her patients and 
continued to practice after many of her peers had 
retired. She remained quite alert even very late in life. 
She loved photography as much as she loved psychi-
atry and psychoanalysis. By contrast with our field, it 
was something concrete and she loved finding and 
creating images.” 
  
Dr. Jimmy Potash, Chair at Johns Hopkins, noted 
“Barbara Young, a graduate of the Phipps class of 
1951, focused her career on psychoanalytically orient-
ed psychotherapy, after having been analyzed herself 
during and after residency.  
  
She was justly famous for her photography. 
  
Above is one of her most celebrated works, Uffizi 
Landing, taken in Florence, Italy. She wrote about its 
impact: “After I had given an illustrated talk on the 
creative way of life…I received a letter from a young 
photographer who was in analysis. She realized that 
she wanted to be that little blue boat docked safely in 
all that water. She wanted to feel safely moored to 
someone else. The letter said, ‘I didn’t know if the 
larger boat felt like a parent or a partner—just want-

Barbara Young,  MD 
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Letter From The Editor 

The Problem With Meetings 
 

by:  Bruce Hershfield, MD 

I enjoyed attending the MPS/SPA 
annual meetings in Baltimore Sep-
tember 7-10. The presentations were 
excellent and the social events were 
most enjoyable. It was good to see 
people in person again.  
There was only one real problem: 
very few of our members attended. I 
understand that only about 10% of 
the memberships of the two organi-
zations were there. 
 
I have been attending meetings of 

the APA since 1973, of the MPS since shortly afterwards, 
and of the SPA since 2009. When the MPS was meeting 
about 6 times per year in the ‘70s and ‘80’s it was possible 
to get to know the members—or at least those who came 
regularly. Now, the MPS only has an annual meeting, at-
tended by about 10-15% of the members—and one scien-
tific meeting per year. This is not enough to form the 
bonds we need in order to thrive.  
 
We need to figure out why members are choosing not to 
attend our meetings.  
 
I understand that Americans are simply not joining organ-
izations like we did in the past. How many of us attend 
meetings of the Kiwanis, or the Elks, or the Chamber of 
Commerce like our parents and grandparents did? We 
have plenty of responsibilities and there are plenty of oth-
er ways to occupy what leisure time we have. We also 
need time to re-charge ourselves--to let our nervous sys-
tems quiet down. I think the most important reason for 
the poor attendance is that our members don’t find the 
meetings to be worth the cost and the time. 
 
I rarely learn as much at the meetings as I could by read-
ing the relevant material, and I could do that in a small 
fraction of the time. It is easy to learn the facts by simply 
looking on the internet.  I think the real value in attending 
is having the opportunity to connect with other people —
whose opinions we should value, whom we can trust, who 
knows the latest about what is really going on, and who 
could be a friend. It is hard to justify the expense—the 
registration, and the flights and hotel rooms when the 
meetings are out-of-town--but still I find it to be worth it. 
(The same could be said of vacations; they are expensive 
and all-too-brief, but they help us make sense of our 
lives.) 
 
 
 

As a Society, we need to decide how we can best associ-
ate with each other—“to form a More Perfect Union”. The 
days when we could best learn by attending lectures to-
gether are coming to a close. 
 
I can guess what 10% attendance—or 16.25 % of mem-
bers voting, as we did in the last APA election—means. 
What would make our members want to meet with each 
other again? 
 

Bruce  
Hershfield, MD 

MPS Best Paper Awards 
 
To recognize outstanding scholarship by young psychiatrists 
in Maryland, the MPS established annual "best paper" 
awards in 2013.  Previous winners are listed here.  The Aca-
demic Psychiatry Committee is currently soliciting nomina-
tions for the 2022 Paper of the Year Award in two catego-
ries: 
   
Best Paper by an Early Career Psychiatrist Member (ECP): 
Eligible psychiatrists are ECP members who are first authors 
of papers published or in press in 2022.  Thanks to generous 
funding from the Maryland Foundation for Psychiatry, the 
winner will receive a $200 cash prize as well as a compli-
mentary ticket to the MPS annual dinner in April 2023. 
  
Best Paper by a Resident-Fellow Member (RFM):  
Eligible psychiatrists are Resident-Fellow members who are 
first authors of papers that were written, in press, and/or 
published in 2022.  Thanks to generous funding from the 
Maryland Foundation for Psychiatry, the winner will receive a 
$200 cash prize as well as a complimentary ticket to the 
MPS annual dinner in April 2023. 
  
Best Paper by a Medical Student Member (MSM): 
Eligible students are Medical Student Members who are first 
authors of papers that were written, in press, and/or pub-
lished in 2022.  Thanks to generous funding from the Mary-
land Foundation for Psychiatry, the winner will receive a 
$200 cash prize as well as a complimentary ticket to the 
MPS annual dinner in April 2023. 
  
Scholarly work of all kinds (e.g., scientific reports, reviews, 
case reports) will be considered.  If you would like to nomi-
nate a paper and author, please email the paper to either of 
the co-chairs below by January 31.  Please include a brief 
explanation of why you believe the work is worthy of special 
recognition.   
  

Matthew Peters, M.D. mpeter42@jhmi.edu  
Traci Speed, M.D., Ph.D. speed@jhmi.edu  

https://mdpsych.org/about/history/paper-of-the-year-award/
mailto:mpeter42@jhmi.edu
mailto:speed@jhmi.edu
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MPS ADVOCACY FUND 
 

Psychiatry faces legislative and regulato-
ry opportunities and threats in our state.  
The MPS works for you by advocating 
with lawmakers and the executive 
branch. To sustain government affairs ac-
tivities and legal counsel for our role as 
the voice of psychiatry, we need financial 
support from all Maryland psychiatrists. 
Every contributor, every member 
strengthens our collective position! 
  
To support the MPS over and above 
your membership: 
 
1. Visit: https://mdpsych.org/contact-
us/  
2. Click on the yellow “Pay Now” button  
3. Enter your credit card information  

TRIVIA NIGHT FOR PSYCHIATRIC 
RESIDENTS AND FELLOWS! 

Join us February 1st @6pm for trivia night at Home 
Slyce in Baltimore! Delicious food, open bar & cash 
prizes!  
 
Teams of residents and fellows will vie for cash prizes. 
For fun we will even throw in a team from the MPS 
leadership to find out who comes out on top! The 
trivia portion of the evening will be run by Charm 
City Trivia. This event is open to members & non-
members of Maryland based psychiatry residency 
programs.  
 

 

 

https://mdpsych.org/contact-us/
https://mdpsych.org/contact-us/
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https://us02web.zoom.us/j/4192379446?pwd=TzB3TWRMZExWM2J1TGJkbkxVcnVxUT09
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https://mdpsych.org/meetings/using-the-sequential-intercept-model-to-address-disparities-that-lead-to-incarceration/

