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Psychologists Need A National Plan For RXP
By Keith Petrosky,  Ph.D., ABMP 

I believe that 20 years ago psychologists needed to begin their RXP endeavors by targeting individual states 
and negotiating individual RXP legislation. However, continuing to attempt to do this through a state-by-state, 
individual approach is a strategic error. What we need now is a national plan. I think this needs to be targeted 
to consumers rather than seeking to appease psychiatry and their lobbyists as well as the politicians who can 
block any legislation that suits them in order to receive donations to their reelection campaigns.

Living through the pandemic was a very scary experience for all of us, especially when the virus was initially 
so lethal. However, as with many other things in life it ushered in a few good things along with the mostly 
horrible. One good thing that happened was that consumers were allowed to see providers for telehealth rather 
than actual office visits. This was intended as a temporary measure. As COVID 19 waned there was a projected 
time interval given for patients to go back to regular office visits. This transition never happened. It seemed to 
dissipate when the public expressed their desire to continue these services. You can call that “consumer power” 
and insurance companies like to keep their customers so they all seemed to go along with it. It may now be that 
telehealth will be a permanent part of U.S. healthcare delivery. 

In a similar vein, one can ask what would happen if consumers from coast to coast were clamoring for properly 
trained psychologists to begin prescribing so that they could receive treatment for their conditions (including 
important psychotherapy interventions) rather than to continue to just be medicated in ten to twenty minute 
(for new patients), expensive (most psychiatrists are out of network) medication-only services. Of course, this 
would require an educational campaign to make the public aware of the training that is undergone by medical 
psychologists and others who have undergone extensive training required to properly prescribe psychotropic 
medications. 

The targeting of individual states for RXP legislation makes it easy for psychiatry to mount an 
opposition campaign to block some initiative in just a few states each year. It is like a war that is being fought 
in only a few, limited skirmishes during a calendar year. A relatively small amount of money, the hiring of 
lobbyists, and the calamitous expression of a terrible risk of harm to the public can bring these brief battles to 
a foregone conclusion. When American Psychiatric puts up a hundred thousand or so dollars for one of these 
battles they know that our own APA will contribute absolutely nothing. Our APA is always political and can’t 
get behind something that some of their members will oppose. 
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When Oregon’s bill was sponsored by 12 of 18 legislators it 
became crucial to get at least one of the bill’s sponsors to “turn” 
and vote against it. How does someone who sponsored the bill 
end up opposing it? Well it all has to do with money I am sure. 
Psychiatry hired 3 lobbyists and spent 75 thousand dollars to 
accomplish this. By taking away this one vote the bill could 
then be vetoed since it no longer had a majority (two thirds) of 
the votes. The Democratic governor (one would think to be a 
“progressive”) of this liberal state then vetoed the bill. Why did 
she do this? You have to assume it had to do with some personal 
advantage for her. It requires enormous funds for politicians to 
get reelected. Say no more. 

The same type of thing happened in the state of New Jersey when 
after the RXP bill passed the house and senate the state insurance 
commission had to hold a brief meeting to finally pass the bill. 
It was like a footnote on the page of a long research paper. The 
chairman of the committee never brought it up for a vote so 
the bill died. It would have to be resubmitted during the next 
legislative session and by then the forces against it would do a 
better job of blocking it. This they then did and we have heard 
nothing of significance ever since. There is a joke that anything 
can be “bought” in New Jersey due to the longstanding corruption 
in that state. Apparently these lobbyists “bought” the demise of 
psychologist RXP there both now and forevermore.  

Psychologists have made the mistake of thinking that they 
can persuade the medical community that we have the proper 
training to prescribe such as when the state of Illinois agreed to 
have their RXP candidates go back to college and take chemistry 
classes. This would make sense perhaps if psychologists would 
be manufacturing our own medications in laboratories in our 
basements but not if we are simply selecting safe medications for 
appropriate patients. 

Being willing to jump through hoops does nothing to advance 
RXP particularly when the legislation ties the hands of those that 
are invested in the process and establishes something that is not 
useful for actual prescribing. Properly trained RXP psychologists 
are in reality not dangerous to the public. When patients are 
injured, such as the case of the famous American composer 
George Gershwin, who was treated by a psychiatrist (not a 
psychologist) who missed the diagnosis of a glioblastoma brain 
tumor, these events are quickly brushed away as much ado about 
nothing. This of course is the definition of a double standard. 

Psychiatrists have always been a white elephant in 
the field of medicine. They don’t have offices with a box of 
examination gloves mounted to the wall. They do not have scales 
to weigh patients or blood pressure cuffs and don’t employ the 
largely ceremonial stethoscope (only useful in the hands of a 
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trained cardiologist for heart issues) for examination 
of the patient’s heart, lungs, and bowel sounds. In 
fact by my experience it is more likely for a 
properly trained psychologist to ask for a 
thyroid panel or other laboratory test than 
a psychiatrist. I remember a brief discussion 
with one of my psychiatrist supervisors (one of my 
favorite people) during my internship when I asked 
him a medical question about myself and he replied 
that he was a psychiatrist and that I needed to ask 
a medical doctor. He appreciated the scope of his 
current expertise and recognized that his knowledge 
and training for the majority of medical practice 
had long since faded into the sunset. It is hard to 
remember information that one does not use. 

I don’t personally think most actual psychiatrists 
regard psychotropic medications as extremely 
dangerous (although they can be of course, which is 
the purpose of careful training, and one needs to be 
careful about possible interactions with other drugs) 
but rather they seem to always begin with serotonin 
medications with most patients and, if that does not 
suppress the symptoms, make their way through 
about five other families of drugs to hopefully (trial 
and error) address the patient’s problems. Typical 
medications chosen are those with gentle side effect 
profiles and a proven track record of not causing 
harm for most every patient. When even the slightest 
issue arises with a medication it receives an FDA 
issued “black box warning” that is the kiss of death 
to that drug as it will quickly transition to a drug that 
will never be used again. 

Prescribing of these same drugs by a properly 
trained psychologists, however, is met with a 
dramatic expression of fear for public safety. I don’t 
personally believe that psychiatrists these days 
actually think it is dangerous for a psychologist to 
prescribe, but rather they would like to stop any 
economic competition for their services and they 
are holding onto a very insecure self-identification 
as “erstwhile” (or “former”) physicians. Yes they 
have been trained to set bones and deliver babies 
and perform a lifesaving emergency tracheotomy 
for a choking patient but now they are just sorting 
patients into categories (without any underlying 
biological science to support these diagnoses) for 
purposes of prescription writing. 

When our DOD (department of defense) set up the 
first programs for psychologist prescribing in the 
nineteen sixties they sent five psychologists through 
medical school and asked them afterwards what 
training would be needed for safe psychologist 
prescribing. After eliminating many of the part 
of physician training such as the examination of 
tissue (histology), gynecology, dermatology, urology 
ophthalmology, obstetrics, and many others the 
resulting curriculum was the same one that every 
RXP trained psychologist has undergone ever since. 

Thus it is a misguided effort by some RXP 
proponents of individual states to think that they 
will get psychiatry’s “go ahead” by showing that 
they are properly trained and not a “danger” to 
the public. When the bill that a particular group 
of RXP proponents are working on comes up for 
a vote in that state the response by psychiatry’s 
spokespersons and lobbyists will be that the 
prescribing of these psychotropic drugs are 
practically as dangerous as open heart surgery in a 
patient with numerous additional risk factors (like 
obesity, COPD, vascular issues, kidney problems 
and so on) and that if a psychologist were to attempt 
to do this it would practically require a trained 
anesthesiologist with a “crash cart” of shock paddles, 
intubation tubes, and other devices to stand by to 
provide life support to the patient who might very 
well undergo some physical crisis and potentially 
die. 

Meanwhile tens of thousands of patients are 
injured each year by physicians. The World Health 
Organization reports that four out of every ten 
patients are injured by physicians and that 80 
percent of these injuries are preventable [1]. Roughly 
250 thousand people die each year from hospital 
errors, injuries, accidents, and infections [2]. 
Roughly 12 million Americans are misdiagnosed 
each year [3]. Medical errors are in fact the third 
leading cause of death in the United States [4]. Yes, 
how do you like those apples? So how does one go 
about making the absurd and duplicitous claim 
that is only psychologists who pose a danger to the 
public?

Back when I used to work in a hospital setting I 
witnessed many psychotropic medication errors 
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being made by psychiatrists and other physicians. 
The head of our service told me that they were 
nothing to worry about. In one instance a patient 
was prescribed both the generic and trade name 
version of a serotonin drug and the nurse had 
accidentally added a zero to the dose of one of the 
drugs. My concern was dismissed by saying that 
serotonin syndrome was so rare that it didn’t amount 
to anything to be concerned about. The same error, 
of course, when committed by a psychologist would 
meet with a very different response requiring an 
investigation on par with the Warren Commission 
that looked into the Kennedy assassination. Errors 
among physicians on the other hand are met with 
friendly sympathy and minimization of any concern. 
It is the “good old boy” or “good old girl” system that 
invokes a code of professional silence in the service 
of protecting one another against any malpractice 
claim.

Going back to state psychological organizations for 
a moment, they do not seem to see the advantage 
of taking advantage of NAPPP’s previous work in 
establishing a methodology for advancing RXP 
legislation. They prefer to “go it alone” only to, in 
most cases, fail to get their bills approved. It is as 
if they don’t want to have to share credit for this 
potential breakthrough accomplishment. In the 
end, their individual efforts end up with nothing to 
celebrate other than that they tried to do something 
that did not work.

Physicians that I know would be quite happy to 
have psychologists to send their patients to for 
psychotropic medications. They seem to be as 
annoyed by psychiatrists as we are and they have to 
fill the majority of their psychotropic prescriptions 
themselves since their patients can’t receive these 
drugs without paying psychiatrists (who are out of 
network and can charge what they want) abnormally 
large fees for brief appointments. Psychiatrists can 
see four or more patients in the approximate hour of 
time that a psychologist can see one patient. Only two 
psychiatrists in my area of suburban Philadelphia 
take insurance and they will not accept just any 
insurance. Psychiatrists who see kids charge from 
fifteen hundred to three thousand dollars for a work-
up before prescribing. They order unnecessary (in 
many cases) EEGs and genetic testing and CT scans 

in order to be perceived as “doctorly” just in order to 
write an Adderal prescription. 

No physician has ever asked me whether 
psychologists have taken chemistry courses or any 
other academic subject. Psychologists are so much 
more trained than nurses that it is frankly appalling 
to be duplicating their coursework as in the Illinois 
law.  Physicians know what nurses and nurse 
practitioners are and view us as fellow doctors, not 
nurses. Physicians can tell immediately if a properly 
trained psychologist knows what they are talking 
about. 

When I recommend medications many of these 
physicians ask me why I don’t just prescribe the 
drug myself. They seem to accept the fact that our 
profession has successfully added this competency 
and they don’t seem to recognize it is not legally 
permitted in most states. When I correct their 
misperception you can tell that they would welcome 
rather than oppose our participation in this area of 
patient care. Sometimes they ask what is holding 
up this state by state approval process since they 
view it as absurd. As physicians they know what 
psychiatrists do and that it is, as they say, “not brain 
surgery.”

Following APA’s model has been a disappointment to 
those states who have attempted this since APA won’t 
spend a dime to support RXP legislation even when 
their model is being used. Of course they are happy 
to treat their executives to an indulgent Hawaiian 
retreat but that is a different story. 

Meanwhile more than 70 percent of vacancies in 
psychiatric positions are filled by green card seekers. 
I have no problem with this if they would be willing 
to treat their psychiatric patients as well as prescribe 
for them. I am actually quite fond of one such person 
that I regularly work with and he is quite respectful 
and tells his patients to discuss the details of their 
diagnosis with me and to ask for my medication 
recommendations for his consideration since (as 
he tells them) I am quite knowledgeable. However, 
green card physicians are only interested in the much 
more lucrative, less time-consuming, medication-
only services and they hire LPCs and social workers 
to “talk” to patients. 
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It is somewhat ironic that the majority of these 
green card prescribers come from countries with 
rudimentary or virtually nonexistent psychiatric 
services and most have undergone no substantive 
academic coursework in psychological and 
behavioral (and associated) subjects. They all (by 
my experience) specialized in something other than 
psychiatry and then cram for the psychiatry exam 
to come to the USA since our country already has 
the best of medicine in other specialties so there is 
no way to manage the green card necessity (to “help 
address an unfilled need” in our healthcare system) 
unless they respecialize as psychiatrists. How does 
someone with no innate interest in a field of study 
and limited education (aside from a crash course in 
passing the board) endeavor to excel at it?

I also don’t think consumers prefer to see people 
from a completely different culture, many of whom 
still communicate with some difficulty since they are 
using a secondary language and I have known some 
who ask awkward, repetitive questions (like “how 
is sex life”) every single visit with a patient or who 
smile and nod their head while expressing sympathy 
for someone’s grief (a cultural difference). 

By contrast, I believe that medical providers 
in general would welcome our participation in 
prescribing psychotropics and only psychiatry 
would stand in our way. If we can gather national 
support from consumers, however, based on our 
track record of prescribing in the armed services 
up to the current time (more than 50 years all told, 
transitioning to a civilian population more than 
twenty years ago across five different states) and 
not having injured a single patient while several 
hundred thousand patients are injured by physicians 
every single year, that may count for something to 
the average person and potentially overcome the 
efforts of the psychiatry lobby. 

Schooling the public on the process for obtaining an 
AMP diplomate (certainly not easy with requirement 
of undergoing comprehensive training in an 
RXP curriculum developed to duplicate the early 
work of DOD in the military, passing a national 
objective exam, undergoing physician supervision 
of prescribing recommendations, and an oral 
exam based on three submitted case studies), or 

comparable training through some other source, 
could begin to enlist consumers in a national 
advocacy for psychologist prescribing, helping to 
begin this needed change in modern healthcare 
delivery.  That could very well pressure individual 
states to go along with this needed change. What 
seems to not be able to be accomplished in a state-
by-state basis could possibly be accomplished 
through a national campaign. 

In answer to the often-asked question of why 
psychologists need to prescribe the answer could be 
as simple as – 

“Because that’s what people want.”

If enough people want to receive their medications 
from erudite and well trained psychologists who 
actually treat them rather than just medicate them 
then there is a good chance that they will “have their 
way.” 

You may direct any comments or questions to 
drkeith1@verizon.net
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By John Caccavale, Ph.D., ABMP 

The RxP movement started some 30 years ago and, 
for the most part, is dead – or at least in long stall. 
The reasons for this are many, including the resis-
tance of many psychologists not seeing a need to 
devote the time and money to be trained and the 
relative inaction of APA to be a leader in making RxP 
a priority. 

As our colleague, Dr. Keith Petrosky, states so 
clearly in this month’s lead article, the failure to set 
a national plan and agenda has been a real problem 
to states wanting to advance the RxP agenda. More-
over, many trained psychopharmacologists have not 
sufficiently stated the real goals for RxP. 

Simply empowering another class of prescribers was 
never a good reason for state legislatures to autho-
rize RxP for psychologists. NAPPP has been and is 
the only organization that has put forth a model leg-
islation and the contrary reasons why psychologists 
should be given the authority to prescribe.

For NAPPP, the ability to prescribe is the least posi-
tive aspect of RxP. Having control over the patient’s 
treatment is the real issue. Medications should never 
be a first line treatment for mental disorders. As long 
as primary care physicians can decide on medica-
tions as a first line treatment for mental health is-
sues, psychologists are relegated to being the “sec-
ond” chair in the room. 

RxP gives psychologists equality and quality of care 
that patients require. Further, none of the bills that 
have been passed have any prescribing standards 
that correlates with any scientific findings about the 
medications currently being prescribed. 

NAPPP’s model legislation delineates nine standards 
for prescribing psychologists. Nevertheless, some 
states that continue to talk about RxP, look towards 
the archaic and insufficient APA model for their leg-
islation. NAPPP’s model RxP legislation can be read 
and accessed on our website at https://nappp.org/pdf/
model.pdf.  

But, the primary reason RxP has not made much 
progress, if any, over three decades is because physi-
cians, as a whole, have no idea what psychologists do 
or what our skill sets are. 

I have spoken to may physician groups throughout 
the years trying to educate them about psychology, 
psychologists, and RxP. They have all given me the 
same message or talking points: “We need to be sure 
that when we refer a patient to a psychologist, we 
can trust them.” What they really meant was that we 
were not trained to deal with medical issues that a 
patient might have that would need to be addressed 
and considered when prescribing a medication. 

I always agreed with them on the trust issue because 
trust is a major concern for all of us. However, I let 
them know that I disagreed that we could not be 
trusted to prescribe medications, when appropriate, 
and that they have little knowledge about psycholo-
gists and the skills that we actually have. 

Physicians, like most people, have the idea that all 
we do is listen and talk and anyone can do that. As if 
we wasted 13 years of education to learn how to talk 
and listen was the only thing we do. If physicians 
spent some time listening to their patients a little 
longer and with better listening skills they might 
find out a lot more of what really is going on. They 
are fine with prescribing psychotropic medications 
without any real training in diagnosis. Yet, most 
would rather refer to a psychiatrist who will not talk 
or listen and just prescribe a medication. 

Therein can be found the real issue with physician 
opposition to RxP. Medications is how they com-
municate and rely upon as their hand-offs. I know 
few psychiatrists who know anything about anything 
medical or perform any medical procedures. They 
do, however, speak medications. Psychologists speak 
people and behavior. As long as organized medicine, 
aside from their turf issues,  remain uneducated 
about what psychologists really do and the skills we 
possess, very little will change.
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One way to address this issue is to write meaningful 
RxP legislation that spells out our training not only 
in psychopharmacology but in the subjects that phy-
sicians can understand. Training in organ systems 
and the like are necessary elements that are sorely 
lacking in the APA model. Standards for prescribing 
are a must but also lacking in the APA model. Physi-
cians can care less about psychopharmacology or 
pharmacology since they themselves receive so little 
training in those subjects. 

Training in the cardiac system, respiratory system, 
and other body systems would go a long way in pro-
moting trust. They want to know that we know they 
can trust us to know when a patient is having a med-
ical issue aside from a psychological issue. Again, 
the current APA RxP model does not address this 
concern. The NAPPP model legislation does 
address all these concerns yet APA pretends 
that their model sufficiently trains one to prescribe. 
It does not and the proof is that in 30 years we can 
count the few number of states that have passed RxP 
legislation.

What Psychologists Know About Physicians

For now, the primary care system is what we all have 
to deal with, like it or not. They are the gatekeep-
ers and we are outside the gate. As we all know, 
talent is normally distributed and there are some 
really incompetent providers in every profession 
but there are also many competent physicians as 
well as psychologists. Every psychologist has many 
horror stories about the incompetent care that some 
patients receive from physicians. Many of us have 
saved patient lives by informing a PCP of something 
important that the PCP has missed. These are not 
infrequent occurrences. We know that some physi-
cians simply will never be up to par providing qual-
ity care to their patients. 

With respect to providing mental health services, 
most physicians have little idea about psychological 
processes or diagnoses. Consequently, patients pre-
senting with mental health issues receive even less 
than the standard of care when provided by PCPs. 

Yet, although many psychologists know the inad-
equacies of physicians who are not up to par, we’re 
between the rock and the hard place to remedy the 

situation as things presently go. RxP does, however, 
remedy much of the bad care that patients needing 
mental health services now receive.

First, medications as a first line treatment becomes 
greatly diminished when a RxP psychologist is treat-
ing a patient. Those of us who are trained in medical 
psychology understand the limitations of psycho-
tropic medications. Physicians are the last providers 
to take the time to peruse or analyze the scientific 
literature on medications, but rely on such sites as 
Medscape Psychiatry and Psychiatric Times,, with 
their funding biases. 

In the NAPPP model legislation, medication can only 
be prescribed after a medication has been proven 
to be effective and relatively safe as demonstrated 
by the post FDA approval. Moreover, psychologists, 
trained in medical psychology or not, understand 
that medications as a first line treatment makes little 
sense with most patients presenting for treatment.

Second, RxP automatically designates the psy-
chologist as the treating provider for mental health 
issues. This means that patients who have been 
prescribed useless medications can be deprescribed 
those medications that are unnecessary but have 
never been discontinued by prior providers. This one 
ability to deprescribe is important to quality patient 
care that typically is not received in a PCP setting. 

Having control over the treatment process is what 
makes one a complete provider. Presently, very few 
psychologists can make that claim. This is why those 
of us who completed post doc training and became 
board certified in medical psychology spent the time 
and money to achieve this goal. Clearly, time is an 
important commodity as well as the cost of training. 
However, the added benefits to one’s practice far 
exceeds the time and cost. Moreover, even if you are 
not in a state that authorizes RxP, the added value of 
this training pays off for your practice and the qual-
ity of care your patients will receive. 

Further, physicians will become educated and rely 
upon your expertise as well-rounded providers. You 
will speak their language and far better that psychia-
trists who are only uni-lingual. 

In conclusion, it doesn’t matter whether RxP comes 
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to your state although it would be to every psycholo-
gist’s advantage if it did. Training in medical psy-
chology raises your provider profile to another level. 

As a psychologist who was one of the first to be 
trained in clinical psychopharmacology and medical 
psychology and licensed in a non-RxP state, I can 
say that I do not regret the time and cost devoted to 
get that training. My patients benefited immensely 
and my practice and provider profile soared in com-
parison to other psychologists in my area. Physicians 
relied upon me for recommendations and medica-
tion management. Mostly, however, my training 
gave me a sense that I had reached a level of profes-
sionalism, not in the elitist sense, but that I was not 
a part provider but a complete one.

Comments are welcome and I can be reached at 
drcaccavale@nappp.org
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US approves new drug to treat Alzheimer’s 
disease

The US Food and Drug Administration on Jan. 6 
approved a highly anticipated new drug designed to 
slow cognitive decline in patients in mild and early 
stages of Alzheimer’s disease. The FDA approval of 
the drug, Leqembi, also known as lecanemab, comes 
just days after the regulatory agency was harshly 
criticized in a congressional report for its green-
lighting of another Alzheimer’s drug, Aduhelm. 
And it was granted despite trial results showing the 
monoclonal antibody treatment carries risks of brain 
swelling and bleeding.

Both drugs were approved through an accelerated 
process that allows the FDA to fast-track approval of 
drugs for serious conditions where there is an unmet 
medical need. Leqembi, Dunn said, is “the latest 
therapy to target and affect the underlying disease 
process of Alzheimer’s, instead of only treating the 
symptoms of the disease.”

The phase three trial involved nearly 1,800 people, 
divided between those given the drug and given 
a placebo, and ran over 18 months. The complete 
trial data, published in the New England Journal 
of Medicine, raised concern about the incidence of 
“adverse effects” including brain bleeds and swelling. 

The results showed that 17.3 percent of patients 
administered the drug experienced brain bleeds, 
compared with nine percent of those receiving a 
placebo. And 12.6 percent of those taking the drug 
experienced brain swelling, compared with just 1.7 
percent of those in the placebo group. Leqembi, 
which is administered intravenously once every 
two weeks, works by targeting amyloid. In the trial, 
patients receiving Leqembi had a statistically signifi-
cant reduction in brain amyloid plaque compared to 
the placebo arm, which had no reduction of amyloid 
beta plaque.

Eisai said Leqembi would be priced initially at 
$26,500 per year and estimated that 100,000 
Americans could be receiving the drug by three years 
from now.

MedicalXpress Jan. 6 2023

Dr. Reinhardt:  Lecanemab resulted in 17.3% having 
brain bleeds, 12.4% having brain swelling, and 12% 
having infusion reactions. For all of this punishment 
they had some of their amyloid plaque dissolved, 
and an undetermined change in disease progression.

The FDA approved this drug based on a theory, one 
of many, of one of the steps in the disease process. 
The vast majority of research shows that dissolving 
plaque and releasing the sequestered neurotoxins 
results in a worsening of dementia. 

The studies do not reveal the identity of the “place-
bos” used, although I am curious why about 1 of 50 
“placebo” recipients has brain bleeds and swelling, 
considering brain atrophy is the norm in dementia 
patients. I am also curious why no drug “journal” 
requires identifying the placebo.

It requires biweekly 1 to 3 hour infusions and doc-
tors’ visits, along with the almost certainly vastly 
overpriced chemical. Note that the last FDA ap-
proved plaque drug resulted in everyone’s Medicare 
premiums being raised.

FDA Says No to Accelerated Approval for Al-
zheimer’s Drug

The US Food and Drug Administration (FDA) has 
denied accelerated approval for the investigational 
anti-amyloid donanemab (Eli Lilly) for the treatment 
of early Alzheimer’s disease (AD) because of insuffi-
cient data, the manufacturer has announced.

In a press release, the company reported the FDA is-
sued a complete response letter requesting that Lilly 
provide data from at least 100 patients who received 
a minimum of 12 months of continued treatment of 
donanemab. The data are part of the Phase 3 TRAIL-
BLAZER-ALZ 2 trial, and most of the results will be 
available by the second quarter of 2023, the com-
pany said.  “While the trial included more than 100 
patients treated with donanemab, due to the speed 
of plaque reduction, many patients were able to stop 
dosing as early as 6 months of treatment, resulting 
in fewer than 100 patients receiving 12 months of 
donanemab,” Lilly’s press release noted. “The FDA 
indicated that the data to meet the exposure excep-
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tion would likely need to include the unblinded con-
trolled safety data from TRAILBLAZER ALZ 2 upon 
completion,” it added.

Medscape Psychiatry Jan. 20 2023

Therapeutic Value of Drugs Frequently Mar-
keted Using Direct-to-Consumer Television 
Advertising, 2015 to 2021

Direct-to-consumer drug advertising increased 
by nearly 5-fold from 1997 to 2016, with 663 000 
television commercials reported in 2016. Direct-
to-consumer advertising is associated with use of 
higher-cost drugs over generics and less expensive 
alternatives.

We collected monthly lists of the US top-advertised 
drugs and advertisements by manufacturer spending 
in direct-to-consumer television advertising from 
an industry publication (September 2015 to August 
2021) and extracted advertised indications from an 
online advertising database. For each drug indica-
tion, we obtained therapeutic value ratings from in-
dependent health technology assessment agencies of 
Canada, France, and Germany and defined ratings of 
moderate or greater therapeutic value as high thera-
peutic value, using methods described previously. 
Fewer than one-third of the most common drugs 
featured in direct-to-consumer television advertising 
were rated as having high therapeutic value, defined 
as providing at least moderate improvement in clini-
cal outcomes compared with existing therapies. We 
used the most favorable therapeutic value rating at 
any point since approval, which may overestimate 
the proportion of higher-benefit drugs. Manufac-
turers’ television advertising spending on included 
products rated as low therapeutic value was $15.9 
billion from 2015 to 2021.

Conclusions: The findings of this study are consis-
tent with prior research that questioned the thera-
peutic value of drugs heavily promoted to clinicians. 
Policy makers and regulators could consider limit-
ing direct-to-consumer advertising to drugs with 
high therapeutic or public health value or requiring 
standardized disclosure of comparative effective-
ness and safety data, but policy changes would likely 

require industry cooperation or face constitutional 
challenge.

https://jamanetwork.com/journals/jamanet-
workopen/fullarticle/2800405#:~:text=The%20
73%20drugs%20with%20at,as%20having%20
high%20therapeutic%20value.

Dr. Reinhardt:  Yes, policy makers COULD consider 
limits. 

US New Drug Price Exceeds $200,000 Me-
dian in 2022

(Reuters) - After setting record-high U.S. prices 
in the first half of 2022, drugmakers continued to 
launch medicines at high prices in the second half, 
a Reuters analysis has found, highlighting their 
power despite new legislation to lower costs for 
older prescription products. The median annual 
price of the 17 novel drugs the U.S. Food and Drug 
Administration (FDA) approved since July 2022 is 
$193,900, down from $257,000 in the first half of 
2022, Reuters found. For full year 2022, the median 
was $222,003.

In 2021, the median annual price was $180,000 for 
the 30 drugs first marketed through mid-July, ac-
cording to a study published recently in JAMA. The 
latest numbers imply double digit year-over-year 
price growth. Drugmakers also stress that they do 
not determine what U.S. patients end up paying for 
the medicines. Many offer savings cards and other 
programs to reduce out-of-pocket costs.

Medscape Psychiatry Jan. 6 2023

Dr. Reinhardt: In order to limit overall costs, CMS 
reduced physician reimbursement. As noted, some 
drug makers do offer samples and first dose discount 
cards, an excellent marketing ploy, knowing people 
will not switch once they are being charged full price.
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Risk of Psychiatric Disorders Among Spous-
es of Patients With Cancer in Denmark and 
Sweden

To assess the overall burden of psychiatric disorders 
among spouses of patients with cancer vs spouses 
of individuals without cancer and to describe pos-
sible changes in this burden over time, a population 
based cohort study included spouses of patients with 
cancer in Denmark and Sweden; exposed group) and 
spouses of individuals without cancer (unexposed 
group) was conducted. 

During follow-up, the incidence rate of first-onset 
psychiatric disorders was 6.8 and 5.9 per 1000 
person-years for the exposed and unexposed groups, 
respectively. Risk of first-onset psychiatric disorders 
increased by 30% during the first year after cancer 
diagnosis, especially for depression and stress-relat-
ed disorders. Risk of first-onset psychiatric disorders 
increased by 14% during the entire follow-up, which 
was similar for substance abuse, depression, and 
stress-related disorders. The risk increase was more 
prominent among spouses of patients diagnosed 
with a cancer with poor prognosis or at an advanced 
stage and when the patient died during follow-up. 
Among spouses with preexisting psychiatric mor-
bidity, the risk of psychiatric disorders (first-onset 
or recurrent) increased by 23% during the entire 
follow-up.

Conclusions: Spouses of patients with cancer experi-
enced increased risk of several psychiatric disorders 
that required hospital-based specialist care. Our 
results support the need for clinical awareness to 
prevent potential mental illness among the spouses 
of patients with cancer.

AMA Netw Open. 2023;6(1):e2249560. doi:10.1001/
jamanetworkopen.2022.49560

Dr. Reinhardt: A surprise? Spouses of people with 
cancer have more depression, anxiety and substance 
use. The rate even goes up when their mates die. 
Why would these obvious psychological problems be 
called psychiatric disorders, with a need for chemi-
cal dosing?

Novel Antipsychotic ‘Encouraging’ for Resis-
tant Schizophrenia

The experimental antipsychotic evenamide is associ-
ated with reduced severity of symptoms when added 
to an existing antipsychotic in treatment-resistant 
schizophrenia (TRS), new research suggests. The 
topline results are based on the first 100 patients en-
rolled in study 014 and randomly assigned to receive 
evenamide at 7.5 mg, 15 mg, or 30 mg twice daily, 
as well as patients in the extension arm (study 015) 
that have completed 30 weeks. Key findings released 
by the company included statistically significant 
improvement over baseline at 30 weeks (P < .001) 
in Positive and Negative Syndrome Scale (PANSS) 
scores, with continued improvement over that seen 
at 6 weeks. The proportion of patients with clinically 
meaningful PANSS improvement at 30 weeks more 
than doubled from 16.5% at 6 weeks.In addition, re-
sults showed statistically significant improvement (P 
< .001) at week 30 compared with baseline in illness 
severity as measured by the Clinical Global Impres-
sion of Severity (CGI-S), with continued improve-
ment over that seen at 6 weeks. The proportion of 
patients whose illness improved by at least one level 
of severity was 60% at week 6 and increased approx-
imately by an additional 20% at week 30. 

The proportion of patients judged to have clinically 
meaningful improvement, defined as at least “much 
improved,” on the Clinical Global Impression of 
Change (CGI-C) was 27% at week 6 — and increased 
a further 10% at week 30. Evenamide was also well 
tolerated, with few adverse effects reported, and 85 
of 100 patients remained on treatment at 30 weeks.

Medscape Psychiatry Jan. 5, 2023

Dr. Reinhardt:  These “facts” were released by the 
marketing department of Newron Pharmaceuticals, 
and was presented as factual by Medscape Psychia-
try. No study has yet been released, and we do not 
know the magnitude of change, if any. How do re-
sults of adding another major tranquilizer compared 
to just upping the dose of the first one?

Medscape certainly knows better than to continue 
presenting such marketing and calling a difference 
in curves as representing “clinically meaningful 
PANSS improvement”. 
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“Anti”depressansts can cause a “highly 
prevalent heart disease”

Decreased serotonin transporter activity in 
the mitral valve contributes to progression of 
degenerative mitral regurgitation

Degenerative mitral valve (MV) regurgitation (MR) 
is a highly prevalent heart disease that requires 
surgery in severe cases.  Through studies of a popu-
lation of patients with MR, we show that selective 
serotonin reuptake inhibitor (SSRI) use and SERT 
promoter polymorphism 5-HTTLPR LL genotype 
were associated with MV surgery at younger age. 
Functional characterization of 122 human MV sam-
ples, in conjunction with in vivo studies in SERT-
/- mice and wild-type mice treated with the SSRI 
fluoxetine, showed that diminished SERT activity 
in MV interstitial cells (MVICs) contributed to the 
pathophysiology of MR through enhanced serotonin 
receptor (HTR) signaling. SERT activity was de-
creased in LL MVICs partially because of diminished 
membrane localization of SERT. In mice, fluoxetine 
treatment or SERT knockdown resulted in thickened 
MV leaflets. Similarly, silencing of SERT in normal 
human MVICs led to up-regulation of transforming 
growth factor ß1 (TGFß1) and collagen (COL1A1) in 
the presence of serotonin. In addition, treatment of 
MVICs with fluoxetine not only directly inhibited 
SERT activity but also decreased SERT expression 
and increased HTR2B expression. Fluoxetine treat-
ment and LL genotype were also associated with 
increased COL1A1 expression in the presence of 
serotonin in MVICs, and these effects were attenu-
ated by HTR2B inhibition. These results suggest 
that assessment of both 5-HTTLPR genotype and 
SERT-inhibiting treatments may be useful tools to 
risk-stratify patients with MV disease to estimate the 
likelihood of rapid disease progression.

Sci Transl Med. 2023 Jan 4;15(677):eadc9606. doi: 
10.1126/scitranslmed.adc9606. Epub 2023 Jan 4. 
PMID: 36599005.

Dr. Reinhardt:  Serotonin reuptake inhibitors appar-
ently can cause “a highly prevalent heart disease”, 
so in a way they are right, depression causes heart 
disease through the mechanism of dosing with still 
unproven chemicals (after 60 years of studies!) 

Impaired motor development in children 
with familial high risk of schizophrenia or 
bipolar disorder and the association with 
psychotic experiences: a 4-year Danish ob-
servational follow-up study

Motor abnormalities have clinical relevance as a 
component of psychotic illness; they are not only a 
proxy of altered neurodevelopment, but also inti-
mately related to psychotic risk. We aimed to assess 
motor development and its association with psy-
chotic experiences in children with familial high risk 
(FHR) of schizophrenia or bipolar disorder com-
pared with controls.

Children born in Denmark between Sept 1, 2004, 
and Aug 31, 2009, with no, one, or two parents born 
in Denmark with schizophrenia or bipolar disorder, 
could be included in the study. No ethnicity data 
were collected. Children with no biological parent 
diagnosed with schizophrenia spectrum disorder or 
bipolar disorder were matched to children with FHR 
of schizophrenia (one or two parents with schizo-
phrenia spectrum disorder) on the basis of sex, age, 
and municipality. Children with FHR of bipolar 
disorder (one or two parents with bipolar disorder) 
were included as a non-matched group. We assessed 
motor function in children with FHR of schizophre-
nia, children with FHR of bipolar disorder, and 
children in the control group at approximately age 8 
years (baseline; 2013–16) and age 12 years (follow-
up; 2017–20) using the Movement Assessment 
Battery for Children—Second Edition (Movement 
ABC-2). Psychotic experiences were assessed using 
the psychosis section of the Kiddie Schedule for Af-
fective Disorders and Schizophrenia for School-Age 
Children—Present and Lifetime Version.

We studied 437 children. Children with FHR of 
schizophrenia showed stable motor developmen-
tal deficits in manual dexterity and balance, and a 
developmental lag in aiming and catching. Children 
with FHR of bipolar disorder showed no motor de-
velopmental differences on a group basis. Compared 
with controls, children with FHR of schizophrenia 
were more likely to have definite motor problems 
(p=0·0004), as were children with FHR of bipolar 
disorder (p=0·0068). Children with definite mo-
tor problems across all groups were more likely 
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(p=0·017] to have had psychotic experiences than 
children with no definite motor problems.

Conclusions: Clinicians should be aware that motor 
impairment in childhood can reflect neurodevelop-
mental vulnerability to psychosis. Our findings con-
tribute to the identification of early risk markers for 
severe mental illness, both for use by clinicians and 
for establishing a basis for future primary preventive 
intervention studies in the premorbid phase.

The Lancet Psychiatry January 04, 
2023DOI:https://doi.org/10.1016/S2215-
0366(22)00402-3

“Mood Stabilizers” linked to developement 
of Parkinson’s

Association Between Antiepileptic Drugs and 
Incident Parkinson Disease in the UK Bio-
bank

Recent studies have highlighted an association be-
tween epilepsy and Parkinson disease (PD). The role 
of antiepileptic drugs (AEDs) has not been explored. 
To investigate the association between AEDs and 
incident PD, a nested case-control study started col-
lecting data from the UK Biobank (UKB) in 2006, 
and data were extracted on June 30, 2021. Individu-
als with linked primary care prescription data were 
included. Cases were defined as individuals with a 
Hospital Episode Statistics (HES)–coded diagnosis 
of PD. Prescription records were searched for AEDs 
prescribed prior to diagnosis of PD.

 In this case-control study, there were 1433 individu-
als with an HES-coded PD diagnosis (cases) and 
8598 controls in the analysis. Of the 1433 individu-
als, 873 (60.9%) were male, 1397 (97.5%) had their 
race and ethnicity recorded as White, and their 
median age was 71 years (IQR, 65-75 years). An as-
sociation was found between AED prescriptions and 
incident PD (odds ratio, 1.80; 95% CI, 1.35-2.40). 
There was a trend for a greater number of prescrip-
tion issues and multiple AEDs being associated with 
a greater risk of PD.

Conclusions:  This study, the first to systematically 
look at PD risk in individuals prescribed the most 

common AEDs, to our knowledge, found evidence of 
an association between AEDs and incident PD. With 
the recent literature demonstrating an association 
between epilepsy and PD, this study provides further 
insights.

JAMA Neurol. Published online December 27, 2022. 
doi:10.1001/jamaneurol.2022.4699

Dr. Reinhardt: The article garnered a comment 
from Deepak Gupta, MD, Anesthesiologist: “Belete 
et al. should be commended for their pioneering 
investigation. However, they may have missed out 
on an opportunity to expand their investigation into 
exploring risk for PD with AED use among non-epi-
lepsy patients having chronic pain or bipolar disor-
der. Gabapentin and pregabalin, which Belete et al. 
did not include in their investigation, may be often 
used as analgesics chronically, while carbamazepine 
and sodium valproate, which Belete et al. included 
in their investigation, may be often used as mood 
stabilizers.”

As long as pharma continues to convince physicians 
that mania is a “mood” issue rather than a manifes-
tation of a physical issue, and continues the line that 
anti-epileptics have something to do with “mood 
stabilizing”, chemical companies will thrive and 
patients will suffer.

Alternative Approaches

Vegetarians Suffer More Depression Than 
Meat Eaters

Association between meatless diet and de-
pressive episodes: A cross-sectional analysis 
of baseline data from the longitudinal study 
of adult health (ELSA-Brasil)

The association between vegetarianism and depres-
sion is still unclear. We aimed to investigate the 
association between a meatless diet and the presence 
of depressive episodes among adults.

A cross-sectional analysis was performed with base-
line data from the ELSA-Brasil cohort, which includ-
ed 14,216 Brazilians aged 35 to 74 years. A meatless 
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diet was defined from in a validated food frequency 
questionnaire. The Clinical Interview Schedule-Re-
vised (CIS-R) instrument was used to assess depres-
sive episodes.

Results were adjusted for potentially confounding 
and/or mediating variables: sociodemographic pa-
rameters, smoking, alcohol intake, physical activity, 
several clinical variables, self-assessed health status, 
body mass index, micronutrient intake, protein, food 
processing level, daily energy intake, and changes in 
diet in the preceding 6 months. We found a positive 
association between the prevalence of depressive 
episodes and a meatless diet. Meat non-consumers 
experienced approximately twice the frequency of 
depressive episodes of meat consumers, PRs ranging 
from 2.05 (95%CI 1.00–4.18) in the crude model to 
2.37 (95%CI 1.24–4.51) in the fully adjusted model.

Conclusions: Depressive episodes are more preva-
lent in individuals who do not eat meat, indepen-
dently of socioeconomic and lifestyle factors. Nutri-
ent deficiencies do not explain this association. The 
nature of the association remains unclear, and longi-
tudinal data are needed to clarify causal relationship.

Journal of Affective Disorders Volume 320, 1 Janu-
ary 2023, Pages 48-56 https://doi.org/10.1016/j.
jad.2022.09.059

Dr. Reinhardt: The authors were very quick to 
dismiss nutrient deficiencies. Just curious, how did 
they adjust for nutrient issues and rule them out so 
quickly? Brazilian scientists must be very far ad-
vanced compared to the rest of the world in under-
standing the roles of nutrients.

Modified Atkins Diet Beneficial in Drug-Re-
sistant Epilepsy

Safety, Efficacy, and Tolerability of Modified 
Atkins Diet in Persons With Drug-Resistant 
Epilepsy: A Randomized Controlled Trial

Modified Atkins Diet (MAD) has emerged as an 
adjuvant therapy in drug-resistant epilepsy (DRE). 
Most studies are in children, there is limited evi-
dence for DRE in in adults. The present study aimed 
to investigate if MAD along with standard drug 

therapy (SDT) was indeed more effective than SDT 
alone in reducing seizure frequency and improving 
psychological outcomes at 6 months in Adolescents 
and adults with DRE (non-surgical).

A prospective randomized controlled trial was 
conducted at tertiary care referral centre, in In-
dia. Persons with DRE aged 10-55 years attending 
outpatient epilepsy clinics between August 2015 and 
April 2019, who had more than two seizures/month 
despite using at least three appropriate anti-seizure 
medications (ASMs) at their maximum tolerated 
doses and had not been on any form of diet therapy 
for the past one year, were enrolled. Patients were 
assessed for the eligibility and randomly assigned to 
receive SDT plus MAD (intervention arm) or SDT 
alone (control arm).The primary outcome was>50% 
reduction in seizure- frequency, and the second-
ary outcomes were quality of life (QOL), behaviour, 
adverse events and rate of withdrawal at six months. 
Intention to treat analysis was performed.

Results: 243 patients were screened for eligibility; 
160 patients (80 adults and 80 adolescents) were 
randomized to either intervention or Control arm. 
Demographic and clinical characteristics in both 
groups were comparable at baseline. At six months 
> 50% seizure reduction was seen in 26.2% in the 
intervention group versus 2.5 % in the control group 
(95% CI 13.5-33.9; p<0.001). Improvement in QOL 
was 52.1±17.6 in the intervention group versus 
42.5±16.4 in the control group (mean difference, 9.6; 
95%CI 4.3 to 14.9, p<0.001). However, behaviour 
scores could be performed in 49 patients and im-
provement was seen in intervention versus control 
group (65.6±7.9 versus 71.4±8.1, p=0.015) at the end 
of the study. One patient had weight loss; two pa-
tients had Diarrhoea.

Conclusions:: MAD group demonstrated improve-
ment in all aspects (reduction in seizure-frequency, 
and behavioural problems) compared to control 
group at the end of the study. MAD is an effective 
modality in controlling seizures, further research is 
required to assess its efficacy in terms of biomarkers 
along with descriptive metabolomics studies.

Neurology Jan 2023, 10.1212/
WNL.0000000000206776; DOI: 10.1212/
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Dr. Reinhardt: It is entertaining how researchers 
throw in the idea ketogenic diet treatment is some-
how new and untested, considering it has been used 
for thousands of years for treating epilepsy! Even 
Atkins, a watered down version of the ketogentic 
diet, worked for the worst case, three drug failure 
patients. Head to head comparisons of drug naive 
epilepsy patients using the ketogenic diet versus the 
entire bag of chemicals never seem to get published. 
Ketogenic dieting WAS taught in medical schools 
prior to their takeover by chemical companies.

Meds and Community Over Mindfulness for 
Most Hypertension- A Medscape Commen-
tary

Piña: When I want patients to take their medicines, I 
say — this is one thing that, for years, I’ve been say-
ing — if you lower your blood pressure, your heart 
failure chances are less. I can tell you that the actual 
data show this. It’s not just us saying it. Now we have 
the data to back that up.

Ferdinand: There are some mixed messages. My 
friend from the VA came up with the study that 
suggested that there was no benefit of chlorthali-
done vs hydrochlorothiazide. Here’s how the study 
was designed. They attempted to match the dose of 
the chlorthalidone to the dose of hydrochlorothia-
zide. It was 25 mg hydrochlorothiazide vs 12.5 mg 
chlorthalidone, but in the ALLHAT trial and most of 
the studies that have really shown that bang for your 
buck, it’s 25 mg chlorthalidone. I’m not going to sug-
gest that a small dose of chlorthalidone is inherently 
better than 25 mg hydrochlorothiazide. 

Medscape PsychiatryNovember 11, 2022

Dr. Reinhardt:  No, you are right, they seem to be 
pushing chlorthalidone, but not discussing mindful-
ness. In fact, during the entire Medscape interview, 
of the two speakers only one mentioned mindful-
ness, and the discussion seemed more about how 
MDs need to save those “poor dumb southern black 
patients” from themselves with chemicals.

Aspirin as effective as blood thinner injec-
tions to prevent deadly complications in 
patients with bone fractures

Patients hospitalized with fractures typically receive 
an injectable blood thinner, low-molecular-weight 
heparin, to prevent life-threatening blood clots. A 
new clinical trial, however, found that inexpensive 
over-the-counter aspirin is just as effective. The find-
ings, published today in the New England Journal of 
Medicine, may lead surgeons to change their prac-
tice and administer aspirin to these patients.

The multi-center randomized clinical trial, which 
included more than 12,000 patients at 21 trauma 
centers in the U.S. and Canada, is the largest trial 
ever conducted on orthopedic trauma patients. This 
multidisciplinary collaboration between orthopedic 
surgeons and trauma surgeons points to the im-
portance of evaluating techniques used to prevent 
post-surgical complications, like blood clots and 
infections, through high-quality, head-to-head com-
parison studies.

The study enrolled 12,211 patients with leg or arm 
fractures that necessitated surgery or pelvic fractures 
regardless of the treatment. Half were randomly as-
signed to receive 30 mg. of injectable low molecular-
weight heparin twice daily. The other half received 
81 mg. of aspirin twice daily. Patients were followed 
for 90 days to measure health outcomes from the 
two treatments.

The main finding of the study was that aspirin was 
“non-inferior,” or no worse than low molecular-
weight heparin in preventing death from any 
cause—47 patients in the aspirin group died, com-
pared with 45 patients in the heparin group. For 
other important complications, the researchers also 
found no differences between the two groups in clots 
in the lungs (pulmonary embolisms). The incidence 
of bleeding complications, infection, wound prob-
lems, and other adverse events from the treatments 
was also similar in both groups.

MedicalXpress January 18, 2023

Dr. Reinhardt: Heparin has many more adverse 
effects. It’s use requires physician monitoring and 
repeated lab work.
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Meditation Equal to First-Line Medication 
for Anxiety

Mindfulness-Based Stress Reduction vs Es-
citalopram for the Treatment of Adults With 
Anxiety Disorders

To determine whether MBSR is noninferior to esci-
talopram, a commonly used first-line psychophar-
macological treatment for anxiety disorders, patients 
were recruited between June 2018 and February 
2020. The outcome assessments were performed by 
blinded clinical interviewer at baseline, week 8 end 
point, and follow-up visits at 12 and 24 weeks. Of 
430 individuals assessed for inclusion, 276 adults 
with a diagnosed anxiety disorder from 3 urban aca-
demic medical centers in the US were recruited for 
the trial, and 208 completed the trial. Participants 
were 1:1 randomized to 8 weeks of the weekly MBSR 
course or the antidepressant escitalopram, flexibly 
dosed from 10 to 20 mg.

Baseline mean (SD) CGI-S score was 4.44 (0.79) for 
the MBSR group and 4.51 (0.78) for the escitalopram 
group in the per-protocol sample and 4.49 (0.77) vs 
4.54 (0.83), respectively, in the randomized sample. 
At end point, the mean (SD) CGI-S score was re-
duced by 1.35 (1.06) for MBSR and 1.43 (1.17) for es-
citalopram. The difference between groups was -0.07 
(0.16; 95% CI, -0.38 to 0.23; P = .65), where the 
lower bound of the interval fell within the predefined 
noninferiority margin of -0.495, indicating non-
inferiority of MBSR compared with escitalopram. 
Secondary intent-to-treat analyses using imputed 
data also showed the noninferiority of MBSR com-
pared with escitalopram based on the improvement 
in CGI-S score. Of patients who started treatment, 
10 (8%) dropped out of the escitalopram group and 
none from the MBSR group due to adverse events. 

Conclusions and Relevance The results from this 
randomized clinical trial comparing a standardized 
evidence-based mindfulness-based intervention 
with pharmacotherapy for the treatment of anxiety 
disorders found that MBSR was noninferior to esci-
talopram.

JAMA Psychiatry. 2023;80(1):13-21. doi:10.1001/
jamapsychiatry.2022.3679

Dr. Reinhardt:  This is a surprise! Meditation did not 
prove significantly better than the addictive chemi-
cal with so many failed trials. Of course, both groups 
had to be “monitored” weekly for safety reasons, by a 
lab-coated, stethoscope wielding “expert” who talked 
to them about how they felt...

Dietary Zinc Linked to Reduced Migraine 
Risk

People with higher dietary zinc intake have a nearly 
one-third lower risk of migraine than those who get 
little zinc in their diets, according to results from a 
cross-sectional study of more than 11,000 American 
adults.

The investigators divided their study’s 11,088 par-
ticipants (mean age, 46.5 years; 50% female) into 
quintiles based on dietary zinc consumption as 
inferred from foods eaten. They also considered zinc 
supplementation, for which data was available for 
4,324 participants, of whom 2,607 reported use of 
supplements containing zinc.

Dr. Liu and colleagues reported an inverse as-
sociation between dietary zinc consumption and 
migraine, with the highest-consuming quintile of 
the cohort (15.8 mg or more zinc per day) seeing 
lowest risk of migraine (odds ratio, 0.70; 95% confi-
dence interval, 0.52-0.94; P = .029), compared with 
the low-consuming quintile (5.9 mg or less daily). 
Among people getting high levels of zinc (19.3-32.5 
mg daily) through supplements, risk of migraine 
was lower still, to between an OR of 0.62 (95% CI: 
0.46–0.83, P = 0.019) and an OR of 0.67 (95% CI, 
0.49–0.91; P = .045). While the investigators ac-
knowledged limitations of the study, including its 
cross-sectional design and use of a broad question to 
discern prevalence of migraine, the findings suggest 
that “zinc is an important nutrient that influences 
migraine,” they wrote, citing evidence for its antioxi-
dant and anti-inflammatory properties.

Dr. Friedman cited a recent study showing that 
vitamin B12 and magnesium supplementation in 
women, combined with high-intensity interval train-
ing, “silenced” the inflammation signaling pathway, 
helped migraine pain and decreased levels of cal-
citonin gene-related peptide. A 2022 randomized 
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trial found that alpha lipoic acid supplementation 
reduced migraine severity, frequency and disability 
in women with episodic migraine.

Vitamin D levels are also lower in people with mi-
graine, compared with controls, Dr. Friedman noted, 
and a randomized trial of 2,000 IU of vitamin D3 
daily saw reduced monthly headache days, attack 
duration, severe headaches, and analgesic use, com-
pared with placebo. Other nutrients implicated in 
migraine include coenzyme Q10, calcium, folic acid, 
vitamin B6, and vitamin B1.

Medsape Psychiatry January 17, 2023

Dr. Reinhardt: Current research supports supple-
menting with zinc, magnesium, Vitamin D, B vita-
mins, CoQ10 and calcium. Zinc should not be taken 
every day, because it competes with iron for absorp-
tion. 

These nutrients help with migraine because mi-
graine sufferers do NOT get enough of them in their 
diet; they are nutritional deficiencies. 

With the poor quality of our food supply I recom-
mend everyone, not just migraine sufferers, consider 
supplementing: zinc, 25-50 mg 2 times per week; 
B complex with real folate (not the fake folic acid) 
daily; magnesium 400-600 mg/day taken with din-
ner, calcium 300-400 mg (half as much calcium as 
magnesium, based on USDA deficiency rates); Vita-
min D (preferably as sublingual) 2000-5000 IU per 
day, or more (the prescription form supplies about 
7000 iu per day), following with a Vit. D lab. Vari-
ous medications, genetic profiles and lifestyles will 
require additional nutrients: CoQ10 200 mg per day, 
if on a statin; if on Metformin or over 60, an extra 
B12 sublingual 1000 mcg. taken 3 hours apart from 
the Metformin; in a nursing home or work in an arti-
ficially lighted office during most daylight hours, use 
the higher dose of D, etc. 

Association of Body Weight With Response 
to Vitamin D Supplementation and Metabo-
lism

 In the Vitamin D and Omega-3 Trial (VITAL), the 
effects of randomized vitamin D supplementation 

(cholecalciferol), 2000 IU/d, reduced the risk of 
several health outcomes among participants with 
normal, but not elevated, body weights. It was un-
clear whether weight had any association with the 
outcomes of the supplementation. VITAL is a com-
pleted randomized, double-blind, placebo-controlled 
trial for the primary prevention of cancer and car-
diovascular disease. In the present cohort study, an 
analysis was conducted in a subset of VITAL partici-
pants who provided a blood sample at baseline and a 
subset with a repeated sample at 2 years’ follow-up. 
VITAL was conducted from July 1, 2010, to Novem-
ber 10, 2018; data analysis for the present study 
was conducted from August 1, 2021, to November 9, 
2021.

Treatment outcomes of vitamin D, 2000 IU/d, 
supplementation vs placebo associated with clini-
cal and novel vitamin D–related biomarkers by BMI 
category adjusted for other factors associated with 
vitamin D status.

Before randomization, serum total 25-OHD levels 
were incrementally lower at higher BMI categories 
(adjusted mean [SE]: underweight, 32.3 [0.7] ng/
mL; normal weight, 32.3 [0.1] ng/mL; overweight, 
30.5 [0.1] ng/mL; obesity class I, 29.0 [0.2] ng/mL; 
and obesity class II, 28.0 [0.2] ng/mL; P < .001 for 
linear trend). Similarly, baseline 25-OHD3, FVD, 
BioD, VDBP, albumin, and calcium levels were lower 
with higher BMI, while PTH level was higher (all 
P < .001 for linear trend). Compared with placebo, 
randomization to vitamin D supplementation was 
associated with an increase in total 25-OHD, 25-
OHD3, FVD, and BioD levels compared with placebo 
at 2 years’ follow-up, but increases were significantly 
lower at higher BMI categories (all treatment effect 
interactions P < .001). Supplementation did not sub-
stantially change VDBP, albumin, PTH, or calcium 
levels.

Conclusions and Relevance In this randomized 
cohort study, vitamin D supplementation increased 
serum vitamin D–related biomarkers, with a blunted 
response observed for participants with overweight 
or obesity at baseline. These longitudinal findings 
suggest that BMI may be associated with modified 
response to vitamin D supplementation and may in 
part explain the observed diminished outcomes of 
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supplementation for various health outcomes among 
individuals with higher BMI.

JAMA Netw Open. 2023;6(1):e2250681. 
doi:10.1001/jamanetworkopen.2022.50681

Dr. Reinhardt: So, a fairly low dose of vitamin D did 
not raise serum concentrations as much as those 
with lower body mass. The obvious, higher body 
mass meant lower concentration, seems pretty intui-
tive.  vitamin D is fat soluble and stored in fat, where 
it is sequestered and not as available in serum. It 
seems pretty intuitive that a higher BMI means 
more adipose tissue. Conclusions: bigger the person, 
higher the dose needed. 

Fish intake and risk of melanoma in the NIH-
AARP diet and health study

We examined the associations between intake of 
total fish and specific types of fish and risk of mela-
noma among 491,367 participants in the NIH-AARP 
Diet and Health Study.

During 6,611,941 person-years of follow-up with 
a median of 15.5 years, 5,034 cases of malignant 
melanoma and 3,284 cases of melanoma in situ were 
identified. There was a positive association between 
higher total fish intake and risk of malignant mela-
noma (HR = 1.22, 95% CI = 1.11–1.34 for top vs. 
bottom quintiles, ptrend = 0.001) and melanoma in 
situ (HR = 1.28, CI = 1.13–1.44 for top vs. bottom 
quintiles, ptrend = 0.002). The positive associations 
were consistent across several demographic and life-
style factors. There were also positive associations 
between tuna intake and non-fried fish intake, and 
risk of malignant melanoma and melanoma in situ. 
However, fried fish intake was inversely associated 
with risk of malignant melanoma, but not melanoma 
in situ.

Conclusions: We found that higher total fish intake, 
tuna intake, and non-fried fish intake were positively 
associated with risk of both malignant melanoma 
and melanoma in situ.

Cancer Causes Control 33, 921–928 (2022). https://
doi.org/10.1007/s10552-022-01588-5

Dr. Reinhardt:  People who ate the most fish — an 
average of almost 43 g, or about 1.5 ounces, per day 
— were 23% more likely to develop melanoma than 
the lightest fish eaters, who averaged 3 g per day.  

Association of blood mercury levels with 
nonmelanoma skin cancer in the U.S.A. using 
National Health and Nutrition Examination 
Survey data (2003-2016)

To investigate the association between blood mer-
cury (Hg) levels and nonmelanoma skin cancer 
(NMSC), we used National Health and Nutrition 
Examination Survey data from 2003 to 2016. The 
exposures were blood total (tHg), inorganic (iHg) 
and methylmercury (MeHg). The outcome was a 
self-reported diagnosis of NMSC.

 The number of participants was 29 413; mean age 
was 49 years and 52% were female. Compared with 
those with a tHg = 0·47 µg L-1 (Q1), those with a 
tHg > 1·74 µg L-1 (Q4) had nearly double the odds of 
NMSC (OR 1·79, 95% CI 1·19-2·71; Ptrend = 0·004). 
Similarly, those in the highest quartile of MeHg (> 
1·44 µg L-1 ) had 1·7 times greater odds of NMSC 
(OR 1·74, 95% CI 1·13-2·70; Ptrend = 0·01) than 
those in the lowest quartile (= 0·21 µg L-1 ). iHg lev-
els were nonsignificantly positively associated with 
NMSC (Ptrend = 0·08).

Conclusions: We found that higher blood tHg and 
MeHg levels were associated with a higher preva-
lence of NMSC.

Br J Dermatol . 2020 Sep;183(3):480-487. doi: 
10.1111/bjd.18797. Epub 2020 Feb 5.

Eating one wild fish same as month of drink-
ing tainted water: study

Eating one freshwater fish caught in a river or lake 
in the United States is the equivalent of drinking 
a month’s worth of water contaminated with toxic 
“forever chemicals”, new research said on Tuesday. 
The invisible chemicals called PFAS were first devel-
oped in the 1940s to resist water and heat, and are 
now used in items such as non-stick pans, textiles, 
fire suppression foams and food packaging. But the 
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indestructibility of PFAS, per- and polyfluoroalkyl 
substances, means the pollutants have built up over 
time in the air, soil, lakes, rivers, food, drinking 
water and even our bodies. To find out PFAS con-
tamination in locally caught fish, a team of research-
ers analyzed more than 500 samples from rivers and 
lakes across the United States between 2013 and 
2015.

The median level of PFAS in the fish was 9,500 
nanogrammes per kilogram, according to a new 
study published in the journal Environmental Re-
search. Nearly three quarters of the detected “forever 
chemicals” was PFOS, one of the most common and 
hazardous of the thousands of PFAS. Eating just one 
freshwater fish equalled drinking water with PFOS 
at 48 parts per trillion for a month, the researchers 
calculated.

https://phys.org/news/2023-01-wild-fish-
month-tainted.html?utm_source=nwletter&utm_
medium=email&utm_campaign=weekly-nwletter
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Continuing Education Credit
By Gary Traub, Ph.D.

Get one hour of CE credit by reading this edition of TCP and 
completing the following questions.  E-mail your answers to 
Dr. John Caccavale, NAPPP, at doctorjc1@ca.rr.com

1. In the lead article, Dr. Petrosky advocates for a 
state by state approach to RxP. True/False

2. TeleHealth is temporary and is due to expire 
soon. Rue/False

3. RxP bills in Oregon and New Jersey are now 
law. True/False

4. WHO has reported that four out of every ten 
patients are injured by physicians. True/False

5. The third leading cause of death in the United 
States: __________________.

6. More than ____ percent of vacancies in psy-
chiatric positions are filled by green card seekers.

7. Dr. Caccavale states: “Medications should 
never be the first line treatment for mental disorders”. 
True/False

8. On January 6, the FDA approved what drug for 
Alzheimer’s disease?

9. The drug referred to in the preceding question 
resulted in ____% having brain bleeds, ____% hav-
ing brain swelling, and ____% having infusion reac-
tions.

10. Direct to consumer drug advertising increased 
by nearly five-fold from 1997 to 2016. True/False

11. Spouses of people with cancer actually have a 
lower incidence of depression. True/False

12. What is the name of the experimental antipsy-
chotic used in treatment-resistant schizophrenia?

13. What is the name of the “highly prevalent heart 
disease” that can caused by SSRI’s?

14. Motor impairment in children with familial high 
risk of schizophrenia or bipolar disorder can reflect a 
neurodevelopmental vulnerability to psychosis. True/
False

15. Vegetarians suffer more depression than meat 
eaters. True/False

16. What diet was discussed as beneficial to 
people with epilepsy?

17. What over-the-counter medicine was as ef-
fective as blood thinner injections to prevent deadly 
complications in patients with bone fractures?

18. Dietary zinc was not associated with risk of 
migraine. True/False

19. BMI may modify the response to vitamin D 
supplementation. True/False

20. Higher total fish intake was associated with 
increased risk of malignant melanoma. True/False
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 Continuing Education Opportunities 
Through NAPPP and AMP

By Keith Petrosky PHD, ABMP

Napppsubscribers Postings

One of the benefits of being a member of NAPPP is 
daily access to the most up-to-date information in the 
field in which we practice. John Caccavale’s uncanny 
ability to sort through the plethora of scientific news 
articles to identify the important and interesting 
pieces from the mundane and irrelevant is remarkable. 
His steady pipeline of daily updates enables us to 
demonstrate our cutting-edge knowledge to our 
patients who may wonder how we know things that 
are so far ahead of the curve that they have not yet 
been announced in the news. Whether it is a new 
pharmaceutical side effect warning, a research study 
comparing different interventions for a disorder, or 
some new scientific breakthrough we will know about 
it before most others, including fellow professionals in 
our field of practice. 

NAPPP Home Study Programs

NAPPP’s home study programs are wide-ranging 
and excellent and a source of free CE credits to 
NAPPP members. These programs are very helpful 
in gaining whatever portion of relicensing credits are 
allowed via home study by our various state licensing 
boards. These programs are periodically updated and 
improved and new programs are added on a periodic 
basis.

NAPPP Educational Conventions

If you have attended any of NAPPP’s educational 
conventions you know the high quality of instruction 
that is provided typically over a three day weekend. 
Being able to earn 18 APA approved CE credits for one 
of these programs has been very helpful for helping 
our members with licensing renewal. 

Covid’s Continuing Effect on Live Training

After several very successful conferences in San 
Antonio Texas, Covid 19 caused the cancellation of 
NAPPP’s most recent conference which was intended 
to be held in Nashville. Unfortunately, just as this 
program was being finalized Covid 19 emerged. At 

that time, it was uncertain how dangerous the virus 
would be but the NAPPP board decided (correctly in 
retrospect) to cancel the convention. Until Covid 19 
with its many variants is better controlled it would 
probably be prudent to continue to avoid being 
crowded into even larger educational training rooms. 

Video-Based ‘Live’ Training

While NAPPP has been considering offering half or full 
day video training seminars (through Zoom or some 
other platform) we recognize the unique challenges 
for participants who may find it difficult to insulate 
themselves from family and household responsibilities 
sufficiently to give their full focus to the training 
being presented. Also, viewer fatigue is likely to be an 
issue with longer programs in comparison with “in 
vivo’ training in an educational convention where the 
“live” nature of the training is more compelling. We 
are continuing to explore ways of presenting these 
video-based training options to see if we can find some 
practical options for our members. 

The Crisis in Psychopharmacology:  The Case 
for Medical Psychology

Edited by John Caccavale. This is an important 
resource for our members to ensure that they are up to 
date with a myriad of topics pertinent to psychological 
treatment. It features 13 chapters and covers such 
important topics as pediatric practice, lifestyle 
medicine, addiction assessment and treatment, 
primary care medicine, nutrition and genetics, pain 
management, laboratory studies, psychological 
assessment, epigenetics and neuroplasticity, and 
evidence based therapies, among others. 

New AMP Video-Based ‘Live’ Training

The Academy of Medical Psychology has begun 
offering a one hour, APA approved (1 CE credit 
unit) live Zoom training session each month. These 
monthly programs will be offered free of charge to 
AMP members. NAPPP members can join AMP at a 
discounted rate of just sixty dollars for the year. This 
discount is offered for the dual membership in the two 
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  Continuing Education Opportunities Through NAPPP and AMP  

National Alliance of Professional 

Psychology Providers

Failure
To

Serve

A White Paper on The Use of 
Medications As A First-Line 

Treatment
 And Misuse In Behavioral 

Interventions 

This report was prepared by:
The National Alliance of Professional 

Psychology Providers
http://www.nappp.org/

admin@nappp.org

The Executive Summary can be read at
http://nappp.org/Exec_summary.pdf

Read the complete report at
http://nappp.org/White_paper.pdf

(associated, but independent) organizations. 

After piloting this training for several months, the AMP 
board offered the first program to AMP members on 
December 9th on Ethics in Medical Psychology. The 
next program is tentatively scheduled for January 13th 
on Relational Psychotherapies and Stress Physiology. If 
you can set aside one hour each month to attend these 
sessions, you can earn a significant amount of “live” 
virtual training for your next licensing renewal. 

It should be noted that there is a wider variety of 
program content than might be anticipated under 
the umbrella of “medical psychology” and programs 
have utility even for practitioners who have limited 
involvement in medical psychology practice. We are 
hoping that some of the authors of our new textbook 
will be able to present highlights of their chapters as 
part of this training. 

AMP’s goal is to provide these programs each month 
on the second Thursday of the month at 6 PM Pacific 
Time (US and Canada). This translates to 9 PM EST, 8 
PM CST, and 7 PM MST. These programs also offer an 
opportunity for some social interaction with colleagues 
which is important in this Covid based. social 
distancing dilemma that we continue to find ourselves 
in. 

If you do decide to join AMP, you will also be able 
to access the research paper Archives and read the 
newsletters providing up to date new information 
about medical psychology. This may even inspire some 
NAPPP members to begin the process of preparing to 
apply for future board certification by the American 
Board of Medical Psychology. AMP’s website address is 
– https://academyofmedicalpsychology.com.

You may direct any comments or questions to 
drkeith1@verizon.net.
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Current Listing of Free CE Courses

The following courses are now available free with NAPPP membership. CE credit is provided by 

NAPPP. The National Alliance of Professional Psychology Providers is an approved sponsor of 

continuing education by the American Psychological Association. The National Alliance of 

Professional Psychology Providers maintains responsibility for all programs and its contents. Many 

states require specific courses for licensure and license renewal. NAPPP courses are designed to meet 

these requirements. However, members should check with their state statutes to determine specific CE 

requirements. 

• THE PSYCHOLOGY OF WORKPLACE VIOLENCE: 4 CE Credit Hours This course 

examines the motivation behind violent crimes from a Focus Theory perspective. Describes two

major types of violent crime with very different motivation and goals. Shows that workplace 

violence, domestic violence, political assassination, school related violence, and terrorist 

activities, are all similarly related. Five stages of violence are examined, several landmark cases

are presented, along with the essentials of a case work-up from a Focus theory/risk factor 

perspective, and an example case report. Both experienced clinicians and those new to the field 

will find considerable useful information in regard to dealing with perpetrators of non-object 

focused violence. 

• Introduction To Lifestyle Medicine: 6 CE credit Hours This course provides a foundation of 

theoretical and practical knowledge and skills, as well as an opportunity to plan strategies and 

practice techniques for assisting patients with positive health behavior changes through lifestyle 

changes. 

• Introduction To Behavioral Health Consulting: 6 CE credit hours This course is an 

introduction to how clinical psychologists can learn about practice as behavioral health 

consultants. Reasons for integrating psychology into medical venues are discussed along with 

treatment models and the different aspects of practice in these settings. 

• Issues in Substance Abuse: 6 CE credit hours This CE course is designed to give a basic 

understanding of diagnosing and treating patients with substance abuse problems. Primarily, the 

course focuses on alcohol abuse But does give coverage to the abuse of other substances 

including prescription drugs. 

• Refersher Course On Evaluating and Preventing Suicide: 6 CE credit hours Refresher 

course that is being mandated in many jurisdictions for initial licensing and renewal. 

• Treatment of Narcissistic Personality Disorder: 6 CE credit hours This course looks at 

diagnostic and treatment of narcissistic personality disorder (NPD). Relevant research is 

reviewed along with signs and symptoms, prevalence, characteristics, subtypes, comorbidity, 

and treatment options. This treatment-focused course will help you learn the skills to 

successfully work with, and manage, the NPD patient. 

• Pharmacotherapeutics: 10 CE credit hours This course presents the integration of the 

principles of psychology in the application of pharmacological agents in the alleviation of 

mental health concerns. 
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• Neuropsychological Evaluations: 10 CE credit hours This course will take you through the 

selection, administration and integration of neuropsychological data into a comprehensive 

report. Sample report included. 

• Custody Evaluations: 12 CE credit hours This is a complete course on the major issues 

confronting psychologists in doing custody evaluations. It contains all the presentations from 

the Broken Family Court Conference that was sponsored by The Cummings Foundation and 

NAPPP. 

• Domestic Violence - Treatment and Assessment: 10 CE credit hours This program reviews 

the assessment and treatment of domestic violence. Discussion of group and individual 

treatment is included. 

• Ethics & Risk Management: 10 CE credit hours This course that discusses the newest issues 

facing psychologists ethically. A thorough discussion of prescription privileges and 

pharmacopsychology ethics is included. This course qualifies for an additional 10% reduction in

liability insurance cost by NAPPP insurer. 

• Physiology For Psychologists: 10 CE credit hours Upon successfully completing the course, 

psychologists will achieve a basic understanding of critical concepts in human physiology, 

including being aware of indications for referral to other health care providers for treatment and 

interrelationships between organs/systems, psychopharmacology, and psychopathology. 

• Interpreting Blood Panels: 6 CE credit hours As clinical practice has become more 

medicalized, it is important for psychologists to have a general knowledge about the content and

interpretation contained in routine blood panels. 

• Issues In Postpartum Disorders: 10 CE credit hours A review of the evaluation and 

diagnosis of postpartum disorders. A review of the relevant literature is included. 

• Doing Pre-Marital Counseling: 10 CE credit hours Dr. Sandra Levy Ceren details how to do 

pre-marital counseling. This course is built upon Dr. Ceren's many years of experience and is 

replete with case studies. 

• Mastering Medical Terminology For Psychologists: 10 CE credit hours This course is 

designed for psychologists who want to learn and master medical terminology. Since 

collaboration is so ubiquitous in clinical practice, this course will allow clinician's to 

communicate effectively with medical practitioners. A must for clinicians who regularly work 

with medical practitioners. 

• Caring For The Elderly: 10 CE credit hours This course is a basic course designed for 

psychologists who want to learn Additional skills related to diagnosing and treating the elderly 

patient. Particular attention is devoted to dementias. 

• Ethics II: 6 CE Credit hours This course is a 6 unit course for those psychologists who do not 

require the more extensive 10 unit course. Designed for BOP licensing and renewal. 

• Introduction To Medical Psychology: 10 CE Credit hours This course is a basic course in 

medical psychology for psychologists. Reading materials focus on the understanding and 

treatment of diseases and illnesses that psychologists can treat. 

• Primary Care Psychology: 10 CE Credit hours This course is an introduction to how clinical 

psychology is practiced in a primary care setting. Reasons for integrating psychology into 
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primary care are discussed along with treatment models and the different aspects of practice in a

primary care setting. 

• Forensic Practice: 10 CE Credit hours This course is an introduction to the practice of 

forensic psychology for psychologists who want to expand their services into this area of 

practice. Topics include psychological evaluations for the court (child custody; competency; 

insanity), psychological factors in eyewitness testimony, trial consultation, and criminal 

investigation. 

• Clinical Supervision: 6 CE Credit hours Clinical supervision is the foundational educational 

experience to acquire clinical skills. Most states now require that supervisors receive specific 

training in this important role. Clinical supervision, while appearing on the surface to be similar 

to psychotherapy and counseling, is a different relationship with unique qualities and 

characteristics that set it apart. It requires the development of new knowledge and expertise. 

Ethically and legally, supervisors are responsible for patient care as well as the training and 

development of their supervisees. Supervision becomes a balancing act between the needs of the

patient population and the needs of the supervisee. This course will help you do your job better 

and give you skills to rely on in your supervision of interns. 

• Neurology For Psychologists: 10 CE Credit hours This course is designed to introduce 

clinical and neuropsychologists to basic neurological practice. It provides participants with a 

thorough understanding of the structure of the nervous system. Students will learn how to 

identify important structures and their functions. Topics include: performing a competent 

neurological work-up, basic description and components of typical neurological disorders, 

behavioral neurology, muscle disorders, sensory disorders, and ethical issues in practice. 

• Entrepreneurship For Psychologists: 10 CE credit hours This is an introductory course for 

psychologists who want to expand their knowledge about the opportunities and benefits of 

becoming an entrepreneur in mental health. With the new Affordable Care Act now law, there 

are many opportunities for psychologists if we can learn the concepts and success behind 

entrepreneurship. This is what has been missing from graduate psychology education. 

• Crisis Management Intervention Training and Consulting: 10 CE credit hours This course 

is designed for clinical psychologists who want to develop a significant and workable 

knowledge base to provide crisis management consulting services to municipalities and private 

organizations. It will also serve the function of providing practitioners with a good knowledge 

base to understanding crisis management interventions. 

• Mood Disorders: 10 CE credit hours Mood disorders are among the most prevalent, 

recurrent,and disabling of all illnesses. This course examines the important issues in 

understanding and treating mood disorders. 

• Forensic Evaluations: 10 CE credit hours Introduction to the field of forensic evaluation. 

Focus is on assessment,methods, psychometrics, report design and samples and a survey of 

frequently used objective and projective measures. Ethical standards and evaluations with 

special populations are covered. 
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 Neurology For Psychologists: 10 CE Credit hours 
This course is designed to introduce clinical and neuropsychologists to basic neurological
practice. It provides participants with a thorough understanding of the structure of the
nervous system. Students will learn how to identify important structures and their functions.
Topics include: performing a competent neurological work-up, basic description and
components of typical neurological disorders, behavioral neurology, muscle disorders,
sensory disorders, and ethical issues in practice.

 Entrepreneurship For Psychologists: 10 CE credit hours 
This is an introductory course for psychologists who want to expand their knowledge about
the opportunities and benefits of becoming an entrepreneur in mental health. With the new
Affordable Care Act now law, there are many opportunities for psychologists if we can learn
the concepts and success behind entrepreneurship. This is what has been missing from
graduate psychology education.

 Crisis Management Intervention Training and Consulting: 10 CE credit hours 
This course is designed for clinical psychologists who want to develop a significant and
workable knowledge base to provide crisis management consulting services to municipalities
and private organizations. It will also serve the function of providing practitioners with a
good knowledge base to understanding crisis management interventions.

 Mood Disorders: 10 CE credit hours 
Mood disorders are among the most prevalent, recurrent,and disabling of all illnesses. This
course examines the important issues in understanding and treating mood disorders.

 Forensic Evaluations: 10 CE credit hours 
Introduction to the field of forensic evaluation. Focus is on assessment,methods,
psychometrics, report design and samples and a survey of frequently used objective and
projective measures. Ethical standards and evaluations with special populations are covered.
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