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By Timothy Murphy, M.D. 
CPA President

This month’s long-awaited ruling 
by the California Court of Appeal 
in the case of Rea v. Blue Shield of 
California, described in detail else-
where this issue, is a tremendous 
victory in the struggle for full men-
tal health.  It caps a string of major 
successes in this effort, and a fruition 

of years of work by CPA and its allies.  It also marks a 
tremendous achievement for Dan Willick, CPA’s attorney 
for over 20 years.  Mr. Willick’s passionate and persuasive 
written and oral argument clearly impressed the judges, 
who referred to them in their unanimous ruling.

The Rea ruling goes far beyond mandating the provision 
of medical necessary residential treatment for patients 
with eating disorders and other conditions.  In fact, in 
their ruling, the judges acknowledged that although men-
tal health treatments differ from 
those for physical illnesses, the 
parity law “requires treatment of 
mental illnesses sufficient to reach 
the same quality of care afforded 
physical illnesses”.

The ruling comes on top of other 
good news.  Parity is now solidly 
established in federal law, state law, 
and provisions of the ACA as artic-
ulated in the “final rule”. Just weeks 
ago, we learned that California 

By William Arroyo, M.D. 
CPA President-Elect

It is impossible to imagine the con-
vergence of so many factors and 
events that seem to be culminating 
to raise awareness of salient mental 
health issues at the near midpoint 
of 2014 as I embark on my tenure 
as President-elect of the California 
Psychiatric Association.  This is si-

multaneously both daunting and exciting, knowing full 
well that as much as has been accomplished there is much 
more that awaits our attention and effort.

The month of May during which many organizations 
systematically and strategically launch efforts to empha-
size the significance of mental health provides the back-
drop for this momentum.  It’s as though the starter pistol 
sounded on May 1 heralding a  month long marathon of 
unbridled energy.

The composition of the starting line in California is an 
impressive array of events and opportunities, includ-

ing some which took place at the 
Capitol.  The most remarkable 
event at the Capitol was arguably 
that which took place on May 13 
on the South Lawn of the Capitol 
building to celebrate Mental 
Health Matters Day http://www.
eachmindmatters.org/events/ 
which garnered statewide press 
coverage.  It was a collaborative 
effort by a group of organizations 
all of which share the vision that 
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How many more deaths by gunfire?
How many more hearts rent in two?
For the right to bear arms
How many more tears left in you?

--Yvonne B. Ferguson, M.D., MPH, 
Editor

Dr. Ferguson practices in Santa Bar-
bara where the recent Isla Vista trag-
edy occurred.
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A Victory for Mental Health ParityLegal Update

Daniel H. Willick, Esq.

By Dan Willick, J.D., Ph.D. 
CPA Legal Counsel

It is my pleasure to report that the position of CPA and 
the Honorable Helen Thomson, as friends of the Court, 
in the Rea v. Blue Shield case has prevailed.  The California 
Court of Appeal has unanimously ruled in favor of a 
broad interpretation of California’s Mental Health Parity 
Act authored by Mrs. Thomson.  I truly believe that the 
participation in the case by CPA and Mrs. Thomson and 
that CPA’s lobbying for the Parity Act were decisive.  At 
oral argument, I was convinced by comments from the 
bench that two of the three judges were leaning against 
CPA’s position.  Nevertheless, the judges allowed me to 
engage in extensive oral argument beyond the time I was 
allotted as counsel for Mrs. Thomson and CPA, in their 
roles of friends of the court.

In a unanimous opinion, the Court has ruled - 

“We do not interpret the concept of ‘parity’ to require 
treatments for mental illnesses to be identical to those 
mandated for physical illnesses; rather, given the prin-
ciple that treatments for the two types of illnesses are 
in many cases not comparable, parity instead requires 
treatment of mental illnesses sufficient to reach the 
same quality of care afforded physical illnesses.”

It is significant that the Court cites the amicus brief of 
Mrs. Thomson and CPA and CPA’s legislative Parity Act 
lobbying efforts at crucial points of its opinion.  (See pag-
es 22, 23, 26, 27, and 29.)  Finally, the Court focuses on 
a key point Mrs. Thomson and CPA made in oral argu-
ment - that to affirm the trial court’s ruling, which was 
contrary to the Federal Ninth Circuit Court of Appeals’ 

Harlick opinion, would create chaos 
and jeopardize patients now receiv-
ing the care mandated by Harlick.  
In its conclusion, the Court (p. 32) 
states the point as follows - “...those 
persons whose insurers and plans cur-
rently provide coverage for residential 
treatment of eating disorders could 
find themselves without such cover-
age, and we are loathe to upend this 
longstanding expectation of coverage.  
We therefore find no legal basis to disrupt this reasonable 
and established interpretation of a statute that has been in 
effect for 14 years by adopting Blue Shield’s interpretation 
of the Parity Act to exclude such coverage.”

This victory is yet another example of the success of 
CPA’s lobbying and judicial action.  For example, CPA 
has defeated psychologist prescribing legislation seven 
times.  Its judicial action has led to significant victories 
in a number of court cases, including Rea v. Blue Shield; 
California Psychiatric Association v. Gausewitz [2006 CPA 
lawsuit which invalidated underground regulations ex-
panding scope of practice of psychologists]; Walker v. 
State of California [2007 CPA intervention in federal civil 
rights lawsuit seeking prescription privileges for psycholo-
gists results in dismissal of the lawsuit]; Monroe v. San 
Mateo Medical Center [2010 joint amicus brief with the 
California Hospital Association results in appellate deci-
sion upholding immunity of psychiatrist from malprac-
tice claims for early release of patient from involuntary 
hold]; Coburn v. Sievert [2005 joint amicus brief with 

Court Says Parity is Parity; CPA Position Prevails
I’m proud to say that California psychiatrists stand for principle and work for patient care.  And I’m glad to brag 
about our victories.  That’s why I’m writing this more blatantly boastful preamble to Dan Willick’s tempered and 
technically careful exposition of our amicus and his oral arguments at the California Court of Appeal.  The Rea case 
is rich in details but the bottom line is that the Court, while accepting differences in treatment options, insists that: 
“...parity ...requires treatment of mental illnesses sufficient to reach the same quality of care afforded physical 
illnesses.”  If we had not joined this fight, there would likely have been no victory for parity care!

Ronald C Thurston, M.D.

(Continued on page 14)



Page 4 Summer 2014 California Psychiatrist

It’s Western-wear and a relaxing atmosphere for a weekend of learning and fun!

 For more information please see the Quicklook Schedule, Conference Registration and the Hotel 
Registration forms which can all be found on Pages 5 & 6 of this newsletter. 

You are also welcome to register online by logging onto www.calpsych.org  
or calling the CPA office at (800) 772-4271

JOIN YOUR COLLEAGUES !!!

The 27th Annual Premier Conference of the
 California Psychiatric Association-2014

September 19-21

For an outstanding scientific program, legislative update and 
collegial gathering at the Tenaya Lodge in Yosemite, CA
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The 27th Annual California Psychiatric Association Premier Conference 
September 19-21, 2014 • Yosemite, California

Quick-Look Conference Time Schedule

FRIDAY SCHEDULE

2:00 PM Registration Opens
4:00 PM Exhibits Open 
5:00-6:30 PM President’s Reception in Exhibit Area - Hosted beer, wine and soft drinks 
  “Meet/Greet” your colleagues 
6:30-7:30 PM Friday Night Buffet Dinner (please purchase tickets in advance)
7:30-9:30 PM ØCourse I 
  Friday Night at the Movies: “Voices: a Documentary Film about Human and Untold Stories of Psychosis”
  Discussant, Gary Tsai, MD, Director/Producer

SATURDAY SCHEDULE

6:30-7:30 AM Breakfast in Exhibit Area (registrants only)
7:00 AM “Fun Run” (Participants meet at CPA registration table)
7:00-8:30 AM ØCourse II (Concurrent) 
  1) Improving Patient Treatment by Considering New Evidence on Dietary Factors
  Bruce Milin, MD
  2) Legal Update: Psychotherapy and Public Safety 
  Dan Willick, JD, PhD
8:30-9:00 AM Breakfast in Exhibit Area (registrants only)
9:00-12:15 noon ØPlenary Session 
  1) Ethics in Psychotherapy
  Shaili Jain, MD
10:30-10:45 AM Refreshment Break in Exhibit Area
  2) Medical Updates in Psychiatry...Just What You Need To Know
  Robert McCarron, DO
12:30-2:00 PM LEGISLATIVE LUNCHEON 
  Keynote Speaker: Assemblywoman Susan Talamantes Eggman of the 13th Assembly District
  Presentation of the Edward Rudin, MD & Warren Williams, MD Awards
2:00-5:30 PM ØCourse III
  1) Preventing Aggressive Behavior
  Ian Brennan, PhD
3:30-4:15 PM Refreshment Break in Exhibit Area (registrants only)
  2) Laura’s Law: a Long Journey into the Future
  Randall Hagar, CPA Government Affairs Director
5:30-6:30 PM PAC Reception (any contribution level) Location TBA
  Larry Malak MD, Chair CPPAC

SUNDAY SCHEDULE

6:30-7:00 AM Breakfast in Foyer (registrants only)
7:00-8:30 AM ØCourse IV (Concurrent)
  1) Psychological and Neuropsychological Testing: What is it, When and Why to Refer, and Standard and Advance Applications. 
  Amir Ramezani, PhD
  2) Psychotherapy: Revitalized and Evidence Based; Neurobiologic Bases of Medical Conflict and Psychotherapeutic Change
  Bart Blinder, MD
8:30-9:00 AM Breakfast in Foyer (registrants only)
9:00-12:15 Noon ØPlenary Session 
  1) A Practical Guide to Telepsychiatry
  Peter Yellowlees, MD
10:30-10:45 AM Refreshment Break in Foyer
  2) The Biology of Impulsivity and Attention in Psychiatric Disorders
  Steve Potkin, MD
12:15-12:30 PM Wrap Up and Closing Remarks
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Conference Registration Form
for CPA’s 27th Annual Premier Conference

Tenaya Lodge, Yosemite, CA • September 19-21, 2014

REGISTER ONLINE AT WWW.CALPSYCH.ORG
or

Please make checks payable to California Psychiatric Association or charge 
your VISA or MasterCard by calling CPA at 800-772-4271 or filling in the 
information needed below and return this form to:

California Psychiatric Association
1029 K Street, Suite 23, Sacramento, CA 95814
(916) 442-5196       1-800-772-4271       FAX: (916) 442-6515

Name____________________________________________________

Address__________________________________________________

City/State/Zip_____________________________________________

Phone____________________________________________________

Email_____________________________________________________

Circle one:
CPA/APA Members: $350 Non-Members: $400
ECP: $250  Residents: $100
If you are a member of the APA and your District Branch, you are also a 
member of the California Psychiatric Association.

Early Career Psychiatrist: (in first seven years of practice) 
How many years of practice? ______________

Residents: Please list your training program ________________________

Tickets for the Legislative Luncheon are included in your registration 
fee.  However, all other tickets for yourself and family or friends must be 
ordered below and included in your check.  

Please include the number of tickets needed in the space provided.

_____  # of Tickets for Friday Night Buffet $40.00 each

_____  # of Guest tickets for Legislative Luncheon $40.00 each

_____  Late Registration Charge of $25 after September 1, 2014

_____  Cancellation Fee of $50 after September 1, 2014

_____  PAC Donor Reception. Any contribution level is welcome. 
Or contribute online at www.calpsych.org

_____  Spouses or guests for PAC reception $30, please check how many 
will attend

_____  Charge for Printed Syllabus $25.00, PDF is included in 
registration fee

Check Enclosed for Total Amount of  $_______________________

Please Charge My: (circle one)                VISA     /     MasterCard

Credit Card # _____________________________________________

Expiration Date: __________________________________________

Hotel Reservations
for CPA’s 27th Annual Premier Conference

Tenaya Lodge, Yosemite, CA • September 19-21, 2014

Return this form to:
Tenaya Lodge at Yosemite
P.O. Box 159
1122 Highway 41
Fish Camp, CA  93623
Phone: 800-635-5807 

Online reservations can be made at http://www.tenayalodge.com 
by using group code 30N5XH.

$199.00 Single or Double Occupancy.  Hotel room rates are 
subject to applicable state and local taxes in effect at time of 
check in.

The conference rate applies to 3 days prior and 3 days after the 
conference, based on availability. Please let the hotel know right 
away if you are interested in extra days and specify that you are 
with the California Psychiatric Association to get this special rate.

RESERVATIONS MUST BE MADE BEFORE 
AUGUST 18, 2014

Reservation requests are subject to availability.

Name(s): ____________________________________________

No. in Party_____ 

Sharing with (name required)_____________________________

Arrival Date: ______________ Departure Date: ______________

Circle appropriate request:
King (2) Oversized Double Handicap      (Requests Only)

Address______________________________________________

City/State/ZIP________________________________________

Phone______________________  Email___________________

CHECK-IN AFTER: 3:00 P.M.

Reservations must be guaranteed with one night’s advance deposit 
by credit card or personal check.  Cancellations must be at least 
seven (7) days prior to arrival.  All early departures, no shows and 
late arrivals will be charged the contracted nightly rate for each 
night the reserved room is not occupied by the individual.

__________________ Name of Credit Card with Expiration Date

___________________________________ Credit Card Number

ADVANCE DEPOSIT ACCEPTED BY THESE MAJOR 
CREDIT CARDS

_______American Express _______VISA

_______Master Card _______Discover



Summer 2014 Page 7California Psychiatrist

CPA Advocacy Day, Monday, April 7, 2014
By David L. Fogelson, M.D.

ADVOCACY DAY PREPARATION

This was a fantastic day.  We were prepared in an excellent 
and outstanding way by Ms. Gard and Mr. Hagar and 
by the slate of speakers they had arranged for us to hear 
before we spent the afternoon lobbying our Assembly 
Members and Senators.

Barbara Gard gave an introduction about how to interact 
with legislators. She explained we should be respectful, 
be good listeners, personalize our message, and ask ques-
tions; we were taught that it would be counter-productive 
to say we voted for you, to say we are taxpayers, to say 
CPA is powerful, to argue, to say we know what your 
constituents believe, to say politics is sleazy, or to dispar-
age our opponents.

Randall Hagar explained some of the details relating to the 
Mental Health Parity Enforcement Budget act; Senator 
Beall will be the author of the bill with Senator Steinberg’s 
support.  The act was passed in 2008 and the final rule 
was released in November 2013 which explains the rules 
and regulations the act requires.  The highlights of the 
rules and regulations include that access to care cannot be 
applied more restrictively to mental health or substance 
abuse. The enforcement act will require the Department 
of Managed Health Care (DMHC) to provide focused 
parity reviews and require DMHC to provide enforce-
ment reports.  A parity report card by the Office of the 
Patient Advocate will be mandated.  A parity survey of 
providers and beneficiaries will be required rather than 
passively wait for reports of non-adherence to the parity 
act.  Insurance companies will be required to make all 
internal documents related to access of care available for 
public review.  All reports are subject to hearings by the 
Department of Insurance (DOI) and DMHC.  

When lobbying it was explained that our main talking 
points cover: no discrimination for mental health care; 
e.g. access to health care providers, access to prescriptions, 
access to procedures and that providers and consumers 
need a voice and must be proactively given a voice es-
pecially in light of the fact that patients suffering from 
mental disorders file complaints at a rate 6% of that of 
their peers with other medical disorders. 

In order to enforce the final rule which goes into effect 

July 2014 we need enforcement which will only come 
about by support for the mental health parity enforce-
ment budget act. 

We were reminded that lobbying begins by remembering 
that all politics begins with relationships at the local level. 
We learned that our goal is to be someone the politician 
can trust for information.  The politician will count on 
us to answer questions such as:  Is it good policy?  Who 
is supporting this?  Who is opposing this? We were re-
minded that a legislator may not be able to vote against 
his constituents’ wishes.

Here is a “cliff notes” summary of David Jones’, California 
Insurance Commissioner, presentation: supporter of 
ACA; has opposed rapid escalation of insurance rates; 
Medicaid was expanded to single adults--mostly home-
less—who did not previously qualify; they were not se-
niors or parents; there was a tariff of $1400 of cost shifting 
to others’ insurance premiums to pay for these individu-
als before ACA; California has enrolled 1.2 million into 
the ACA; elimination of copay for many services; clos-
ing of the doughnut hole in Medicare for seniors; subsidy 
provided for individuals earning less than 45K; eliminate 
pre-existing condition disqualifiers; eliminate benefits re-
scission for undeclared medical problem; set up an essen-
tial benefits benchmark based on Kaiser plan; coverage for 
mental health and substance abuse; prior authorization 
for mental illness treatments must have parity with oth-

(Continued on page 8)

San Diego Contingent outside the Governor’s Office in the State Capitol                                                                           
L to R Drs Larry Malak, Jessica Thackaberry, Maria Tiamson-Kassab, 
Steve Koh
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CPA Advocacy Day  (Continued from page 7)

er medical illnesses; equal cost sharing between types of 
mental health care; all limits regarding copays and other 
fees must have parity; not simply equity but a mandate 
to treat severe mental illness in adults and children; all 
conditions are covered; Blue Shield & Blue Cross take 
advantage of a loophole in the law that their preferred 
provider organizations can choose who regulates them; 
they can choose between the Department of Insurance 
or DMHC.  They are moving to DMHC because they 
believe DMHC will be lax; need to close this loop hole. 

What is the time frame for expeditiously seeing a new 
patient with a mental health complaint? Would like input 
from CPA on this issue.  Are provider networks adequate?  
It was suggested this be tested by calling and seeing how 
long it takes to secure an appointment.  

Mr. Jones explained that there are a broad range of parity 
issues; definition of medical necessity; prescription drug 
formulary design; standards for credentialing providers; 

Shelley Rouillard, Director, Department of Managed 
Health Care which regulates all HMOs in California 
shared the following insights: 20 million insureds; some 
PPO regulation, the heart of Department is the consum-
er help center; available 24/7 nurse on call; have assisted 
2 million; administer independent medical reviews; li-
cense plans; over see their networks; do medical surveys 
of plans; utilization management non routine surveys in 
problem areas, eg claim payments;  review the financial 
viability of plans; enforcement division; can file cease and 
desist orders; can freeze enrollments; mental health parity 
will be complicated; albeit a top priority; accessibility of 
care; medical necessity interpretation; will require a pro-
spective filing by plans on how they intend to comply 
with the law;  Office of the Patient Advocate collects data 
from health plans on a number of quality measures, eg 
substance abuse treatment; mental health follow up treat-
ment; timeliness standards are already regulated.  Provider 
network must include specialists from all sub-specialties; 
unclear if this standard is being met, especially in ACA. 

AJ Kennedy, representing Californians Allied for Patient 
Protection of over 900 members discussed the Medical 
Injury Compensation Reform Act, (MICRA). Consumer 
attorneys are attempting to overturn MICRA with a ballot 
initiative which CPA strongly opposes. Already law is un-
limited economic damages for any and all past and future 

financial damages except for a cap on emotional damages; 
limits amount of settlement that can go to lawyers; virtu-
ally all employers and health care delivery systems sup-
port MICRA. The ballot initiative includes a mandatory 
check of CURES data base; and random physician drug 
testing (doctor drug testing is the ultimate sweetener), an 
increase is the cap for emotional damages random drug 
testing of hospital employees. CURES is not accessible 
for sign ups and insurance rates will go up. Health care 
costs will inflate by 9.9 billion annually if passed; big cost 
to state government agencies; will jeopardize doctors re-
maining in state; OB/GYNS may reduce or eliminate ser-
vices; lawyers legal fees would triple, concern regarding 
privacy of CURES, reliability of CURES; coalition op-
posed to this initiative is www.stophigherhealthcarecosts.
com. They call the act patient safety. 

After these entertaining and informative presentations we 
went to the Capitol to lobby our state legislators. 

It was gratifying to see how well respected and well known 
is our own lobbyist, Mr. Hagar.  He was known by the 
aides in all the legislators’ offices and by many people in 
the corridors of the Capitol building.

I highly recommend that all CPA members consider par-
ticipating in our next advocacy day and that members fa-
miliarize themselves with current mental health legislative 
issues so that they can become effective lobbyists!

Intrepid Advocates rest in Capitol Park after their visits with Legislators
Back Row (L to R) – David Fogelson, MD, and Randall Hagar, CPA 
Government Affairs Director
Front Row – Drs Steve Soldinger, Mary Ann Schaepper, Ron Thurston
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Assembly Representative Report

PAC Report

By Barton J. Blinder, M.D., Ph.D. 
Area 6 Assembly Representative

The May Assembly Meeting was 
a dynamic setting of challenge 
and change. A new APA Medical 
Director/CEO Saul Levin present-
ed his plan for a management struc-
ture which will foster communica-
tion, efficiency, partnering between 
APA divisions (Communication, 

Legislative, Membership, Education, and Research) and 
transparency and contact with membership.

Action Papers confronted important areas of needed 
change eliminate road blocks to prescribing, support in-
creased manpower and standards in Federal Programs in 
V.A. and Correctional institutions and encourage choice 
of psychiatry as a specialty by medical students (a com-
plete list of Action Papers and their status can be accessed 

By Larry Malak, M.D.

Dear Fellow CPA Member,

I want to thank you for your con-
tinued involvement with the 
CPA Political Action Committee 
(CPPAC). And if you haven’t con-
tributed this year, there is still plen-
ty of time to help support your pa-
tients and your practice by giving to 
the PAC.

The PAC is a vital part of the advocacy efforts of our orga-
nization and profession in beautiful California. Your con-
tinued support allows us to have a strong collective voice, 
elect qualified candidates to promote sensible decisions 
on issues that affect both our patients and the practice of 
psychiatry. Giving any amount is important as it helps to 
add numbers and strength to our PAC. 

This is an exciting time for health care and psychiatry. 
Many huge issues lie ahead of us from the enforcement 
of mental health care parity, scope of practice issues and 
potential expansion of assisted outpatient commitment. 
Without the ability to influence the election of those who 

at http://ait.psychiatry.org/Search.aspx (must login).

Representative Tim Murphy (R.PA) gave an impas-
sioned presentation of the findings of his U.S. House of 
Representatives subcommittee supporting his forthcom-
ing legislation (H.R. 3717) directed to enhancing access 
to care for parents and families coping with severe mental 
illness. The obstructions, inefficiencies, maldistribution 
of treatment opportunities and need for expanding com-
prehensive recovery services is clearly evident and at least 
a beginning will be addressed by this legislation. Good 
news—APA membership has increased by 3.6% (nearing 
37,000) and fiscal reserves are at an all time high in part 
due in large part to the successful acceptance and sale of 
the DSM-5. 

As we now move into a new era for psychiatry it has be-
come clear that we are moving toward personalized treat-
ment (genomic, epigenetic, and clinical neuroscience ori-
entation), prevention, early intervention and a recovery 

are making the decisions, we allow others to decide how 
we can deliver care to the patients we all care for. By giv-
ing to your PAC, you ensure psychiatry has an active role 
in helping to shape the future of our field. 

Advocacy also happens locally with your representatives. 
Making connections with your local legislator can open 
the door for a personal relationship in which you become 
the expert on both local and state level issues that arise. 
Making these connections can start with a simple phone 
call or email to your legislator’s office. You can also sign 
up to be a Key Contact for the CPA. As a Key Contact, 
you will be contacted as issues arise in the Legislature so 
that you can let your representative know your thoughts 
on a particular topic. This is a great way to stay informed 
and involved.

Thank you again for your support and remember any-
thing you can give helps to support our group to advo-
cate for you to be able to provide the best care for your 
patients.

Sincerely,
Larry Malak, MD
CPPAC Chair

Barton J. Blinder, M.D.

Larry Malak, M.D.

(Continued on page 22)
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Joining the Fight Against Higher Healthcare Costs and 
Unachievable Mandates

By David Safani, M.D.

This year, trial  lawyers  have drafted 
a November 2014  ballot  measure  
seeking  to  change  current  law  that 
will significantly impact the way we 
all practice psychiatry in California.  
Briefly, the ballot measure aims to 
increase the cap on pain and suffer-
ing from $250k to $1.1m, mandate 
the use of CURES before prescrib-

ing schedule 2 meds (a system that cannot even handle 
the number of physicians already enrolled), and mandate 
drug screening for hospital physicians with only 12 hours 
notice.  Many are unaware that this ballot measure exists 
and given that the measure is going to be presented under 
the title of patient safety act, many may continue to stay 
in the dark. 

In order to be successful in this fight against higher 
healthcare costs and unachievable mandates, we must all 
join together.  Weeks ago, I brought this issue up to the 
Committee of Interns and Residents, a national resident 
union representing over 13,000 residents.  The executive 
board voted unanimously to support the fight against the 
November ballot and get the word out to their members 

in California and nationally.  Residents have immense 
potential in political outcomes.  They have an extensive 
professional and personal network including colleagues, 
nurses, social workers, case managers, techs, administra-
tive staff, friends and family.  When someone from our 
network asks us what we think about the ballot measure, 
it is vital that we be well-informed regarding the huge 
negative impact the measure would have on issues such as 
access to care and privacy. 

It is not a question of CAN we defeat this measure but 
rather WILL we? Will we educate our networks about 
the risks of the measure? Will we register and get to the 
polls to vote? Will we all individually do our parts rather 
than rely on the belief that someone else may do it for 
us?  Should this measure pass, our futures will be grim 
and there exists a strong potential for encouraging future 
measures to spread across state lines. I believe we can and 
will come together and defeat this measure while send-
ing a poignant message to trial lawyers and others who 
would seek to impede access to care, weaken protection of 
privacy and increase the cost of healthcare in the future. 
Thank you in advance for your support. I look forward to 
celebrating with you in spirit on the eve of November 4th.  

Join the fight…go to www.micra.org

David Safani, M.D.

In April, the CPA Council urged that CPA members wishing to make donations to the campaign opposing 
the MICRA ballot measure do the following: 

1. Pay by Check. 

2. Make that check out to the Campaign (see Contribution Response form)

3. Mail that check to the CPA. 

The CPA will bundle all the checks it receives from individual members and deliver them in batches to the 
campaign on your behalf. This method will help emphasize the collective support of psychiatrists to the 
campaign. 

The contribution form that is REQUIRED by the campaign is attached. The CPA address is below. 

California Psychiatric Association
1029 K Street, Suite 23
Sacramento, CA 95814

Also, CPA members who prefer putting the contribution on their credit card can use the form online:
http://www.stophigherhealthcarecosts.com/
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(Continued on page 22)

Increased Costs. Losing Trusted Doctors. Threatened 
Privacy. That’s what happens when Lawyers play Doctor.
You may have heard that the trial lawyer-sponsored ballot 
measure that aims to undermine the protections of the 
Medical Injury Compensation Reform Act (MICRA) has 
officially qualified for the November ballot. 

In less than six months, on November 4, 2014, these trial 
lawyers will ask voters to weigh in on “The Troy and Alana 
Pack Patient Safety Act,” an initiative that was carelessly 
thrown together without any concern for taxpayer pock-
etbooks, privacy, patients or health care. If trial lawyers 
get their way, our state will be saddled with a costly threat 
to privacy that California simply cannot afford. 

If this measure is approved by voters, malpractice lawsuits 
and payouts will skyrocket, adding “hundreds of millions 
of dollars” in new costs to state and local governments, 
according to an impartial analysis conducted by the state’s 
Legislative Analyst. Someone will have to pay, and that 
someone is providers, taxpayers and consumers. 

The California Medical Association (CMA) has joined a 
campaign coalition to oppose the measure, because it will 
be costly for consumers and taxpayers, endanger patient 
access to quality health care and jeopardize the privacy 
of our personal health information. This group, “Patients 
and Providers to Protect Access and Contain Health 
Costs,” is a diverse and growing coalition of trusted doc-
tors, community health clinics, hospitals, family-planning 
organizations, local leaders, public safety officials, busi-
nesses, and working men and women formed to oppose 
this costly, dangerous ballot proposition that would make 
it easier and more profitable for lawyers to sue doctors 
and hospitals.

This measure would also have devastating effects on access 
to care for patients everywhere, but especially in rural and 
already underserved areas. Community health care clinics 
like Planned Parenthood and the Central Valley Health 
Network are already warning that this measure will cause 
specialists like OB/GYNs to reduce or eliminate services 
to their patients. This measure could also cause doctors to 
leave the state, meaning thousands of Californians could 
lose access to their trusted doctors.

Over the next few months, you’ll hear a lot of rhetoric 
from the proponents of the measure –  but really, this is 
another example of special interest politics trying to fool 

the voters into thinking this is something that it’s not. 
Authors purposely added doctor drug testing to disguise 
their real intent behind the ballot measure: to increase 
lawsuits against health care providers, which will increase 
our health care costs and reduce access to quality health 
care. According to the Los Angeles Times: “The drug rules 
are in the initiative because they poll well, and the back-
ers figure that’s the way to get the public to support the 
measure. ‘It’s the ultimate sweetener,’ says Jamie Court, 
the head of Consumer Watchdog.” (December 10, 2013) 

This proposal also forces doctors and pharmacists to use 
a massive statewide database known as the Controlled 
Utilization Review and Evaluation System, or CURES, 
filled with Californians’ personal medical prescription 
information – a mandate our government will find im-
possible to implement, and a database with no increased 
security standards to protect your personal prescription 
information from hacking and theft. Though the data-
base already exists, it is underfunded, understaffed and 
technologically incapable of handling the massively in-
creased demands this ballot measure will place on it. This 
ballot measure will force the CURES database to respond 
to tens of millions of inquiries each year– something the 
database simply cannot do in its current form or function-
ality. A non-functioning database system will put physi-
cians and pharmacists in the untenable position of having 
to break the law to treat their patients, or break their oath 
by refusing needed medications to patients.

Most concerning, the massive ramp up of this database 
will significantly put patients’ private medical informa-
tion at risk. The ballot measure contains no provisions 
and no funding to upgrade the database with increased 
security standards to protect personal prescription infor-
mation from government intrusion, hacking, theft or im-
proper access by non-medical professionals. 

The initiative is bad for patients, taxpayers and health 
care as a whole, and there has never been a greater need 
for physicians to band together and fight for our patients. 

As you can see, this initiative is fraught with problems 
and would prove detrimental to California’s health care 
system. We’re asking each of you to join the effort to de-
feat this costly threat to our state, and in doing so, pro-
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DB Corner

By Ranjit Padhy, M.D.,  
President, CCPS

After working as President Elect 
and Chair of the CME Committee, 
for two years, I am now in the hot 
seat of CCPS-President. Over these 
years I realized that CCPS has be-
come a brand name for quality and 
progress. We had another successful 
Annual CME Conference in March 

2014 in beautiful Monterey, CA. My heartfelt gratitude 
goes to all members. The guidance and cooperation from 
the mentors (Drs. Don Hilty, Cap Thomson, Francis Lu, 
Robert McCarron, Shannon Suo, Ravi Goklaney and Tai 

By Zena Potash, M.D.,  
NCPS President

It is a great honor that I have been 
asked to write an article as NCPS 
President for the CPA Newsletter. 
Having just completed my first 
term in office and about to begin 
my second, I’m more aware of the 
importance of the connection be-
tween the DBs and CPA.

Over the past 2 years I have gotten to know members of 
the CPA Council. At APA in New York I  was happy to 
meet President-Elect, Tim Murphy. About to begin his 
term as CPA President, Tim has taken the initiative to 
come to our next NCPS Council meeting. We are looking 
forward to introducing him to Council and to continue 
to work closely with him. CPA is the advocacy arm of the 
DBs in California.

While at the APA  in New York, I happened to sit with 
CPA’s Past President Ron Thurston. Together we listened 
to Vice-President Joe Biden’s Convocation Address. Both 
he and Congressman, Patrick Kennedy, appeared to be 
personally concerned about the importance of mental 
health care and the need for easier access to good psychi-
atric care. The experience of seeing Joe Biden and Patrick 

Kennedy talk so emotively about the need for policies to 
be more focused on mental health services was very in-
spiring. They both seemed sincere in the need for priori-
ties and policies to change.

And now, more than ever, we need to be advocating for 
our patients and our profession. Elliot Rodger brought it 
“home” for all of us Californians.  His rampage down the 
streets of Isla Vista was too close for comfort. The disturb-
ing reality of untreated veterans is part of the same unfor-
tunate reality. On Memorial Day I attended the service 
for veterans at the Crosses of Lafayette. This is the largest 
memorial of its kind. The crosses represent the number 
of soldiers who died in the Iraq and Afghanistan wars.  
However, now the numbers who die from suicide out-
number those who died in combat. As psychiatrists we all 
need to get involved.

Even if we just offer one to two hours a week to treat 
them, or consult to those that do, we can begin to make 
change happen. We cannot allow all this untreated mental 
illness to continue unabated. The aftermath is too hor-
rible to imagine. It has motivated me to become more 
connected to the members of CPA and attend more close-
ly to Randall Hagar’s informative emails and legislative 
updates.

Yoo) and committee members have been exemplary.

This year saw an increase in attendance and also a wealth 
of speakers from within and outside of the state. It was 
a great learning experience equaled by the beauty of the 
bay. Next year’s Annual conference is planned at the 
same location (Hotel Intercontinental, Monterey, CA) 
in March 2015. This year the council has added some 
new and energetic members; Nevertheless, we will still 
have to face some of the old and perennial challenges. 
A priority has been revival of some of the chapters while 
supporting and encouraging those that remain strong for 
CCPS. Congratulations to Kern Chapter for receiving 
“Best Chapter of the Year” twice in a row. In order to meet 
some of the challenges an outreach program headed by 
Dr. Ravi Goklaney has been created. My visit to last year’s 
CPA conference in La Quinta, CA was an eye opener for 
me regarding the integrated approach this organization 
has put together. Kudos to the CPA organization. We will 
sweat together and grow stronger!

Ranjit Padhy, M.D.

Zena Potash, M.D.

Leadership Should Begin in Your Community

(Continued on page 23)
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OCMA Honors Dr. Rimal Bera 
for His Work in Mental Health

The Orange County Medical Association (OCMA) presented the Physician of the Year award 
to Dr. Rimal Bera, clinical professor of psychiatry and human behavior at the UC Irvine School 
of Medicine.

Dr. Bera is a distinguished fellow of the American Psychiatric Association and past president of 
the Board of Directors of the Orange County Mental Health Association. He was recognized for 
his work advocating for providing better mental health care in the Orange County community.

Dr. Bera said he has made it a priority to decrease the stigma attached to mental illness.

Dr. Bera also serves as medical director for the Pat Moore Foundation Substance Abuse Recovery 
Center, Universal Care Behavioral Health for California, and the John Henry Foundation, a 
specialized setting for the treatment of individuals with schizophrenia.

NEWS NETWORK

Left to Right: Dr. Rimal 
Bera, recipient of the 
2014 award, and Dr. 
Thomas Kockinis, 
President of OCMA

California Medical Association, California Hospital 
Association and California Dental Association results in 
appellate decision in favor of immunity of psychiatrist 
from malpractice claim for early release of involuntary 
patient]; Ford v. Norton [2001 appellate decision affirm-
ing immunity of psychiatrist for early release of involun-

tary patient and recognizing unique scope of practice of 
psychiatry]; Menendez v. Superior Court [1992 California 
Supreme Court decision recognizing confidentiality of 
psychotherapy treatment records of criminal defendants]; 
and Scull v. Superior Court [1988 appellate decision recog-
nizing confidentiality of treatment records of patients of 
psychiatrist accused of crimes].

Legal Update  (Continued from page 3)

Key Contact Sign Up & Update Form
Name:  ___________________________Home Address: __________________________ City/State/Zip: ________________________

Home Phone: ______________________________________ Home FAX: ______________________________________________

NOTE: Home address information is needed because it’s where you are registered to vote. We match you with your legislative representative 
this way. It is held in strictest confidence.

Office Address: _____________________________________ City/State/Zip: ____________________________________________

Office Phone: ______________________________________ Office FAX: ______________________________________________

E-Mail Address: ____________________________________ Is it confidential?___________

Is your FAX a confidential line______  or in a multidisciplinary office _______ (check one)

Do you personally know a California legislator or her/his spouse? Yes____ No____ If so, whom? ________________________________

As a Key Contact, I would be willing to:  ______ Write letters to my state legislators ______ Meet with legislators

______ Work on a campaign ______ Participate in public events   ______ Author a newspaper opinion piece or letter to the editor

______ Be a legislative bill reader, if so, which topic(s) would you cover?__________________________________________________

______ Other, please specify:  __________________________________________________________________________________

Please feel free to write down any suggestions you may have to help strengthen our Key Contact System:__________________________

__________________________________________________________________________________________________________

If you know who your legislator is, please make note of it here: Assembly Member:__________________ Senator:____________________

We can find your representative for you.  Please call the California Psychiatric Association’s toll-free number (800) 772-4271.   Please FAX 
completed form to 916-442-6515.
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“I’ll do it for you if you’ll do it for me.” The Partnership 
Approach to Professional Wills, Wonts and Won’ts.

By A. Steven Frankel, Ph.D., J.D.

Welcome to the second article on ways to address the 
problem of how to prepare for unanticipated disruptions 
or terminations of practice due to death or disability. In 
this article, I address a way of approaching the problem 
that has been around the longest in our fields – the profes-
sional partnership model.

Where to start:

The partnership approach requires that two colleagues 
make an agreement to “be there” in the event of a dis-
ruption in one of their practices. The modal strategy is 
to form a relationship with a colleague who practices in 
your geographic area, with the specific agenda of assist-
ing each other with a practice transition in the even of 
an “event.” The typical approach is to work with a fellow 
senior colleague, as practice seniority is associated with a 
good working knowledge of how practices work, the ways 
in which records are kept and managed, a familiarity with 
other psychiatrists who practice in the community, their 
specialties and other indicia of relevance to being good 
choices for referrals of one’s patients, etc.

Informed consent:

The standards of care for psychiatric practice require that 
patients be provided with informed consent to treat-
ment, which typically includes: 1) diagnosis, 2) proposed 
treatment plan (with nature, purpose, risks/benefits), 3) 
alternative treatment plans (with nature, purpose, risks/
benefits), and 4) likely consequences of no treatment. In 
addition, informed consent includes information about 
how the practice operates – limits to confidentiality, fees 
and payments (including insurance), accessibility, emer-
gency procedures and access to records.

When a partnership between colleagues is created, the in-
formed consent discussion and documentation should in-
clude an identification of who the partner is (“if I do not 
respond to phone calls, letters, etc., please call ……..”), 
that the partner has agreed to manage the transition of 
the practice, and that, by signing the informed consent 
document, patients authorize the partner to view charts 
and make direct contact with the patients for the purpose 

of practice transition. The only foreseeable problem with 
this part of the plan is that, especially in “small” com-
munities, there may be a patient who, at one time, has 
received services from the colleague, and refuses to sign 
a release for that reason. For such patients, an alternative 
means of providing a referral and transmitting records 
must be found.

Transition Tasks:

In the event of an “event,” the following tasks must be 
addressed by the surviving colleague:

1.  Notification of patients: The surviving colleague’s 
job begins with the notification of patients that an 
event has occurred. This process is best done by the 
colleague rather than an office staff member, as psy-
chiatrists are familiar with the grieving process and 
are best qualified to assist patients with the transi-
tion of care during that grieving process.

2.  Making referrals: The surviving colleague’s respon-
sibilities include referring the patients to a new 
treater. Ideally, the issue of what will happen in case 
of an “event” has already been discussed with each 
patient, with an eye toward who might be the best 
colleague for each patient to see in the future. These 
discussions are typically quite beneficial to patients, 
who appreciate being thought of in protective ways, 
such that they already know who they will be seeing 
for future care.

3.  Transfer of records: The surviving colleague’s re-
sponsibilities include ensuring that patient records 
are forwarded to the new treater, or provided to the 
patients who request them consistent with the laws 
of the jurisdiction of the practice.

4.  Office rental: the surviving colleague’s partnership 
arrangements should already have been explained to 
landlords of office buildings, such that provisions 
for payment of rent, disposal of equipment and 
furnishings and associated tasks can be completed 
smoothly.

5.  Family: the families of colleagues going through life 
!

(Continued on page 16)
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“I’ll do it for you...”  (Continued from page 15)

!

transitions will be grieving, and the partnering col-
league’s responsibilities include reassuring families 
that preparations for transitions have been made 
and are being implemented properly.

6. Estate-planning attorney (wills/trusts): the partner 
should be aware of the identity of the estate-plan-
ning attorney, who, in turn, should have permission 
to discuss the estate plan and to provide funds for 
handling practice transitions, as there will be ex-
penses associated with practice transitions.

7.  Accounts payable and receivable: an important 
part of the transition partnership should include 
information as to billing and payment processes/
procedures, such that the surviving colleague is able 
to ensure that bills are paid and collections are re-
ceived. The partners’ names should be known to the 
banks, such that checks may be written and deposits 
made.

8.  Telephone: colleagues should contact the relevant 
phone company and arrange to forward calls to the 
surviving colleague’s telephone number.

9.  Notices: the surviving colleague will place a notice 
in the local newspaper for two weeks, indicating 
that the practice is in transition and how to contact 
the surviving colleague. Further, notice should be 
provided to licensing boards, insurance companies 
and professional societies.

10. Computer access: surviving colleagues should be 
fully knowledgeable as to computer passwords and 
computer access to information.

11. Insurance: It is strongly recommended that partners 
take out term life insurance policies of $10k-$20k 
(which, at this time in history, are quite inexpen-
sive), to support the partner during the transition 
period, as the amount of time that colleagues will 
be putting in to assist with the transition can be 
compensated in this way.

12. Personal “good-bye” letters: It is a matter of grace 
and kindness for professionals to leave letters in the 
charts of all patients – which can then be mailed to 
each patient, with a simple statement of farewell, 
of appreciation for having had the opportunity to 
provide care, and wishes for future benefits from the 
care provided.

13. Access to offices: keys, pass-codes, access to files, 
awareness of staff and their availability – all of these 
must be known to the surviving colleague.

14. For colleagues who utilize EMR for record-keeping, 
releases need to be signed by patients to provide ac-
cess by the surviving colleague.

Down-sides of the “partnership” approach:

If you are still reading this article, you may be coming to 
realize that the partnership approach has two significant 
downsides. First, it is exhausting. The amount of time 
and the degree of detail involved can be overwhelming, 
and it is this degree of apprehension that has led to such 
a slow development of acceptance and implementation of 
these types of partnerships.

Second, a major downside of the partnership model is 
that one of the partners will most certainly pre-decease 
the other, such that the surviving partner will have to find 
another colleague to join with for the future.

Thus, the enormity of the tasks and the awareness that 
more than one of these experiences awaits colleagues who 
wish to be helpful, add to the general denial and avoid-
ance that keeps us from developing needed plans.

The next article in this series will present a related model, 
involving a group of colleagues rather than a partnership 
of two colleagues. Such a model makes some of the over-
whelming qualities of the partnership model less forebod-
ing, but has problems of its own. The fourth paper in the 
series will discuss a quasi-insurance model that has been 
developed to deal with these issues and problems in ways 
that are far less intimidating to colleagues.

Originally published by Senior Psychiatrist Lifersline news-
letter and reprinted by permission
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Romancing the Gun
By Ronald C Thurston, M.D.

Americans have a special relation-
ship with guns–and it’s killing us. 
The Second Amendment to the 
Constitution reads: “A well regulated 
militia being necessary to the secu-
rity of a free state, the right of the 
people to keep and bear arms shall 
not be infringed.” 

The Amendment–which merely as-
sured an existing right–was part of a deal to clinch ratifi-
cation of our present Constitution.  Fearing domination 
by the new federal government, some states–most notably 
the largest, Virginia–demanded amendments that explic-
itly restrained federal powers.  In 1789, the first Congress 
worked out 10 such amendments, which we know as the 
Bills of Rights.  

For many Americans, the Second Amendment’s rationale 
for gun ownership–“the security of a free state”–gives pur-
pose to gun ownership, elevating it from a right to a patri-
otic duty.  Guns defend liberty; Infringement is tyranny.  
The Supreme Court has consistently limited infringe-
ments enacted by federal, state and local governments 
and, in 2008, ruled that gun ownership is an individual 
right, unrelated to service in a militia. 

The “security of a free state” rationale not only suggests 
that it is patriotic to bear arms but–by extension–implies 
that personal weapons ought to keep pace with those 
owned by potential tyrants, arguably endorsing civilian 
ownership of military-grade weapons. 

However, the first Congress did not distinguish between 
personal and military firepower. Except for canon, the 
cutting edge military weapon at the time was the same 
as that used at home: a single-shot musket that took 15 
seconds to load. Assaults required a bayonet.

Rapid-fire, military-grade assault rifles have made mass 
shootings easier. That’s what these rifles were designed for. 
It’s not that I don’t like assault rifles. I once slept with one.  
We all did, when I was a corporal in the Marine Corps. I 
still have my sharpshooter medal–but I don’t own a rifle 
or a gun. Assault rifles have a place in our armed forces, 
where their owners are well regulated. Unless civilians can 
be as well regulated as the military–which is the very defi-

nition of tyranny–then military-grade weapons ought to 
be restricted to the armed forces.

Mass shootings–4 or more deaths–provoke national out-
rage but actually account for less than one percent of 
our massive total 30,000 annual firearm deaths. We have 
double the gun deaths of the next leading industrial na-
tion, and three times more than most. We have double 
the number of guns–90 guns for every 100 Americans–
than the next leading nation and three times more guns 
than any other industrial nation. Worldwide, the number 
of gun deaths parallels the number of guns; the ratio of 
deaths per guns is, more or less, universal. This means 
we have more gun deaths simply because we have more 
guns, not less gun safety. This means that, if we are to 
reduce gun deaths to that of other civilized nations, we 
must either reduce the number of guns by two-thirds or 
triple our gun safeguards! Good news: Canadians fend off 
tyranny with only 30 guns–and suffer only one-fifth the 
firearm deaths.

One of three Americans owns a gun, putting guns in 
nearly half of all households. Household members are the 
usual victims. Two-thirds of firearm deaths are suicide!  
Homicide–mostly gunshot–is the second leading cause of 
death for youth 14-25 years old–and the leading cause 
in many neighborhoods. Wayne LaPierre, CEO of the 
National Rifle Association, recently spoke for many gun 
owners when he asserted that a gun is just a “tool”–dan-
gerous only in the wrong hands. He meant criminals and 
people with mental illness. He called for more reporting 
and national registries of “lunatics” and, perhaps only to 
give credit to his argument, increased funding for treat-
ment. Blaming the shooter distracts from controlling the 
gun, but it’s a distinction without a helpful difference.  

Stigmatizing mental illness is bad. Funding is good.  
Universal criminal background checks and gun registra-
tion are sensible. Are most shooters mentally ill? Maybe–
the two out of three that kill themselves are at least emo-
tionally distraught. Their suicidal impulse–often fueled 
by alcohol and drugs–is rendered lethal by the available 
gun. Most homicidal shooters are not mentally ill, but 
impulsivity–often fueled by alcohol and drugs–increases 
the odds of death. 

Indeed, impulsivity appears be the most common shooter 

Ronald Thurston, M.D.

(Continued on page 22)



Page 18 Summer 2014 California Psychiatrist

Sons-in-Law
By Walter T. Haessler, M.D.

I have three sons-in-law, which is not all that unusual 
since I have three adult daughters.

The guys are different in ways, and similar in others. 
When you consider desirable traits for sons-in-law to 
have, near the top of the list would be “devoted dad,” and 
I am pleased to say that they all exhibit that quality.

We have known my oldest daughter’s husband for a dozen 
years or so, and get along fine. Over the years, he has 
asked me several times for psychiatric opinions on dif-
ferent matters; and several times I have picked his ample 
brain (Harvard MBA) on financial matters.

Last June, over dinner, he posed this question. He had 
just finished a book that questioned the validity of Freud’s 
ideas because of a lack of scientific proof. He seemed to 
agree with the author, and asked my opinion. That looked 
like a hanging curveball right over the plate -- like a few 
well-chosen sentences would settle the matter. But that’s 
not how it went.

I replied that Freud was as scientific as he could be, given 
the limitations of science in his time; that he had start-
ed out as a neuroanatomist and neurologist, only later 
coming to appreciate the role of psychological factors in 
symptom formation; that he felt one day there would be 
somatic treatments for anxiety and depression; and that 
without modern medical technology his knowledge was 
necessarily limited to observation and introspection, and 
to the outcomes of his psychological interventions.

I went on to say that what educated people now take for 
granted (Oops! In writing this out, I see how that could 
have been provocative.), was pioneering work in late 
Victorian times. So, while not every specific theory Freud 
came up with has withstood the test of time, there are 
huge and enduring truths: that there is an unconscious 
mind; that unconscious conflicts can produce symptoms; 
that we share basic drives (instinct/id) with the animal 
kingdom; that psychological trauma in one’s formative 
years does damage; and that this damage can be to some 
degree undone by psychological intervention.

At that point I was pretty much congratulating myself for 
my well-articulated reply -- clearing the left field wall, to 
extend my baseball metaphor.

But it was not to be. Back came the comment that, as the 
author is said to have asserted, if scientific proof is lack-
ing, the theory remains unproven. 

So, I came up with the clincher, or so I thought, produc-
ing a clinical vignette of my cure of a case of conversion 
hysteria (DSM-II) as a second-year resident. I had been 
called to the ER in the early evening to see a teenage boy 
from a nearby prep school who had been brought to the 
ER because of the sudden paralysis of his right (domi-
nant) arm, of which the ER physician could not make 
sense of. 

The boy seemed a bit too calm (indifferent) for the situa-
tion, but there was  nothing else in the history or exami-
nation to suggest a mental disorder. The cure came about 
in the process of his talking about what was going on at 
symptom onset: that he became very angry at a younger, 
smaller boy at the school and had the impulse to strike 
him. Then, the paralysis. And while he was telling me 
what had happened, the paralysis lifted -- gradually, over 
15-20 minutes, which I found interesting -- and then he 
was as good as new.

That kind of quieted things at the table, and I was once 
again congratulating myself. However, son-in-law re-
mained unconvinced as to theoretical considerations, and 
asked me to discuss just one of Freud’s theories that has 
lasted into modern times. And here I made a mistake. I 
think I should have just rested my case after that clini-
cal example, which seems to me to prove the theoretical 
basis, and practical usefulness, of how conflict can cause 
a symptom and how psychological intervention (simply 
active listening in this case) can cure it. After all, these are 
Freud’s classic cases.

But knowing when to shut up has never been a particular 
strength of mine. So I talked a bit about the so-called 
Oedipus Complex, and how the mothers of sons (such 
as middle and oldest daughter, who were also present) 
would certainly endorse the idea that something sexual 
is going on. Well, middle daughter was not convinced; 
but oldest daughter (a physician, but not a psychiatrist) 
jumped enthusiastically into the fray on my side, with 
colorful examples to help make my point. 

This then led to palpable unpleasantness between old-
est daughter and son-in-law. In short order, however, all 

(Continued on page 23)
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Disruptive Physician Behavior
By Norman T. Reynolds, M.D.

In 2012, The Federation of State Medical Boards (FSMB) 
published an article “Disruptive Physician Behavior: Use 
and Misuse of the Label” by Norman Reynolds, MD.  In 
2014 at its Annual Conference, the FSMB is honoring 
Dr. Reynolds with its “Award for Excellence in Writing.”  
The following is an abstract of the article.

Beginning in 2009, The Joint Commission (TJC) re-
quires medical leaders to address disruptive behaviors in 
accreditation organizations and this includes addressing 
disruptive physician behaviors. The Federation of State 
Medical Boards (FSMB) has acknowledged the impor-
tance of addressing disruptive physician behavior as re-
flected in the 2000 Report of the Special Committee on 
Professional Conduct and Ethics and in the 2011 Policy 
on Physician Impairment. 

The article by Dr. Reynolds provides in-depth informa-
tion about disruptive physician behavior that informs 
hospitals, medical staffs and physician well-being com-
mittees regarding responsibilities and best practices for 
addressing them.  The article includes discussion of dis-
ruptive behavior causes and contributing factors, strat-
egies to manage such behavior, formulation of medical 
staff policies, and appropriate and inappropriate use of 
the “disruptive” label. Although not a diagnosis, the dis-
ruptive label is useful in screening for disruptive physician 
behaviors. However, the disruptive label should not be 
applied to physicians just because they present controver-
sial ideas or offer criticism of the medical system.

Disruptive physician behavior consists of a practice pat-
tern of personality traits that interferes with the physi-
cian’s effective clinical performance in relating to others. 
Manifestations are behavioral.  The behaviors include 
inappropriate anger or resentment manifesting as tan-
trums, bullying, and demeaning behaviors.  The disrup-
tive behaviors negatively impact the persons with whom 
the physician interacts. At times, the disruptive behavior 
may be in response to real problems and issues.  Both the 
unprofessional behavior as well as the issues should be ad-
dressed.  Unfortunately, the underlying issues that spark 
the behavior may be ignored because of the egregious ex-
pressions of behavior.  

It is estimated that approximately 3 percent to 5 percent 
of physicians present with a problem of disruptive behav-

ior.  According to a 2004 survey of physician executives, 
more than 95 percent reported regularly encountering 
disruptive physician behaviors, and 70 percent reported 
that the disruptive behaviors nearly always involved the 
same physicians. Disruptive physician behaviors most 
commonly involved conflict with a nurse or other allied 
healthcare staff. Nearly 80 percent of the respondents said 
that disruptive physician behavior is under-reported be-
cause of victim fear of reprisal, or it is only reported when 
a serious violation occurs.

Putting things in perspective, physicians, like all human 
beings, manifest a wide range of behaviors and ways of 
relating to others stemming from their individual person-
alities and environmental influences.  Anyone can have an 
occasional expression of inappropriate behavior. The dis-
ruptive behavior label differs from peer physicians in the 
sense that manifestations of inappropriate behavior rep-
resents an ongoing pattern that is pervasive, deep-seated, 
and resistant to change. 

Expected behavioral standards have been established by 
professional organizations and, when incorporated in 
medical staff policy, may prevent and/or redress disrup-
tive physician incidents. When pervasive violations of be-
havioral and interpersonal norms persist and medical staff 
attempts to mediate are met with physician resistance, de-
nial, and even aggressive responses, consideration should 
be given to referral for in-depth professional evaluation of 
the physician.

The feasibility of offering assistance should be considered 
before automatically invoking discipline. Comprehensive 
evaluation determines a diagnosis, identifies contributing 
causes, and formulates a specific remediation and moni-
toring plan for the individual physician. The goal of re-
mediation does not involve silencing physicians.  Instead, 
physicians should be assisted in learning techniques to ex-
press concerns about real problems in professional ways.  
In all cases, a balanced, respectful, and compassionate per-
spective toward both perpetrators and their targets should 
guide the work of hospitals and medical staff committees 
while having to set appropriate limits—a “tough love” ap-
proach aimed at constructive problem solving and reme-
diation whenever possible. 

The full article “Disruptive Physician Behavior: Use and 

(Continued on page 23)
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Department of Managed Care and the Department of 
Insurance will be specifically funded in next year’s budget 
to monitor the compliance of private insurers and health 
plans with the requirements of parity, and they are work-
ing strategies for doing so.  

Surveying the mental health care landscape, there is much 
to celebrate.  In addition to the events described above, 
consider the following positive developments of recent 
years, for which CPA and APA deserve considerable cred-
it:

• Stigma isn’t gone, but it continues to fade.
• Under the ACA, more Californians have some kind of 

medical insurance.
• Recent tragic events have awakened policy-makers 

to the importance of improving care for those with 
serious mental disorders.  Major proposals to im-
prove care are being debated in Congress and in the 
California Legislature.

• Laura’s Law (California’s Assisted Outpatient 
Treatment) is being implemented in more counties, 
thanks in part to official clarification that Mental 
Health Services Act money can be used to fund it.

• California prisons, forced by federal judges, have 
hired more psychiatrists and have strengthened men-
tal health services.

• The movement to integrate behavioral and medical 
health care is well underway, with significant poten-
tial benefits for patients. 

Establishing full legal parity is a major accomplishment, 
but there is still much work to do to realize the dream of 
quality mental health care for all Californians.  Insurers 
and health plans will certainly look for other ways to skirt 
parity requirements.  Copays, deductibles, and formulary 
restrictions are limiting access to many patients most in 
need of treatment.  Low reimbursement rates offered by 
some insurers are forcing many psychiatrists to drop off 
panels, and hospitals to reduce psychiatric beds.  Systems 
of care serving the patients released from hospitals and 
prisons remain woefully inadequate.  Many children who 
need help are not being identified or treated.  

Ill-considered efforts to save money by lowering the qual-
ity and quantity of care, and the competence of individu-
als providing it, frequently trigger intervention by CPA.  
The need to attend to issues involving scope of practice 
is a perennial issue, and the battle to defend MICRA is 
raging full this year.

Despite parity, efforts to increase value and lower costs 
of care are making the actual practice of psychiatry more 
difficult for many of us.  What can we do to assure that 
younger psychiatrists enjoy a fulfilling career?  Can CPA 
help with MOC?  What can be done to help established 
psychiatrists with the frustrating adaptation to electronic 
records, E&M documentation, DSM-5 and ICD-10 con-
version?  How can CPA best assist psychiatrists who want 
to participate in integrated systems?

These are some of the issues that will consume much of 
my time during my two-year term as CPA President, with 
the expectation that we will continue to make progress.  I 
encourage you to add more items to the list.  Please send 
your ideas to me, at tmurphymd@aol.com.

Information - Timothy Murphy, M.D.
Psychiatrists who join the battle to protect MICRA are reminded to attend to the need to maintain clear boundaries between their 
political advocacy and their clinical work. Speaking to the special nature of a psychiatrist’s relationships with their patients, the APA 
Ethics Committee offers the following advice:

“Conversations about political matters may be appropriate in the clinical setting with patients and their families, but vigilance must 
be exercised to avoid abusing the doctor-patient relationship. Blanket solicitations of support, waiting room materials or generalized 
mailings about social or political issues are usually insensitive to the unique circumstances of each patient.  Optional referrals to 
lobbying or advocacy groups (such as NAMI) might be an effective means to avoid potential inappropriate use of the doctor-patient 
relationship and allow for the strengthening of the patient’s freedom to chose how best to act. Finally, it is important for the ethical 
psychiatrist to ensure that his or her own personal needs or biases are not influencing the request made of the patient.  Indeed, our 
own passions about a particular cause are best directed through our own advocacy work, rather than enlisting a patient’s assistance.” 
(from “Opinions of the Ethics Committee on the Principles of Medical Ethics, with Annotations Especially Applicable to Psychiatry”, 2014 
at pages 12-13).

“What can we do to assure that younger 
psychiatrists enjoy a fulfilling career?”
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people of all ages and walks of life with mental health 
problems can lead better lives if they can access appropri-
ate care  and the resources necessary to sustain their gains.  
Furthermore, such people should be viewed with respect 
and integrated fully into their communities.  And last, 
but not least, everyone is affected by mental health prob-
lems either directly or indirectly.  Ubiquity defines this 
landscape.  Nearly 1500 people most of which donned 
the color of lime green in the form of ribbons or clothing 
attended this event.  Lime green is rapidly emerging as the 
new symbol across the nation for mental health awareness.   
The  crowd of staunch advocates was addressed by various 
legislators, including Senate Pro Tem Darrell Steinberg, 
Congresswoman Doris Matsui, Assemblymember Rocky 
Chavez and Senator James Beall.  Each speaker was well 
received by the attendees.  Without this group of legisla-
tive champions, it would be virtually impossible to con-
duct our advocacy efforts.  I will personally request that 
CPA Council consider joining California Mental Health 
Services Authority, National Alliance on Mental Illness 
(NAMI) California, and Telecare Corporation among 
others next year in what was an unmitigated, phenom-
enal success.  

As impressive, if not more so, at this same event was the 
breakfast meeting of approximately twelve legislators with 
high school students who successfully competed in a con-
test to develop thirty second public service announce-
ments on suicide prevention and reduction of stigma re-
lated to mental illness.  It was evident to all that, not only 
were the students praised for their salient efforts but, the 
legislators themselves could closely relate to the content.  

The 2014 superb productions can be viewed at http://
www.directingchange.org/contest-winners-finalists/  
Many are not only creative but quite illustrative and emo-
tionally inspiring projects.  These young people are the 
new champions-in-waiting!  Their efforts are also wor-
thy of both CPA and District Branch recognition.   The 
winning entries were ceremoniously viewed at the Crest 
Theater in Sacramento later in the day.  This competi-
tion follows the 2013 contest which was such a rousing 
success that the UC schools launched a separate competi-
tion among its constituent schools; the winners can be 
viewed on the same link above.  It should be noted that 
this competition is sponsored by CalMHSA, a joint pow-
ers authority of California counties; I have the pleasure of 
representing Los Angeles County Department of Mental 
Health on the Board of Directors.

The previous day, Monday, May 12, ushered in another 
remarkable advocacy event by a coalition of childrens 
mental health advocates composed of psychiatrists, par-
ents from NAMI-California, parents of children with 
mental disorders of United Advocates for Children and 
Youth and an organization of young people representing 
LETS (Let’s Erase the Stigma) at the Capitol.  Senator 
James Beall spoke passionately to the group of fifty about 
his legislative efforts and what may be the new (or re-
newed) mental health focus of this upcoming legislative 
session, namely, schools and mental health.  (A national 
interest has also emerged.  Two bills related to this issue 
did not succeed in Congress in 2013; one was authored 
by Senator Al Franken and the other by Representative 
Grace Napolitano.)  Randall Hagar of the CPA addressed 
the importance of mental health parity  which was one of 
the two priority issues about which this coalition agreed 
to advocate with nearly twenty legislative offices in this 
collaborative effort of Advocacy Day led by the California 

Senate Pro Tem Darrell Steinberg addresses the crowd at Mental Health 
Matters Day - Runyon Saltzman & Einhorn

(Continued on page 22)

...May Momentum  (Continued from page 1)

Participants carry a banner for Mental Health Matters Day
-Runyon Saltzman & Einhorn
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This will be my final report as your Area 6 APA Assembly 
Representative. It has been an honor and privilege to 
serve my colleagues, the specialty and our patients with 
this chance to work together to expand our reach in pro-
viding quality care to the community and promoting the 
advancement of a gratifying and effective practice and or-
ganizational involvement for our members. 

Academy of Child and Adolescent Psychiatry.  The few 
days following this event were filled with news that both 
the Senate and the Assembly were considering mental 
health parity language for a trailer bill in the final stretch 
of the state budget process.  It stands to reason that, if epi-
demiological studies conclude that 50% of all mental ill-
ness has its onset before the age of fourteen,  then schools 
may have to become a key facet in the healthcare system.

What is obvious from these and other advocacy ef-
forts during May is that we need to maximize our ad-
vocacy through partnerships and strategic collaboration.  
Nothing short of this can both sustain this exhilarating 
momentum and achieve our aims.  Forward, we all march 
together!

characteristic. The incidence of mental illness is not more 
frequent in America, just gun-assisted suicidal impulsiv-
ity. The incidence of violence is not more pervasive in 
America, just gun-assisted lethality. If it’s the shooter, not 
the gun, then it’s impulsivity that needs regulation–and 
that brings us back to safeguarding the gun.

The British reduced overdose suicide by nearly 25% when 
they required that OTC pain pills be sold in small-quanti-
ty blister packs. Gun-assisted impulsivity can be managed 
in similar ways.     thurstonrc@gmail.com  

[Article originally published in the Spring 2013 issue of 
the California Psychiatrist]

Romancing the Gun  (Continued from page 17)

model: expanding integration with primary care and a 
sharing of a spectrum of clinical and supportive interven-
tions especially in severe mental illness. Our hope and 
forecast-- more precision in diagnosis and more effective 
outcomes in treatment. An expanded psychotherapy tool-
kit will help us understand the “two way street” of mind 
to brain and brain to mind, enhancing our ability to com-
municate with and treat our patients. We look forward to 
increasing not only access to care, but also, just as impor-
tantly, options for improved quality of care. 

On a disappointing note, the Assembly rejected two im-
portant items due to the need for clarification and refor-
mulation. Practice Guidelines for Psychiatric Evaluation 
were submitted in a new format promoted by the Institute 
of Medicine demanding stringent evidence for all recom-
mendations. Regrettably, the change in format was not 
fully understood and the guidelines were not supported. 
Annotation to our codes of ethics, which advocated broad 
access to care, social responsibility, and altruism in our 
relationship to patients was felt to need reformation and 
better definition. 

A very thorough summary report of the full Assembly 
Proceedings (Assembly Notes) prepared by Adam Nelson, 
M.D. and NCPS Representative can be accessed at http://
apamember.wordpress.com/?attachment_id=820 

The presentation by Representative Tim Murphy can be 
accessed at http://www.psychiatry.org/advocacy--news-
room/advocacy/h-r--3717-helping-families-in-mental-
health-crisis-act.

tecting access to care and preventing higher costs for all 
California. Together, I’m sure we will be victorious.

As we forge ahead to Election Day, it is more important 
than ever to make sure we are speaking as a unified, coor-
dinated voice. If you haven’t done so already, please visit 
CMA’s website at www.cmanet.org/micra for the latest 
information, handouts and to sign up as a campaign co-
ordinator in your area. Please also visit the campaign web-
site at www.stophigherhealthcarecosts.com to sign up to 
become an official opponent of this badly flawed measure. 
From the website you can: 

• Sign up to add your name to the growing list of in-
dividuals and groups opposed to the MICRA ballot 
measure. 

• Get important facts, downloads and information that 
will help you spread the word about this costly mea-
sure

• Participate in message/media training. The cam-
paign is also looking for physicians interested in tak-
ing on a more public role speaking to community 
groups about why this ballot measure should be de-
feated. Contact Molly Weedn at mweedn@cmanet.
org for more information. 

Assembly Report  (Continued from page 9)

MICRA Increased Costs  (Continued from page 12)

...May Momentum  (Continued from page 21)
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And now, more than ever, we need to be front and center 
educating our law makers for the need for more mental 
health care. This is a basic right for our patients and for 
society. Clearly at CPA and the DBs we all share the same 
goals and concerns. To be effective we need to work to-
gether. We at NCPS look forward to working together 
with CPA for the good of our patients and our profession.

Misuse of the Label,” Journal of Medical Regulation, 
Volume 98; No 1, 2012 can be downloaded at the FSMB 
website (http://www.fsmb.org/pdf/pub-jmr-misuselabel.
pdf ). Or, for a reprint of the article, contact Dr. Norman 
Reynolds directly at 408-264-3064 or by email at 
cpcs2001@hotmail.com.

[Summary reprint permission by NCPS Psychiatric 
Physician, Vol. 56, No. 7; May/June 2014]

Community Leadership  (Continued from page 13)

Sons-in-Law  (Continued from page 18)

Disruptive Behavior  (Continued from page 19)

combatants had the social graces and good sense to get off 
the subject, and so we did.

A little while later, back at home, I caught up on my jour-
nal reading. One article stood out. I’m sure it would have 
anyway, but the recent dinner conversation had stayed 
with me and set the article in a gold frame.

The article was in the June, 2013 AJP. (Heim CM, 
Mayberg HS, Mletzko T, Nemeroff CB, Pruessner JC; 
Decreased cortical representation of genital somatosen-
sory field after childhood sensory abuse. Am J Psychiatry 
2013: 616-623). It is a multi-center study that shows how 
psychological trauma in childhood has not only psycho-
logical consequences, but actually alters the morphology 
of the adult brain. This was demonstrated by MRI-based 
cortical thickness analysis.

They wanted to “...test whether different forms of child-
hood abuse were associated with cortical thinning in areas 
critical to the projection and processing of specific be-
haviors implicated in the type of abuse.”  And that’s how 
it turned out: “Exposure to childhood sexual abuse was 
specifically associated with pronounced cortical thinning 
in the genital representation field of the primary somato-
sensory cortex.”,  while “...emotional abuse was associated 
with cortical thinning in regions relevant to self-awareness 
and self-evaluation.”

Wow! You like science? There’s some science!

As to the “theory” that traumatic experiences in one’s for-
mative years do damage, I did not need proof. I knew that 
as surely as I know that water boils at 212 degrees. But I 
would not have known, or guessed, that the morphology 
of the brain could be thus altered. And think of the conse-
quences for thought, behavior and mood in general, and 
sexual functioning in particular.

We knew it was true, but didn’t know the neuroanatomy 
and neurophysiology, and still don’t know much about 

that part of it. We didn’t know the details about what 
foxglove leaf was doing, but knew it helps a failing heart. 
Medical practice, including psychiatric practice, has over 
the years been highly empirical. This is hardly an isolated 
example of only later learning some of the details.

This article contains a few things I wanted to share, and 
then there is a suggestion. I was able to include an an-
ecdote about an informed layman’s understanding of the 
theoretical underpinnings of our profession; a clinical vi-
gnette which was important and memorable to me; and a 
brief review of a journal article which I found particularly 
interesting.

The suggestion is this: that we all can inform, and per-
haps entertain, each other by contributing this kind of 
material to Southern California Psychiatrist. And here is 
the main selling point: there is no reason to think that 
my anecdotes and vignettes are more interesting or in-
structive than those of other members, but they are mine, 
and if I hadn’t shared them, members would not have 
been aware of them. We all have them,  and I think they 
should be shared. And I believe that doing so helps flesh 
out Southern California Psychiatrist, and make it more 
enjoyable and informative.

As to coming across a journal article that seems particu-
larly interesting, I think that happens to all of us at times.  
To me, most of them are not all that interesting -- either 
so technical and narrow that they are tedious to read and 
of little clinical relevance, or discovering the obvious. But 
when there is one that really registers with one of us, call-
ing it to other members’ attention in this way seems right.

As I do the math, if one per cent of members would do 
this once a year, each  newsletter would have such mate-
rial, which seems like a good idea.

[Reprint permission by SCPS, The Southern California 
PSYCHIATRIST, Volume 62, Number 8 available at: 
http://www.socalpsych.org/april14.pdf ]
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Superior protection provided by Allied World Assurance Company rated 
“A” (Excellent) by A.M. Best Company

Access to a Risk Management Attorney 24 hours daily

Individual Customer Service provided by our team of underwriters

Telepsychiatry, ECT coverage and Forensic Psychiatric Services are included

Many Discounts including Claims-Free, New Business and  No Surcharge for claims *

Great Low Rates 

Years in the previous APA-endorsed Psychiatry program count towards 
tail coverage on our policy

Fire Damage Legal Liability and Medical Payment coverage included

Interest-Free Quarterly Payments / Credit Cards accepted

Join your colleagues who have chosen to be represented by our professional team 
and our program which is endorsed by the two most prominent associations in your
profession - the American Psychiatric Association and the American Academy of 
Child and Adolescent Psychiatry. 
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PSYCHIATRIC MEDICAL CONSULTANTS NEEDED 
 
Interested in moving away from direct patient contact?  Prefer not to buy malpractice insurance, 
deal with overhead costs, and be on-call?  Want your health benefits paid for, work flexible 

hours, either part or full time, and have your weekends free?   
 
Then join our team of professionals!  The California Department of 
Social Services is seeking a few good psychiatrists who are interested 
in working with outside treating sources and other State professionals 
that evaluate medical evidence to determine its adequacy for making 
disability decisions as defined by Social Security Regulations.  On the 
job training is provided.  
 
Interested applicants must have a current CA MD/DO License. 
Fulltime Salary ranges can start at $8,711 to $12,894 per month 
depending on experience and credentials.   

 
Job Locations:  Covina, Fresno, Los Angeles, Oakland, Roseville, Sacramento,  
San Diego, Stockton and Rancho Bernardo.   
 
If you are interested, please contact Lynda Harris at (916) 285-7596 or Lynda.L.Harris@ssa.gov 
 
 

 

California Rx Card Preferred Pharmacy:

Free Rx iCard California Rx Card

For more information or to order free hard cards visit:www.californiarxcard.com
Edward J. Brown III  • ebrown@californiarxcard.com  • 949-636-2025

Free Card

Everyone Eligible
Save up to 75%

Free Statewide Prescription 

Assistance Program

DRUG 
NAME QTY RETAIL DISCOUNT SAVINGS

Alprazolam 
Tab 0.5MG 30 $9.95 $7.79 21%

Amphetamine 
Tab 20MG 30 $55.00 $35.84 34%

Lorazepam 
Tab 2MG 30 $29.95 $9.85 67%

Sertraline  
Tab 100 MG

30 $18.95 $13.42 29%

Clonazepam 
Tab 1MG 30 $12.50 $8.62 31%

Diazepam 
Tab 5MG 30 $11.99 $7.66 36%
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 This gem in the desert is a four day accredited course that maintains its strong core in 
psychopharmacology as it relates to depressive, bipolar, anxiety, and psychotic disorders. 
Additional topics will include evidence-based psychotherapy, the dilemmas of psychiatric 
diagnosis and dual diagnosis, personality disorders, and much more.  23 AMA PRA Category 1 
Credits™ are offered.  
 
For more information, or to register, please visit:  http://psychopharm.arizona.edu  
 
 

LOS ANGELES, OCTOBER 18, 2014
USC MEDICAL CENTER
Inpatient Tower
2051 Marengo Street
Los Angeles, CA 90033

OAKLAND, NOVEMBER 1, 2014
ALAMEDA-CONTRA COSTA
MEDICAL ASSOCIATION
6230 Claremont Avenue
Oakland, CA 94618

Evaluations of Health Care Professionals:
From Screening to Full Assessments and Fitness for Duty Reports

Full details and registration: www.CPPPH.org
Fee: $450    ($500 after July 18, 2014)
Tel (415) 764-4822
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IF THE STRESS OF 24/7 ON-CALL AVAILABILITY TO PATIENTS HAS IMPACTED 
YOUR FREE TIME, DISRUPTED YOUR SLEEP OR INTRUDED ON YOUR FAMILY, 
WE HAVE GOOD NEWS.

Since 1994, the psychiatric nurses of PsychCoverage have safely triaged over 17,000 
routine and emergency after hours calls, earning the thanks of countless patients and 
family members. Our promise is a rapid response, professional support and follow up 
on every call.

By keeping that promise, we’ve also earned the trust of a growing number of Psychiatrists 
who choose PsychCoverage to provide their after-hours and vacation coverage.  
We’d love an opportunity to earn yours.

All patient calls answered 24/7 by a live operator, and triaged by experienced and 
caring RN’s. Enjoy your time off without the interruption of a call or the worry of 
missing one.

On-Call Coverage For Psychiatrists

Professional coverage at reasonable rates.
Call us at (858) 531.9528 or (800) 544.6444

or email us at psychcoverage@att.net for more information.
www.psychcoverage.com

California Psychiatric Association
1029 K Street, Suite 23
Sacramento, CA  95814


