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Guttmacher Award
Workplace Violence in Mental and General
Health Care Settings
John Young MD

Dr. Michael R. Privitera, director of
consultation-liaison for the University
of Rochester Psychiatry Department,
presented the Guttmacher Award Lec-
ture for 2012. He summarized his new
book, Workplace Violence in Mental
and General Health Care Settings, the
basis for the award. The book’s
premise was a fitting quotation taken
from Former Justice Sandra Day
O’Conner: “We don’t accomplish any-
thing in this world alone ... and what-
ever happens is the result of the whole
tapestry of one’s life and all the weav-
ings of individual threads from one to
another that creates something.” In
keeping with this sentiment he began
by thanking mentors, colleagues and
family for their support.

Dr. Privitera continued with four
progressively more dramatic case his-
tories that prompted the project leading

to the writing of his book. The identifi-
cation of specific needs gave shape to
the development of a Work Place Vio-
lence (WPV) Committee under the
auspices of the Psychiatry Department.
The Committee’s first major project
was a survey across the Psychiatry
Department, published in Occupational
Medicine 55:480-486, 2005. It found
that workplace violence was common,
occurring in the form of assaults
against a quarter of all respondents,
threats to 43%, and endangerment to
57%. Clinicians reported it more fre-
quently than non-clinicians by a factor
of 4 in assaults and threats and by 2 V2
times more for endangerment. Assaults
decreased with experience, but by no
means disappeared.

Next, the WPV Committee identi-
fied 14 stakeholders whose interactions
generate the complexity inherent in

attempting to address WPV. Along
with the victim and the perpetrator
they include: administration, including
risk management, staff-victim’s
coworkers, law enforcement, security
services, advocate agencies for worker
safety, workers’ compensation and
health insurance carriers, patients on
the ward during the event and others
after the event, patient advocate agen-
cies, and hospital regulatory agencies.

The Committee went to work with
all the relevant representatives together,
including multiple personnel of both
the local Police Department and the
hospital. They undertook the planning
of interventions based on a hierarchy
of choices to be followed consistently
in accord with the characteristics of
each incident. These options took into
account the applicable law and avail-
able resources. The Committee boiled
down their findings and promulgated
them in the form of a detailed protocol
replete with legal references and tele-
phone numbers. It strove to promote
maximum communication and to dis-
courage the tendency for administrative
“silos” to develop.

The Psychiatry Department Chair,
Eric D. Caine, promulgated the proto-
col developed by the WPV Committee
and encouraged Dr. Privitera to apply
for a sabbatical leave in order to pre-
pare a book on WPV. Shortly before
his leave he took part in the first inter-
national conference on WPV in health-
care settings. Among those attending
were some 30 colleagues of various
disciplines from around the world who
eventually became contributors to the
book. Dr. Privitera showed the 24-
chapter table of contents and continued
with highlights outlined under seven
headings or key concepts.

The first key concept is the “tower
of Babel,” referring to differences
among disciplines that may impair
communication. Here, the basic
National Safety and Health Adminis-
tration definition of WPV is important:

(continued on page 17)
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RAPPEPORT FELLOWSHIP
Rappeport Fellowship Awards

2012-2013

Susan Hatters Friedman MD and Britta Ostermeyer MD (Co-Chairs)

AAPL’s Rappeport fellowship was
named in honor of AAPL’s founding
president, Jonas Rappeport, MD, and
offers the opportunity for outstanding
senior residents with interests in psy-
chiatry and the law to develop their
knowledge and skills. Fellows receive
scholarships to attend the AAPL foren-
sic psychiatry review course and annual
meeting. They are also assigned senior
forensic psychiatry preceptors, to help
guide their training during the year. The
Rappeport fellowship committee is
pleased to announce the six Rappeport
fellows for 2012-2013. Fellows are:
Jacob Appel, Carl Fisher, Andrea
Nelsen, Raymond Raad, Christopher
Racine, and Ryan Wagoner.

Jacob Appel, MD, JD is currently a
psychiatry resident at The Mount Sinai
Hospital. He also holds MA, MPhil,
and MFA degrees. He has published
many academic articles at the interface
of bioethics, history, psychiatry and
law. He is a Ginsburg Fellow at the
Group for the Advancement of Psychi-
atry. He has taught courses at Brown
about Medicine, Law and Morality. His
pieces have been published in the New
York Times, and he is a frequent colum-
nist for Huffington Post. Too, he is an
accomplished playwright, and has won
multiple prizes for his short fiction.

Carl Fisher, MD is currently a psy-
chiatry resident at Columbia Universi-
ty/ New York State Psychiatric Insti-
tute. He was also named one of the
New York State Office of Mental
Health Policy Scholars in 2010, and
received an APIRE scholarship. He has
published multiple articles, including
with mentor Paul Appelbaum, MD,
including about brain stimulation. He
wrote about Manipulation and the
Match in JAMA. He also performs with
the Occasional Opera Company in
NYC.

Andrea Nelsen, MD is currently a
psychiatry resident at Baylor College of
Medicine in Houston, where she is in
the Clinician Educator Track. She has
participated in the APA’s MindGames
competition. During residency she has

been active in research on HIV/AIDS
treatment adherence. She has been col-
laborating with an advocacy organiza-
tion to train physicians about child sex
trafficking victims as well. Previously
she was a Fulbright Scholar in Philoso-
phy, researching Kierkegaard’s political
philosophy.

Raymond Raad, MD is a psychiatric
chief resident at New York Presbyter-
ian/ Weill Cornell Medical Center. He
was selected as a Benjamin Rush
Scholar in the History of Psychiatry,
and interned in the health policy divi-
sion at the Cato Institute in Washing-
ton. He has published several articles,
including with mentor Paul Appel-
baum, MD. For example, he has writ-
ten about capacity of persons with seri-
ous mental illness to vote, and also
about conflicts of interest in relation-
ships between medicine and industry.

Christopher Racine, MD, MPH is
psychiatric chief resident at New York
University School of Medicine. His
MPH thesis regarded equity in mental
health coverage. He authored several
publications with mentor Stephen Bil-
lick, MD. For example, he has written
about assessment instruments in deci-
sion-making capacity, and the right to
speedy arraignment vs. the right to psy-
chiatric care.

Ryan Wagoner, MD is currently a
psychiatric resident at Western Psychi-
atric Institute and Clinic in Pittsburgh,
where he is in the Academic Adminis-
trator Clinician Educator Track. His
undergraduate degrees were in Crimi-
nology and Entomology. He has been
active in committee work at AAPL. He
designed an elective between WPIC
and the Pittsburgh Police, and is
involved in research in police percep-
tions and reoffending by juvenile
offenders.

Over twenty applicants applied for
the fellowship, but a limited number of
awards are available. The committee
noted that there are many excellent res-
idents with an interest in forensic psy-
chiatry, which is fantastic for our field.
Thank you for your continuing support.
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FROM THE EDITOR

Guns, Suicide and Mass Homicide

Charles C. Dike MD, MPH, MRCPsych

Another hor-
rendous homi-
cide has just
been reported.
News is coming
in fast and hard.
All the news
g stations are
£ focused on it
and reporters are presenting the picture
somberly, or with hysteria, or calm-
ness depending on the news station.
Details are emerging by the minute.
Dozens of people have been confirmed
dead so far and numerous others are
injured. Gory pictures flash across the
screen. Tearful survivors fight to stave
off tears as they try to reconstruct the
disaster they have just witnessed and
survived.

The nation is in collective depres-
sion and shock all at once. Every-
where you go, the atmosphere is sub-
dued and the discussion inevitably
drifts to the shooting.

Soon, the same questions are on
everyone’s lips; does the shooter have
a mental illness? Was he seeing a ther-
apist? Did his psychiatrist miss the
telltale signs he was going to carry out
such a dastardly act?

Yes, the rumors begin to confirm
everyone’s suspicion; of course he has
a mental illness. How else could any-
one explain such behavior? Yes, of
course, he did. He saw a psychiatrist 5
years ago but did not follow up with
outpatient care. He told a friend he
was scheduled to see a psychiatrist in
one month.

Directors of mental health institu-
tions across the country are getting
phone calls or emails from their
patients’ neighbors, friends, family
members and even casual acquain-
tances, inquiring after some of their
patients and asking, “Would I be safe
if patient X is released from your hos-
pital? I have not received any threaten-
ing information from but I am just
curious, you know, one can’t be too
careful these days; look at what hap-
pened the other day.”

The drill down (or is it root cause?)

analysis more often than not settles on
the mentally ill and how dangerous
they are. But... is that the whole
story?

Anders Behring Breivik, a Norwe-
gian man recently convicted of com-
mitting acts of terror and voluntary
homicide after he gunned down 69
people at an Island resort (and killed
another 8 by bombing) was reportedly
not psychotic at the time of the crime,
did not suffer from mental illness and
was not mentally challenged, accord-
ing to a report sent to court by two
court appointed psychiatrists.

The question is, is mental illness
both necessary and sufficient for mass
homicides?

On a smaller scale, the same ques-
tion could be asked of suicides.
According to data from the CDC
National Center for Health Statistics
mortality report, in 2007, 55.6% of all
suicides in the US were committed
with a gun. In addition, data from
American Association of Suicidology,
1998, showed that on average, 45% of
suicides for youth ages 15-24 are com-
mitted with guns. Unlike suicide
attempts using other methods, most
suicide attempts with guns are fatal.

Therefore, while the potential for
attempting suicide and homicide may
be high in individuals with certain
types of mental illness, access to a
lethal means greatly increases the like-
lihood of completing suicides and
mass homicides.

For example, the rapid rise in
domestic gas suicides (from carbon
monoxide poisoning) in 1920s Eng-
land and Wales, and the subsequent
marked decrease in suicide following a
decrease in the CO content of the gas,
established the connection between
easy availability of lethal means of
suicide and increase in suicide rates.
Also, in Switzerland, a European
country with a high rate of gun owner-
ship, the suicide rate through firearms
far exceeds any other country in
Europe and ranks only second to the
United States.

Although the association between

access to firearms and suicide is
remarkable, that between firearms and
homicide is compelling. In a study
(Richardson, Erin G., and David
Hemenway, “Homicide, Suicide, and
Unintentional Firearm Fatality: Com-
paring the United States With Other
High-Income Countries, 2003,” Jour-
nal of Trauma, Injury, Infection, and
Critical Care, June 2010 ) comparing
firearm and homicide rates across 23
high-income countries, firearm homi-
cide rate in the United States was 19.5
times higher. The United States had
more firearms per capita than the other
countries and has the most permissive
gun control laws.

The authors of the article concluded
that “whatever our basic level of vio-
lence, the empirical evidence from
ecological, case-control, and other
studies indicate that readily accessible
firearms — by making killing easy, effi-
cient and impersonal — increases the
lethality of violence.” Other studies
have confirmed that across developed
nations, there is a direct relationship
between availability of guns and homi-
cides. The same finding holds true for
individual states of the US; the more
guns in a state, the more the homicide
rate after controlling for poverty and
urbanization.

In summary, although the risk of
violence to self or others in individuals
with certain forms of mental illness is
high, easy access to lethal means of
completing suicide or engaging in
mass homicide, such as availability of
firearms, dramatically elevates that
risk. Early identification and prompt
treatment of severe mental illness
would certainly go a long way at
decreasing incidents of suicide and
mass homicide. But, given the com-
plexity of treating such individuals and
providing adequate monitoring in the
community, it would be naive to
expect a significant reduction in such
acts of violence as described at the
start of this article without seriously
addressing access to guns, not only to
individuals formally identified as hav-
ing serious mental illness, but to the
community at large.

Restricting access to individuals

(continued on page 22)
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Advancing in AAPL:

What Do | Do Now?

Charles Scott MD

In the last
several months,
I have frequent-
ly been asked
the following
question:

“How does one
advance in
AAPL?” This
question is an important one for mem-
bers who wish to obtain a leadership
position and positively impact the
organization through their efforts. The
goal of this newsletter article is to pro-
vide an overview of key aspects of the
AAPL organization to assist those
unfamiliar with the inner workings of
AAPL or to serve as a refresher course
for those who may be only partially
aware of various policies and proce-
dures.

The AAPL Executive Council is the
governing body of AAPL. The Coun-
cil consists of officers and councilors
who are nominated by the Nominating
Committee at the semiannual AAPL
business meeting held during the
annual APA meeting in May. If no
nominations are received from the
floor at the meeting in May, the slate
is presented for a voice vote at the
Annual Business Meeting in October.

Officers on the Council consist of
the following: President, two Vice-
Presidents, the most recent living Past-
President, Treasurer, Secretary, and
nine Councilors. The President, Vice-
Presidents, and Secretary serve for one
year. The Treasurer’s term is for two
years. Three Councilors are added
each year to the AAPL Council and
each Councilor’s term is for three
years. The AAPL Council also
includes a nonvoting Medical Director,
currently Howard Zonana, MD, and a
nonvoting Executive Director, current-
ly Jackie Coleman. A committee
appointed by the AAPL President
selects the Medical Director from
AAPL members who apply for the
position. The Medical Director posi-
tion can be renewed by a vote of the
AAPL Council. The Medical Director

serves as an ongoing advisor to the
Council and provides leadership conti-
nuity to the Council. The Executive
Director oversees and manages many
important administrative aspects of the
organization and plays a vital role in
keeping AAPL functioning throughout
the year. Other individuals who attend
part or all of the AAPL Council meet-
ings include the AAPL Journal Editor
and Co-Editor, the Newsletter and
Website Editors, and AAPL delegates
to the APA and AMA.

The AAPL Council meets on
Wednesday prior to the start of the
AAPL Annual Meeting and during the
APA Annual Meeting. In addition, a
President’s Meeting is held at the

“Find ways to collabo-
rate with AAPL mem-
bers on presentations
at the annual AAPL

meeting.”

AAPL office in Connecticut each Jan-
uary. Attendees include the President,
Immediate Past President, President-
elect and Treasurer, plus the Executive
Director and Medical Director. Other
officers have also attended this meet-
ing on occasion.

The Nominating Committee is
responsible for nominating a slate of
officers to be presented to the mem-
bership for a vote at the AAPL busi-
ness meeting in May. The Nominating
Committee consists of the current
President, two immediate Past Presi-
dents, two AAPL members appointed
by the current AAPL President, and
six of the nine Councilors. The three
Councilors who are completing their
three-year term are not usually on the
Nominating Committee because they
could potentially be nominated for a
higher office. The President-Elect,
Medical Director, and Executive

Director also attend but they are non-
voting members of the Nominating
Committee.

AAPL Regular Members can sub-
mit their names for consideration by
the Nominating Committee and are
strongly encouraged to do so. The
AAPL office notifies members
through the AAPL Newsletter regard-
ing the deadline for submissions.

Over the past several years, the most

common format for a submission

includes a letter that outlines the per-
son’s involvement in AAPL, the posi-
tion(s) in which they are potentially
interested, and their general goals and
interests for the organization. Letters
of recommendation from others are
not forwarded to the Nominating

Committee.

As the organization’s membership
has grown, so have the number of
interested applicants for leadership
positions. If you are sincerely interest-
ed, then the following are some gener-
al tips.

1. Let the Nominating Committee
know the various AAPL activities
in which you have been involved. A
sample of activities may include
any of the following: membership
on an AAPL committee, chairing an
AAPL committee, presenting at
AAPL, serving on an AAPL Prac-
tice Guideline Task Force, serving
as a reviewer for the AAPL Journal,
having publications in the field of
forensic psychiatry, achieving
teaching excellence in forensic psy-
chiatry, representing AAPL as an
AMA or APA delegate, advancing
the field of forensic psychiatric
research, and other service activities
for AAPL. An AAPL member’s
involvement in AAPL is one impor-
tant consideration for being nomi-
nated for Councilor or a higher
office. Usually a person has been a
Councilor prior to being considered
for a higher office on the Executive
Council.

2. Demonstrate commitment and
excellence to those assignments you
receive through AAPL committees
or other AAPL activities. Consis-
tently attending your committee
meeting, volunteering for and fol-

(continued on page 17)
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REPORTS

Is the Opportunity to Plead Insanity
Required Under the U.S Constitution?

Howard Zonana MD, Medical Director

A recent case
from Idaho gives
the U.S Supreme
Court another
potential opportu-
nity to consider
whether states are

é constitutionally
required to offer an insanity plea to a
defendant. While the Supreme Court
has had other cases that asked for a rul-
ing on this issue, the Court decided
those cases on other grounds and left
open the ultimate question of a consti-
tutional right to the defense. This case
is currently requesting certiorari from
the Court.

Long before psychiatry existed, civi-
lized societies recognized that certain
individuals should not be held crimi-
nally responsible for their behavior,
because they were so substantially dif-
ferent that it was unfair to hold them
accountable in the same fashion as oth-
ers. These included children, the men-
tally disabled and the insane. These
groups were recognized in commen-
taries to Hebrew Scriptures, and
became increasingly codified in Anglo-
American law, beginning in the 13t
century. At that time moral wrongful-
ness was incorporated into English
Common Law from Christian law, by
requiring both a criminal act (actus
reus) as well as the presence of a guilty
mind (mens rea). Henry Bracton noted
that because children and the insane
were incapable of forming both the
intent and the will to do harm, they
therefore did not ha\3/e the capacity to
form a guilty intent. The translation of
that concept, in working language and
practical standards, has not been easy.
While the standards for what an insani-
ty defense requires have evolved in
England and the U.S., both countries
have long had some version of the
defense as part of their criminal code.
In the U.S. each state and the federal
government has adopted either a vari-
ant of the McNaughten or the Ameri-
can Law Institute test, except for New

Hampshire, which adopted a “product”
test. In general, as in England, when
individuals have attempted or actually
assassinated Presidents or prominent
government officials, there are usually
calls to alter or clarify the standards -
generally in more conservative direc-
tions.

Until 1979 all states offered an
insanity defense in some form. Since
then, four states have abolished the
insanity defense: Montana (1979),
Idaho (1982), Utah (1983), and Kansas
(1995). Nevada (1995) had also abol-
ished the insanity defense, but that was
overturned in Finger v. State, 117 Nev.
548, 27 P.3d 66 (2001).

Once the insanity defense was abol-
ished, Idaho and the other states shifted
to a model that focused on whether a

“Unfortunately — and |
think it is unfortunate —
his ability to plan intelli-
gently and rationally is
not likewise impaired.”

defendant could form the mens rea or
criminal intent necessary to be guilty
of the crime. The prosecution is
required to prove beyond a reasonable
doubt that a defendant had the mental
capacity to form the necessary intent,
but it does not allow a mental condition
to form a complete defense to a crime.
In some states experts are permitted to
testify at this stage of the proceedings
but in other states such as Arizona they
are severely restricted.’ In the present
case, Delling was initially charged with
two counts of murder in the first
degree, involving the deaths of two
men. These charges were subsequently
amended to second-degree murder. Mr.
Delling was found incompetent to
stand trial and was hospitalized for
almost a year before regaining compe-

tence. At that point, the defense filed
notice to present expert testimony that
he was incapable of forming the neces-
sary mens rea. The prosecution
responded by wanting an expert of
their own to conduct an evaluation. The
defense objected, claiming it would
violate his right to remain silent and be
free from self-incrimination. Rather
than proceeding, a plea agreement was
reached which preserved the defen-
dant’s ability to appeal the insanity
defense question and he was sentenced
to two concurrent life sentences.

The Idaho Supreme Court in
reviewing the case agreed with the trial
judge that there was a significant men-
tal illness:

“There is evidence of enormous pre-
meditation around the deaths of these
two young men, and the very serious
attempt on the life of Jacob. And
there’s also evidence of the fact that
there were four other people on a list
who were also marked for death as a
result of the defendant’s deeply held
delusions that other people were trying
to steal his powers, and that their
actions in his delusional thinking
would result in his death. I don’t ques-
tion that that’s how he frames it in his
own mind, but my function here is to
protect society.”

“The district court went on to detail
how Delling planned his attacks, and
even how he learned from his failed
attempt to kill Jacob Thompson. After
detailing the complexity of the attacks,
the district court did not believe that
Delling had the ability to appreciate the
wrongfulness of his conduct or to con-
form his cszonduct to the requirements of
the law.” However, his level of appre-
ciation was to be balanced against
other considerations.”

“In terms of 19-2523 factors, there
is no question he is mentally ill. He
suffers from paranoid schizophrenia.
He is profoundly ill.”

“The degree of his functional
impairment in terms of his delusional
thinking is quite strong. Unfortunate-
ly—and I think it is unfortunate—his
ability to plan intelligently and rational-
ly is not likewise impaired. So consid-
erable intelligence, considerable ability

(continued on page 23)
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CHILD COLUMN

On Mandatory Life Sentences

for Juveniles
Stephen P. Herman MD

In March
2012, the United
States Supreme
Court heard argu-
ments in two con-
solidated cases,
Miller v. Alabama
(No.10-9646) and
Jackson v. Hobbs
(No. 10-9647), (cite as 567 U.S. _
2012), which addressed the issue of
mandatory life sentences by state law
for juveniles who commit murder.
The legal history, culminating in the
Court’s important decision this year,
is one of a gradual understanding of
juvenile criminals requiring special
consideration because of their age. In
an important 2005 case, Roper v. Sim-
mons, the Supreme Court abolished
the death penalty for juveniles based
on the neurological differences
between them and adults. Five years
later, in Graham v. Florida the Court
ruled that juvenile offenders sen-
tenced to life without parole for
crimes other than homicide violates
the Eight Amendment’s ban on cruel
and unusual punishment. That deci-
sion had immediate implications for
about 130 prisoners convicted of
crimes such as rape, armed robbery
and kidnapping.

Maintaining its progressive stance
on juveniles and their crimes, the
Court decided in June that mandatory
life sentences without parole for juve-
niles who commit murder below the
age of 18 also violates the Eighth
Amendment. The vote was 5-to-4,
with Justice Kagan writing for the
majority. Justice Anthony Kennedy
joined the Court’s liberal wing in the
decision, along with Justices
Sotomayor, Ginsburg and Breyer. Jus-
tice Roberts filed a dissenting opinion
and was joined by Justices Scalia,
Alito and Thomas.

The facts were these: In Alabama,
Petitioner Miller, age 14, with a
friend, beat up Miller’s neighbor and
set fire to his trailer after drinking

and using drugs. The neighbor died.
His case was heard in adult court, he
was found guilty and, because of
Alabama statute, sentenced to life
without the chance of parole. The
Alabama Court of Criminal Appeals
affirmed, saying his punishment was
not overly harsh and it was accept-
able under the Eighth Amendment.

In the other case, in Arkansas,
petitioner Jackson, with two other
boys, entered a video store to commit
a robbery. One of his friends was car-
rying a shotgun. Jackson waited out-
side the store for most of the robbery.
When he entered, one of the boys
shot and killed the store clerk. Jack-
son was tried as an adult with capital
felony murder and aggravated rob-
bery. He was convicted on both
charges and sentenced to life without
parole. Jackson then filed a state peti-
tion for habeas corpus, arguing that
the Arkansas statute requiring life
without the chance of parole for a 14-
year-old murderer is in violation of
the Eight Amendment. The court dis-
agreed and dismissed the petition.
The Arkansas Supreme Court
affirmed the lower court’s ruling.

Citing Graham and Roper, Justice
Kagan wrote: “Graham makes rele-
vant this Court’s cases demanding
individualized sentencing in capital
cases.” She objected to state laws
which do not take into account the
uniqueness of youth — even when the
crime is murder. She wrote, “By
requiring that all children convicted
of homicide receive lifetime incarcer-
ation without the possibility of
parole, regardless of their age and
age-related characteristics and the
nature of their crimes, the mandatory
sentencing schemes before us violate
this principle of proportionality, and
so the Eight Amendment’s ban on
cruel and unusual punishment.”

The dissents, by Justices Thomas
and Roberts, were based on their
belief that state legislatures have the
right to make these laws and the

Supreme Court has no business over-
turning them. The dissents challenge
the previous rulings cited above and
do not see the Eight Amendment
being applied to the instant cases.

The importance of this decision
cannot be overstated. The Supreme
Court has once again recognized that
child criminals are not the same as
adult offenders. The Court has
applied numerous studies of child
behavior and neurology to give
recognition to this principle — so
obvious to child psychiatrists and
those who work in the juvenile justice
field.

This decision, however, does not
declare unconstitutional the actual
sentencing of a child to life without
parole. It does say, though, that the
sentence should be left to the trier of
fact and cannot be applied automati-
cally by state law. Each case needs to
be handled with an individual
approach by the judge and/or jury.

The Supreme Court ruling affects
about 2000 inmates sentenced to
state-mandated life without parole for
crimes committed when they were
children. The decision declares
unconstitutional mandatory sentenc-
ing law in 28 states.

But it will be the inmates who
must initiate resentencing hearings. If
they succeed in having their cases
reviewed, they could still be resen-
tenced to life without parole. So the
Supreme Court’s decision is actually
not as sweeping as it initially appears
to be. Someday, perhaps, the Court
will declare any life without parole
sentence for a child murderer to be a
violation of the Eight Amendment.
However, that time has not yet
arrived.

In the meantime, child psychia-
trists and other professionals who
work in the juvenile justice arena still
have much to do. First of all, those
incarcerated will need qualified coun-
sel to represent them as they ask that
their life sentences without parole be
reexamined. In addition experts on
child behavior must continue to pro-
vide research and clinical data sup-
porting the importance of seeing
child offenders as different from
adults. @
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ASK THE EXPERTS

Ask The Experts

Neil S. Kaye, MD, and Bob Sadoff, MD
will answer questions from members
related to practical issues in the real
world of Forensic Psychiatry. Please
send questions to nskaye @aol.com.
This information is advisory only for
educational purposes. The authors
claim no legal expertise and should not
be held responsible for any action taken
in response to this educational advice.
Readers should always consult their
attorneys for legal advice.

During the evaluation of a civil case
involving alleged discrimination/
harassment/retaliation at work:

Q1. To what degree can/does/should
the examining forensic psychiatrist
make judgments as to the actual facts
and what occurred?

A. Sadoff: The examining forensic psy-
chiatrist, as I have written many times
before, is an investigator. The psychi-
atric examination is essential, but not

P sufficient in these
b cases. The psychi-
atrist must have
other information
to either support or
negate the con-
tention of the
plaintiff. This
other information
includes legal, medical, school, health,
personal and other records that may be
available. Also, there are statements
and deposition transcripts from plaintiff
and from the defense, usually denying
the allegations. One has to take into
account the balance between what the
plaintiff says and what is said by the
defense. Sometimes, in cases of work
harassment, discrimination or retalia-
tion, I visit the workplace to see
whether the plaintiff’s contention is
realistic.

When there is no definitive evidence
to support plaintiff’s allegations, I uti-
lize the subjunctive case in giving my
opinion, rather than a declarative state-
ment affirming the veracity of the alle-
gations made by the plaintiff. For
example: “If what the plaintiff says is
true and based on fact, then her symp-

toms are related to the stress she alleges
occurred from the harassment/discrimi-
nation/retaliation.” There may be fac-
tors in her childhood that make her vul-
nerable to such harassment if it
occurred. For example, she may have
been sexually abused as a youngster or
raped as an adolescent or young adult.
These prior experiences may have
made her more vulnerable to the
alleged claims.

The forensic psychiatrist is not the
finder of fact; that is the prerogative of
the judge and/or jury. However, the
forensic psychiatrist must have an opin-
ion as to whether or not there is some
truth or veracity in the claims made or
the symptoms may be referable to other
causes, or perhaps even malingered. It
does not do the field of forensic psychi-
atry a service for a “hired gun” expert
to routinely declare that the plaintiff
was harmed by the alleged discrimina-
tion/harassment or retaliation, when the
expert has no evidence that it actually
occurred. We must be cautious and
careful in the way we word our opin-
ions based on the facts we have and the
evidence that is available.

A. Kaye: As our faithful readers are
aware, Dr. Sadoff and I generally agree
on most points, as is
the case here. While
not officially finders
of fact (in the legal
sense), forensic psy-
chiatrists are at
times investigators.
As we don’t have
police powers, our
methodology limits this ability.
Nonetheless, in this complex situation,
the forensic psychiatrist must make
some judgment as to the fact pattern
and to the validity and plausibility of
the claims/allegations. This is because a
correct diagnosis is predicated on such
a conclusion. If the examiner believes
the story is fabricated, she might diag-
nose malingering; if the examiner
believes the story is genuine, she might
diagnosis PTSD; and if the examiner
believes the story is unrealistic but not
malingered, she might diagnose a psy-
chotic thought process/ disorder. As the
reader can see, these very different
diagnoses depend on the examiner
drawing conclusions as regards at least

some of the alleged “fact” pattern.

Q2. How is the issue of the plaintiff’s
perception best handled?

A. Sadoff: I have often put in my
reports that the symptoms were based
on the plaintiff’s perception of the
events alleged. I do not know that they
occurred, I do not know to what extent
they may have occurred, but can record
the perception of the plaintiff as she
reveals it during the examination. Psy-
chological testing may also be helpful
to determine whether there is exaggera-
tion, malingering or actual lying during
the investigation of her claim. It is
always safer to utilize the word “per-
ception” so the expert is not caught, on
cross-examination, agreeing that the
perception is actually based on fact.
One must keep in mind that there are
several levels of “truth.” One is the truth
the plaintiff wants the world to believe,
the second is the actual truth the plain-
tiff believes to be the truth, and the
third is the truth that is actually based
on fact rather than perception alone.

That being said, one then must con-
sider the symptoms revealed by the
plaintiff are always based on the percep-
tion the plaintiff has of the events, as
she believed they occurred. Even though
her perception is not based on actual
fact or evidence by objective observers,
her emotional (and sometimes physical)
reaction will be based on her beliefs and
her perceptions of what had occurred.
These perceptions are often colored by
her prior experiences, as noted above.
One who has been raped and/or sexual-
ly abused as a youngster will be more
vulnerable to incidents at work that
might not significantly affect women
who have a stronger personality and
have not been previously sensitized to
such events. Thus, questions #1 and #2
are clearly related, and one must keep in
mind the plaintiff’s perception, based on
her prior experiences, when considering
the alleged damage to her by what she
claims to have occurred in the work-
place.

A. Kaye: When there appears to be a
significant discrepancy between the
plaintiff’s perception and the “facts™ as
I understand them to be, I will also use

(continued on page 17)
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SPECIAL POPULATIONS

Protect This House!

Stephen Zerby MD

The approach
of football season
reminds me of
some old promo-
tional spot featur-
ing a football
player screaming
A “Protect ... this
... house!” into a camera - sending a
message that the home team must be
victorious in their own stadium. For
some reason my recollection of this
TV clip has been resurrected after
many years by my jail shifts. We
spend long years studying hard to train
to become forensic psychiatrists work-
ing in jails and similar settings. One
thing becomes clear very early in such
a career: this is not our house — it is
their house, i.e. correctional officers’.
As guests in their home, we must dis-
play proper etiquette and pay the
respect our hosts deserve. I have
noticed that a great deal of supervision
time for forensic psychiatry fellows is
spent discussing the fine art of navi-
gating such waters during jail or
prison treatment rotations. A classic
question is when to battle and when to
negotiate. Sometimes we just have to
tell forensic psychiatry fellows state-
ments such as, “you know, you’re just
not going to be able to have your cell
phone during those hours — you’re not
going to win this battle so let it go.”
Thus arises a classic conundrum of
correctional work: when do we fight
and when do we attempt to work
things out peacefully? While I am no
expert on such skills, I have consulted
with longtime jail psychiatrists who
offered some words of wisdom
described below in the form of rules.

122

Rule #1: it’s their house: you are only
a guest

When we visit someone’s house
and are given directives such as taking
off shoes, not sitting on a particular
seat, or not touching some heirloom,
simple courtesy demands that we do
not thumb our noses at those rules, or
mutter something like “well I'm

touching it anyway” and thereby disre-
spect our hosts. The hosts know the
house and its history and may not be
ready or willing to relate the entire
rationale for each rule. Therefore, it is
common practice for guests to simply
obey. Suppose an incident occurred in
a jail years back, say an inmate
thought of a clever way to transform a
common object into a weapon causing
the object to be subsequently banned
from the setting, years later, with staff
turnover, the story behind the banning
of such a seemingly innocuous object
may be lost, but the ban remains in
place. Although current staff members
may be at a loss how to explain the
ban of such an object, caution should
be exercised in questioning it. I'm cer-
tain that there are also plenty of rules
put into place which actually had
nothing to do with some major inci-
dent but were more the whim of a
manager somewhere along the line;
those too end up as rules which are
obeyed without question.

Rule #2: don’t lose your cool

A cool red synthetic fiber golf shirt
brought me misery. After interviewing
an inmate on a pod a CO came run-
ning after me, stopping me with a
preface along the line of “you do
understand that we have rules here that
must be followed and that includes a
dress code.” Mentally surveying my
attire I wondered whether a logo was
showing or something worse. I looked
at him as he continued, “you’re wear-
ing red.” Looking down I agreed that
yes I was wearing a red golf shirt. So I
asked what was wrong with that. He
continued that because the inmates
wear red no staff is permitted to wear
red. Wondering how many inmates
wore red golf shirts or how someone
wearing a red golf shirt could ever be
confused with an inmate, I subdued
any urge to argue or make a wise-
crack, but rather just nodded and said,
“Oh, OK” while walking away pitiful-
ly. I pictured an absurd scene of staff
wearing red golf shirts and khakis

being wrestled to the floor as they
attempted to leave the jail for the day,
mistaken for an inmate slipping
through the door. Nevertheless, the
reaction of an experienced colleague
to that story was, “oh yes, of course
you can’t wear red in the jail; inmates
wear red.” I concluded that there must
have been a long forgotten back story
as to why no one wore red except
inmates. Just accept it, I told myself,
and let the issue drop.

Rule #3: most psychiatrists will not
win shouting matches with corrections
personnel

While on the one hand there are
certainly some corrections personnel
who would feel some form of respect
for a psychiatrist who tries to out
alpha-male (or alpha-woman) them,
something tells me this is a futile exer-
cise. Noting the attempts of some col-
leagues to out-yell correctional per-
sonnel, it seems to be a futile exercise.
Al Pacino’s character from 88 Minutes
— “Dr. Jack Gramm, a forensic psychi-
atrist with the FBI” carries a gun and
conducts investigations using his psy-
chological training. Should this be the
model for psychiatrists working in
correctional settings? A psychiatrist
who morphs into a law enforcement
professional? I believe I have men-
tioned this in the column before, but
would it not be a better use of mental
health professionals’ time and energy
to restore tranquility to situations
rather than inflame them? We all have
training in calming upset people,
working with difficult personalities,
and navigating turbulent emotional
waters. Why not put them to use in
these settings? We are supposed to
have the training and skills to be
peacemakers and settle down tumul-
tuous situations. I believe that would
earn us more respect than becoming
Jack Gramm.

Rule #4: at least some of correctional
personnel’s bravado is an act

I just came across a photo with a
former colleague from years ago

(continued on page 21)
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FACES OF AAPL - Special Issue

Emily Keram MD
US v. Hamdan

Charles C. Dike MD, MPH, MRCPsych

(To suggest members for this feature, email philip.candilis @umassmed.edu)

In this special
issue of Faces of
AAPL, Emily
Keram, MD will
discuss her
involvement,
experience and

5 thoughts related
to US v. Hamdan in her own words.

Down the rabbit hole

I have often thought that the first
interactions between an expert and a
legal team can foreshadow their work-
ing relationship and the proceedings of
the case. That proved to be the case in
my work on US v Hamdan, the first
case prosecuted in the Military Com-
missions at the U.S. Naval Station
Guantanamo Bay, Cuba (GTMO.)

Every aspect of the case, from the
referral questions to me, to the charges
against Hamdan, to the rules govern-
ing the conduct of the Military Com-
missions, conveyed varying combina-
tions of gravity, randomness, and
inconsistency. Everyone involved was
in uncharted and changeable waters.

Darryl Matthews first mentioned
the case to me at the 2004 AAPL
Annual Meeting. The Judge Advocate
General (JAG) Corps defense team
assigned to represent Salim Ahmed
Hamdan, one of Osama Bin Laden’s
drivers, had referred the case to him.
Hamdan was charged with conspiracy
in the 9/11 attacks and with providing
material support to terrorism. Darryl
was unable to accept the case as he
had previously conducted a review of
detainee mental health care at GTMO
for the Department of Defense.

I didn’t know how serious Darryl
was when he asked me if I were inter-
ested in the case. I somewhat casually
told him to have the attorneys contact
me to see if [ had any expertise that
would be relevant to their case. I did-
n’t think much about our conversation
for the rest of the meeting.

A few days after I returned to Cali-
fornia I received ten or twelve emails
from a Navy paralegal. These con-
tained portions of Hamdan’s medical
records from GTMO with a brief
explanation that LCDR (Lieutenant
Commander) Charles Swift requested
the records be sent to me, “ma’am,”’
for my review. No case background,
no referral question, and certainly no
discussion of my availability, fees, or
expertise.

Sentence first - verdict afterwards:
the legal history of the Military
Commissions at GTMO

I spoke with LCDR Swift several
weeks later. He had been detailed to
the Office of the Chief Defense Coun-
sel of the Office of Military Commis-
sions in March 2003 and assigned to
represent Hamdan the following

“...and me in modest
sleeves, full length
pants, socks, shoes, and
a borrowed headscarf,
having been told that
Hamdan would find my
hair a distraction.”

December. He had spent much of the
interim immersing himself in relevant
international law, the Geneva Conven-
tions, and the evolving workings of the
current Military Commissions system.
He and the other JAGs assigned to the
defense had become increasingly con-
cerned about the fairness of the emerg-
ing system. Swift declined to pursue
his initial instructions to obtain a pre-
trial guilty plea from Hamdan. With
Hamdan’s consent, Swift filed a feder-
al lawsuit in April 2004 challenging

the legality of the tribunals themselves.

That case, Hamdan v Rumsfeld, 548
U.S. 557, 126 S.Ct. 2749 (2006),
would ultimately lead the United
States Supreme Court to strike down
President Bush’s Military Commis-
sions. The court declared them illegal
under long-established U.S. laws, the
Geneva Conventions, and the Uniform
Code of Military Justice. The court
explained, in part, that the Executive
Branch erred in establishing the Com-
missions without congressional autho-
rization and that their format violated
international law.

The Bush Commissions were dis-
banded and the issue sent to Congress
to address. In October 2006, President
Bush signed the Military Commissions
Act (MCA) of 2006, enacting many of
the provisions of the original Commis-
sions. Hamdan’s charge of conspiracy
was reinstated along with a new
charge of material support to terror-
ism.

His trial was ultimately convened in
July 2008.

The Pearl of the Antilles

With the federal lawsuit underway,
Swift became increasingly concerned
about Hamdan’s psychological state.
When Swift first met Hamdan in Janu-
ary 2004, Hamdan had already been
housed alone for two months. The mil-
itary denied that Hamdan’s housing
could be considered solitary confine-
ment as he could, from inside his hut,
communicate by screaming across sev-
eral hundred yards to a detainee simi-
larly housed alone and could also
enjoy the sunshine that filtered through
the hut’s translucent window. Nonethe-
less, the psychological effects of Ham-
dan’s isolation alarmed Swift.

An evaluation of Hamdan by a
Navy psychiatrist, performed at
Swift’s request, resulted in a V code
diagnosis of “Phase of Life Problem.”
Swift subsequently obtained permis-
sion to obtain an independent psychi-
atric evaluation of Hamdan for diag-
nostic assessment, as well as evalua-
tion of mental health issues relevant to
the charges against him.

(continued on page 10)
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continued from page 9

My first trip to GTMO in March
2005 was disorienting. Flying time to
GTMO is prolonged by the Cuban
government’s refusal to allow US air-
craft to enter their airspace. We flew
down the eastern seaboard from the
Naval Air Station in Norfolk, VA and
made a long detour around the east
coast of Cuba. With Haiti visible to
our left, we made a steep banking
right turn and entered US airspace.

On landing, our pilot gave us a
hearty welcome to “Guantanamo Bay
Naval Air Station, the Pearl of the
Antilles” and reminded us to deplane
according to rank. Shortly after our
arrival, I found myself in the Naval
Exchange (NEX) staring at a mile
high display of Manischewitz Mat-
zoah, gefilte fish, and kosher wine for
the Passover preparations of the base’s
Jewish community, the size of which
had considerably increased upon my
arrival. The labels of bottled water
were decorated with American flags
under the brand names ‘“Freedom
Springs,” and “Patriots Choice.” That
evening, at dinner in the galley, I
watched the Armed Forces Network
TV station and enjoyed my Ben &
Jerry’s “Freedom Pop,” while a mem-
ber of Hamdan’s defense team wel-
comed me to “a propaganda machine
rivaling that of the USSR in the
1970°s.”

Swift, our translator, and I began
the next morning with a trip to the
NEX for Sara Lee frozen cheesecakes.
Our next stop was the drive-thru
McDonald’s where we bought several
orders of every breakfast item they
offered. From there we drove out to
meet Hamdan. As we approached the
area that houses the various detainee
camps, we stopped to clear a security
checkpoint. A placard reaching over
the road between the guard towers
announced, “Honor Bound to Defend
Freedom.”

We cleared the perimeter at Camp
Echo; Swift in his summer uniform:;
our translator in short-sleeves, light-
weight trousers, and sandals; and me
in modest sleeves, full length pants,
socks, shoes, and a borrowed head-

scarf, having been told that Hamdan
would find my hair “a distraction.”
Our food was briefly inspected. A
guard escorted us to a hut and
unlocked the door. Hamdan, chained
to the floor and sitting on a folding
chair in front of a card table, greeted
the men warmly. He was slight and of
average height, dressed in an orange
uniform. His face tensed as he turned
toward me. Having previously been
told that he would not shake my hand,
I was prepared for the formality of our
introduction. I was not, however, pre-
pared for what happened next.

‘We handed over our boxes of food
to Hamdan. He indicated where we
should each sit around the table. He
carefully laid out the provisions that, I
now saw, we had brought so he could
properly receive us. The table strained
under the bounty. Piles of sugar pack-
ets, single servings of half-and-half,
salt, pepper, syrup, utensils, and nap-
kins crowded around platters of Egg
McMuffins, biscuits, and pancakes.
The numerous cheesecakes were
accorded the place of honor at the cen-
ter. Hamdan stood and bowed to us.
He offered us a gracious welcome,
apologized for the conditions under
which we met, and begged us to enjoy
our breakfast. The three men began an
animated conversation. I was com-
pletely excluded. After an hour, |
asked our translator what they were
discussing. He explained that Hamdan
was teasing them that a hamburger
could not possibly be hallal (prepared
according to Muslim law) as ham
came from pigs.

Thirty minutes later, Swift left and
I began my work. It was a ritual we
repeated two or three times a day
every time [ saw Hamdan for the next
three and a half years.

Preparation

Although my previous forensic and
clinical experience was relevant to
some aspects of the case, I needed to
understand the context of Hamdan’s
charges. I relied on experts in various
fields to recommend books and arti-
cles on Arab and Yemeni culture;
Afghan history from the Soviet inva-
sion through the Taliban; the Afghan

and Arab Mujahedeen; the roots of
various Islamist movements; the histo-
ry of Al Qaeda; as well as relevant
portions of the Geneva Conventions. |
am indebted to the many people who
spent countless hours helping me
develop competency in the unexplored
territory of the forensic psychiatric
evaluation of an accused Islamist ter-
rorist.

Among those I consulted were
retired CIA case agents with expertise
in Afghanistan and Pakistan, other for-
mer intelligence professionals, retired
and active duty military officers, Ara-
bists, historians, and a Yemeni psy-
chologist practicing in that country’s
capital.

I developed an understanding of
what was and wasn’t known about ter-
rorism generally and Islamist terrorism
specifically. This allowed me to differ-
entiate areas in which I would be able
to form opinions that would meet the
Daubert standard from areas in which
an opinion would be based on anec-
dote, speculation, or worse, political
bias.

Forensic issues

Swift’s initial concerns about Ham-
dan’s mental health were somewhat
alleviated when Hamdan was trans-
ferred to shared housing. The resulting
social contact led to some improve-
ment in Hamdan’s symptoms. This
remitting/relapsing pattern of mental
health issues recurred throughout
Hamdan’s detention, due in part to fre-
quent changes in the conditions of his
confinement, but also to the indefinite
nature of his detention, his lengthy
separation from his young family, and,
finally, the stress of his trial.

Early in my work on the case,
Swift asked me if I could conduct an
assessment of Hamdan’s likelihood of
recidivism. Based on the preparation I
had done, I told Swift that such an
assessment could not be conducted.
There was simply no evidence, classi-
fied, published or otherwise, upon
which to base an opinion of the risk of
future dangerousness of an accused
Islamist terrorist.

(continued on page 13)
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Embracing Difficult Issues

George Annas MD

“You're going
into Forensic Psy-
chiatry? That is so
cool, so that
means you’ll get
to interview serial
killers!” This was

by far the most common response I
received upon informing someone of
my plans to enter a Forensic Psychia-
try Fellowship. This frequent remark
gave me the opportunity to practice
and perfect my response. I would
briefly explain that the profession
involves many aspects of where psy-
chiatry and the legal system interact,
including competence assessments,
insanity pleas, civil commitment and
assessing disability claims. I would
then end my response by pointing out
how rare it is for someone to get the
opportunity to even be peripherally
involved in a serial killer case. Then,
about 3 weeks into my program, my
co-fellow and I were informed that we
were to drop everything we were
doing and assist our fellowship direc-
tor with a new project. He had just
been retained for a case involving mul-
tiple serial murders.

I resisted the strong urge to send
out a mass email bragging to my col-
leagues about this opportunity as my
co-fellow and I headed to our direc-
tor’s office to be briefed on the case
and circumstances. He informed us
that he was retained by the prosecution
for the death penalty phase in anticipa-
tion of a guilty verdict which had not
yet been passed down. He was asked
to form an opinion on whether or not
the defendant suffered from a mental
illness or defect which caused him to
lack substantial capacity to appreciate
the criminality of the offenses, which
included at least 10 homicides. The
defendant’s attorney had already
retained two experts who had both for-
mulated the opinion that he lacked
capacity and therefore should be
spared death.

We got to work, right away, with
our first task to critique the reports of
the opposing experts. As green as the

two of us were, we still were able to
quickly find numerous errors and
many conclusions that were wholly
unsubstantiated. My first reaction was
of surprise. Due to the fact that the
stakes were so high, I had assumed
everyone involved in such a high pro-
file case would be of the highest quali-
ty, or at least put forth significant
effort. I asked myself: how could any-
one let so many errors and missteps
appear in a report, when someone’s
life was literally on the line?

But an even more important issue
arose. While there was no way of
being certain what our conclusions
would be prior to reviewing all of the
evidence, it soon became clear that we
would likely be on the side of arguing

“...how could anyone let
so many errors and mis-
steps appear in a report,
when someone’s life was
literally on the line?”

for the defendant having the capacity
to appreciate the criminality of the
offenses. Therefore, our efforts would
be put towards sending a man to his
death. This was an interesting and
quite uncomfortable position to be in,
considering that none of us supported
the death penalty. This was also the
first time when I felt slightly less envi-
ous of my boss and somewhat grateful
for being in the role of the most junior
level member of the team.

As we debated these issues we
came to the conclusion that much of
what was in the opposing reports was
at best less than ideal and at worst
“junk” psychiatry. While it was diffi-
cult to be on the side of prosecutors
who would be seeking the death
penalty, it was also evident that allow-
ing the opposing reports to enter into
evidence without an honest and thor-
ough critique was not an option,

either. Perhaps there was a greater
good in elucidating what should be
considered in the domain of psychi-
atric expert testimony and what should
not. In the end we also were in agree-
ment that the most important role of
our director would be one of an educa-
tor for the court as to the most valid
way to critique the evidence at hand,
from a psychiatric perspective. It
would be up to the judge and jury to
decide what to do with the opinions
and critiques.

It was disappointing but not sur-
prising to find out that the defendant’s
attorney would not allow him to be
examined by our director. For that rea-
son, we had to rely on as much infor-
mation as we could gather from the
records. I was immediately impressed
and excited as to the extent to which
one can get immersed in a case. We
began by reading through countless
documents, including witness state-
ments, police and autopsy reports, as
well as the extensive occupational,
educational, medical and criminal his-
tories of the defendant. In addition we
viewed over 10 hours of interrogation
video, which was the closest thing we
got to being face to face with the
defendant.

I don’t recall if my co-fellow had
ever watched an interrogation outside
of Law and Order: Special Victims
Unit, but this was certainly my first.
As a psychiatrist it is easy to see one-
self as being in the upper echelon of
the interviewing elite, but I found it
humbling to watch how skilled those
officers were. At times, it was also
hard not to find humor in their histri-
onics during many of their approaches
to get information from the suspect.
Looking back, finding this humor was
probably one of our defenses against
being consumed by the dark subject
matter at hand.

It was about a week into our
involvement that I realized that some
aspects of this case crept up on me. |
had been a new arrival to the city and
had not yet purchased a bed, so I was
using an uncomfortable inflatable mat-
tress on the floor of my apartment. I
was not sleeping well, which I initially

(continued on page 23)
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TIDBITS AROUND THE WORLD

Crossing Frontiers in Forensic
Psychiatry: Chile 2012

Carolina A. Klein MD

One year ago, I reflected upon my
journey from medical school in Chile to
forensic psychiatry training in the U.S.
Memory lane then took a group of
Spanish-speaking forensic psychiatrists
from the U.S. to trek southbound, with
the goal of broadening the paths
between our systems.

For a full week in March 2012, a
symposium devoted to the theory and
practice of forensic psychiatry was held
in Santiago, Chile. It was hosted by the
Chilean Society of Mental Health
(Sociedad Chilena de Salud Mental) at
the José Horwitz Barak Psychiatric
Institute, the main psychiatric facility in
the country. The venue was historical,
and conferences were held in the Grez
Theater, renowned for the murals paint-
ed by the famous Chilean artist Pedro
Lira.

To illustrate, the venture offered
conferences with eight speakers from
various locations in the U.S., Puerto
Rico and Canada; four from Chile; and
two via video/teleconference. Over 100
professionals from at least six profes-
sional disciplines were enrolled, includ-
ing psychiatrists, psychologists,
lawyers, social workers, administrators,
governmental officials, and profession-
als in training. Attendees came from
Santiago, as well as from remote loca-
tions as far as Puerto Natales. A total of
25 lectures and workshops were
imparted over a total of 49 teaching
hours.

The symposium opened with a day
devoted to general topics of interest in
forensic psychiatry, including the role
and duty of the forensic psychiatrist,

Grez Theater

dilemmas of expert testimony and non-
DSM syndromes, history of forensic
psychiatry and comparison of systems
between the U.S. and Chile, and ethical
considerations of the profession. The
second day was devoted to cutting edge
developments in the field, including
neurobiological and neuroimaging
advances, psychotherapeutic treatments
designed for the forensic population,
treatment of specific subpopulations
such as the LGBT, and current research
in the forensic psychiatry arena. The
third day witnessed discussions of
ongoing dilemmas faced recurrently in
the practice of forensic psychiatry, such
as criminal and civil competencies;
treatment over objection and civil com-
mitment; assessment and management
of sex offenders, psychopathy, and
malingering; child and juvenile forensic
psychiatry; correctional psychiatry;
misuse of substances in specific popu-
lations; and the role of stigma. The aca-
demic dimensions of the field were a
fourth area of focus, and included con-
ferences on design and requirements of
training programs, expanding upon the
ACGME system of competencies;
exploration of the current health net-
work in Chile, and the efforts to design
and implement a national system of
forensic psychiatry; institutional and
governmental consulting; and report
writing and training. The final day was
spent as an interactive workshop with
discussion of a case and analysis of the
report, followed by an extended ques-
tions and answer session with extensive
audience participation.

We believe that this first internation-
al symposium was successful not only
in meeting the goals we had initially set
forth to accomplish, but in exceeding
our expectations. The days we shared
were fruitful from an academic per-
spective, and unforgettable in their fra-
ternity. We were able to disseminate
clinical and theoretical concepts, and to
discuss practical and ethical complexi-
ties relevant to the work of the forensic
psychiatrist. According to the feedback

surveys collected at the conclusion of
the event, over 85% of the attendees
considered the symposium to be either
excellent or very good in content, orga-
nization, and quality of the speakers.

Lines of communication and
exchange between U.S. and Chilean
institutions were established for future
collaboration. To a large extent, the
foundations for academic development
of the specialty in Chile were laid out.
Future collaborations were projected
with the psychiatric hospital, the affili-
ated academic institutions, and the gov-
ernment’s Department of Health in its
process of designing service network
systems. Immediate tangible derivatives
of our efforts in March include a
planned visit from Chilean government
officials to the U.S. in August 2012,
and the hospital’s plans to establish a
library dedicated to forensic psychiatry
for provision of relevant references to
their practitioners. Our hopes are that
the symposium will be part of a grow-
ing number of initiatives to promote
debate and foster a smooth and positive
collaboration between countries and
partners, both regionally and at a global
level.

We extend our infinite gratitude to
everyone who made this project possi-
ble. To our speakers who dedicated
their time, knowledge, and experience,
we are deeply grateful: Drs. J. Arbole-
da-Florez, C. Casanova, R. Dresdner,
R. Elgueta, A. Felthous, R. Lépez, R.
Negréon-Muiioz, V. Ortiz, J. Penn, G.
Poblete, A. Ruiz, A. Sciolla. To all who
collaborated in the planning and execu-
tion of a project of this magnitude, to
all the government officials who saw its
value and agreed to collaborate, and to
the institutions who supported and
hosted us so graciously, especially the
Chilean Society of Mental Health and
its director, Dr. R. Riquelme; and the
Psychiatric Institute José Horwitz Barak
and its medical director Dr. Cancec.

We look forward to crossing the
next frontier in forensic psychiatry.

Carolina A. Klein, MD is Associate
Program Director — Forensic Psychia-
try Fellowship Program, Department of
Psychiatry - Georgetown University
Hospital, and Forensic Psychiatrist,
Saint Elisabeth Hospital — Department
of Mental Health Washington, DC (§)
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Swift and I discussed my finding
that there was evidence that would
allow a Daubert-worthy examination
of Hamdan'’s rehabilitative potential.
This assessment would be based on
studies of terror networks and the
effectiveness of programs such as the
Saudi government’s rehabilitation cen-
ter, which was established to re-inte-
grate former terrorists into their fami-
lies, religion, and culture. The evalua-
tion of Hamdan’s rehabilitative poten-
tial was similar to developing a risk
management plan. In consultation with
the experts above, I identified both
aggravating and mitigating factors
associated with positive rehabilitative
potential.

As Hamdan and I reviewed his his-
tory, additional issues relevant to his
case were clarified. These related to
the effects of enhanced interrogation
techniques on the veracity of a result-
ing confession and the ongoing effects
of confinement on Hamdan’s trial
competency.

Testimony

Hamdan’s Military Commission
was set for July 2008. I testified in a
suppression motion regarding whether
the enhanced interrogation techniques
to which Hamdan was subjected while
in US custody at Bagram Airfield in
Afghanistan and at GTMO were con-
sistent with interrogation techniques
associated with false confessions. The
military judge, US Navy Captain Keith
Allred, subsequently ruled that Ham-
dan’s statements at Bagram were
obtained under coercive conditions
and were inadmissible.

I did not testify in the guilt phase of
Hamdan’s trial. On August 6, 2008,
Hamdan’s panel (jury), all senior offi-
cers currently on active duty in the
military, acquitted him on the more
serious charge of conspiracy and
found him guilty on the material sup-
port charge. The following day, during
his sentencing hearing, I testified
about Hamdan’s rehabilitative poten-
tial. After a brief deliberation, the

panel handed down a sentence of 66
months with the understanding that he
would be given credit for 61 of the 80
months he had been in American cus-
tody. Unless he were indefinitely
detained as an “enemy combatant,”
Hamdan would be eligible for repatria-
tion to Yemen in January 2009. After
the panel delivered its sentence Ham-
dan asked Captain Allred for permis-
sion to speak to them directly. He
thanked them for granting him a sen-
tence that gave him the opportunity to
be reunited with his family and apolo-
gized directly for the results of any of
his actions as an employee of bin
Laden.

As Captain Allred concluded the
proceedings he addressed Hamdan
directly. “I hope the day comes that
you return to your wife and daughters
and your country, and you’re able to
be a provider, a father, and a husband
in the best sense of all of those terms.”
Hamdan, on the verge of tears, replied,
“Insha’ Allah” (g-d willing). “Insha-
Allah,” echoed Captain Allred, looking
Hamdan straight in the eye and bring-
ing the Commission to its end.

Epilogue

Hamdan was repatriated to
Yemen in November 2008. He
served the remainder of his sentence
in Yemen and was released to his
family in January 2009. He had not
seen his wife and ten-year-old
daughter since November 2001. He
met his eight-year-old daughter for
the first time.

Shortly after his release Hamdan

sent an email to our translator request-
ing that his best wishes be shared with
his defense team and me. His convic-
tion is currently on appeal before the
D.C. Circuit Court.

Hamdan continues to live with his
family in Yemen. He drives a cab, the
same job he had before his employ-
ment as one of Osama bin Laden’s dri-
Vvers.

The website of the Office of Mili-
tary Commissions (http:/www.mc.mil
[HOME.aspx) is an excellent source of
information about the history of Mili-
tary Commissions from the time of the
Revolutionary War, legislative and
case law governing Military Commis-
sions, the current Rules of Military
Commissions (2010), and the Military
Commissions at the US Navel Station
Guantanamo Bay, Cuba.

Dr. Emily Keram is Assistant Clini-
cal Professor, Psychiatry and the Law
Program, University of California, San
Francisco, and Staff Physician, Santa
Rosa VA Mental Health Clinic, Santa
Rosa, California. She is an active
AAPL member who has served in vari-
ous capacities for AAPL, including
Councilor (1996-1999), Secretary
(2000-2002), founder and chair of
Early Career Development Committee,
past chair of Membership and Law
Enforcement Liaison Committees, and
membership in a host of other AAPL
committees. A regular presenter at
AAPL, Dr. Keram frequently consults
to law enforcement departments on
various issues relevant to psychiatry
when she is not volunteering her time
on issues of local and national impor-
tance. (@)

MUSE & VIEWS

not searching him for a weapon

favorite

Here are some of the reported most ridiculous lawsuits of 2011!

* Convict sues couple he kidnapped for not helping him evade police
* Man illegally brings gun into bar, gets injured in a fight, then sues bar for

* Young adults sue mother for sending cards without gifts and playing

* Man suing for age discrimination says judge in his case is too old

Source: http:/news.yahoo.com/10-most-ridiculous-lawsuits-2011-

175104066.html

Submitted by Charles L. Scott MD
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e Discussions center on institutions as the Insfitutional & Correctional
Enjoying the reception at the last AAPL Annual Meeting in Boston. Committee members huddle.
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Immediate Past President and the next President of AAPL pose for a
picture.

Dr. Gutheil raises his glass fo foast forensic ethics.

Dr. Zonana receiving the Issac Ray Award from APA President.
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Prognosticating Emotional Distress:
What September 11, 2001 and Other

Traumas Reveadl

Stuart B. Kleinman MD, Chair, Committee on Trauma and Stress

Significant numbers of individuals
do not develop severe, prolonged, or
even any, clinically significant psychi-
atric difficulties following high magni-
tude stressors. For example, approxi-
mately 35% of those directly exposed
to danger during the September 11,
2001 attack on the World Trade Center
developed PTSD. A similar number did
so following the Oklahoma City bomb-
ing'. Traumatologists are increasingly
focused on attempting to understand
what enables this marked adaptation.
Understanding such is central to: effec-
tive screening and efficient allocation
of resources after mass traumas; devel-
oping means of preventing and more
effectively treating pathological post-
traumatic stress states; formulating in
legal settings reliable prognoses regard-
ing individuals’ emotional distress
claims; and assessing how long individ-
uals may qualify for disability benefits.

Responses to traumatic events fol-
low different trajectories’. Resilience
reflects an individual’s adaptability,
and involves no more than transient
dysfunction. Recovery, in contrast,
involves a significant period of dys-
function with subsequent (relative)
return to an individual’s pre-event
mental state. Post-traumatic growth
involves development of psychologi-
cally-beneficial capacities independent
of (or even because of) post-traumatic
distress.

Risk and resilience are not synony-
mous. More is known about factors
which promote risk for developing
PTSD than those that facilitate adapta-
tion to high-magnitude environmental
stressors. Important risk factors for
PTSD development include: 1) Extent
of physical danger accompanying an
event; 2) The contemporaneously per-
ceived magnitude of threat posed by an
event. Such may determine an individ-
ual’s response independent of the
objective magnitude of threat confront-
ed. (Retrospectively determining how
an individual perceived an event can be

complex. Variables such as context of

recall may distort memory, creating the

need to review multiple collateral data
sources); 3) Peritraumatic dissociation;

4) Peritraumatic panic attacks; 5) Level

of perceived social support; 6) Psychi-

atric dysfunction during year preceding
the index trauma; 7) Number of nega-
tive life events before and following the

index trauma; 8) Age; 9) Gender; 10)

Acute, perhaps gender-specific, post-

event generally elevated heart rate,

and/or stimulus specific elevated heart
rate.

The role of neurological distur-
bances, especially traumatic brain
injury, in generating risk for develop-
ment of independent psychiatric condi-
tions, such as PTSD, requires special
attention.

Important to the provision of ade-
quate mental health treatment services
to returning war veterans, post-trauma
stressors which are unrelated or only
tangentially related to PTSD-inducing
traumatic events have been found to
intensify PTSD symptomatology.
Appreciating such is also important to
ascertaining the cause, and legal
responsibility for, the magnitude of
PTSD suffered following exposure to
civilian stressors, for example, employ-
ment discrimination and negligent
security related events.

The following post-September 11
and other recently compiled data illus-
trate the range of trajectories of
responses to violent victimization and
suggest factors to consider when prog-
nosticating outcomes of such events:

1. Two years after the September 11
World Trade Center attack, a longi-
tudinal survey’ found PTSD preva-
lence declined from 5% at approxi-
mately 12 months, to 3.8% at
approximately 24 months. Indicating
the importance of the timing of con-
ducting forensic psychiatric assess-
ments, 3.9% of the sample first evi-
denced PTSD at 24 months.

2. Amongst 2,960 September 11, 2001

World Trade Center non-rescue dis-
aster workers* screened with the
Posttraumatic Checklist-Civilian
(PCL-C), 9.5% had probable, and
9.3% had partial PTSD approximate-
ly one year after the attack. By three
years afterwards, the rates had
decreased to 4.8% and 3.6% respec-
tively, and by six years, to 2.9% and
1.8% respectively. In comparison,
an a priori chosen high risk group
assessed throughout the study period
with the Clinician-Administered
Posttraumatic Stress Disorder Scale
(CAPS) displayed rates of 5.8% and
2.2% respectively after six years.
Translating between PCL-C and
CAPS scores complicates data inter-
pretation.

3. Amongst 178 police officers who
were exposed to life-threatening
events, 158 of whom were exposed
to such during the first six months of
starting active duty, and assessed 6,
12, 18, 24, and 30 months following
beginning active duty: 88.1% dis-
played little or no adverse psycho-
logical reactions during the 24 month
study period; 10% early on devel-
oped moderately severe PTSD symp-
toms which subsequently improved,
but remained subsyndromal through
the next two years;1.7% suffered
progressively worsening symptoms.
The third group was exposed to the

most traumas. The second (i.e., subsyn-

dromal) group may have experienced
sequential traumas. Peritraumatic dis-
sociation strongly distinguished
between the resilient, and improving
but subsyndromal group.

Relative inoculation to stress may
derive from naturally occurring events,
including early childhood trauma, indi-
vidual attachment style, and hardiness
(i.e., approach to control, commitment,
and challenge). Psychological interven-
tions, e.g., adaptation training, and,
potentially, biological interventions, for
example, acute use of anti-memory
consolidators, notably beta-blockers, or
Neuropeptide Y injection, may be able
to create or enhance such inoculation.
As understanding and means of foster-
ing resilience progresses, rates of
development of post-traumatic stress
pathology may eventually be dimin-

(continued on page 23)
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continued from page 1

“any physical assault, threatening
behavior, or verbal abuse occurring in
the workplace.” Violence includes
harassment and threats and has to be
grasped as occupational rather than
merely personal. Communication
about this can be facilitated by means
of visual “translational models,” the
second key concept. It comes to light
in The World Health Organization’s
more detailed definition for WPV. An
example: eight subtypes of aggression
can be distinguished by combining the
categories “physical,” “active” and
“direct” and each of their opposites.

The third key concept is that vio-
lence is under-reported and high-
impact. There are at least seven well-
understood common reasons for the
under-reporting, including self-blame
and peer pressure.

The fourth key concept is violence
as coming from and harming various
parties. A recent global report covering
over 18,000 patients with psychoses
including schizophrenia finds the
patients both more likely to be victims
than perpetrators yet also more violent
than non-psychotic controls. Also
small numbers of patients account for
large numbers of violent acts. Some
aggressive patients are chronically so.
It is also possible for an organization to
be run in ways that foster violence.

The fifth key concept is the reality
of multiple areas of disruption from
WPV. Victims of trauma are perma-
nently changed by it. In some cases
there is a dose-response relationship,
with responses including fear, intent to
leave, and physical and mental health
problems. Some express this using the
term “orphaned” since no clear agent
exists for the staff member who
becomes a victim.

The sixth key concept is WPV’s
global effects on staff shortages and
other costs. These include productivity
losses, disruption of organizational
function, less efficiency and decre-
ments in institutional memory. These
losses may be compounded by workers
when they try to return to the job pre-
maturely. The quality of care is likely
to suffer.

The final key concept has to do with
“periventions;” this very broad term
extends the concept of prevention
indefinitely towards both the past and
the future. It includes promptly resolv-
ing any distressing concerns of
patients, having the unseen but nearby
presence of security personnel espe-
cially at vulnerable times in the daily
routine, attentively communicating,
supportively supervising, debriefing
and the like. In conclusion Dr. Privitera
asserted the value of his approach to
WPV as a means of ameliorating acute
stress disorder and lowering the risk of
chronic posttraumatic stress disorder. (f)

President’s Report

continued from page 4

lowing through on committee pro-

jects, making assigned deadlines,

and presenting on behalf of your
committee at the AAPL meeting are
just some examples of membership
interest that illustrate leadership
potential.

3. Get to know other AAPL members
throughout the organization, to
include those in leadership positions
as well. I have experienced AAPL
members as incredibly gracious and
willing to help when approached.
Say hello!

4. Find ways to collaborate with
AAPL members on presentations at
the annual AAPL meeting. Work
hard to make your presentation
“stand out” in a positive way. Good
educators are highly valued and
good presentations are remembered.

5. Don’t give up! There are certainly
times when incredibly worthy and
dedicated AAPL members may not
be nominated for an office despite
being qualified. Many Executive
Council members (if not most) were
considered multiple times before
they were actually nominated. Per-
sistence combined with excellent
contributions and a committed inter-
est will pay off.

Committees consist of AAPL mem-
bers appointed by the current AAPL
President. The AAPL President
assumes the Presidency at the end of
the AAPL business meeting during the

annual meeting. The AAPL President
is responsible for appointing committee
members and committee chairs. Com-
mittee appointments last for three years
and can be renewed by the President
for another three-year term. The Presi-
dent appoints committee chairs each
year. If you are not on a committee and
would like an appointment, it is appro-
priate for you to contact the current
AAPL President to request an appoint-
ment to the committee. As the Presi-
dent’s term nears its end each October,
she or he may defer the request to the
incoming President. Many committee
chairs serve for several years due to the
nature of their committee and ongoing
work. However, if you are interested in
serving as a committee chair, you
should let the incoming AAPL Presi-
dent know of this interest and your
contributions to the committee.

AAPL is a wonderful organization
committed to sharing knowledge
regarding the field of forensic psychia-
try. I encourage those who wish to
take a leadership role in AAPL to let
those interests be known. You are

needed.

Ask the Experts

continued from page 7

the subjunctive language and ““percep-
tion” approach to help explain the reac-
tion being claimed. For many people,
“perception is reality” and indeed there
can be more than one correct percep-
tion of the same incident or series of
events. The law struggles with the idea
that there can be two truths and that
these may even be contradictory, but
science is able to accept such a reality.

Sadoff/Kaye: Take home point: Cases
involving alleged discrimination/
harassment/retaliation at work are some
of the most emotionally laden and
hardest fought cases a forensic psychia-
trist will ever be called to assess. Often
the fact patterns are little more than “he
said-she said” claims and counter-
claims. Remaining professional can be
challenging under the heat of cross-
examination and the emotions of the
claim. Remaining calm and striving to
preserve the dignity and decorum of
our profession is advised. ()
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Transgenderism

Renee Sorrentino MD, Daniel Reilly MD, Anna Glezer MD

Gender Issues Committee

Gender variance, most commonly
called “transgenderism,” is an umbrel-
la term that describes an individual
whose gender expression is anything
other than “male” or “female” and is
not consistent with that individual’s
anatomical sex. For example, someone
who is born with male genitalia, but
whose gender expression—that is, the
individual’s gender identification and
outward expression of gender—is
female would be considered a trans-
gendered female. The term “transsexu-
al” is subsumed in the gender variant
description and refers to an individual
who has had sex reassignment surgery
and/or has begun hormone therapy.
Within psychiatry, gender variant indi-
viduals are most commonly associated
with the DSM-IV TR diagnosis, Gen-
der Identity Disorder.

The prevalence of transgenderism
is not known within the United States,
and international studies are generally
limited by the variance in terminology.
Epidemiological studies tend to under-
estimate the number of gender variant
individuals because studies are typical-
ly limited to transsexual individuals
(thereby excluding individuals who
are pre-operative but have variant gen-
der expression). Bakker et al., in a
1993 study from the Netherlands, esti-
mated that transsexualism occurred in
one out of every 11,900 males and one
out of every 30,400 females. Data
from the Human Rights Campaign
estimate that 0.25%- 1 % of the US
population has undergone at least one
Sex reassignment surgery
(http://www.hrc.org/files/assets/resourc
es/hrcTGguide.pdf).

The population of gender variant
individuals in the prison system is
even more poorly understood. Data
from the Transgender Law Center sug-
gest that transgender individuals are
two to three times more likely to be
incarcerated than the general popula-
tion.

Hormonal treatment: Transsexual
individuals often seek hormonal treat-
ment with the goal of developing the

physical characteristics of the desired
gender. Effective hormonal regimens
suppress the individual’s endogenous
hormone secretion and maintain physi-
ologic sex hormone levels within the
normal range for the individual’s
desired gender. The Harry Benjamin
International Gender Dysphoria Asso-
ciation (HBIGDA), now known as the
World Professional Association of
Transsexual Health (WPATH), pub-
lished the first guidelines on the “Stan-
dards of Care” in 1979. These “Stan-
dards of Care,” now in their seventh
version, provide mental health and
medical professionals with general
guidelines for the evaluation and treat-
ment of transsexual individuals. Other

“Data from the Trans-
gender Law Center sug-
gest that transgender
individuals are two to
three times more likely
to be incarcerated than
the general population.”

organizations, such as The Endocrine
Society (2009), have appointed task
forces to formulate evidence-based
recommendations for the diagnosis
and treatment of transsexual individu-
als. Of note, no randomized controlled
studies have been undertaken to deter-
mine the optimal combination and
dosages of hormonal treatment.
Hormonal treatment is considered
after a comprehensive diagnostic eval-
uation. Individuals must meet the
diagnostic criteria for Gender Identity
Disorder as defined in DSM-IV. In
addition to meeting the diagnostic cri-
teria, the individual must demonstrate
a commitment to live as the preferred
gender, as evidenced by a continuous
period of time living full time as the

preferred sex, prior to consideration
for hormonal treatment. HBIGDA has
established eligibility and readiness
criteria for hormone treatment.

Endocrinologists are the most com-
monly consulted medical specialty in
the pharmacologic treatment of trans-
sexual individuals. The goal of hor-
monal treatment in male to female
transsexuals is to suppress androgens.
Medications that suppress androgen
production or action include estro-
gens, GNRH analogues, and antian-
drogens. The desired physical changes
include decreased facial and body
hair, breast tissue growth, and redistri-
bution of fat mass. The goal of hor-
monal treatment in female to male
transsexuals is virilization by testos-
terone administration. Testosterone is
administered parentally or transder-
mally to achieve values in the normal
male range. Testosterone treatment
results in an increase in muscle mass,
decreased fat mass, and increased
facial hair.

The long-term treatment of trans-
sexual individuals is determined by a
risk benefit analysis of the treatment.
Continued administration of hormones
is necessary to prevent hormone defi-
ciencies. However long term hormonal
treatment carries known and unknown
risks. Although little evidence exists
to indicate an increased risk of hor-
mone dependent cancers over time,
theoretically this is a serious risk
incurred with long-term treatment.
Informed consent for hormonal treat-
ment must include a review of the effi-
cacy of treatment as well as the known
and unknown effects and risks.

Recommendations for clinical
assessment and follow up of transsex-
uals on hormonal treatment include a
baseline physical examination, bone
mineral density exam and routine lab-
oratory studies. Maintenance monitor-
ing includes annual physical examina-
tion, annual bone mineral density
exams and regular interval laboratory
studies of cardiovascular risk factors
including serum lipid levels, glucose
and liver enzymes.

Sex reassignment surgery (SRS):
The main surgery in sex reassignment
is genital surgery and removal of the

(continued on page 19)
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Transgenderism

continued from page 18

gonads. The surgery consists of cos-
metic genital surgery, which maintains
integrity of the neurological (sensa-
tion) system. In order to undergo sur-
gical sex reassignment an individual
must meet a criterion of eligibility and
readiness. A multidisciplinary team
typically consisting of a mental health
professional and endocrinologist deter-
mine whether a candidate meets the
specified eligibly and readiness.

Many studies have demonstrated an
increase in the quality of life of trans-
sexuals who are treated with hormonal
medications. However, studies of the
type of hormones, dosage, and dura-
tion are lacking. Decisions regarding
hormonal treatment are based on
expert consensus guidelines, which
have become the standard of care, not
empirical evidence.

DSM Considerations: Despite
inclusion of Gender Identity Disorder
in the DSM, general acceptance of
transgenderism as a psychiatric or
mental disorder does not exist. An
international survey on various issues
related to the DSM-IV gender identity
disorder diagnosis was conducted
among 201 organizations concerned
with the welfare of transgender peo-
ple. 55.8% believed the diagnosis
should be excluded from the DSM
(Vance et al, 2010). The major reason
for wanting to keep the diagnosis in
the DSM was health care reimburse-
ment (Vance et al, 2010). The DSM-
V proposed that the name Gender
Identity Disorder (GID) be replaced
by “Gender Incongruence” (GI)
because the latter is a descriptive term
that better reflects the core of the
problem: an incongruence between, on
the one hand, what identity one expe-
riences and/or expresses and, on the
other hand, how one is expected to
live based on one’s assigned gender
(Meyer-Bahlburg, 2009a; Winters,
2005).

Gender variance and the courts:
The only US Supreme Court case to
address the issue of transgender indi-
vidual rights in prison is the 1994 case
of Farmer v. Brennan. The petitioner,
Dee Farmer, was a transgendered

woman (male to female) who had
undergone hormone therapy and had
undergone sex re-assignment surgeries
(breast implants). Ms. Farmer was
placed in the male general population
during a transfer from a state to feder-
al prison. Shortly after her transfer, she
was raped and beaten by her cellmate.
The court held that a federal official
could be liable under the Eighth
Amendment by acting with “deliberate
indifference” to a prisoner’s health or
safety, but only if the official knew
that the prisoner faced “substantial risk
of serious harm.”

This holding by the Supreme Court
affirmed transgendered individuals’
right to humane confinement condi-
tions under the Eighth Amendment’s
prohibition against “cruel and unusual
punishment.” Simultaneously, it raised
the bar for transgender individuals
seeking relief or care with the narrow
construction of deliberate indifference,
which requires a liable party to have
subjective knowledge of a risk.

Since Farmer v. Brennan, there
have been numerous cases brought to
the lower courts regarding transgender
rights in prisons. Suits in lower courts
are typically about classification
(where individuals are housed), hor-
mone treatment within prison system,
sex re-assignment surgery within
prison system, and sexual violence
against transgender individuals. The
lower courts have not consistently
ruled in favor of the individual bring-
ing the suit, and at least, as far as clas-
sification is concerned, most U.S.
jurisdictions house transgender indi-
viduals based on their genitalia, not on
their gender identity.

Ethical Issues in Incarcerated Popu-
lations: One central issue for transgen-
dered individuals is, as noted above,
DSM classification. The question of
whether transgenderism is a psychi-
atric condition remains unanswered.
Incarcerated transgendered individuals
may be subject to further stigma by
being labeled as “psychiatric” and by
receiving mental health services. In
the incarcerated setting the confiden-
tiality of psychiatric treatment is com-
promised. Currently, psychiatric and
endocrinological care for these indi-
viduals is done for the treatment of

GID. It is unclear how the available
treatments may change or decrease
should this diagnosis be removed from
the DSM the way that homosexuality
was in the last major revision.

Adequate versus best medical care:
The term “medical necessity” at face
value appears to be one for clinicians.
However, it is, in fact, a legal term
defined by the courts and legal system.
The courts have stated that the respon-
sibility of the correctional system is
not to provide the best possible med-
ical care, but “adequate” care. This
leads to potential conflict for the clini-
cian in terms of allegiance to the
patient and one’s own desire to pro-
vide the best possible clinical care ver-
sus the realities of working in a cor-
rectional institution.

Appropriate Housing and Victim-
ization: The transgendered population
has been shown to be both dispropor-
tionately larger in the prison setting
compared to the prevalence rates in
the general population (Brown and
McDuffie, 2009) as well as dispropor-
tionately more frequently victimized
while incarcerated (Sexton, Jenness,
and Sumner, 2009). This leads to the
question of what is the most appropri-
ate place for transgendered individuals
in the prison setting. Most correctional
institutions use genitalia as the means
of housing assignment. Therefore,
male-to-female transgendered individ-
uals who have not had sex reassign-
ment surgery (SRS) are housed in
male facilities. Within some institu-
tions, this means being placed in
administrative segregation or other
protective custody. Other institutions
have a specific unit for this population.

Financial Considerations: Gender
reassignment surgery is expensive. At
this time, no state or federal correc-
tions department contains provisions
to pay for this surgery for any inmates.
In contrast to other countries, such as
Canada, the US also does not allow
inmates to pay out of pocket for any
medical procedures. Hormone therapy,
as it is available in generic prescrip-
tion, is significantly less expensive.
These costs must also be balanced by
the costs of the medical treatment of

(continued on page 21)
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Royal College of Psychiatrists:
Forensic Faculty Annual

Conference - 2012

Professor Jennifer Shaw, Dr. Graham Glancy, Dr. John Baird,

for International Relations Committee

The 2012 residential meeting of the
Forensic Faculty of the Royal College
of Psychiatrists was held in Gateshead,
Newcastle February 1-3, 2012. About
350 delegates attended, the majority of
whom were from the United Kingdom
and Ireland, but there were also over-
seas delegates from a number of Euro-
pean countries and United States,
Canada, Australia and New Zealand.
As in previous years, there was a wel-
come reception for delegates from
overseas which gave them a chance to
meet with members of the Faculty
Executive, and also with the six med-
ical students from different medical
schools throughout the United King-
dom who had been sponsored to attend
following competitive application.
Trainees are also invited to this wel-
come reception in order to ensure that
they feel fully involved in the proceed-
ings.

The program extended over three
days and was opened by Dr. Richard
Bradshaw of the UK Department of
Health with a lively presentation of
policy relating to court liaison and
diversion. There were three keynote
sessions. In the first, Professor Kevin
Douglas of Simon Fraser University,
Canada, spoke of developments in vio-
lence risk assessment and gave us
some preliminary information about
the HCR 20 version 3 instrument,
which in due course will replace the
HCR-20 version 2. He described that
the developments were evolutionary
rather than revolutionary, that there
will be changes in the process of con-
sidering each risk factor and that it is
hoped that the predictive power of the
instrument will increase.

The second keynote lecture dealt
with the phenomenon of civil distur-
bance and rioting and was presented by
Emeritus Professor Clive Bloom of
Middlesex University, London. He
described that these social phenomena

have been occurring over centuries and
will undoubtedly continue. The back-
ground to them is complex but requires
to be understood and they present par-
ticular challenges for law enforcement.
The third keynote session dealt with
malingering in forensic psychiatry and
was based around a case presentation
by Dr. Ian Cummings of Belmarsh
Prison, London, of an unusual case of
suspected malingering and described
the novel and imaginative interventions
that were employed. The second half
of this final session considered the
complexity of apparent malingering
and the need for caution and circum-
spection when evaluating a suspected
case and concluded with an engaging
debunking of the polygraph or ‘lie

“Amongst those guilty of
serious abuse to a non-
abusive partner, women
outnumber men.”

detector’ from Professor Aldert Vrij,
University of Portsmouth.

Plenary sessions dealt with a range
of topics and among the more provoca-
tive was a lively presentation by Dr.
Amery Clark, London, who persua-
sively made the case for patients to
complete their own risk assessments. A
paper of special interest to North
Americans related to the use of GPS
tagging on patients when they were on
leave from hospital was presented by
Professor Tom Fahy of Kings College,
London. A number of important issues
arose including those in relation to
information sharing between agencies
in health and criminal justice when
they jointly have responsibility for the
management of forensic patients dur-
ing their rehabilitation. Professor Fahy

noted that this technology is inexpen-
sive and serves to relieve public as well
as staff anxiety. It is monitored from a
distant source and staff is only
involved if there are any infringements
or if the technology is interfered with.

Dr. Huw Stone presented an inter-
esting talk related to the bigger picture
of the treatment of mentally abnormal
offenders. He described that there are
now 3500 medium secure beds in Eng-
land and that this represents the largest
single investment in mental healthcare
in the country. Each patient costs
£176,000 per annum. The proliferation
of these units followed the Butler
report in the mid-70s. Prior to that it
was believed that most mentally abnor-
mal offenders were either in generic
psychiatric hospitals or were within the
prison services where there was little
mental health input. Dr. Stone conjec-
tured that we might be reaching the
stage where we should consider trans-
ferring to prison in-reach services as a
more feasible way of delivering care.
This is not inconsistent with the Isaac
Ray lecture given by Professor John
Bradford at AAPL last year regarding
the St. Lawrence Valley Unit that he
instituted. This concept deserves atten-
tion but will require much discussion
that will probably continue in the years
to come.

Professor Tonya Nichols of the
Canadian Institute of Health Research
presented a paper on intimate partner
violence (IPV) with her opinions sup-
ported by extensive research, that chal-
lenged to the core many of the conven-
tional views of this area of practice
and offending and she questioned what
she termed feminist dominated myths.
She presented that in intimate partner
violence, in fifty percent of cases both
partners are violent to each other; with
the remaining fifty percent of cases
when only one partner was violent
being equally divided between men
and women. When both partners are
violent, women more often than men
strike the first blow, and patriarchy is
only one of a range of factors which
predispose to violence by men.
Amongst those guilty of serious abuse
to a non-abusive partner, women out-

(continued on page 21)
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Transgenderism

continued from page 19

inmates who attempt to self-castrate or
attempt autopenectomy. The second
issue that relates to cost is that of gen-
der parity. If the department of correc-
tions pays for male to female gender
reassignment surgery, which costs
approximately $10,000 in physician
fees alone (Alexander and Meshelemi-
ah, 2010), it would also be obligated
to fund the more expensive female to
male procedure, which is approxi-
mately $70,000 in physician fees.
Public Policy Considerations:
Because of the costs of SRS, some
public officials have made the argu-
ment that having the government pay
for this procedure may encourage indi-
gent transgendered individuals to
engage in criminal activity for the pur-
pose of incarceration and therefore
hormonal and surgical treatment.
There is also the public relations
aspect to contend with — that is, the
issue of public perception of providing
expensive services for the inmate pop-
ulation, which affects the clinician
indirectly in that this is a consideration
for public officials such as wardens or

judges. @
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their own distinctive skills and person-
alities. Shouldn’t the same apply to us
in our work in correctional settings?
I’'m sure there are plenty of great sto-
ries out there along the theme of this
column — the experience of being
ersatz visitors to places far removed
from medical schools and hospitals.
Please feel free to email any to zer-
bysa@upmc.edu - I’d love to read and
include them in future columns. @

Protect This House!

continued from page 8

whose edginess made her the ideal fit
to be the unofficial police liaison,
counseling police officers who had
just been through traumatic experi-
ences. To fulfill hospital requirements,
all persons counseled in the emer-
gency room had to be seen by a physi-
cian. This form of counseling was
intriguing to me. It was really quite a
surprise how emotional these tough
guys sometimes were behind closed
doors. This reminded me of those
Hulk-like juvenile detainees who
stride into the counseling office full of
a bravado but then, immediately dis-
solve into cries of “I want my mom”
as soon as the door closes behind
them. I have seen some correctional
officers truly shaken by the actions of
inmates. If you think about it, the last
thing these people need at such a time
is some psychiatrist full of bravado,
trying to behave like what he/she
believes would be a popular persona in
such a setting. In the words of a juve-
nile patient from long ago, “Just be a
doctor, man.”

Guests in a house do not have to
alter their personas to match their
hosts’ but are welcome to bring only

Royal College

continued from page 20

number men. She also described that in
her view, the causes of intimate partner
violence varied from case to case but
were similar across the sexes, with
coercion, anger and punishing the other
partner being the most common. She
described that self-defense by women
was over-stated and in her view the
general theories of violence were a
good explanation of IPV and the simi-
larities were greater than the differ-
ences. To those working within a crim-
inal justice system where domestic vio-
lence programs are held in high regard,
it was disappointing to learn that in
research, Professor Nichols has found
that batterer intervention programs
were ineffective. They largely tended
to be punitive and were based on a
patriarchal model. Furthermore, male
IPV did not always escalate and recidi-
vism was not as common as it was
believed to be. Challenging views
indeed!

A popular feature of the conference
again this year was the fun-run. Led by
a local, Dr. McKinnon, this provided a
pleasant break as well as an impressive
sightseeing experience of the city. Dr.
McKinnon and Professor Tony Maden
were front runners throughout and
hardly seemed to break a sweat.

It was a tribute to the program and
the conference as a whole that few del-
egates left before the end — as good a
measure as any of delegate satisfaction.
Next year’s event will be held in early
February 2013. The venue is still to be
decided, but Amsterdam is a definite
possibility. Wherever it is held, AAPL
members who attend are guaranteed a
warm welcome. )
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AMA ANNUAL MEETING

American Medical Association 2011
Annual Meeting Highlights

Robert TM. Phillips MD, Ph.D., Delegate; Barry Wall MD, Alternate
Delegate; Katya Frisher MD, Young Physicians Delegate; Ryan Hall MD,
Young Physician Delegate; Howard Zonana MD, Medical Director

The AMA inaugurated psychiatrist
Jeremy Lazarus MD, former speaker
of both the APA Assembly and the
AMA House of Delegates, at its annu-
al meeting in Chicago in June. Dr.
Lazarus’s private practice is in Denver,
and he is a dedicated runner and ath-
lete who has completed many
marathons and triathlons. In his inau-
gural speech, he emphasized
endurance and persistence in meeting
the challenge of strengthening the
health care system for the long run.
AMA’s Annual Meeting occurred
before the US Supreme Court upheld
the Affordable Care Act, yet Dr.
Lazarus’s call for endurance and per-
sistence was still timely, as the House
of Delegates still debated the imple-
mentation of the act, and called for
examining new ways to finance
Medicare, including a defined contri-
bution program that would allow bene-
ficiaries to purchase traditional
Medicare or a private health insurance
plan.

Other meeting highlights include
the following:

Physician Stewardship of Health
Care Resources: The House of Dele-
gates adopted the Council on Ethical
and Judicial Affairs’ recommendations
pertaining to stewardship of health
care resources. The document aims to
help physicians make fair, cost-con-
scious individual patient care decisions
while balancing availability of health
care for others.

Physician Responsibilities for Safe

Patient Discharge from Health Care
Facilities: The House of Delegates

adopted the Council on Ethical and
Judicial Affairs’ recommendations
pertaining to physician responsibilities
for safely discharging patients. The
recommendations stem from chal-
lenges physicians face in coordinating
discharges of patients to homelessness,
prisons, rural areas, other countries in

the context of deportation, and the
like.

Maintaining Mental Health Ser-
vices by State: AMA acknowledged
the significant challenges mental
health professionals face as most states
cut their public mental health services
due to budget shortfalls. AMA is
advocating that states maintain essen-
tial mental health services at the state
level, increase funding for Mobile
Treatment Team services to locate and
treat homeless persons with mental ill-
ness, and enforcement of the Mental
Health Parity Act at the federal and
state level.

Support for Drug Courts: AMA
also passed a resolution supporting
establishing drug courts as an alterna-
tive to incarcerating non-violent
offenders. It hopes such courts would
be a more effective means of overcom-
ing substance abuse and dependence.
Similar to the House of Delegates
action pertaining to the need to main-
tain mental health services at the state
level, this resolution highlights the
AMA’s attention to and support of
mental health issues.

“Clear and Convincing Evidence”
standard for medical liability actions:
The House of Delegates deferred
action on a well-intentioned resolution
to support the application of a clear
and convincing evidence standard to
all medical liability cases. The resolu-
tion stems from ongoing frustration
over lack of federal tort reform, but
problems with implementation and
whether it would impact reform of the
medical liability system resulted in
referral for further consideration.

Sales of Tobacco in Pharmacies:
While AMA already has policy oppos-
ing the sale of tobacco by pharmacies,
at this meeting it adopted policy that
would create a recognition program
for pharmacies that voluntarily elimi-
nate the sale of tobacco. The AMA

also passed policy to block legislation
that would exempt flavored cigars
from Food and Drug Administration
oversight, as tobacco companies mar-
ket cigars to youth in a range of attrac-
tive flavors like candy, alcohol, fruit
and chocolate.

Evaluate ICD-11 as a New Diag-

nostic Coding System: AMA will
evaluate ICD-11 as a possible alterna-

tive to replace ICD-9. AMA will con-
duct more research on this issue and
will report back to the House of Dele-
gates in 2013. ICD-10 coding is seen
to create unnecessary and significant
financial and administrative burdens
for physicians.

National Drug Shortages: AMA
continues to address national drug
shortages. There is evidence that
advance notification of potential prob-
lems can help prevent or resolve such
shortages. AMA voted to require man-
ufacturers of FDA approved drugs to
give the agency at least 6 months
notice, or as soon as practicable, of
anticipated voluntary or involuntary,
permanent or temporary, discontinu-
ance of the manufacture or marketing
of such a product.

AAPL will be searching for a Resi-
dent Physician Representative position
to the AMA. If you know of or are a
psychiatry resident with an interest in
forensic psychiatry and AMA advoca-
cy, please contact the AAPL office for
information on the position. @

Guns, Suicide

continued from page3

already identified as suffering from
mental illness misses the point. Apart
from the fact that there are many indi-
viduals in the community suffering
from mental illness but as yet undiag-
nosed, there are even many more indi-
viduals without mental illness but
whose characterological deficits or
extreme ideological bend place them
at increased risk of violence. Provid-
ing easy access to lethal means of car-
rying out their misguided fantasies is a
flaw in public health and safety policy.
It is not, and should not be a political
issue. It is a safety issue.
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Plead Insanity

continued from page 5

to plan and premeditate is unimpaired
by the illness that he suffers from.”

By this interpretation, his delusional
thinking and the effects of that delu-
sion on his ability to make rational
choices and correctly interpret real
threats from illness-generated ideas,
plays no role in the consideration of
mens rea. The fact that he evidenced
planning overrode his underlying
thinking. This essentially guts the
appreciation or knowing right from
wrong elements. He was sentenced to
two concurrent life sentences, primari-
ly because the judge believed him to be
a continued danger because of the pos-
sibility of a recurrence of the delusions
and mental illness. This seems punish-
ment primarily to accomplish deter-
rence, rather than retribution. The fact
that he could be confined in a hospital
indefinitely in most states was not a
part of the consideration. In many
ways the importance of the insanity
defense is to decide who is deserving
of punishment, which should be impor-
tant to the integrity of the criminal jus-
tice system.

The law has traditionally focused on
the importance of the will in determin-
ing culpability. As Sir Matthew Hale
put it:

“And because the liberty or choice
of the will presupposeth an act of the
understanding to know the thing or
action chosen . . . it follows that, where
there is a total defect of the under-
standing, there is no free act of the will
in the choice of things or actions.”

Our understanding of defects of rea-
son has come to include delusional
beliefs, which distort the ability to real-
ity test.

This case is asking the U.S.
Supreme Court to grant certiorari in
order to decide whether the Constitu-
tion mandates some form of insanity
defense or merely leaves it to the states
as an option, if they so elect.

The APA and AAPL wrote a brief
in July 2012 in support of the request
to grant cert. and decide the issue out-
lining the organizations support of a
meaningful insanity defense option. @
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Prognosticating

continued from page 16

ished, reducing suffering, and even
diminishing the frequency with which
compensatory emotional distress dam-
ages are sought in trauma-related civil
litigation. @
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Fellows Corner

continued from page 11

attributed to my less than ideal quar-
ters. However I realized that this also
occurred around the time we had been
reviewing the crime scene photos, the
images of which were not easy to
remove from memory. Perhaps this
was my important reminder of the
tragedy I was witnessing and the price
to pay for such a fascination with the
mind of a killer. Or perhaps I was just
getting soft. I know at least that some-
thing would have felt wrong if I had
gone through all of that material
unscathed.

Either way, my insomnia was short-
lived. My co-fellow and I continued to
participate, hoping to help out as much
as we could, while trying to be mind-
ful to not get in the way. In the end,
while we did not get the time off in
order to travel and watch the testimo-
ny in person, we did get to see some
video excerpts, afterwards. Even the
short excerpts were rewarding to
watch, especially to see how effective
and clear our director’s testimony was
and how much his hard work had paid
off.

As I look back, soon after gradua-
tion, I realize how valuable that expe-
rience was. It forced my co-fellow and
me to learn early the practical aspects
of diplomatically critiquing a report as
well as the limitations to a forensic
opinion when one is denied access to
examine the subject in person. It also
brought up many unresolved issues in
our profession, such as the ethics of
getting involved in a death penalty
case. I still sometimes get the “serial
killer” comment when people find out
I am a forensic psychiatrist. My
answer to them is ... the same. How-
ever, | can appreciate now more than
ever, how valuable the opportunity
was, even if I do not get the chance to
participate in a case such as that ever
again.

Dr. Annas is Clinical Instructor,
SUNY Upstate Medical University,
and attending Psychiatrist at Hutch-
ings Psychiatric Center. He is a recent
graduate of the SUNY Upstate forensic
Sellowship program. @)
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LETTER TO THE EDITOR

Letter to the
Editor

Dear Editor,

Re: Forensic Psychiatrists and Psy-
chological Assessments

In his recent “State of Our Union
Address,” AAPL President Charles L.
Scott MD stated that the field of foren-
sic psychiatry “is rapidly moving
toward the routine incorporation of psy-
chological assessments and more struc-
tured interviews into the forensic
assessment process,” and that he did
not believe forensic psychiatrists “‘can
or should stand on the sidelines and
watch other forensic disciplines take
complete ownership of ‘objective test-
ing.”” Dr. Scott correctly identified a
need for those administering such tests
to be “appropriately skilled and experi-
enced,” and we further agree with his
observations that “forensic psychiatry
residency training programs should
provide structured training on assess-
ment instruments” and that “collabora-
tive efforts with a forensic psychologist
are invaluable in providing this train-
ing.”’

We are concerned, however, by Dr.
Scott’s assertion that “core competen-
cies in this area are easily assessed
through supervision of administered
testing and mock cross examinations on
each testing instrument.” In particular,
we hope our colleagues will realize that
“supervision of administered testing”
must include rigorous and thorough
training in the selection, administration,
scoring, and interpretation of these
measures—a multifaceted skill set that
can hardly be assessed “easily.”

Those utilizing psychological tests
must possess a thorough and evolving
grasp of test construction and the
empirically established reliability and
validity of each measure. Will the
forensic psychiatrist be able to describe
the latest approved procedures for
assessing the litigant’s ability to take a
particular test? What of a test’s norma-
tive procedures, construction, “‘standard
error of measurement” and other psy-
chometric properties? Mastering the
gamut of psychological assessment

considerations will require extensive
training and supervision that cannot be
obtained during a single weekend semi-
nar, or imparted successfully within the
crowded schedule of a single year of
forensic fellowship. This is not to sug-
gest that such instruction won’t be use-
ful; rather, we maintain that it will not
be sufficient, in and of itself, to enable
the forensic psychiatrist to employ psy-
chological testing and testify effectively
regarding the results. Ongoing “super-
vision of administered testing”—of suf-
ficient duration and intensity—will be
necessary to achieve this goal.

Forensic psychiatrists—and for that
matter, psychologists—who are unfa-
miliar with core psychometric princi-
ples expose their reports and testimony
to intensive negative scrutiny, imperil
the work of retaining counsel, negative-
ly affect the fate of litigants, and run
the risk of engaging in unethical behav-
ior. Depending on the jurisdiction in
question, such use of psychological test
measures—even with training—may be
illegal, based on state psychological
licensing laws. In fact, the use of psy-
chological tests has steadily become
more rather than less restricted, particu-
larly as a result of statutes and regula-
tions that limit the use of the terms
“psychologists and psychological” to
those duly licensed as psychologists
(Dattilio, Tresco, & Siegel, 2007).

If forensic psychiatrists elect to
employ psychological testing, we urge
that this be focused upon such essen-
tially straightforward appraisal mea-
sures as the ones identified by Dr. Scott
(i.e., the M-FAST, SIMS, SIRS,
TOMM, PCL-R, HCR-20, et cetera).
We also strongly agree that the use of
such measures should be supervised by
bona fide forensic psychologists, and
that collaborative efforts with forensic
psychologists should remain a consis-
tent component of forensic psychiatry
training programs and postgraduate
mentorship.

Frank M. Dattilio, PhD
Eric Y. Drogin JD, PhD
Robert L. Sadoff MD
Thomas G. Gutheil MD
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Response to Letter to the Editor

I wish to thank Drs. Dattilo, Drogin,
Sadoff and Gutheil for their letter to
the editor regarding my newsletter arti-
cle that mentioned the use of a limited
number of psychological assessments
in forensic psychiatry training pro-
grams. I appreciate their response and
agree with nearly all of their points.

In my article I listed a small number
of assessment instruments that I
believe forensic psychiatrists can learn
to competently administer. I appreciate
that my colleagues acknowledged that
the specific assessments I mentioned
were limited only to those that used
“essentially straightforward appraisal
measures.” It is my opinion that the
specific assessments I noted can be
learned by a forensic psychiatry resi-
dent over a 12-month period with
appropriate training and rigorous
supervision. I would agree that other
psychological assessment instruments
not described in my article may not be
appropriate for forensic psychiatry res-
idents to independently administer.

The word “easily” was used in a
separate sentence and meant to be in a
separate context. In a separate sen-
tence, [ wrote the following: “Core
competencies in this area are easily
assessed through supervision of admin-
istered testing and mock cross-exami-
nations on each testing instrument.”
The intent of this sentence was refer-
encing the general ACGME core com-
petencies, which are six specific cate-
gories that all training must be concep-
tualized in the field of medicine as
defined by the Accreditation Council
for Graduate Medical Education
(ACGME). Core competencies in this
context include the following: patient
care; medical knowledge; practice-
based learning and improvement; inter-

(continued on page 25)

24 o September 2012

American Academy of Psychiatry and the Law Newsletter



LETTER TO THE EDITOR

Letter to the Editor

continued from page 24

personal and communication skills;
professionalism; and systems-based
practice. Within each of these six core
competencies are various knowledge
and professional areas important to
forensic psychiatry and these include
relevant psychological assessments.
Specific knowledge areas are delineat-
ed by ACGME in their program
requirement guidelines. ACGME also
describes specific assessment tools for
addressing the general core competen-
cies. These include such terms as
“portfolios,” “exam-oral,” and “global
rating of live or recorded perfor-
mance.” When having an accreditation
review, the site reviewer requests to see
how such general core competencies
(with specific content to each) are
assessed. Because many of the assess-
ment methods are defined and recom-
mended by the ACGME and requested
by the site reviewer, [ was trying to
communicate that the ACGME assess-
ment methods defined for the general
core competencies could be “easily”
adapted to assess knowledge areas of
psychological testing. Without this
explanation in my article, I can “easi-

ly”” understand the confusion by those
who responded and likely others. Per-
haps a better word to communicate my
message would have been the word
“readily.” I did not mean to suggest
that learning or mastering psychologi-
cal testing was “easily” done. My goal
was to remind training directors that
the ACGME has already developed
assessment methods that can be “readi-
ly” implemented to assess competence
in this arena.

I agree with nearly all of the points
raised by my colleagues. I sincerely
look forward to reading their upcoming
article and continued collaborative dis-
cussions on this issue.

Charles L. Scott @

AAPL Committees

AAPL members who are inter-
ested in serving on committees
for a three-year term beginning
on October 31, 2012 are invited
to send a letter to the Executive
Office by October 31, 2012.
Committee members must be full
voting members of AAPL.

The President-Elect, Debra
Pinals MD will be making
appointments after the Annual
Meeting. Letters should indicate
particular interests or qualifica-
tions for the committee appoint-
ment desired.

MUSE & VIEWS

Ex-Wife a Witty Witness

husband.

Lawyer: “Are you married?”
Witness: “No, I'm divorced.”

The following is a courtroom transcript when a wife is asked about her ex-

Lawyer: “And what did your husband do before you divorced him?”
Witness: “A lot of things I didn’t know about.”

The Alias

Slate
Announced

The slate of officers and coun-
cilors who will take office at the
end of the Annual Meeting in
October was announced at the
Semiannual Business Meeting
held May 6, 2012. No additional
nominations were made and the
nominations were closed as spec-
ified in the AAPL Bylaws. There
will be a vote at the Annual Busi-
ness Meeting Saturday, October
27, to elect the slate as presented.

Nominees are: President-elect:
Robert Weinstock MD, Vice Pres-
idents: Stuart Anfang MD and
Kenneth Weiss MD; Secretary:
Richard Frierson MD; Coun-
cilors: Elissa Benedek MD, James
Knoll MD and Ryan Hall MD.

The best criminals all have colorful aliases. Names like Jimmy Nostrils and
Joe Bananas really liven up a criminal’s résumé. Look what happens if you
don’t have one prepared.

When Sheboygan, Wisconsin, police pulled over a car for not having proper
registration, a passenger did what many criminals do — he supplied the cops
with an alias. Bad move. Turns out, that particular alias was wanted for vehic-
ular homicide.

Source: http://www.rd.com/home/stupid-criminals/

Beware of Witnesses

Good criminals arrange it so no one is aware that a crime has taken place.
Last year a German psychologist was accused of taking advantage of three of
his patients. He had sex with one, named Kathrin; convinced another, Finja,
to buy him some shoes and shirts; and conned the third, Leonie, into cleaning
his house and paying for his vacations. This all came to light when a fourth
patient, Monika, became suspicious and called the police. Why would she do
that when the three victims hadn’t? Because the four are one person: Kathrin,
Finja, and Leonie are Monika’s multiple personalities. When Monika con-
fronted the psychologist, he refused to discuss the matter, saying it would
violate therapist-client confidentiality, something he owed all his clients,
including alter egos.

Source: http://www.rd.com/home/stupid-criminals/
Submitted by Charles L. Scott MD
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NEW MEMBERS

WELCOME! New AAPL Members
January 2011 thru December 2011

APO
David Weber, MD, MPH

ARKANSAS
Adria Carney, MD
Kimberly Poole, DO

CALIFORNIA

Howard Askins, MD
Marianne Bergheim, MD
Viet Bui, MD, JD

Cynthia Chavira, MD, MPH
Caroline Corriveau, MD
Anna Glezer, MD

Ana Gomez, MD

Abilash Gopal, MD

Helena Hart, MD

David Kan, MD

Nina Kapitanski, MD
Matthew Levin, MD

Chang Matthew, MD

Mikel Matto, MD

Jarvis Ngati, MD

Solomon (Sandy) Perlo, MD
Ricardo Romero, MD
Monissa Solberg, MD
Diane Tomar, MD

Phuong Truong, MD
Christopher Wadsworth, MD
Eric Woodard, MD

Michael Yoo, MD, MPH

COLORADO

Leah Brar, MD

Andrea Jacobson, MD, PhD
Aaron Meng, MD

Ashley Wheeler, MD

CONNECTICUT
Douglas Anderson, MD
Mahboob Aslam, MD
John Bonetti, DO

Ellen Fischbein, MD
Gerson Sternstein, MD
Alexander Westphal, MD

DISTRICT OF COLUMBIA
Ira Dosovitz, MD

Avram Mack, MD

Aderonke Oguntoye, MD
Nathan Pilgrim, DO, MPH
Enrico Suardi, MD

Stephanie Wilson, MD

FLORIDA

James Christensen, MD
Nicole Edmond, MD
Richard Idell, MD
Jacob Samander, MD
Bruce Welch, MD

GEORGIA

M.J. Albright, MD

Julie Alonso-Katzowitz, MD
Andrea Brownridge, MD, JD
Leah Habib, MD

Patrice Harris, MD

HAWAII
Jeffrey Akaka, MD

ILLINOIS

Mark Chapman, MD
Seth Eappen, MD

Daniel Hackman, MD
Helen Morrison, MD, MJ
George Nadaban, MD
Karen Wiviott, MD, JD

KANSAS
Brent Crane, MD, JD

LOUISIANA

Mehdi Qalbani, MD
Jeffrey Rouse, MD
David Streckmann, MD
Richard Williams, MD

MARYLAND
Marla Hemphill, MD
Hannah Ong, MD

MASSACHUSETTS
Ronald Abramson, MD
Jonathan Barker, MD
Don Condie, MD

Anne Dantzler, MD
Jeftrey Eisen, MD
Alison Fife, MD

Hebert Georges, MD
Benjamin Herbstman, MD, MHS
Danielle Kushner, MD
Carlene MacMillan, MD
Adeliza Olivero, MD
Kyle Pruett, MD

Anne Redburn, DO
Urrooj Rehman, MD
Ofra Saird-Segal, MD
Lazaro Zayas, MD

MICHIGAN

Chrisantha Anandappa, MD
Shamael Haque, DO

Thomas Hartwig, MD

Chris Karampahtsis, MD, MPH

MINNESOTA
Dionne Hart, MD
Bibhas Singla, MD

MISSISSIPPI
Jessica Gordon, DO

MISSOURI
Davinder Hayreh, MD
Lisa Thomas, MD

NEBRASKA
Y. Scott Moore, MD
Cynthia Paul, MD, JD

NEVADA
Steven Zuchowski, MD

NEW HAMPSHIRE
Matthew Davis, MD
Robert Vidaver, MD

NEW JERSEY
Roxanne Lewin, MD
Aparna Raote, MD

NEW MEXICO
Karl Mobbs, MD

NEW YORK

John Abulu, MD

Maria Alikakos, DO
Jacqueline Berenson, MD
Gregory Bunt, MD
Daniel Culliford, MD
Paula-Ann Francis, MD
Carmela Fridman, DO
Varendra Gosein, MD
Gareen Hamalian, MD, MPH
William Head, MD
Andrew Kopelman, MD
Panagiota Korenis, MD
Charles Luther, MD
Louis Martone, MD
Richard May, MD

Martin Nau, MD

Rosa Negron Munoz, MD
Guillermo Portillo, MD
Sasha Rai, MD

Daniel Reilly, MD

Loren Roth, MD

Bryan Shelby, MD, JD

J. David Stiffler, MD

Eva Theodosiadis, MD
Seeth Vivek, MD
Jonathan Weiss, MD

NORTH CAROLINA
Salina Agarwal, MD
Thomas Owens, MD
Joshua Pagano, DO
Dana Rosca, MD

OHIO

John Kennedy, MD, MHA
Nicole Luddington, MD
Jason West, DO

OKLAHOMA
Michael Nugent, MD

OREGON

Martin Epson, MD, MTS
Alexander Horwitz, MD
Jerry Larsen, MD

Liban Rodol, MD

PENNSYLVANIA
Emily Bray, DO

Octavio Choi, MD, PhD
Harun Evcimen, MD
Michael Friedman, DO
Samson Gurmu, MD
Olumide Oluwabusi, MD
Camille Paglia, MD, JD
Channing Slate, MD
Susan Thornsley, MD

PUERTO RICO
Arlene Rivera-Mass, MD
Marlon Vazquez, MD

SOUTH CAROLINA
April Carpenter, MD
Matthew Gaskins, MD
Jesse Raley, MD

Kristin Remke Clary, DO

SOUTH DAKOTA
Brian Wilson, DO

TENNESSEE
Kayla Fisher, MD
Paul Kelley, MD

TEXAS

Melissa Allen, DO

Luis Baez-Cabrera, MD
YuFang Chang, MD
Lisa Clayton, MD
Robert Johnson, MD, JD
Makeda Jones-Jacques, MD
Belinda Kelly, MD
Nubia Lluberes, MD
Andrea Nelsen, MD
Kristi Sikes, MD

VIRGINIA

Sharron Jones-Daggett, MD MS
Taral Sharma, MD, MBA
Eugene Simopoulos, MD
Mandrill Taylor, MD, MPH
Vanessa Wong, MD

WASHINGTON
Keith Brown, MD
Maisha Correia, MD
Edward Kelly, MD, JD

AUSTRALIA
Oleh Kay, MBBS
Robert Reznik, MD

CANADA

Roger Brown, MD

Peter Collins, MD

Angie Danyluk, MD

Jack Ellis, MD

F. Wayne Furlong, MD
Fabien Gagnon, MD
Judith Guillemette, MD
Vinesh Gupta, MRCPsych
Olubukola Kolawole, MD
Stuart Lax, MD

Das Madhavan, MD
Mark Pearce, MD

Robert Pottle, MD
Alexander Simpson, FRANZCP
'W. Garnet Warrian, MD

ENGLAND
John McAnallen, MBBS

JAPAN
Takashi Sawa, MD

PANAMA
Javier Pitti, MD

UNITED ARAB EMIRATES
Haytham Shabayek, MD

UNITED KINGDOM
Alex Acosta-Armas, MD
Jane Anderson, MBChB
Richard Mellor, MBChB
Rajvinder Sambhi, MBBS
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Springfield Hospital Center in
Sykesville, MD is accepting appli-
cations for a Forensic Psychiatrist.
Eligible candidates must have board
certification including added quali-
fications in forensic psychiatry (or
equivalent). Duties include pretrial
evaluations of competency to stand
trial and criminal responsibility,
competency restoration, and train-
ing of residents and students.
Please forward a CV and inquiry to
Erik Roskes, MD, Director, Foren-
sic Services, Springfield Hospital
Center, by fax (410.970.7105) or

email (erik.roskes @maryland.gov).

PSYCHIATRIST OPENINGS at
CENTRAL NEW YORK
PSYCHIATRIC CENTER,

a State-operated, Forensic, Joint
Commission Accredited Facility

Our Facility is seeking full time
Psychiatrists for our Inpatient Facil-
ity in Marcy, NY, and for our Cor-
rection-based programs in various
locations throughout the state.
These positions are in proximity to
Glens Falls, Middletown, Syracuse,
Rochester and Utica as well as in
the Bronx and Westchester County.
Competitive salary range is
$168,421 for NY State License to
$181,790 for Board Certification
plus additional compensation for
some programs. NY State provides
a generous and comprehensive ben-
efits package including an outstand-
ing Pension Plan and for NY State
Regents Loan Forgiveness. Oppor-
tunities may exist for additional
compensation.

Contact: Dr. Jonathan Kaplan,
Clinical Director (Code 312)

Call at: 845-483-3443

Fax: 845-483-3455

E-mail:

Jonathan.Kaplan @ombh.ny.gov

THE DEPARTMENT OF PSYCHIATRY AND BEHAVIORAL SCIENCES AT TULANE
UNIVERSITY ScHooL oF MEDICINE is recruiting forensic psychiatrists for full-
time faculty positions. Candidates selected for these positions will be part
of forensic team responsible for supervision of residents, forensic fellows,
and medical students during their rotations at Feliciana Forensic Facility
and in various state mental health facilities where they will provide clinical
services. You must be professionally competent and board certified/eligi-
ble in general psychiatry and forensic psychiatry. You must be eligible for
medical licensure in State of Louisiana and have a current state and fed-
eral narcotics number. Candidates must be eligible for clinical privileges
at Tulane University Hospital and Clinic under the appropriate staff cate-
gory and must agree to abide by those privileges as outlined by the cur-
rent bylaws of the institution. Salary is competitive and commensurate
with level of the candidates’academic appointments. We will continue to
accept applications for these positions until suitable qualified candidates
are identified. Qualified applicants should send email of interest, updated
CV and list of references to John W. Thompson, Jr, MD, Professor and
Vice Chair for Adult Psychiatry, Director of the Division of Forensic Neu-
ropsychiatry at jthomps3@tulane.edu. Tulane is strongly committed to
policies of non-discrimination and affirmative action in student admissions
and in employment.

ARE YOU FULLY COVERED?

Forensic coverage at NO additional cost!

Non-direct patient care does not eliminate your
risk of lawsuits.

Forensic psychiatrists face unique risks that many
malpractice insurance policies do not cover.

Take a close look at your current policy. You may be
surprised to find that you do not have coverage

for forensic work.

Participants in The Psychiatrists’ Program can rest
assured - coverage for forensic services is included
as part of its policy. Contact us today to learn more.

Trust a comprehensive policy that covers expert witness
testimony, consults, and all forensic activities.

PRMS PSYCHIATRISTS'

PROGRAM.

PROFESSIONAL RISK
MANAGEMENT SERVICES, INC.

www.PsychProgram.com ~ TheProgram@prms.com ~ (800) 245-3333 ~ 3)- @PsychProgram

Medical Professional Liability Insurance Designed for Psychiatrists
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