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Interventional psychiatry: 
What are the next steps?
The explosion of interest in interven-

tional psychiatry is highlighted by 2 

recent reviews published in Current 

Psychiatry.1,2 While this is clearly 

desirable, the rate of growth has 

created problems. Expansion of inter-

ventional modalities has outpaced 

the training and education of our res-

idents and practicing psychiatrists.

Psychiatry’s failure to address these 
changes would be a dire error, as psy-
chiatrists could lose control of our 
field’s advances and growth. But this 
creates an even larger question: what 
are the next steps we need to take? We 
believe interventional psychiatry must 
be recognized as its own psychiatric 
subspeciality, receive greater emphasis 
in psychiatry residency training, and 
be subject to standardization by profes-
sional organizations.

Psychiatry has incorporated proce-
dures into patient care for almost 100 
years, starting with electroconvulsive 
therapy (ECT) and insulin shock ther-
apy in the 1930s.3,4 However, in the last 
10 years, the rapid expansion of FDA 
approvals of neuromodulation proce-
dures to treat psychiatric conditions 
(including vagus nerve stimulation in 
2005, transcranial magnetic stimulation 
[TMS] in 2008, and the device exception 
granted for the use of deep brain stimu-
lation in 2009) has produced the moni-
ker “interventional psychiatry” for this 
unofficial psychiatric subspeciality.5,6

If we are to establish interventional 
psychiatry as a recognized subspecial-
ity, it is important to create a univer-
sally accepted definition. We propose 
the term refer to therapeutic techniques 
or processes that may or may not be 
invasive but require special training to 
perform. Additionally, interventional 
psychiatry should include even mini-
mally invasive procedures, such as ket-
amine infusions, medication implants, 
long-acting injectable (LAI) medica-
tions, and processes that require a Risk 
Evaluation and Mitigation Strategy 
(REMS), such as those utilized with clo-
zapine, esketamine, or olanzapine for 
extended-release injectable suspension7 

(see “Risk Evaluation and Mitigation 
Strategy programs: How they can be 
improved,” page 14). The proportions 
of clinicians who prescribe clozapine 
(7%)8 or LAIs (32.1% to 77.7%, depend-
ing on the patient population being 
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treated)9,10 is evidence that the interven-
tional nature of these treatments creates 
obstacles to their use.

This vacuum of adequate training 
among psychiatrists has caused inter-
ventional psychiatry to grow beyond 
the confines of the psychiatric field. In 
most metropolitan areas of the United 
States, there are clinicians who focus 
on a specific interventional treatment, 
such as ketamine infusions or TMS 
administration. The creation of these 
specialized clinics has frequently been 
pioneered by nonpsychiatrists, such 
as anesthesiologists. This may be 
attributed to these clinicians’ level of 
comfort with procedures, or because 
they possess an infrastructure within 
their practice that facilitates delivery 
of the services. In certain states with 
independent-practice laws, midlevel 
clinicians are granted permission to 
open these clinics. However, having 
nonpsychiatrists provide these treat-
ments to patients with complex psy-
chiatric disorders without psychiatrist 
involvement makes it less likely that 
the appropriateness of treatment will 
be determined, or that the treatment 
will be incorporated into the patient’s 
overall biopsychosocial treatment plan. 

A gap in training
There is evidence the growth of inter-
ventional psychiatry has exceeded 
the capacity of the current training 
infrastructure to provide trainees with 
adequate exposure to these proce-
dures. The Accreditation Council for 
Graduate Medical Education requires 
that psychiatry residents be trained in 
the indications for and use of ECT and 
neuromodulation therapies but does 
not provide any specifics about how 
this training should occur,11 and the 
Psychiatry Milestones do not indicate 
how competency in these therapies can 
be achieved.12 Most trainees have expo-
sure to some interventional treatments, 

such as ECT or clozapine administra-
tion, during residency. However, in 1 
survey, only 63% of residents had pre-
scribed clozapine, and 83% indicated 
they wanted additional experience.13 In 
a survey of 91 training programs, 75% 
stated that ECT was required of resi-
dents, but 37% estimated that a typical 
resident would participate in <10 treat-
ments.14 Even more surprising, 27% esti-
mated that the typical resident would 
care for <5 patients receiving ECT.14

Addressing the changing role of 
interventional practices in our field 
must occur on multiple levels, starting 
with a core curriculum during residency 
training, expanded learning opportuni-
ties for residents with a specific interest 
in interventional psychiatry, and, most 
important, a formal interventional 
psychiatry fellowship leading to cer-
tification from the American Board of 
Medical Specialties.5,6 There are grow-
ing numbers of 1-year fellowship pro-
grams that offer extensive experiences 
in neuromodulation and novel pharma
cologic treatment and may produce the 
next generation of leaders in this field. 
However, training in interventional 
psychiatry techniques for practicing 
psychiatrists wishing to expand their 
treatment offerings is generally quite 
limited.

Oversight of interventional psychia-
try training should be performed by 
peers. Therefore, creation of an inter-
ventional psychiatry society, or a work 
group within a larger organization, is 
necessary. While much of this already 
exists, it is fragmented into asso-
ciations focused on unique aspects of 
interventional psychiatry, such as just 
ECT (eg, International Society for ECT 
and Neurostimulation), just TMS (eg, 
Clinical TMS Society), or just ketamine 
(eg, the American Society of Ketamine 
Physicians). Despite disparate foci, the 
goal would be for all to unite into a par-
ent interventional organization that can 
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face these challenges. These organiza-
tions have already united a core of indi-
vidual interventional psychiatrists who 
can lead psychiatry into the future. 
They can provide input into guidelines, 
minimal standards, procedures, pro-
tocols, and outcome measures. They 
also can address any ethical issues that 
may arise with the use of more invasive 
treatments.

Change, especially the monumen-
tal changes in practice that accompany 
interventional psychiatry, is both excit-
ing and intimidating. However, certain 
“growing pains” along the way require 
urgent consideration. Ultimately, as a 
field, we either adapt to change or get 
left behind.
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