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Considerations for CAM use
I thoroughly enjoyed the article on 

complementary and alternative med-

icine (CAM) for depression (“CAM 

for your depressed patient: 6 recom-

mended options,” Current Psy-

chiatry, October 2009, p. 38-47) and 

have seen patients benefi t from these 

treatments. I wish the authors had 

included information about the use 

of valerian root for anxiety, as this is 

common among some CAM users. 

 I think our use or discussion of 

CAM can show our patients we are 

fl exible and will consider various 

treatments. I believe if you dismiss 

all CAM treatments as not as effective 

as prescription medications—which 

may be true—you will lose patients. 

We know how popular CAM is with 

the American public, despite lack of 

evidence and poor oversight. 

 In depression treatment, exercise 

is as effective as sertraline in some 

studies,1,2 but I would think the high 

dropout rate for exercise would make 

sertraline more likely to be effective in 

the long run. In 1 study, participants 

received a phone call if they missed an 

exercise session. This doesn’t mimic 

real life at all. Also St. John’s wort is 

administered 300 mg tid, while many 

antidepressants are once a day. Effi ca-

cy aside, we can guess that compliance 

with a medication taken 3 times a day 

will be less than 1 taken once daily.

 I believe we need to examine our 

patients’ thoughts about CAM vs tradi-

tional treatment. Do they feel CAM is 
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Cochrane review1 of valerian for anxiety 
disorders included only 1 randomized 
controlled trial2 and found no diff erences 
between valerian and placebo. 
 We also agree that treatment dis-
continuation is a serious problem, but 
this is a universal concern for treating 
many chronic disorders. There is evi-
dence that patient reports of treatment 
adherence can be unreliable. Research 
has shown that periodic monitoring,3

even by automated systems, can main-
tain compliance longer. 
 We disagree with Dr. Yilmaz’ com-
ments about bibliotherapy. A meta-
analysis of 29 bibliotherapy studies 
found bibliotherapy using cognitive and 
behavioral techniques superior to wait-
list comparison groups.4 We feel there is 
ample evidence supporting bibliothera-
py as a low-risk, low-cost alternative or 
complementary treatment for mild-to-
moderate depressive disorder. 

Sy Atezaz Saeed, MD
Department of psychiatric medicine

Brody School of Medicine at 
East Carolina University 
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Exploring irony in psychiatry
Dr. Nasrallah should make us all 

proud. In his editorial, “Does psychi-

atric practice make us wise?” (From 

the Editor, Current Psychiatry, Oc-

tober 2009, p. 12-14) he presents how 
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Mrs. P appears manic and agitated. She 

has no psychiatric history but is taking 

antidepressants and opioids for chronic 

back pain. How would you treat her?
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safer because it is natural? Do they feel 

less stigma if they use CAM? What are 

their “automatic thoughts” about this? 

 I disagree with the conclusion 

that bibliotherapy can’t hurt. Biblio-

therapy does have a cost: the cost of 

the book, the time spent reading it, 

and minimal benefi t. There are peo-

ple making millions of dollars on self-

help books that may be having little, 

if any, impact on our patients’ lives.

Corey Yilmaz, MD
Southwest Behavioral Health Rural Services 

Tolleson, AZ
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 Dr. Saeed responds
Despite the common belief that valerian 
root is eff ective in reducing stress and anx-
iety, it has not been tested for depressive 
disorders and is not supported by studies 
on anxiety disorders. Our paper did not 
review CAM treatments for anxiety disor-
ders, so we did not point out that a recent 

005_CPSY1209   005005_CPSY1209   005 11/16/09   12:31:16 PM11/16/09   12:31:16 PM

Copyright® Dowden Health Media  

For personal use only

For mass reproduction, content licensing and permissions contact Dowden Health Media.



Comments & Controversies

deep, complex, and relevant our 

work as psychiatrists can be and how 

it can enhance our personal develop-

ment and wisdom. I think this article 

should be required reading for every 

medical student. Dr. Nasrallah even 

provides suggestions on ways to re-

search how our brains may change. 

However, this must be tempered with 

some irony. 

 Recently, I attended a lecture on 

“Irony” by University of Chicago 

professor Jonathan Lear. He asked 

profound questions of irony, such as: 

“Among all the pious, is there a pious 

person?” and “Among all the doctors, 

is there a doctor?” He explained his 

point by wondering how often we fall 

short of what we can be as doctors. 

Extending that idea to Dr. Nasrallah’s 

column, in our days of 15-minute 

med checks, we might ask, “Among 

all psychiatrists, how many are Nas-

rallah psychiatrists?” As the saying 

goes, it takes one to know one. 

H. Steven Moffi  c, MD
Professor of psychiatry

Medical College of Wisconsin 
Milwaukee, WI

Single payer is not a solution
As a former Canadian with many 

contacts still there, I would strongly 

advise against a single-payer sys-

tem (“Health care debate: Do psy-

chiatrists support the public option?” 

From the Editor, Current Psychia-

try, November 2009, p. 16-18). It will 

not solve our health care problems; 

in fact, many of our patients will be 

worse off than now. 

 The lack of choices for both the 

patient and doctor when the govern-

ment makes therapeutic choices can 

lead to a situation where psycho-

therapy almost disappears from psy-

chiatry. In the United States we are 

struggling with managed care and 

its disincentives for psychotherapy 

in psychiatry, but at least patients can 

choose a psychiatrist who uses a com-

bined approach.

Norman Straker, MD
Clinical professor of psychiatry

Weil Cornell Medical College
New York, NY

Refer more patients for 
medical evaluations 
We read with interest Drs. Carroll 

and Rado’s article, “Is a medical ill-

ness causing your patient’s depres-

sion?” (Current Psychiatry, August 

2009, p. 43-54) and commend the 

authors for focusing attention upon 

the role medical illnesses can play 

in causing or contributing to depres-

sive disorders. However, we believe 

the authors missed the opportunity 
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to strongly urge behavioral health 

providers to routinely refer their pa-

tients for medical evaluations to bet-

ter identify illnesses masquerading as 

psychiatric disorders. 

 Conservative estimates suggest 

that at least 10% of presenting psycho-

logical disorders are driven by medi-

cal or somatic conditions, yet many 

mental health providers—medically 

and non-medically trained clinicians 

alike—mistakenly believe psycho-

logical symptoms rarely are caused 

by a “hidden” medical etiology.1,2 In 

fact, a recent sampling from a psy-

chiatric inpatient setting found high 

rates of medical illnesses that were 

“missed” by mental health clinicians.3

We feel that these studies support a 

recommendation that persons diag-

nosed with new-onset or treatment -

 refractory psychiatric disorders be 

routinely referred for a medical eval-

uation.4

 Although one might argue that 

it is more prudent to refer only indi-

viduals who are suspected of having 

a medical illness underlying their 

presenting symptoms, this approach 

ignores the reality of our behavioral 

health system. In most public behav-

ioral health systems (eg, community 

mental health centers, crisis units, 

safety net clinics, etc.), the person 

who makes the initial diagnosis and 

develops a treatment plan is a behav-

ioral health specialist with no for-

mal medical training. Consequently, 

many of these frontline clinicians 

understandably are unable to recog-

nize signs and symptoms of the most 

common medical illnesses that cause 

psychological symptoms.5 To ensure 

patient safety, behavioral health cli-

nicians without medical training 

should strictly adhere to this recom-

mendation. 

 After weighing the costs and 

benefi ts, medically trained mental 

health care providers should allow 

patient safety concerns to guide their 

decision to refer. We believe that in 

situations of new-onset or treatment-

refractory mental illnesses, referring 

patients for a medical evaluation will 

lead to a treatment model that is ef-

fi cacious, integrated, and compre-

hensive. Our patients who suffer the 

effects of comorbid conditions have a 

right to nothing less from those of us 

responsible for overseeing their care 

and healing. 

Richard C. Christensen, MD, MA 
Professor and chief division of public psychiatry 

University of Florida College of Medicine 

Glenn D. Grace, PhD, MS 
Staff  psychologist 

North Florida/South Georgia Veterans Health 
System 

James C. Byrd, MD 
Assistant professor of psychiatry 

University of Florida College of Medicine 
Gainesville, FL
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Drs. Carroll and Rado respond
We thank Dr. Christensen and colleagues 
for their comments regarding promot-
ing medical care in patients with mental 
illness. As physicians trained in internal 
medicine and psychiatry, we frequently 
are confronted with the lack of ad-
equate medical care for psychiatrically 
ill patients. Our primary goal with this 
article was to educate and assist behav-
ioral health providers in distinguishing 
depressive symptoms that might have 
an underlying medical cause. 
 Although we agree that patients 
with depression—and mental illness as 
a whole—are medically underserved, 
referring all patients with treatment-
 refractory or new-onset depression might 
not be fi scally responsible or always nec-
essary. However, we wholeheartedly sup-
port encouraging regular follow-up with 
a primary care provider. Psychiatrists 
can order laboratory tests that might in-
dicate medical diagnoses—for example, 
thyroid stimulating hormone or parathy-
roid hormone—and refer their patients if 
needed. 
 The discussion of public behavioral 
mental health systems is a diff erent topic 
and outside the scope of our article. Our 
sentiments are not in disagreement with 
Dr. Christensen et al, and we are glad to see 
that our article prompted this discussion.

Virginia K. Carroll, MD
Fifth-year resident

Jeff rey T. Rado, MD
Assistant professor 

Departments of psychiatry and 
internal medicine

Rush University Medical Center, Chicago, IL 

August 2009
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