From the

Editor

Unresolved questions about
the specialty lurk in the cortex
of psychiatrists
Psychiatrists are known for asking
probing questions as part of the
Henry A. Nasrallah, MD
Editor-in-Chief

necessary excavation of patients’
emotional archaeology. We are also
notorious for often answering patients’ questions with another strategically focused question.

The answers we need
just keep ‘blowin’ in
the wind’
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But many of our own questions
await an answer
The fact is that psychiatrists have serious, nagging questions—in every cortical fold of their collective brain—about
patients’ welfare, psychiatric practice,
and professional matters. Their questions about frustrations of daily practice deserve an honest and convincing
response, yet go begging—expressed
so well in songwriter Bob Dylan’s lyric,
“The answer is blowin’ in the wind.”
What follows are long-standing
“Why?” questions whose answers are
still blowin’ in the wind. (Dylan didn’t
specify which wind is blowin’, so I’ve
provided the names of 22 atmospheric
movements of air molecules in the
Box [page e3] found in the archive at
CurrentPsychiatry.com. Take your pick!)

Why is a jail OK for the mentally ill
but an asylum is not? Why is it necessary to put armed guards in charge of
psychiatric patients instead of a multi

disciplinary team of psychiatrists, primary care providers, nurses, social
workers, psychologists, and pharmacists? Why has a brain disease, such as
psychosis or bipolar disorder, become
a punishable felony instead of a treatable illness?

Why did the system of mental health
care degenerate to the point that a
severely depressed or suicidal, or
acutely psychotic, patient can be hospitalized for only 4 or 5 days, then must
be discharged before her (his) illness has
been fully controlled? Why do health
care insurers exhibit that atrocious combination of maximum greed and minimal compassion?

Why does a completely unjustified
and hurtful stigma continue to plague
mental brain disorders, patients who
suffer from them, mental health professionals, and the very discipline of
psychiatry?

Why do otherwise intelligent people
show compassion toward people with
a brain disorder such as stroke,
Parkinson’s disease, multiple sclerosis, myasthenia gravis, or migraine,
but express aversion and even disdain
for psychiatric brain disorders such as
schizophrenia, depression, obsessivecompulsive disorder, and panic disorder?

And why does this prejudice persist
despite advances in psychiatric neuroscience that have used neurogenetics,
neuroimaging, and molecular studies to establish, without a doubt, the
neurobiological basis of all psychiatric
disorders.

of patients that is clearly spelled out in
the package insert?

Why are there still no objective diag-

Why don’t people realize that, with-

nostic criteria for psychiatric disorders? Why do we persist in using
defining symptoms that have been
volunteered by patients—symptoms
that can be subject to distortion or
malingering? Why aren’t the hundreds of established biomarkers being
incorporated into the diagnostic formulation, to lessen subjectivity and
improve reliability and validity?

out medications, massive numbers of
patients would be hospitalized and the
death rate would rise? Why can’t people weigh risks and benefits of having
a pharmaceutical industry, just as they
assess the risk-benefit ratio of everything in life?
Should the government impose
a massive ($1 or $2 trillion) tax hike
to establish infrastructure for drug
research and development, for the benefit of psychiatry and all other medical
specialties?

Why is off-label prescribing, the judicious clinical repurposing of psychotropic medications, criticized and
panned, even though there are no
approved drugs for 88.5% psychiatric diagnoses?1 Why allow insurers to
refuse to pay for a medication that can
help a patient, just because the patient
has not been given the “official” diagnosis for which the FDA approved
that drug?
And why doesn’t the FDA solve this
problem by revising its requirements
that registration trials for new medications test their efficacy for a single
symptom, rather than a diagnosis comprising multiple symptoms?

Why do people not accept the fact that
all drugs have benefits and risks, and
that it is impossible to have pure efficacy
without side effects? Why empower
lawyers to make clinical care adversarial? Why do lawyers refrain from suing
oncologists or manufacturers of lifesaving chemotherapy drugs because
of terrible adverse effects, but pounce
on other medications that might cause
a serious side effect in a tiny percentage
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becoming a prescriber? Why not mandate that politicians, and their families,
receive medical care exclusively from
unqualified practitioners on whom they
bestow prescribing privileges without requisite comprehensive medical
training?

support research by referring patients
to clinical trials of medications or to
National Institutes of Health-funded
investigations of the neurobiology of
psychiatric disorders?

Why do some psychiatrists resist

Some might sound that way. But they
are not. These questions are brewing
inside the hearts and minds of many
psychiatrists, although only a few seem
determined to relentlessly seek answers
on which medical science and society
can act.
We should collectively pose these
“why” questions and not accept longwinded, hollow answers. We need to
foster the winds of change—not resign
ourselves to winds in which answers
blow about but, ultimately, disappear.

changing their practice patterns despite
continuous advances that update the
care they provide? Why do reports of
exciting therapeutic breakthroughs,
published in top-tier journals, go unread
by so many practitioners? Why do they
say they are too busy to read journals or
peruse PubMed?

Why don’t people realize that today’s
research is tomorrow’s treatment? That
research is not a luxury but an ongoing necessity? Why don’t more freshly
minted, young psychiatrists pursue
a career in research to accelerate the
pace of progress about the biological
causes and treatments of serious psychiatric disorders? Why aren’t there
more incentives to grow the next generation of psychiatric discoverers and
Nobel laureates? Why don’t clinicians

Are these just rhetorical
questions?

Why did the FDA allow
the pharmaceutical
industry to develop
direct-to-consumer
advertising?

Henry A. Nasrallah, MD
Editor-in-Chief
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Box

22 Names for the ever-present movement of air

M

olecules of air are always moving around us. When we
can feel that movement, we call it wind. When we want
to be more specific about its strength, we talk about gentle
breezes and zephyrs, forceful gusts and gales.
Geographers and climatologists have a bigger goody bag of
words for localized comings and goings of air molecules. Here
are 22 names for the wind.
Bise. Cold, dry wind that is funneled by pressure gradients
from the North or Northeast over the Alps into southern France
and Switzerland
Bora. Cold, strong, dry wind on the coast of the Adriatic Sea
and in northern Italy when pressure is high over the Balkans
and low over the Mediterranean Sea
Brickfielder. Summer wind in southeastern Australia that
brings hot air from the Outback to cooler regions; named either
for the red dust from local brickworks that it spreads over
Sydney or the fact that it turned the soil as hard as brick
Buran. Strong northeasterly wind in Siberia and Central Asia
that is hot in Summer and freezing in Winter; called purga in
the Arctic tundra and burga in Alaska
Chinook. A föhn wind (see föhn) that carries warmed air down
the Rocky Mountains and quickly raises the temperature in the
valley; grazing cattle grazing depend on it to melt snow
Etesians. “Meltemi” in Greek and Turkish; strong annual
summer winds in the Aegean Sea that result from a trough
of low pressure in Asia that is part of monsoon storm
systems
Föhn. A type of wind that draws air up one side of a mountain,
where it cools and sheds its moisture as precipitation, then
warms as it compresses descending the other side
Gibli. The sirocco as it is called in Libya
Harmattan. Hot, dry, dusty wind that blows from the Northeast
or East across the western Sahara; strongest from December
to February
Khamseen. The sirocco as it is called in Egypt, from the Arabic
word of “fifty”; said to blow for 50 days

Mistral. Cold wind that blows over the northwestern
Mediterranean coast when pressure gradients funnel it through
the Rhône valley
Moazagoatl. A föhn that moves over the Sudeten Mountains
into Germany and Poland; by tradition, derived from “Matz,”
the surname of a shepherd who identified its telltale cloud
formation in the mountains
Samoon. From Arabic for “poison,” a hot, swirling wind in the
Sahara and Arabian Desert that reshapes dunes; can move
vast quantities of sand
Shamal. Summertime troughs of low pressure in Asia
cause this northwesterly wind in Iraq, which whips up sand
and dust
Sirocco. A hot, dry, dusty wind that moves air from the
Sahara into northern Africa and Italy. Caused by a band
of low pressure that moves east across the southern
Mediterranean, where the wind picks up moisture and
becomes humid
Southerly buster. Cold wind from the South that follows the
Brickfielder (see Brickfielder)
Tehuantepecer. Strong winds in Mexico caused by high
pressure over North America, intensified as they blow
through mountain gaps such as the one at the Isthmus of
Tehuantepec
Trade winds. Winds that blow from the Northeast in the
Northern Hemisphere and the from the Southeast in the
Southern Hemisphere toward low-pressure regions along the
Equator; reliable enough for planning trade routes
Williwaw. Stormy, cold wind that blows down the mountains
in Alaska
Willy-nilly. Local whirling wind in Australia that raises small
columns of dirt (“dust devils”) from the ground
Xlokk. Pronounced “shlok”; the sirocco as it is called
in Malta
Zonda. A föhn that blows eastward over the Andes in
Argentina

Source: Adapted from: Okrent A. 21 Wonderful words for wind. http://mentalfloss.com/article/56382/21-wonderful-words-wind
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