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low- and middle-income countries, and 5) 
strengthen the mental-health component 
in the training of all health care personnel. 
Th ese fi ve goals are concretely identifi ed to 
serve as a starting point for clinicians, policy 
makers, and educators so that we may have 
measurable improvement within a decade. 
By working to implement these sustainable, 
long-term solutions, signifi cant economic 
and quality-of-life benefi ts that far out-
weigh the initial investment will be reached 
(5). Th e time is now to change the world of 
global mental health.

Dr. Richards is a second-year resident at the 
University of California, Los Angeles, and 
Deputy Editor of the Residents’ Journal.

References
1. World Health Organization: Th e Global 

Burden of Disease: 2004 Update. Geneva, 
World Health Organization, 2008

2. Bertolote J, Flieschmann A: Suicide and 
psychiatric diagnosis: a worldwide per-
spective. World Psychiatry 2002; 3: 
181–185

3. Daar A, Singer P, Persad D, Pramming S, 
Matthews D, Beaglehole R, Bernstein A, 
Borysiewicz L, Colagiuri S, Ganguly N, 
Glass R, Finegood D, Koplan J, Nabel E, 
Sarna G, Sarrafzadegan N, Smith R, Yach 
D, Bell J: Grand challenges in chronic 
non-communicable diseases. Nature 2007; 
450:494–496

4. Collins P, Patel V, Joestl S, March D, Insel 
T, Daar A; Scientifi c Advisory Board and 
Executive Committee of the Grand Chal-
lenges on Global Mental Health; Ander-
son W, Dhansay M, Phillips A, Shurin S, 
Walport M, Ewart W, Savill S, Bordin I, 
Costello E, Durkin M, Fairburn C, Glass 
R, Hall W, Huang Y, Hyman S, Jamison 
K, Kaaya S, Kapur S, Kleinman A, Ogun-
niyi A, Otero-Ojeda A, Poo M, Ravindra-
nath V, Sahakian B, Saxena S, Singer P, 
Stein D: Grand challenges in global men-
tal health. Nature 2011; 475: 27–30

5. Rupp A, Steinwachs D, Salkever D: Th e 
eff ect of hospital payment methods on the 
pattern and cost of mental health care. 
Hosp Community Psychiatry 1984; 35:
456–459

since they are also aff ected. Considering 
this, mental health system-wide changes 
are critical, along with attention to social 
stigma and discrimination. Th irdly, the 
challenges underscore the importance of 
evidence-based medicine when identify-
ing treatment interventions, which may 

ultimately aff ect clinicians, policy mak-
ers, and program planners. Finally, the 
panel’s responses emphasize the delicate 
balance between environmental expo-
sure and organic mental illness. Extreme 
poverty, natural disasters, war, and con-
sequent despair plague many developing 
countries, and their causality in the tim-
ing and manifestation of mental illness is 
not abundantly clear.

Specifi cally, fi ve top challenges were iden-
tifi ed, ranked by disease burden reduction, 
impact on equity, immediacy of impact, 
and feasibility of implementation (4). Th ese 
fi ve challenges are to 1) integrate screening 
and core packages of services into routine 
primary health care, 2) reduce the cost and 
improve the supply of eff ective medica-
tions, 3) provide eff ective and aff ordable 
community-based care and rehabilitation, 
4) improve children’s access to evidence-
based care by trained health providers in 

Th ere has never been a more innovative 
time for the fi eld of global psychiatry. 
After the release of the 2010 Grand Chal-
lenges in Global Mental Health initiative, 
a surge in international eff orts to ad-
dress debilitating psychiatric conditions 
emerged. Th rough the eff orts of power-
house organizations, such as the National 
Institutes of Mental Health and the 
Global Alliance for Chronic Disease, the 
world is realizing the necessity of address-
ing psychiatric disorders, as they occupy 
13% of the global burden of disease (1). 
In fact, by 2020, an estimated 1.5 mil-
lion people will die each year by suicide, 
and roughly 30 million will make an at-
tempt (2). To address this state of aff airs, 
the Grand Challenges in Global Mental 
Health initiative was born to identify bar-
riers in accessing psychiatric care. Similar 
to the Grand Challenges in both global 
health and chronic noncommunicable 
diseases, initiated in 2003 and 2007 (3), 
respectively, the aim is to identify specifi c 
goals that may be collectively addressed 
by mental health providers throughout 
the world.

An international panel consisting of over 
400 mental health researchers, advocates, 
and clinicians from more than 60 coun-
tries was assembled to identify 25 grand 
challenges. Th ese challenges were pub-
lished in 2011 in a pivotal Nature article 
(4), offi  cially starting the clock on tar-
geted, global mental health interventions. 
Th e challenges capture several broad 
themes distilled into four areas of focus 
(4). Th e fi rst area emphasizes conducting 
research using a “life-course approach,” 
which acknowledges the importance of 
identifying risk factors for mental illness. 
Additionally, eff orts by clinicians can be 
poured into building mental capital—
the cognitive and emotional resources 
that infl uence how well an individual is 
able to contribute to society—in order to 
mitigate the risk of debilitating, chronic 
mental illness. Th e second area of focus is 
on families and communities of patients, 

Editorial

Global Mental Health: Challenges and Grand Solutions
Misty Richards, M.D., M.S.

Deputy Editor

By working to 
implement…

sustainable, long-term 
solutions, signifi cant 

economic and 
quality-of-life benefi ts 
that far outweigh the 

initial investment 
will be reached.



Th e Residents’ Journal 3

HOME PREVIOUS NEXT

hospitals have enough psychiatrists to 
provide accredited training (8). Likewise, 
Syria started its psychiatric training pro-
gram in 1998, with training based in two 
mental asylums, although the curricu-
lum is notably underdeveloped, with no 
facilities for psychotherapy, social work, 
or quality research and no monitoring 
of teaching quality or licensing law (9). 
A lack of exposure and opportunities in 
subspecialties also interferes with ad-
vanced training: of 74 countries in the 
WHO Training Atlas, only 29 report 
training available in child psychiatry, 14 
in drug addiction, and 15 in forensic psy-
chiatry (9).

Stigma and a poverty of culturally specifi c 
research are also worth acknowledging. 
In many low- and middle-income coun-
tries, psychiatry has a perceived lower 
status than other medical specialties, 
and students are frequently discouraged 
by teachers, family, and friends from 
pursuing this fi eld (8, 10, 11). In sepa-
rate studies, 82% of Saudi and 52% of 
Romanian medical students endorsed a 
fear of such stigma as actively dissuading 
them from a career in psychiatry (11). 
Despite 75% of medical students with 
favorable attitudes toward psychiatry in 
Kenya, only 14% considered psychiatry 
as a career (8). Simultaneously, a lack of 
country-specifi c research and poor un-
derstanding of the epidemiology of most 
mental health disorders is a common 
theme throughout low- and middle-
income countries (7). In fact, there are 
37 low- and middle-income countries 
without a single publication on mental 
health disorders as of 2010 (7). Because 
policy makers are similarly aff ected by 
stigma or fail to understand the grav-
ity of mental illnesses in their country, 
these factors inevitably aff ect appropri-
ate resource allocation to mental health 
and, albeit indirectly, the training of psy-
chiatrists in low- and middle-income 
countries (10).

number of psychiatrists in low- and 
middle-income countries decreased 
despite increasing numbers in high-in-
come countries (8).

Th e present article focuses on the 
disturbing downward trend in the 
number of psychiatrists in low- and 
middle-income countries, specifi cally 
exploring the limited number of psy-
chiatric residency training programs, 
lack of research, and the intellectual 
migration known as “brain drain” as po-
tential precipitants.

Inadequate 
Psychiatric Training
Th ere has been a long-standing shortage 
of psychiatric training programs in low- 
and middle-income countries. Th e World 
Health Organization (WHO) Atlas from 
2005 and 2011 found psychiatric training 
programs to be absent in 57 of 192 mem-
ber countries, with notable geographic 
and economic discrepancy: prevalence of 
training programs ranged from 47% in 
Africa to 94% in Europe (6, 9). Th is dis-
crepancy directly translates to decreased 
output of psychiatrists, with African 
countries graduating a median of zero per 
100,000 population in 2010, compared 
with European countries with 0.36 per 
100,000 (9). Similarly, other low-income 
countries graduated a median of 0.01 
psychiatrists per 100,000 in 2010, com-
pared with 0.30 in high-income countries 
(9). Th is lack of training signifi cantly 
contributes to the total mental health 
workforce defi cit, now thought to exceed 
one million in low- and middle-income 
countries (10).

Even when training is available, quality 
is a concern, since programs are under-
staff ed and underfunded and curricula 
are outdated or underdeveloped (9). For 
example, Nigeria’s psychiatric training 
program was started more than 25 years 
ago, but only one-half of the psychiatric 

Diseases aff ecting the body have his-
torically taken precedence over mental 
illness, as though there were an imagi-
nary line drawn between the mind and 
the body. Th is schism between mental 
health and physical health is most pro-
nounced in a global context, in which 
communicable diseases have remained 
the priority (1). It is time that the pri-
orities in global health begin to shift 
in light of the fact that by 2030, it is 
estimated that mental health disor-
ders will be the greatest global cause of 
disability-adjusted life years, a metric 
equivalent to one lost year of “healthy” 
life (2). Depression alone accounts for 
4.3% of the global burden of disease 
(3, 4). Patients suff ering from major 
depression and schizophrenia have in-
creased rates of mortality compared 
with the general population (3). Men-
tal health disorders have an early age at 
onset, and without treatment, the most 
productive years of life are lost (2). A 
recent study of the economic eff ects 
of depression and anxiety disorders in 
South African adults estimated yearly 
lost earnings of $3.6 billion (U.S.) (5).

Th e greatest burden falls on low- and 
middle-income countries with limited 
fi nancial and human resources to invest 
in mental health (6). In these countries, 
four out of fi ve people with mental ill-
ness do not receive any mental health 
services (6). In fact, a country like Chad 
is reported to have one psychiatrist for a 
population of 10 million, and war-torn 
Afghanistan has only two psychiatrists 
for a population of 25 million (7). Th e 
discrepancy in spending on mental 
health interventions is also signifi cant: 
low-income countries can only allocate 
an annual average of $0.20 (U.S.) per 
person on mental health, while high-
income countries have the resources 
to spend, on average, $44.84 (U.S.) per 
person (6, 7). However, most alarm-
ing is that between 2005 and 2011, the 

One Psychiatrist, Millions of Patients: The Odds Against 
Psychiatrists in Low- and Middle-Income Countries

Sarah Ramirez, B.A., M.S.
Takeo Toyoshima , B.S.
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Mental Health Brain Drain
Another signifi cant contributor to the 
lack of psychiatrists in low- and middle-
income countries is the phenomenon 
known as brain drain. Brain drain oc-
curs both within a country, from rural to 
urban, and from low- and middle-income 
countries to high-income countries (8, 
12). In recent years, studies have investi-
gated the precipitants of this intellectual 
migration. Promises of job openings with 
higher income, higher-quality medi-
cal and postgraduate training, various 
research opportunities with better in-
frastructure, and active recruitment have 
been identifi ed as common “pull” fac-
tors. Conversely, low wages, inadequate 
and unsafe facilities and infrastructure, 
stigma, and often expectations or tradi-
tions within an institution or country to 
go abroad “push” psychiatrists and other 
health care professionals toward the 
United States and the United Kingdom 
(12). It is well known that many Filipino 
doctors fi rst became nurses for the pur-
pose of emigrating to the United States 
(12). Additionally, most doctors trained 

outside of their country unfortunately 
never return (13).

India is a prime example of a nation suf-
fering from a mental health brain drain. 
In 2005, the country had approximately 
2,162 psychiatrists (0.20 per 100,000 
population). If brain drain had been pre-
vented, this number would have jumped 
to 6,849 psychiatrists (0.63 per 100,000) 
(12). Similarly, African countries such 
as Cameroon, Ethiopia, Ghana, Malawi, 
and Zimbabwe were all expected to have 
less than 20 psychiatrists for the entire 
nation, standing in stark contrast to the 
average of 15.4 per 100,000 in high-in-
come countries (12,14). Th ese numbers, 
as presented in Table 1, attest to how 
signifi cantly brain drain compounds the 
pre-existing shortage of psychiatrists in 
these countries.

Brain drain, particularly in countries with 
a pre-existing shortage of psychiatrists 
and lacking established psychiatric train-
ing programs, heavily aff ects the practice, 
teaching, training, and research of psy-
chiatry. Because psychiatrists are lost to 
high-income nations, the few left behind 

are often overworked (12). Since person-
nel and resources are lost, many mental 
health facilities consequently have to 
close their doors, and research and train-
ing come to a halt, ultimately hindering 
eff orts to boost the number of psychia-
trists and perpetuating this shortage (9, 
12). Many also cite the injustice of de-
veloped countries reaping the benefi ts 
of public funds that were invested to 
train foreign doctors: as mentioned ear-
lier, while the number of psychiatrists in 
low- and middle-income countries have 
dipped lower and lower, countries such as 
the United Kingdom have seen rises from 
one psychiatrist per 100,000 in 1970 to 
19.8 per 100,000 in 2010 (8, 12, 13).

Implications for the Mental 
Health Gap Action Program
Th e Mental Health Gap Action Program, 
fi rst introduced by WHO in 2002, pro-
vides a compilation of evidence-based 
guidelines to improve mental health care 
in low- and middle-income countries 
(15). For these countries with higher 

TABLE 1. The Effect of “Brain Drain” on Various Low- and Middle-Income Countries Compared With High-Income 
Nationsa

Country of Origin Population

Psychiatrists 
Per 100,000 

Persons

Psychiatrists 
Per 100,000 

Persons If 
No Brain 

Drain

Psychiatrists 
Remaining in 

Country

Psychiatrists 
Remaining 
in Country 
If No Brain 

Drain

Psychiatrists 
Working in 
the United 

States
Malawi 12,337,000 0.00 0.01 0 1 0

Bangladesh 149,665,000 0.05 0.15 75 224 134

Nigeria 127,117,000 0.09 0.39 114 498 167

Pakistan 157,315,000 0.20 0.94 315 1,473 972

India 1,081,000,000 0.20 0.63 2,162 6,849 3,293

Philippines 81,408,000 0.40 2.36 326 1,919 1,590

Egypt 73,389,000 0.90 1.56 661 1,145 382

Turkey 72,320,000 1.00 1.29 723 931 199

Dominican Republic 887,300 2.00 8.65 177 767 589

Mexico 104,931,000 2.70 3.45 2,833 3,625 792

United Statesb 295,753,000 14.50

United Kingdomb 59,428,000 19.40

Switzerlandb 7,163,000 42.20
a The effect of brain drain was calculated based on the number of psychiatrists in the country and psychiatrists in the country registered in the United States, United King-

dom, Australia, and New Zealand, as described by Jenkins et al. (12).
b Data were obtained from the Organisation for Economic Co-operation and Development indicators (14).
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burden and fewer resources, deinstitu-
tionalization and decentralization of 
mental health care is emphasized, with 
task shifting introduced as a means to 
maximize coverage and impact. A study 
conducted in Malawi highlights the 
promise of task shifting (16). Th ose well-
versed in local tradition and culture, such 
as traditional healers, school teachers, 
and church ministers, are able to serve 
as health surveillance assistants in order 
to participate in mental health care (16). 
Most of these individuals have strong ties 
to the community and are less likely to be 
aff ected by brain drain (16, 17). However, 
while initially helpful, such a program 
may encounter problems in the long-run, 
given a lack of oversight and formal train-
ing. In fact, the only training that health 
surveillance assistants received in the 
Malawi study was from “psychiatric clini-
cal offi  cers, psychiatric nurses and one 
psychologist” over the course of 3 days, in 
a country with possibly zero psychiatrists 
per 100,000 population (12, 16). Th e 
sheer lack of psychiatrists will inevitably 
result in an effi  cacy-eff ectiveness gap, not 
just in Malawi but in any low- and mid-
dle-income country implementing task 
shifting.

Recommendations
Th e need for intervention is urgent, given 
the climbing global burden of men-
tal health disorders. Th e Mental Health 
Gap Action Program and its interven-
tion guideline will greatly aid low- and 
middle-income countries in relieving 
the burden of mental illness but only 
with correction of lack of training, lack 
of research, and brain drain. Recommen-
dations for achieving this goal are listed 
below.

1. Active involvement of the global 
psychiatric community in establishing 
training programs. One such example 
is the Toronto Addis Ababa Psychia-
try Project, jointly established by Addis 
Ababa University and the University of 
Toronto in 2003 to become Ethiopia’s 
fi rst psychiatric program (18). Conse-
quently, the total number of psychiatrists 
in Ethiopia increased from 11 in 2003 
to 34 by 2009, helping to spread aware-
ness of mental health disorders. Such 
programs will emphasize a “bidirectional 

internationalism” of mutual education, 
promote research, and ultimately shed 
light on psychiatry in various cultures.

2. Bolstering mental health literacy. 
Th rough public awareness campaigns, 
mental health disorders can be demysti-
fi ed and treated as “illnesses” with known 
evidence-based interventions, as has been 
done successfully with HIV/AIDS (19). 
Such an approach should be collabora-
tive with local governments and should 
be culture specifi c. Th is will ensure public 
discourse, reduce stigma, and provide the 
basis for appropriate resource allocation 
(19).

3. Policy and planning. Mental health 
is increasingly incorporated into na-
tional systems of primary care, but many 
countries fail to include psychiatrists’ per-
spectives into legislation. By increasing 
the number of psychiatrists committed to 
a nation’s mental well-being through pro-
grams such as the Toronto Addis Ababa 
Psychiatry Project, psychiatrists will take 
on increasingly important roles in decid-
ing national mental health policies.

4. Justice and equality. Th e psychiatric 
communities of higher-income coun-
tries should actively discuss the topic of 
brain drain and its ramifi cations on global 
mental health. By working together with 
WHO and low- and middle-income 
countries, a solution can hopefully be 
achieved for local psychiatrists to remain 
in their home countries without limit-
ing their earning, training, or research 
potentials.

Sarah Ramirez and Takeo Toyoshima con-
tributed equally to this article.

Sarah Ramirez is a fourth-year medical stu-
dent at Albert Einstein College of Medicine, 
Bronx, N.Y. Takeo Toyoshima is a fourth-
year medical student at the David Geff en 
School of Medicine, University of Califor-
nia, Los Angeles.

Th e authors thank a very special psychiatry 
resident for her kindness and enthusiasm in 
guiding this collaborative work. Her passion 
for psychiatry and curiosity for knowledge is 
truly inspiring.

Psychiatric Services has published highly 
informative content on global mental health. 
For further information about mental health 
care in low-income countries, see the article by 

Belkin et al. Also see the recent article by Tse 
et al. on mental health care reform in China.
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cents who experienced rocket attacks 
over the course of 1 month in the north 
were compared with teenagers who expe-
rienced daily rocket attacks for 6 years in 
the south (12).

During the course of the investigation, 
verbally reported anxiety state reactions 
and psychosomatic complaints—common 
symptoms in childhood PTSD—were 
compared between the two groups. Self-
reported anxiety state scores were higher 
in teenagers experiencing acute stress in 
the north, while psychosomatic symp-
toms, such as fainting, headache, and 
stomachache, were higher in the Sderot 
adolescents under chronic stress in the 
south (12). Researchers hypothesized 
that anxiety was verbally reported with 
greater frequency in the acute stress state 
because of a possible “social permission” 
for verbal expressions of fear during an 
acute disaster, such as sudden war. In con-
trast, when a confl ict situation becomes 
chronic, the social permission to verbally 
express fear may be reduced because civil-
ians attempt to minimize anxiety in order 
to carry on with everyday life. Children 
under these chronic and severely stressful 
conditions suppress their anxiety, causing 
it to manifest in a psychosomatic, physi-
cal manner (12). Additionally, given that 
repeated trauma is more likely to cause 
PTSD than a single event, the fi nding of 
more frequent psychosomatic symptoms 
in the southern, chronic group may be a 
result of the greater vulnerability of this 
population to develop PTSD.

Researchers also analyzed whether coping 
resources played a role in both verbalized 
and psychosomatic expressions of anxi-
ety in participants. Coping resources that 
were studied included a sense of coher-
ence, defi ned as a view that recognizes 
the world as meaningful and predict-
able; a sense of family coherence, defi ned 
as a view that recognizes the family unit 
as stable; and a sense of community. Th e 
aim was to see whether coping resources 
attenuated anxiety in both groups and to 

the more conservative estimates found in 
the literature.

One million Israelis, roughly one-seventh 
of the country’s population, live in range 
of rocket fi re from Gaza. Sderot is within 
range of heavy mortar fi re from Gaza, 
which has a typical range of about 6 miles 
(8). Qassam rockets have a range of 11 
miles and are able to hit both Sderot and 
the larger nearby city of Ashkelon (8). 
Th e large cities of Beersheva, Rehovot, 
and Ashdod are within the range of up-
graded Grad rockets, which have a range 
of 30 miles (8).

Th e treatment of traumatized children 
who undergo chronic confl ict, such as 
those living in Sderot, is complex. Th e 
main evidence-based treatment that is 
recommended for childhood PTSD is 
trauma-focused cognitive-behavioral 
therapy (CBT) (9). With regard to phar-
macological treatment, unlike in adults, 
data supporting the use of psychotropic 
medications are limited (10). Sertraline, 
a drug found to be eff ective for adult 
PTSD, did not demonstrate effi  cacy when 
compared with placebo during a 10-week 
double-blind placebo-controlled trial for 
131 children with PTSD (11).

Impact of the 
Duration of Conflict
While trauma-focused CBT is clearly es-
tablished as the gold standard treatment 
for childhood PTSD, the identifi cation 
of symptoms and consequent diagnosis 
of PTSD in zones of confl ict have been 
more diffi  cult to discern. One factor is 
the duration of confl ict exposure, whether 
the trauma is acute or chronic. An Israeli 
study compared the relationship between 
stress reactions and coping resources of 
adolescents after an acute stressor, the 
relatively brief Second Lebanon War in 
2006 in North Israel, with those of ad-
olescents exposed to chronic war in the 
southern confl ict zone, which included 
the city of Sderot. Essentially, adoles-

Th e rates of posttraumatic stress disorder 
(PTSD) in civilian populations exposed 
to chronic confl ict are impressive. Specifi -
cally, PTSD has been diagnosed in up to 
10%–20% of those living in major chronic 
confl ict zones in the Middle East (1). An 
individual is more likely to develop PTSD 
after a traumatic event if exposed to pre-
vious and repeated traumatic events (2). 
Additionally, children are at higher risk 
for acquiring PTSD than adults because 
specifi c brain regions are particularly vul-
nerable to the eff ects of traumatic stress 
during development. Perhaps the most 
widely aff ected brain regions are the hip-
pocampus and amygdala (3). Traumatized 
children often become traumatized adults 
with increased risk for many chronic ill-
nesses later in life (4–6). Th ese individuals 
are more likely to utilize medical systems 
due to both increased illness and psy-
chosomatic complaints (7). In war-torn 
regions of the world, the duration of ex-
posure, as well as culture, plays a critical 
role in the development of PTSD symp-
toms. Taking this into consideration, the 
prevention of trauma exposure and cul-
turally specifi c treatment of PTSD in 
pediatric populations is of paramount 
importance.

One particular city in Israel, Sderot, a 
southern town of about 20,000 inhab-
itants, has been under constant mortar 
shelling and Qassam missile attacks 
from nearby Gaza for over a decade. Th e 
rocket attacks continue intermittently to 
this day (7). In Sderot, children practice 
frequent drills for what is called “Tzeva 
Adom,” or “Color Red.” Because of the 
proximity to Gaza, incoming Qassam 
rockets are detected by the emergency 
alarm system only 15 seconds before im-
pact. Th erefore, it is essential for children 
to participate in escape drills to a bomb 
shelter during times of safety. Most of the 
city’s residents are severely traumatized; 
in fact, one study found that 43.5% of 
seventh and eighth graders had a likely 
diagnosis of PTSD in 2008 (7), one of 

 Lessons About Childhood Posttraumatic Stress 
Disorder From a Confl ict Zone in Israel
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what magnitude. Th e study found that 
there was a greater variability in both 
verbally expressed anxiety and psychoso-
matic symptoms in the chronic confl ict 
group, depending on the level of coping 
resources. In the acute stress state, there 
was less variability of symptoms in rela-
tion to the level of coping resources (12). 
In particular, the coping resource defi ned 
as sense of coherence had a signifi cantly 
stronger eff ect in attenuating stress re-
actions in the chronic confl ict group 
(12). Th us, the presence of strong cop-
ing resources played a greater role in the 
reduction of both reported and psychoso-
matically expressed anxiety in the chronic 
confl ict group.

The most likely explanation for these 
findings is that in the acute state, 
coping resources are saturated for all 
children, even among those children 
with strong coping resources. Thus, 
based on this study, it seems critical to 
provide temporary, practical, and rapid 
solutions for children exposed to acute 
conflict, perhaps by moving them to 
safer locations. Under more chronic 
circumstances, on the other hand, it 
may be more important to strengthen 
coping mechanisms, such as personal 
and family resources, especially since it 
may not be possible for these children 
to return to safe circumstances after a 
temporary removal (12).

Impact of Culture
Another study examined two Israeli 
subcultures under rocket fi re, which in-
cluded the Jewish residents of southern 
towns such as Sderot compared with the 
Arab Muslim Bedouins living in sepa-
rate but nearby areas in southern Israel. 
Jewish and Israeli Bedouin Arab adoles-
cents were studied for 1 month in 2009, 
during an increase in rocket attacks. As 
in the study comparing northern Israel 
with southern Israel, the investigation 
measured reported anxiety and psychoso-
matic symptoms (13), as well as the role 
that coping resources played in account-
ing for symptoms. Th e level of sense of 
coherence played a large role in explain-
ing anxiety among Jewish adolescents but 
did not explain levels of anxiety in the 
Arab adolescents (13).

It is possible that this diff erence occurred 
because of the diff erent cultural experi-
ences between the two groups. In the past 
50 years, most Israeli Jews have adopted 
a Western cultural outlook, valuing in-
dividual rights and autonomy over the 
benefi t of the group (13). Th us, a sense of 
control over one’s environment would be 
very important to reduce anxiety in this 
group. On the other hand, the Bedouin 
of the Negev were nomadic until the past 
half-century, and about one-half have 
now been settled by the government (13). 
Th e sense of coherence was, in general, 
lower among the Bedouin adolescents, 
who until very recently were part of a no-
madic society. Th e history of this society 
is defi ned by signifi cant change outside of 
its control, contradicting the defi nition of 
sense of coherence (13).

Th us, given the diff erences noted in this 
study, an important conclusion may be 
drawn. When working with diverse cul-
tures to reduce the eff ects of trauma 
and strengthen coping mechanisms, it is 
important to take into account cultur-
ally specifi c values, practices, and unique 
sources of strength when engaging in 
therapy.

Conclusions
In the end, the children of Sderot and 
other areas of chronic confl ict are resil-
ient. Despite the terror that pervades 
their lives, they continue to attend school, 
play, and grow. Many questions remain 
about how mental health professionals 
can assist in these kinds of situations, and 
addressing them in a culturally appropri-
ate manner is crucial. It is also important 
to identify whether the confl ict situation 
is acute or chronic in nature and adjust 
screening and interventions accordingly. 
It is important to note that in areas of 
chronic confl ict, patients may not fully 
verbalize their anxiety and may need ad-
ditional encouragement to do so openly 
in therapy. It is particularly important to 
screen for psychosomatic symptoms in 
groups that undergo chronic confl ict in 
order to fully understand their level of 
anxiety. Identifying the most important 
coping resources of particular cultural 
groups before engaging in therapy may be 
helpful in structuring psychiatric inter-
ventions for these patients. Th is may be 

achieved by studying the history and cul-
ture of the particular group and through 
the use of questionnaires to identify key 
coping resources that may be utilized 
during therapy.

Dr. Slootsky is a third-year resident in the 
Department of Psychiatry, George Washing-
ton University, Washington, DC.

Th e author thanks Drs. James Griffi  th, Lisa 
Catapano, Lorenzo Norris, Allen Dyer, 
Eindra Khin, Eliot Sorel, Amir Afkhami, 
Peter Polatin, and Julia Frank for guiding 
her professional development and nurturing 
her interest in global mental health.
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consists of eight modules on major 
psychiatric diagnoses, including de-
pression, psychosis, dementia, and 
sub stance use disorders.

Curriculum Evaluation
Mastery of the material for partici-
pants was assessed through discussions 
and questionnaires before and after the 
training. Participants were also pro-
vided with multiple opportunities to 
provide feedback both through open 
discussion and anonymous written re-
sponses to questions addressing various 
aspects of the training. Five-point rat-
ing scales were used to evaluate trainees’ 
self-reported level of confi dence in the 
diagnosis and treatment of mental dis-
orders pre- and posttraining, as well as 
their opinion on the quality and useful-
ness of the curriculum.

Results
The material created was organized 
into a multiday curriculum that per-
mitted faculty members from Mount 
Sinai and Case Western Reserve 
School of Medicine to travel to Saint 
Vincent and the Grenadines and suc-
cessfully conduct a first phase of 
training. Participants included all 50 
nurses who run the country’s district 
health clinics, plus 20 physicians and 
nurse practitioners representing differ-
ent districts as selected by the country’s 
Ministry of Health.

Level of Self-Confidence 
in Detection or Diagnosis 
of Mental Disorders
Pre- and posttraining surveys yielded 
improved confi dence in diagnosing 
mental illness (pretraining [N=43] to 
posttraining [N=42] results: unsure, 

Th e goal of the present study was to 
develop an education curriculum for 
training primary care providers in basic 
psychiatric diagnosis and treatment as a 
means to instituting sustainable mental 
health services in low-resource regions.

Method
Assessment
In late 2010, the Mount Sinai Program in 
Global Mental Health traveled to Saint 
Vincent and the Grenadines to conduct 
a needs assessment for mental health ser-
vices at the request of the Saint Vincent 
and the Grenadines Health Ministry. Th e 
goal was to ascertain how the program 
might help improve the limited mental 
health care infrastructure of this develop-
ing country. Th e outcome was a plan to 
work with nurses and primary care doc-
tors who staff  the nearly 40 district health 
clinics around the country.

Recommendations
Following internationally accepted rec-
ommendations for addressing mental 
health needs through primary care, the 
Global Mental Health Program’s aim was 
to train providers in the diagnosis and 
basic treatment of disorders such as major 
depression and schizophrenia. However, 
an extensive literature search was un-
able to locate any mental health training 
materials targeted toward primary care 
providers in developing countries. We 
therefore set out to devise a novel mul-
tiday training program relevant to our 
target population.

Curriculum Development
We adapted WHO’s Mental Health 
Gap Intervention Guide for Low Re-
source Regions into a slide program, 
along with videos, practice cases, and 
group discussion questions from vari-
ous sources. The curriculum developed 

Disorders in mental health are prevalent 
worldwide. Although comprehensive es-
timates vary and systematic studies are 
few, neuropsychiatric disorders are esti-
mated to account for 14% of the overall 
global burden of disease (1). World 
Health Organization (WHO) projec-
tions list unipolar depressive disorders as 
the second leading cause of burden of dis-
ease worldwide by the year 2030 (2). Lost 
productivity costs exceed the direct costs 
of mental health care and treatment by as 
much as six- to sevenfold (3).

Th e 12-month prevalence of mental 
disorders is 30% globally, and only one-
third of those aff ected receive treatment, 
even in developed countries (4). Lim-
ited resources, distribution inequality, 
and ineffi  ciencies in the use of available 
resources are some of the obstacles to im-
proved mental health care, particularly in 
developing countries (5).

One such developing country is Saint 
Vincent and the Grenadines. Saint 
Vincent and the Grenadines is a group 
of islands with a population of almost 
110,000, located in the Lesser Antil-
les Chain of the Caribbean Sea. Th ere 
is one psychiatrist in the country. She 
and a medical offi  cer (a medical school 
graduate with no formal psychiatric 
training) cover all of the outpatient, 
inpatient, and consultation psychiatry 
services. Th ere is a signifi cant unmet 
need for more mental health providers 
in this country.

Scaling up of services through train-
ing community health workers (6) and 
primary care providers in basic psychi-
atric diagnosis and treatment, as well as 
integrating mental health services into 
primary care (7–10), are some of the 
methods that have proven viable in creat-
ing sustainable improvements in mental 
health care for low-income regions.

Curriculum for Teaching Mental Health to 
Primary Care Providers in Low- and 
Middle-Income Countries: an Adaptation of 
WHO’s Mental Health Gap Intervention Guide

Hiwot Woldu, M.D.
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from 5% to 2%; not confi dent at all, from 
12% to 3%; somewhat confi dent, from 
65% to 45%; very confi dent, from 18% 
to 50%) (Figure 1).

Level of Self-Confidence 
in Ability to Treat 
Mental Disorders
Participants reported increased level of 
confi dence in their ability to treat men-
tal disorders (pretraining [N=41] to 
posttraining [N=40]: unsure, from 7% 
to 0%; not confi dent at all, from 15% to 
3%; somewhat confi dent, from 68% to 
57%; very confi dent, from 10% to 40%) 
(Figure 2).

Quality and 
Usefulness of Training
Pre- and posttraining surveys showed 
overall high ratings on the quality of the 
training and trainers (quality of teach-
ing [N=41]: outstanding, 40%; very good, 
52%; good, 5%; fair, 3%; poor,  0% and 
usefulness of training [N=41]: outstand-
ing, 34%; very good, 57%; good, 9%; fair, 
0%; poor, 0%) (Figure 3).

Roughly 85% of the participants re-
ported improved level of confi dence in 
both diagnosis and treatment of mental 
disorders, except for one participant who 
reported “not confi dent at all” both pre- 
and posttraining. Th e remaining 15% 
who reported an unchanged level of con-
fi dence pre- and posttraining reported 
feeling “very confi dent” or “somewhat 
confi dent” in detecting and treating men-
tal disorders.

Discussion
In low-resource settings with minimal 
to no psychiatric services, teaching pri-
mary care providers basic diagnosis and 
treatment of mental illnesses is an eff ec-
tive way of setting up sustainable mental 
health resources for the community.

A multiday educational curriculum, based 
on WHO’s Mental Health Gap Interven-
tion Guide for Low Resource Regions, 
was successfully utilized by U.S. faculty 
members traveling to Saint Vincent and 
the Grenadines. Participants gave over-
all high ratings for both the curriculum 
and trainers. Th ey also reported increased 
level of confi dence in the diagnosis and 
treatment of mental disorders.

Th e training program is designed to be 
applied in diverse settings and will be 
used in the various developing countries 
served by the Mount Sinai Program in 

FIGURE 2. Level of Self-Confi dence in 
Ability to Treat Mental Disorders
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Th e author thanks Dr. Craig Katz for his 
mentorship and guidance. Dr. Katz is the 
principal investigator for this study.
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Global Mental Health. We continue to 
work on making improvements to the 
materials and their presentation based 
on feedback from trainees as well as 
trainers.

In addition to the currently used sur-
veys, discussions, and posttraining tests to 
assess understanding of the material, fu-
ture goals include examining knowledge 
around the diagnosis and treatment of 
specifi c mental disorders and gauging the 
sustainability of all gains in confi dence 
and knowledge. Guided by these fi ndings, 
we also anticipate conducting follow-up 
training and supervision at the clinic level 
in the participating countries. Eventual 
evaluation of this labor-intensive pro-
gram’s long-term usefulness will entail 
monitoring primary care clinic trends in 
psychiatric diagnosis, referral for coun-
seling/psychotherapy, and psychotropic 
medication prescriptions.

Dr. Woldu is a fi fth-year fellow in the 
Department of Psychiatry, Columbia Uni-
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with each antipsychotic medication tried, 
although over the course of a few weeks, 
her symptoms would return, with daily 
episodes of hallucinations and intermit-
tent agitation. She also experienced side 
eff ects from many of the medications, 
including acute dystonic reaction with 
aripiprazole, weight gain, menstrual ir-
regularities, and prolactin elevation with 
risperidone and olanzapine, and neu-
tropenia with valproic acid. Her case 
was accepted for a National Institute of 
Mental Health study on childhood-on-
set schizophrenia, although her family 
did not pursue this option. Th e patient 
completed her school placement exami-
nation and is currently in high school. 
Most of the time, she has been able to 
attend classes without major incidents. 
Her current condition is described as “on 
and off ,” with some periods of calmness 
in which she is at relative peace and oth-
ers in which she is agitated and shouts at 
unseen people.

Discussion
Th ere were many challenges in treating 
the above patient’s debilitating child-
hood-onset schizophrenia. Because the 
patient would ultimately return to Ghana 
to resume her mental health care, fi nding 
an appropriate medication was diffi  cult 
due to availability, time constraints, side 
eff ects, and costs. While there are few 
studies addressing the treatment of 
childhood-onset schizophrenia, atypical 
antipsychotics are the mainstay of treat-
ment (1). Side eff ects were a problem in 
the present case, which is not uncom-
mon, since children and adolescents are 
more prone to side eff ects from antipsy-
chotics (6). An important consideration 
was the cost and availability of medica-
tions because the patient’s family would 
be paying the full cost. In low-income 
countries, mental health treatment for 
children and adolescents are often paid 
out-of-pocket (3). For the present patient, 

internal stimuli. She struggled to develop 
friendships, had diffi  culty concentrat-
ing in school, with consequent decline 
in academic performance, and had sig-
nifi cant sleep disturbance, receiving an 
average of 4–5 hours of sleep per night. 
She was a hurried and messy eater due 
to concerns that someone was trying to 
take her food. Generally, her mood was 
okay, but she had periods of sadness and 
crying spells over concerns that her peers 
were talking about her. In Africa, she was 
initially diagnosed by her primary care 
doctor, and later by a consulting psychia-
trist, with obsessive-compulsive disorder 
and depression. Her treatment included 
psychotherapy centered on religion and 
prayer and medication trials of sertraline, 
risperidone, fl uoxetine, and lithium. Th ere 
was no history of abuse. She denied use 
of alcohol, tobacco, or drugs. She was not 
sexually active.

Results of her mental status examination 
were notable for appearing distracted 
and preoccupied, although she was able 
to refocus and answer questions when 
prompted. Her speech was low in vol-
ume; she covered her mouth, making 
it diffi  cult to understand her. At times, 
she appeared to be responding to inter-
nal stimuli by talking to unseen people, 
gesturing her arms in the air, biting her 
lip, grunting, and making poor eye con-
tact. Her thought process was notable for 
thought blocking and preoccupation. Her 
mood was euthymic with blunted aff ect. 
She endorsed visual and auditory halluci-
nations, although she denied suicidal and 
homicidal ideation.

While a patient in the United States, 
she was diagnosed with childhood-onset 
schizophrenia. Following this diagnosis, 
medication trials included aripiprazole, 
olanzapine, quetiapine, and valproic acid 
as adjunctive therapy. In addition, she 
also received trazodone, as needed, for 
sleep and lorazepam, as needed, for agi-
tation. Initially, her symptoms improved 

Childhood-onset schizophrenia is a 
rare condition defi ned by symptoms of 
psychosis before age 13, with generally 
poor outcomes (1). Symptoms com-
monly include delusions, hallucinations, 
and disorganized speech and behav-
ior. Th e prevalence of schizophrenia in 
children and adolescents is low, with 
estimates varying between 1 in 10,000 
to 1 in 30,000 (2). Th ere is little epi-
demiological data regarding psychiatric 
diagnoses in developing countries (3), 
with few studies completed in African 
countries such as Ghana (4, 5). However, 
one study found that rates of mental 
health disorders identifi ed in children in 
resource-poor countries were no diff er-
ent from those in industrialized nations 
(3). During my fi rst year of training in 
child and adolescent psychiatry, I treated 
a 13-year-old adolescent who traveled 
from Ghana, West Africa, for psychiatric 
treatment. Th e present report describes 
the complexities encountered in this 
case, including the challenges of being 
culturally sensitive, choosing effi  cacious 
and readily available medications, and 
developing an appropriate treatment 
plan despite the long distance and in-
tense time constraints.

Case
“Sally” is a 13-year-old girl from Ghana 
who travelled with her mother to the 
United States for psychiatric treatment. 
She was admitted to a general children’s 
hospital for medical and neurological 
workups, which were ultimately found to 
be negative. She was initially seen by the 
psychiatry consult service and then fol-
lowed with weekly appointments in the 
outpatient psychiatry clinic.

Her symptoms manifested at age 12 and 
involved visual and command auditory 
hallucinations. She had poor hygiene de-
spite spending hours in the bathroom, 
using this protected time to respond to 

 Case Report

Challenges in the Treatment of a 
Ghanaian Adolescent With Schizophrenia

Elizabeth Vannucci, M.D.
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samples of medications were used in the 
United States, and her family then sent 
her prescriptions to a Canadian pharmacy 
because they were cost-prohibitive in the 
United States. Clozapine was considered 
for her treatment-refractory schizophre-
nia but was not started because of the 
need for weekly laboratory monitoring 
and lack of close supervision. Collabora-
tion with a local psychiatrist would have 
been ideal, but there is a shortage of psy-
chiatrists in low- and middle-income 
countries (7), with only 10 psychiatrists 
for a population of more than 24 million 
in Ghana (8). One contributing factor to 
this shortage is the “brain drain,” which 
occurs when health professionals migrate 
from low- and middle-income countries 
to developed countries (9). Th is has led to 
critical physician shortages in many Afri-
can countries, including Ghana, and will 
require collaboration among countries to 
counteract the physician migration (9). 
Th e World Health Organization has de-
veloped Th e Global Code of Practice on 
International Recruitment of Health 
Personnel, with principles focused on 
developing and supporting sustainable 
health systems in low- and middle-in-
come countries by providing technical and 
fi nancial assistance (9). In addition, there 
are currently changes under way in mental 
health delivery in Ghana, since the Men-
tal Health Act Law was passed in March 
2012 (8). Goals of the Mental Health 
Act Law include increasing the quality 

of mental health care and protecting the 
human rights of those with mental ill-
ness by promoting a community-oriented 
approach to mental health care, establish-
ing a fund to provide care for those with 
mental disorders, and inspecting men-
tal health facilities. Furthermore, since 
there are many functional mobile phones 
in Ghana, the idea of mobile-based tele-
psychiatry as a treatment option for the 
mentally ill has been proposed (8). In the 
above case, telepsychiatry was considered, 
although ultimately rejected because of 
privacy and liability concerns. However, 
in the future, there may be a role for tele-
psychiatry in which extensively trained 
psychiatrists collaborate with foreign pri-
mary care physicians or psychiatrists on 
complicated cases. Currently, the Univer-
sity of Tennessee has such a telepsychiatry 
relationship with the University of Jimma 
in Ethiopia and has served as consultants 
to the psychiatrists there for challeng-
ing cases. Perhaps such a model could be 
expanded to other developing countries 
with shortages in psychiatrists while more 
sustainable options are developed, such as 
generating more local psychiatrists and 
training generalists in the diagnosis and 
treatment of mental illness.

At the time this article was accepted for 
publication,  Dr. Vannucci was a fi fth-year 
resident in the Department of Child and 
Adolescent Psychiatry, University of Tennes-
see Health Science Center, Memphis.
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cations for patients with liver or kidney 
disease, as well as those who are taking 
medications with possible drug-drug 
interactions. Th e editors are also propo-
nents of psychotherapy, as evidenced by 
their statement that, “Psychotherapy in-
volves a relationship and the psychiatrist’s 
eff ort to see the world through the pa-
tient’s eyes” (p. 311).

Th e fi nal section of the text emphasizes 
the unique aspects of psychosomatic 
medicine practice, especially in diff erent 
medical settings and in transplantation. 
Th e transplantation chapter is my favor-
ite, given its narrative approach to the 
transplantation process. However, sev-
eral areas of psychosomatic medicine 
were left out of this section, including 
neurology and neurosurgery, pain, renal 
disease, toxicology, pediatrics, and he-
matology. Th e reader may want to pursue 
Levenson’s main textbook for further in-
sight into these respective conditions.

Psychiatrists working in community or 
academic medical centers will fi nd this 
manual to be up-to-date and evidence 
based. Th is text can also serve as an in-
troductory text for medical students or 
residents who have started to see patients 
in hospitals. Finally, this clinical manual 
may be the fi rst manual in psychosomatics 
that could be recommended for general 
practitioners in hospitals or clinics who 
are interested in collaborative care or who 
work closely with psychiatrists in seeing 
mentally ill patients.

Dr. Hsu is a fellow in geriatric psychiatry at 
Massachusetts General Hospital/McLean/
Harvard, Boston, and Associate Editor of 
the Residents’ Journal.

instruments for detecting many of these 
syndromes, and the student or teacher 
could use any one of these as educational 
tools when seeing patients in the hospital. 
Th e discussion of the above syndromes 
also appropriately highlights the over-
lap of psychiatric diagnoses with medical 
presentations.

Part 3 focuses on specifi c biological and 
psychosocial treatments. Examples of 
biological treatments include safe medi-

Psychiatrists working in all areas of the 
health care system, from the general 
hospital to medical homes, can benefi t 
from this manual. Th e editors’ note states 
that, “Th e physician who fi nds the colli-
sion—or collusion—of medical, surgical, 
and psychiatric diffi  culties fascinating, 
fun, and challenging will fi nd a friend in 
this volume (p. xix).” Th is clinical manual 
stands out among the rest in that the edi-
tors speak openly to the internist and the 
family physician who commonly see pa-
tients with mental illness in their daily 
practice and who may benefi t from the 
manual.

Th is second edition of the Clinical Manual 
of Psychosoma  c Medicine is 200 pages 
longer than the fi rst edition, by Wise and 
Rundell. Th e manual is organized into 
four parts: 1) general considerations, 2) 
syndromes, 3) treatments, and 4) unique 
issues in psychosomatic medicine set-
tings. Th ere are also 39 tables and fi gures 
to help navigate the reader through the 
text.

Th e text begins by focusing on how to be 
an eff ective psychiatric consultant. In ad-
dition to consultation-liaison models in 
the hospital, the editors review outpatient 
consultation models for integrated prac-
tice and how a psychiatrist can implement 
them in the community. Th e sections on 
mental status examinations, suicidality, 
and patients’ responses to physical illness 
are particularly well written and helpful 
in their descriptions.

Th e next section of the book targets 
more specifi c syndromes, such as anxi-
ety, mood disorders, and dementia. Th e 
authors review the validated screening 

Book Review

Clinical Manual of Psychosomatic Medicine: A Guide 
to Consultation-Liaison Psychiatry, Second Edition

David Hsu, M.D.

edited by Kemuel L. Philbrick, M.D., James 
R. Rundell, M.D., Pamela J. Netzel, M.D., 
and James L. Levenson, M.D. Washington, 
DC, American Psychiatric Publishing, 2012, 
564 pp., $68.00 (paper).
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In preparation for the PRITE and ABPN 
Board examinations, test your knowledge 

with the following questions.
(answers will appear in the next issue) 

We are currently seeking residents who are interested in submitting Board-style questions to appear in the Test Your Knowledge feature. Selected 

residents will receive acknowledgment in the issue in which their questions are featured.

Submissions should include the following:

1. Two to three Board review-style questions with four to fi ve answer choices.

2. Answers should be complete and include detailed explanations with references from pertinent peer-reviewed journals, textbooks, or reference manuals.

*Please direct all inquiries and submissions to Dr. Hsu: davidhsu222@gmail.com.

This month’s questions are courtesy of David Hsu, M.D., a fellow in geriatric psychiatry 

at Massachusetts General Hospital/McLean/Harvard, Boston, and Associate Editor 

of the Residents’ Journal.

Question 1
What is true about suicide?

A. The number of homicides exceeds the number of suicides in the United States.

B. Men commit suicide at least four times more often than women.

C. Older persons account for only 5% of all suicides.

D. The Protestant and Jewish populations have a lower suicide rate than Roman 

Catholics.

E. Suicides increase during winter months and holidays.

Question 2
What is the mechanism of mirtazapine?

A. Selective serotonin reuptake inhibitor

B. Monoamine oxidase inhibitor

C. Alpha 2 adrenergic receptor antagonist

D. Selective-serotonin norepinephrine reuptake inhibitor

 E. Inhibitor of dopamine and norepinephrine

Question #1

Answer: A. The removal of symptoms by recovery and verbalization of associated feelings that have been suppressed.

Questions on the history of psychiatry continue to appear on PRITE examinations, and psychiatry residents will need to be prepared to answer 

questions from patients about the history of their fi eld. Freud remains a central fi gure in the history of psychiatry. Many of his terms are still 

in use today. “Abreaction” is a technique in psychotherapy of relieving symptoms by bringing to awareness their connections to underlying 

feelings and emotions.

Reference

1. Sadock BJ, Sadock VA: Kaplan and Sadock’s Synopsis of Psychiatry: Behavioral Sciences/Clinical Psychiatry, 10th ed. Philadelphia, Lippincott Williams and 

Wilkins, p 192

Question #2

Answer: C. Psychiatric symptoms may include visual hallucinations, paranoia, and depression.

The psychiatric consultant works at the interface of medicine and psychiatry, and it is important for him or her to be familiar with common 

medical syndromes that can present with psychiatric symptoms. Acute intermittent porphyria is a rare syndrome but has a textbook presenta-

tion of abdominal pain, neuropathy, and psychosis.

Reference

1. Sadock BJ, Sadock VA: Kaplan and Sadock’s Synopsis of Psychiatry: Behavioral Sciences/Clinical Psychiatry, 10th ed. Philadelphia, Lippincott Williams and 

Wilki ns, p 833
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Author Information for The Residents’ Journal Submissions

1. Commentary: Generally includes descriptions of recent events, opinion pieces, or 
narratives. Limited to 500 words and fi ve references. 

2. Treatment in Psychiatry: This article type begins with a brief, common clinical 
vignette and involves a description of the evaluation and management of a clinical 
scenario that house offi cers frequently encounter. This article type should also include 
2-4 multiple choice questions based on the article’s content. Limited to 1,500 words, 
15 references, and one fi gure. 

3. Clinical Case Conference: A presentation and discussion of an unusual clinical 
event. Limited to 1,250 words, 10 references, and one fi gure. 

4. Original Research: Reports of novel observations and research. Limited to 1,250 
words, 10 references, and two fi gures. 

5. Review Article: A clinically relevant review focused on educating the resident 
physician. Limited to 1,500 words, 20 references, and one fi gure.

6. Letters to the Editor: Limited to 250 words (including 3 references) and three 
authors. Comments on articles published in The Residents’ Journal will be considered 
for publication if received within 1 month of publication of the original article. 

7. Book Review: Limited to 500 words and 3 references.

Abstracts: Articles should not include an abstract.

 The Residents’ Journal accepts manuscripts authored by medical students, resident 
physicians, and fellows; manuscripts authored by members of faculty cannot be accepted. 
To submit a manuscript, please visit http://mc.manuscriptcentral.com/appi-ajp, and select 
“Residents” in the manuscript type fi eld.

Please note that we will consider articles outside of the theme.

Upcoming Themes

Forensic Psychiatry

If you have a submission related to this theme, 
contact the Section Editor,

Tobias Wasser, M.D. 
(tobias.wasser@yale.edu).

Integrated Care and Psychiatry

If you have a submission related to this theme, 
contact the Section Editor, 

David Hsu, M.D.
(dhsu2@partners.org).

Mental Health Disparities

If you have a submission related to this theme,
contact the Section Editor,

Ijeoma Chukwu, M.D.
(ichukwu@uci.edu).


