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Q: Brain stimulation treatments such as ECT, TMS and DBS seem to be gaining physician and patient advocates.  Why do you think 

this is so? 

 

A: We are starting to realize that our medication therapies for depression don’t work nearly as well as we imagined 10 years ago.  This 

has largely come out of studies like STAR*D which have shown that after a year of intensive management, patients are still ill.  

Refinements in ECT have made it more acceptable to patients because the memory effects of the modern ECT technique are 

negligible.  So, patients that previously may not have considered ECT are now willing to consider it.  TMS has no adverse memory 

side effect and as the side effects improve, the number of patients that are candidates, increases. 

 

Q: Do you think TMS should be tried before anti-depressants for major depression? 

 

A: The problem with TMS is that it is not presently reimbursed by most third parties.  This is a major stumbling block.  If this were not 

part of the equation, I still don’t think that TMS should be tried before anti-depressants only because of the burden on the patient 

and we don’t know how long the benefit will last.  The assumption is that if TMS is successful, it will carry a benefit that lasts weeks 

or a month.  Patients will need to be on anti-depressant medications after TMS is over to improve their chances of not having a 

relapse, so the bottom line is that the patient will be exposed to anti-depressant medications anyway.  My feeling would be that 

most patients should have at least a couple trials of anti-depressants before TMS is considered. 

 

Q: Sleep centers evaluate mostly sleep apnea and sleep disorders.  What do sleep clinics look at? 

 

A: Sleep clinics and sleep labs together make up sleep centers.  In the United States, sleep centers occupy themselves by taking care of 

sleep apnea patients since the technology is there in the lab to diagnose and treat those people.  The prevalence of sleep apnea 

among adults in the U.S. is between 2-4%, whereas the rate of chronic insomnia is at least 10% and intermittent insomnia is 40-

50%.  Most insomnia cases are handled in primary care offices and also by psychiatrists.  The majority of people with insomnia do 

not need to go to a sleep lab.  Sleep centers can still play a role in managing insomnia by providing services for specific types of 

sleep psychology therapy.  For the most part, the high tech aspects of sleep labs, the polysomnography and the management of 

continuous positive airway pressure devices is what they busy themselves with because in my opinion that is not a primary care 

intervention. 

 

Q: What do you think about using sleep measures as a repeat measure in addiction detox early and late recovery? 

 

A: In patients recovering from alcoholism, for example, probably half of them or more have sleep problems.  These problems can be 

persistent for months and months into abstinence.  What is worrisome is that the patients that have the sleep problems during 

recovery are the same one’s that are at high risk for relapse back into drinking alcohol.  This is why persistent insomnia is an early 

warning sign in alcoholics that needs to be attended to.  Going back to the original question, I think there is a lot of value in repeat 

measures; the question being is how to measure it?  Self reporting instruments, such as sleep diaries and the insomnia severity 

index would be free and simple to use as repeated measure instruments in the clinical management for someone early in recovery.  

Another alternative would be to use something unobtrusive like Actigraphy, which is a wrist worn device that measures body 

movement and is worn on the non-dominant wrist. It can record 24 hours a day for weeks at a time and it looks like a wrist watch 

so no one knows the patient is in the process of being continuously assessed by this device.  That could be a potential future avenue 

of repeated measures of sleep or in this case, of activity for looking at early phases of recovery and who is at risk for relapse. 



 

 

 

 

Q: What should residents know about the field of sleep medicine? 

 

A: I would encourage every resident who enjoyed his or her experience in medical school in internal medicine to consider sleep 

medicine as a sub-specialty area after finishing psychiatric training.  One of the advantages is that being involved in sleep medicine 

forces you to keep abreast of the development of other aspects of medicine. Being a sleep medicine doctor makes you feel like you 

are still attached to your earliest roots in medical training.  You are in constant collaboration with your colleagues in other 

disciplines so you need to be conversant in a language which is shared by other sleep specialists whose primary disciplines may 

have been pulmonary medicine, otorlaryngology, pediatrics, neurology and so forth. 


