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Those pens, pads, and stethoscopes em-
blazoned with company logos and
bold product names are all still O.K.,

but not the concert or baseball tickets. And
all-expenses-paid “educationally oriented”
long weekends in Puerto Rico or Las Vegas
are most likely out as well, according to the
pharmaceutical industry’s new guidelines
for interacting with physicians during its
marketing activities

The new “marketing code” was promul-
gated by the pharmaceutical industry’s largest
member organization, the Pharmaceutical
Research and Manufacturers of America
(PhRMA), which represents the country’s
leading research-based pharmaceutical and
biotechnology companies. PhRMA “strongly
encourages” its member companies to “adopt
procedures to assure adherence” to the vol-
untary code, which went into effect July 1.

“The new code makes it crystal clear that
the interactions of company sales represen-
tatives with health care professionals are to
benefit patients and enhance the practice of
medicine,” said PhRMA President Alan F.
Holmer in a prepared statement. “It ex-
plicitly spells out that all interactions should
be focused on informing health care pro-
fessionals about products, providing scien- see Parity on page 40

tific and educational information, and sup-
porting medical research and education.”

APA President Paul Appelbaum, M.D.,
told Psychiatric News, “The new PhRMA
guidelines, if consistently followed, will rep-
resent a clear advance over the status quo in
which physicians are offered money and gifts
in an obvious effort to persuade them to pre-
scribe a company’s medications.” Appelbaum
emphasized, however, that “these guidelines
do not remove the necessity for psychiatrists
and facilities to draw their own lines about
pharmaceutical company practices.”

While Holmer believes the guidelines are
“crystal clear,” there may be room for dif-
fering interpretations. For example, the code
indicates that an all-expenses-paid trip to a
resort location for a large number of physi-
cians to “discuss company products” may not
be appropriate, but that there may be situa-
tions in which “compensation and reim-
bursement that would be inappropriate in
other contexts can be acceptable for bona
fide consultants in connection with their con-
sulting arrangements.”

The code defines “bona fide consultants”
as physicians who have a written contract
with the company to provide services that

Advocates Rally
To Demand
Passage of
Parity Bill
A large crowd of parity supporters
turned out on a steamy June day
at the U.S. Capitol to cheer the
sponsors of the Mental Health Eq-
uitable Treatment Act and urge
Congress to pass the bill now.

Drug Industry Responds to
Complaints About Marketing
A set of voluntary guidelines from the pharmaceutical industry’s largest
trade organization is aimed at eliminating some questionable market-
ing activities between the industry and physicians. 

BY JIM ROSACK

Pass parity now!,” chanted a crowd of
patient advocates sprinkled with psy-
chiatrists and mental health profes-

sionals at a rally last month on the lawn of
the U.S. Capitol.

The Mental Health Liaison Group, with
more than 190 member organizations in-
cluding APA, organized the event to push
for Congressional passage of the Mental
Health Equitable Treatment Act (S 543,
HR 4066). 

The bill requires employers that offer
mental health coverage to do so at the same
level as for other illnesses, that is, without
discriminatory copayments, deductibles,
and out-of-pocket maximums.

Last year the Senate passed S 543, spon-
sored by Sens. Pete Domenici (R-N.M.) and
Paul Wellstone (D-Minn.), as an amend-
ment to an appropriations bill. House Re-
publicans ultimately defeated the bill, how-
ever, during a joint conference in Decem-
ber. The bill has 66 cosponsors in the Sen-
ate.

In March Reps. Marge Roukema (R-
N.J.) and Patrick Kennedy (D-R.I.) intro-
duced HR 4066 in the House. The bill was
referred to two subcommittees, but neither
has acted on it yet.

Roukema told the crowd that 226 mem-
bers of the House—a majority—have
cosponsored HR 4066. “This overwhelm-
ing support follows President George Bush’s
call for mental health parity and establish-
ment of the President’s New Freedom
Commission on Mental Health on April
29,” she said. (Psychiatric News, May 17).

Domenici praised the patient advocates
in the crowd for their willingness to talk
about stigma and discriminatory insurance
policies. “We as a nation have decided to
leave mental illness out. I say it’s time to
put mental illness back in and insure it at
the same level as other medical illnesses.”

Domenici also thanked Bush for calling
on Congress in April to pass parity legisla-
tion this year and for promising to sign the
bill.

Wellstone said, “This legislation says

BY CHRISTINE LEHMANN
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Patients, patient advocates, psychiatrists, and mental health professionals gathered on
Capitol Hill last month to demand that Congress pass legislation requiring parity coverage for
treatment of mental illnesses. See story at right and photos on page 17.

see Drug Industry on page 41
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Congress Shifting Position on
Medicare Payment Increases
Having heard from their constituents, Congressional Republicans have
abandoned the Bush administration’s effort to play a “zero-sum game”
for Medicare providers.

Congress is moving toward an
increase in Medicare pay-
ments for doctors, hospitals,
and health maintenance or-
ganizations.

The Bush administration’s insistence that
any increase in Medicare reimbursement
rates for physicians must result in corre-
sponding decreases in other Medicare
provider spending had the potential for pit-
ting various segments of the health care sys-
tem against each other (Psychiatric News,
March 1, April 5, May 3).

Health care professionals, however,
worked together to pressure Republicans
to renounce the Bush administration’s in-
sistence on budget neutrality. 

Sam Goldreich of CQ Daily Monitor told
www.kaisernetwork.org that the reversal
came about because “House Ways and
Means Chair Bill Thomas [R-Calif.] and
House Energy and Commerce Chair Billy
Tauzin [R-La.] decided not to play Bush’s
zero-sum game for Medicare providers.

“Instead, they promised rank-and-file
Republicans that not only would hospitals
get increases, but they would change cur-
rent law that would have cut [payments to]
doctors, nursing homes, and home health
operators.” 

Hospitals Fight Back
Last March Tommy Thompson, secre-

tary of the Department of Health and
Human Services, and Mitchell Daniels Jr.,
director of the Office of Management and
Budget, proposed that increases to physi-
cians be offset by “savings from. . .meas-
ured changes in hospital payment updates”
(Psychiatric News, May 3).

In a response dated March 26 to the ad-
ministration’s proposal, a coalition of eight
organizations representing hospitals wrote,
“More than half [the hospitals] lose money
treating Medicare patients. Fully one-third
are losing money overall. And, without cor-
rective action, $21 billion in additional re-
ductions will be implemented by October
1, 2002.”

The June 5 New York Times reported that
a “quiet rebellion by rank-and-file House
members, including many from New York,
forced House Republican leaders to reverse
themselves [about the proposed cut].”

The Times reported that Republican
leaders had reached an agreement to in-
crease Medicare payments to hospitals by $9
billion over the next 10 years instead of cut-
ting payments by $17 billion.

On June 5 www.kaisernetwork.org re-
ported that hospital groups had written let-
ters in praise of the agreement.

An analysis by the AMA, however, points
out that the Thomas-Tauzin proposal would
only slow currently scheduled reductions in
payments for graduate medical education. 

More Money for Doctors
Thomas and Tauzin have also proposed

increasing Medicare payments to doctors
by $20 billion over five years. 

According to an analysis of the proposal
by the AMA, beginning in 2003 and ex-
tending through 2005 physicians would re-
ceive annual payment increases of approx-
imately 2 percent, as compared with the
current projected cuts of 5.7 percent in
2003, 5.7 percent in 2004, and 2.8 percent
in 2005.

The 2002 payment cut of 5.4 percent
would remain unchanged.

In 2006 physician payments would again
be cut, as the proposal is now constituted.
According to the AMA, Thomas and Tauzin
have agreed to work toward a more per-
manent solution that would avoid those
cuts.

The AMA is continuing to urge the Cen-
ters for Medicare and Medicaid Services to
make administrative changes that would
eliminate or soften cuts under the current
formula. For example, in 1998 and 1999
Medicare officials set spending targets too
low and left the costs of more than 1 mil-
lion beneficiaries out of the system. They
also erroneously include the costs of physi-
cian-administered drugs when calculating
costs of services (Psychiatric News, June 7). 

Fixing those errors could restore $62
billion over 10 years to the pool available to
make payments to physicians, according to
the AMA analysis.

Jay Cutler, J.D., director of APA’s Divi-
sion of Government Relations, said, “The
AMA deserves thanks and praise for help-
ing to demonstrate what a powerful force
medicine can be when its practitioners pres-
ent a united front. The proposal is a good
step in the right direction, although it does
not offer all that medicine deserves.” 

Other winners in the Thomas-Tauzin
proposal are managed care companies. The
proposal would increase payments to in-
surance companies that administer
Medicare+Choice, the Medicare managed
care option. 

AARP, formerly the American Associa-
see Medicare on page 40

BY KATE MULLIGAN
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from the president

dustry support, but
without control of con-
tent. 

Industry-sponsored
symposia (ISS)—often
highly touted and fea-
turing some of the
biggest names in psy-
chiatry—are a promi-
nent part of the annual
meeting program.
Pharmaceutical com-
panies pay APA a fee to

obtain one of a limited number of slots for
such programs and then spend many times
that amount to produce and promote them.
Doesn’t having these symposia on the pro-
gram compromise the scientific integrity
of the meeting? Although you wouldn’t
have known it from reading the Post or the
Globe, protecting the integrity of the in-
formation to which attendees at the meet-
ing are exposed is precisely why these
events are on the program.

Were we to expel ISS sessions from our
meeting, the pharmaceutical companies
would hold them anyway, concurrent with
our sessions and at nearby hotels. In this
scenario, which is acted out at the meetings
of other medical organizations, we would
have absolutely no control over the mate-
rial presented. By incorporating these sym-
posia into the scientific program, as we do,
we can take steps to ensure the objectivity
of the sessions. Proposals for ISS sessions
are developed by APA members, and they
are submitted to and reviewed by members
of the APA Scientific Program Committee.
Those that pass muster are presented to the
companies for support.

Of course, the companies are largely
interested in sponsoring programs that
highlight pharmacologic treatments. But in
recent years, with encouragement from
APA, support has been obtained for pro-
grams dealing with such topics as the ethics
of psychiatric research and psychosocial
approaches to the rehabilitation of per-
sons with serious mental illnesses. APA has

Throw Them Out?
BY PAUL APPELBAUM, M.D.

see From the President on page 40

The annual meeting is
visibly different in
today’s environment.

Pharmaceutical logos seem
to be everywhere. The ex-
hibit hall is usually centrally
located and huge, with gi-
gantic display booths
crammed not only with
product information but
also with interactive com-
puter programs, mini-lec-
tures by experts (either live
or recorded), food, and a wealth of take-
away items.”

For anyone who has been to a recent
APA annual meeting, the description
might sound familiar. In actuality, this ex-
cerpt is from an editorial in a recent issue
of the journal Neurology, depicting the
scene at the annual meetings of the Amer-
ican Academy of Neurology (AAN).
Though readers of recent articles in the
Washington Post and the Boston Globe cri-
tiquing the pharmaceutical presence at
this year’s APA meeting in Philadelphia
might have assumed that this phenome-
non was unique to psychiatry, the Neu-
rology editorial makes it clear that the in-
fluence of the pharmaceutical industry is
something with which all of medicine
must cope.

Sometimes members ask why APA has
any relationship with the major pharma-
ceutical companies. The answer for us, as
for AAN and other medical groups, is that
the industry provides APA with funding for
key projects that are of value to our mem-
bers, as well as unrestricted support for
other activities. Scores of residents, for ex-
ample, are chosen each year to attend APA
meetings and to participate in component
activities as part of fellowship programs
funded by the pharmaceutical industry. Al-
though the companies provide financial sup-
port, the recipients are chosen by APA com-
mittees entirely independent of any indus-
try input. Similarly, member newsletters
such as the ones APA produces on managed
care and on research are published with in-

“
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couple whose daughter
“Gloria,” a bond trader,
had disappeared in the
9/11 disaster. Stella and
Jeff decided to hold a me-
morial service instead of a
funeral for Gloria because
they refused to accept that
she had died.

Stella and Jeff, Bellotti
indicated, also illustrate
how refusing to let other
people into your life at the
time of the death of a loved
one can impede rather
than promote the grieving
process. On the day after

the terrorist attacks, Stella and Jeff refused
to receive visitors and were angry at re-
porters who wanted to talk with them.
They stood in stark contrast to “Helen,”

O’Brien said, “but they are wonderful at
this time.”

A funeral may assist the grieving process
more than a memorial service in cases
where people are religious or where the
death of a loved one is not 100 percent
certain. Take the case of a woman of Irish
descent whose husband had presumably
been killed in the terrorist attacks but
whose body had not been found. She asked

John O’Brien, M.D., a child psy-
chiatrist and clinical professor of
psychiatry at Mount Sinai School
of Medicine in New York City,
will never forget the two weeks 
following the terrorist attacks on

September 11. He had been hired by three
companies that had lost some 1,000 em-
ployees to counsel their spouses on how to
help their children through the tragedy.

Helping the survivors, whom he met in
the Pierre and Plaza hotels, was an incred-
ible experience, he said at the annual meet-
ing of the American Academy of Psycho-
analysis in May in Philadelphia. The ho-
tels’ plushness provided an ironic contrast
to the survivors’ emotional pain.

One woman in a ballroom screamed at
O’Brien, “I am not crazy. I don’t want to
see you!” One surviving husband confessed
to him, “I will never know the smell of my
wife again.” O’Brien knew exactly how the
husband felt since his own wife had died
several years earlier. At one point, O’Brien
admitted, “It was so bad for me that I hid
in the bathroom for 25 minutes. My son
was also incredibly supportive of me at this
time. I came to realize that he was doing
psychotherapy with me.”

But there are ways to lessen the pain of
losing a loved one, and there are ways to
promote a normal grieving process. And
that is what O’Brien wanted to impart to
the survivors of 9/11 and share with his
analyst colleagues at the session, which was
titled “Innovations in the Grieving
Process.”

When a parent dies, the other parent
needs to know what children’s normal re-
actions to death are. With young children,
some regressive behavior—say thumb suck-
ing—is normal for a while. Children
through the age of 7 generally do not view
death as final, and this concept is reinforced
by television programs they watch. Chil-
dren aged 7 to 10 tend to view death more
as a monster than as something to be de-
nied. Children 10 and older may handle
death by eating more or by not paying at-
tention in school.

The surviving parent needs to remain
physically close to the children at this time,
because children feel so insecure. Young-
sters may also need to be accompanied to
school. Having physical contact with ob-
jects that belonged to the dead parent can
comfort children. O’Brien told one mother
that it was all right for her daughter to sleep
next to her in bed for a while, just as the fa-
ther had once done.

The surviving parent also needs to im-
press upon the children how much they
were loved by the dead parent, and as
O’Brien stressed, “reassure, reassure, reas-
sure them.” Children also need to under-
stand that a sight, sound, or smell that re-
minds them of the dead parent may rekin-
dle their sense of loss and that such rekin-
dling may occur indefinitely.

It also helps children who have lost a
parent to get back to a normal routine as
soon as possible. “I hate cell phones,”

O’Brien whether she
should hold a memorial
service or a wake for
him. O’Brien advised
her that a wake might
be better, not just be-
cause of her religious
beliefs but also because
it would help her and
her daughter mourn
with friends and accept
the death of their hus-
band and father. 

In contrast, some
people may use memo-
rial services as a way to
avoid facing up to the
death of a loved one, Grace Bellotti, M.D.,
a New York University psychiatrist and
psychoanalyst who helped families deal
with 9/11 reported at the AAP session. She
cited the case of “Stella” and “Jeff,” an older

Psychiatrists Offer Lessons
In Healthy Grieving
Losing a loved one can be wrenching. Yet there are ways to ease the
pain and promote normal grieving, two psychiatrists who helped 9/11
victims maintain.

professional news

BY JOAN AREHART-TREICHEL

In the two weeks after September
11, John O'Brien, M.D., "learned
about courage and bravery in
some wonderful people."

see Grieving on page 38
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It can strike anywhere, any time—
that pounding, throbbing headache
that brings daily activities to a com-
plete stop and can last anywhere
from four to 72 hours.

But what sets migraine headaches apart
from, for example, the more common ten-
sion headache is its severity, its tendency to
produce nausea or vomiting, and the suf-
ferer’s sensitivity to physical movement,

The aura can occur even without a
headache, said Silberstein. The aura symp-
toms typically develop in five to 20 min-
utes and last less than an hour. Common
visual symptoms include flashing lights,
blind spots that move across the visual field,
and blind spots shaped liked jagged cres-
cents called “fortification spectra,” all of
which can temporarily obstruct a person’s
vision, said Silberstein. 

Hallucinations can also occur with mi-
graines. Lewis Carroll, the author of Alice
in Wonderland, is believed to have had mi-
graine attacks that inspired his writing, said
Silberstein.

Migraines affect roughly 28 million
Americans, three times as many women as
men, and they can begin in childhood.

Psychiatric Comorbidity
Migraines are frequent in people with

mood disorders, said Silberstein. Re-
searchers have found that people with major
depression are three times more likely to
have migraines than the general popula-
tion, and people with migraines are three
times more likely to develop major de-
pression than the general population.

Panic attacks are another risk factor for
developing migraines. Migraines are a risk
factor for developing social phobia, gener-
alized anxiety disorder, and bipolar disorder,
he added.

Despite the strong link to mental illness,
most psychiatric patients fail to mention
that they have headaches or migraines un-
less they are asked, said Silberstein.

For moderate to severe headaches, Sil-
berstein’s first choice of medications is the
triptans, including sumatriptan, zolmitrip-
tan, and rizatriptan, followed by ergota-
mine and, lastly, analgesics.

Silberstein cautioned that triptans, which
are selective serotonin receptor agonists,
are contraindicated in people who have fre-
quent headaches and/or who have cardio-
vascular disease, because they prolong the
constriction of the blood vessels. Similarly,
for patients who experience an aura with
their migraines, triptans are likely to pro-
long the aura, but they do prevent the full-
blown headaches.

The use of these medications should be
monitored carefully to avoid overuse, which
can cause intractable headaches, said Silber-
stein. Overuse occurs when the patient takes
simple analgesics on a daily basis, combina-
tion analgesics or triptans more than three
times a week, or ergotamine tartrate or opi-
oids more than twice a week, said Silberstein. 

He recommended that physicians dis-
continue the overused medication before
trying new medications. “But be aware that
the patient’s symptoms, including headaches,
may worsen before improving,” he warned.

“My observation has been that analgesic
overuse is one of the causes of refractory
depression, and when the headaches im-
prove, often so does the psychiatric condi-
tion,” said Silberstein.

The first step in making a diagnosis is
ruling out secondary causes, such as brain
tumors and meningitis. “Be careful not to
assume that the treatment response estab-
lishes a diagnosis.” For example, Silberstein
explained that he saw a patient in the emer-
gency room who was responding to triptans
based on a diagnosis of migraine, but who
actually had a subarachnoid hemorrhage.

Treating Comorbid Conditions
Medication overuse can be a form of self-

treatment for a comorbid mood disorder,

light, and sound, said Stephen Silberstein,
M.D., at APA’s 2002 annual meeting in
Philadelphia in May.

“Migraines restrict people’s ability to
function in daily activities, resulting in lost
economic, social, and educational oppor-
tunities,” said Silberstein, who is a profes-
sor of neurology and directs the Jefferson
Headache Center at Thomas Jefferson Uni-
versity Hospital in Philadelphia.

Migraine headaches have a prodromal
and a postheadache period. The prodromal
signs may include short-acting depression,
irritability, euphoria, restlessness, sensitiv-
ity to odors, difficulty concentrating, slug-
gishness, and food cravings, he said.

When the migraine ends, patients often
feel exhausted and may have impaired con-
centration, muscle aches, and occasionally
mild mania, said Silberstein.

What Are Migraines?
A migraine is a neurological disorder

that begins when blood vessels to the head
constrict. This triggers various symptoms,
ranging from visual, sensory, or motor dis-
tortions (aura) to a headache. The con-
stricted blood vessels then overcorrect by
dilating, which causes an increase in blood
flow to the head. It is this increased flow of
blood into the head in a short period that
triggers a full-blown migraine.

Patients May Need Treatment
For Comorbid Migraines
Migraines are more than just headaches, and they often co-occur with
psychiatric disorders. Correct diagnosis and treatment of both condi-
tions can mitigate the double whammy.

professional news

BY CHRISTINE LEHMANN

see Migraines on page 40
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promptly, referred
clients to advocates
when a dispute in treat-
ment arose, and took
patient appeals as far as
they would go,” he
said. In other words,
when TennCare did
not authorize a treat-
ment plan for one of
Tennison’s patients, he
pursued all paths avail-
able to him to get each
patient the care he be-
lieved was necessary.

When he ac-
cepted the Moffic
Award for himself

and the McNabb Center, Tennison cred-
ited the center’s staff, management, and
board of trustees. 

“The award was a meaningful and timely
recognition of hard work, perseverance, and
difficult decision making,” Tennison said.
“It recognized what is for me the most im-
portant set of concepts and dilemmas in the
whole struggle to cope with sudden and ter-
rifying changes in our service delivery sys-
tem.”

Tennison also said that although there
have been improvements in TennCare’s
services, “there remain awful deficits in psy-
chosocial intervention, rehabilitation, re-
covery, and prevention.”

Andres Pumariega, M.D., the 1999
award winner, called attention to yet an-
other problem with managed behavioral
health care systems—the lack of attention

College of Wisconsin, decided to recog-
nize psychiatrists who work in the public
sector under managed care because “the
ethical risks seem even higher for the poor,
and the most seriously ill are seen so often
within that sector.”

When confronted with managed care
systems that sometimes threaten the qual-
ity of patient care and patients’ right to con-
fidentiality, none of the award winners to
date has quit his or her job or passively ac-
cepted the system. Instead, each has found
ways to work under new constraints.

As the first Moffic Award winner, in
1998, Clifton Tennison Jr., M.D., is a good
example. When Tenncare Partners, Ten-
nessee’s mental health carveout Medicaid
waiver program, brought managed care to
Tennessee in 1994, many community men-
tal health centers in that state closed be-
cause of cost restrictions that resulted in a
drastic reduction of services. 

Tennison, with a 19-year tenure at the
Helen Ross McNabb Center in Knoxville,
where he is now the chief clinical officer,
wouldn’t give up so easily. “Our jobs, our
professional interests, and our personal lives

Many psychiatrists who
work at the intersection
of public psychiatry and
managed care find
themselves in an envi-

ronment in which cost concerns often ap-
pear to trump patient care. For those psy-
chiatrists who have found innovative ways
to put their ethics and patients’ needs first—
sometimes at great risk to their careers—
there is the Moffic Award for Ethical Prac-
tice in Public Sector Managed Behavioral
Health Care.

The award, established by H. Steven
Moffic, M.D., and the American Association
of Community Psychiatrists (AACP) in 1998,
is presented each year at APA’s fall meeting,
the Institute on Psychiatric Services. The
AACP Ethics Committee reviews nomina-
tions and designates one or more winners,
presenting a certificate and $2,000 to each. Al-
though psychiatrists have most often won
the award, mental health professionals and
organizations can be recipients.

Moffic, who is executive vice chair for
managed care in the department of psychi-
atry and behavioral sciences at the Medical

changed dramatically dur-
ing this time of change,
doubt, self-assessment, and
renewal,” Tennison told Psy-
chiatric News. “Coping with
the massive losses in re-
sources required not only
organizational survival, but
also the development of
strategies grounded in pro-
fessional ethics.”

Adaptation became the
status quo for staff at the
McNabb Center. “We ad-
justed our hours, our expec-
tations, and our staffing pat-
terns, withstanding losses of
50 percent to 60 percent in
funding and staffing of most
programs—others were eliminated en-
tirely,” he said.

Tennison avoided closure of the Mc-
Nabb Center with the help of his staff by
aggressively pursuing other sources of fund-
ing to reduce dependence on Medicaid
funding and creating new services as the
old ones disappeared. These included five
Medicare-based, partial-hospitalization pro-
grams and a new alcohol and drug abuse
program, which came about as a result of a
merger with the Detoxification and Reha-
bilitation Institute in Knoxville. 

The staff also created new interagency
collaborations with local training and ad-
vocacy programs, for instance, to develop al-
ternative ways to serve the community.

Tennison consistently served as a voice
for his patients, according to Moffic. Ten-
nison “returned patient phone calls

Awards Honor Psychiatrists Who
Confront Obstacles to Patient Care
Recipients of the Moffic Award for Ethical Practice in Public Sector
Managed Behavioral Health Care are proof that psychiatrists are will-
ing to fight for quality patient care when times are tough.

professional news

Clifton Tennison Jr., M.D.: “The
award was a meaningful and
timely recognition of hard work,
perseverance, and difficult
decision making.” 

BY EVE KUPERSANIN

see Moffic Award on page 41 
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duced, O’Dowd emphasized. Constructive
strategies include acknowledging all that
the families have done for the person, “com-
municating honestly” with them about the
factors related to their relative’s care, and
allowing them the opportunity to feel use-
ful to the resident and others, she noted.

She said it is important that staff convey
the message that despite the guilt families
may feel, it is “permissible to withdraw” to
some extent from their relative’s care, that
is, to take some time off. “A resident will ad-
just to the nursing home better” if relatives
don’t come every day, she observed.

Nursing home staff can and should be
trained to focus on families’ emotional needs
and how to respond to them, she stressed.
Among the advice she gave was “Don’t get

defensive!” Doing so in
the face of relatives’ crit-
icism or accusations will
just leave the staff looking
guilty, she said. If relatives
are abusive or out of con-
trol, staff should just walk
away until they cool
down, she advised. 

It is critical that staff
at all levels are aware that
they “have the right not
to be abused by either
residents or their family
members,” O’Dowd said. 

She also cautioned
against nursing home
staff expecting to be the

recipients of obvious expressions of a fam-
ily’s gratitude. 

Staff Education Important
Psychiatrist Istvan Boksay, M.D., over-

sees a program to educate nursing home
staff about mental health concerns. Boksay,
the director of the Center for Aging and
Dementia at New York University Medical
Center, said that education is such an im-
portant element of staff training that his
program conducts such sessions two to
three times a year. 

“It can’t work if it’s a one-shot deal,”
Boksay stressed. Developments in geriatric
mental health are occurring regularly, and
turnover of nursing home staff is consider-
able, he said.

One development of which it is espe-
cially important for psychiatrists to be
aware, Boksay said, is that nursing home
patients with a faster course of dementia
have on average 50 percent more medical
problems than patients with a slower
course—six serious problems versus four.
It is thus crucial that psychiatrists and nurs-
ing home staff carefully monitor—and get
treatment for—these faster-deteriorating
patients, who are at more risk for experi-
encing medical complications.

Since 1987 psychiatrists and mental
health professionals who treat or consult
on nursing home residents, along with the
administrators who operate the facilities,
have had to make sure that whatever serv-

It is a mistake for psychiatrists and
mental health professionals who
work in or consult to nursing homes
to assume that the nursing home
resident is going to be their sole

focus. Many of these clinicians and other
nursing home staff find they spend as
much—or even more—time responding to
the emotional needs and psychological
stresses of the resident’s family members.

For Nancy O’Dowd, a clinical nurse spe-
cialist in geriatric psychiatry who consults
to several New Jersey nursing homes, more
than 10 percent of the consultation visits
turn up no new problem with the resident,
but serious problems being caused by his
or her family “driving the staff crazy.”

Speaking at an APA annual meeting ses-
sion in Philadelphia in
May, O’Dowd identified
several factors that lead to
the frequent stress-related
outbursts that family
members direct at nurs-
ing home staff.

Paramount among
these are the “trap of cog-
nitive impairment”—frus-
tration at not being able
to find a way to respond
to or communicate with a
loved one shifting be-
tween lucidity and de-
mentia—and trying to
cope with the “ambiguous
loss” they feel when their
impaired relative no longer recognizes them
or mistakes one of them for another per-
son.

She also urged psychiatrists confronting
emotionally distraught relatives to be aware
that aggressive or unreasonable behavior
might be symptoms of the “constant and
evolving grief cycles” relatives go through as
the resident stays in the home much longer
than the relatives had anticipated. Such be-
havior may also be arising from guilt over
decades of family conflict and the relatives’
inability to discuss or resolve the issues now
with their cognitively impaired relative.

The emotional expressions that signal
relatives grappling with grief reactions are
often far from insignificant, O’Dowd
pointed out. These include statements ac-
cusing the staff of unprofessional behavior
or poor decision making, yelling and curs-
ing at the staff, and even verbal or physical
threats. Inappropriate behaviors by resi-
dents’ relatives are also common, and nurs-
ing home staff needs to be alert to them,
she advised. In one case she cited, a family
who thought they were being helpful
handed out sweets to all the residents in the
relative’s area, including those who were
diabetic and on restricted diets.

Help Families Adjust
When nursing homes’ mental health

staff and psychiatric consultants can edu-
cate families and attend to their emotional
needs—that is, “teach them how to visit”—
many of the problems can be avoided or re-

Responding to Distraught Families
Crucial to Nursing Home Care
Angry, acting-out family members can present a greater challenge to
psychiatrists practicing in nursing homes than the residents them-
selves. Also challenging is making sure they comply with recent fed-
eral regulations regarding psychoactive medications in nursing homes.

professional news

BY KEN HAUSMAN

Nancy O’Dowd: Nursing home
staff should be trained to focus on
families’ emotional needs and
how to respond to them.

see Nursing Homes on page 40
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James is a 12-year-old boy who has
spent half of his life in institutions.
He has been rejected by his father,
sexually abused by a cousin, and
abandoned by the mental health 
system. Tracy Marasco, his mother,

endured similar trauma as a youngster and
now fights to keep her son out of a mental
hospital, where she fears he will be more
likely to be restrained than helped. 

Their story is captured in a new docu-
mentary film, “If I Could,” which the film-
makers hope will spur a national crusade to
improve mental health care for youth in
this country. 

Patti O. White produced and directed
“If I Could,” with her film company, Film-
sters Inc., based in Annapolis, Md., and Los
Angeles.

A diverse group of legislators, psychi-
atrists, mental health professionals, stu-
dents, and family advocates attended a
screening of the award-winning film at the
Center for Strategic and International
Studies in Washington, D.C., in May and
contributed to a lively panel discussion
after the screening. 

The film opens with Tracy Marasco driv-
ing her son, James, from their home in Den-
ver to a treatment program in Oklahoma.
This is one of many journeys they have
made together in search of help. “We have
been in and out of treatment centers, hos-
pitals, here and there,” Marasco says. “James
is well on his way to juvenile lockups. I’m
very scared that he is going to commit a
very serious crime.”

She has reason to fear the worst, for in
addition to the fact that her oldest son ex-
plodes in fits of rage with some regularity,
she recently discovered James with a loaded
handgun. It is then that Marasco decides
to deliver him to the program that made
such a profound difference in her life when
she was James’s age—Vision Quest.

Wagon Train
“We are giving you the right and re-

sponsibility to enter your own adulthood
without anyone in control of you but your-
selves!”, Vision Quest founder Bob Burton
yells to a group of adolescents, many of
whom have been court-ordered into his al-
ternative treatment program. “We are going
to confront your weaknesses and promote
your strengths.” 

It is 1979, and a defiant 14-year-old
Tracy Marasco is among Burton’s charges.
A judge has ordered her to Vision Quest’s
Wagon Train program after a series of ar-
rests for prostitution, weapon possession,
and theft. Marasco’s long journey to re-
covery begins on the horse-drawn covered
wagon that takes her from the Arizona
desert, over the Colorado Rockies, and back
home to Denver. Marasco’s journey is
chronicled in a CBS documentary, “The
Wagon Train Trial,” produced by filmmaker
Patti O. White.

White, who also produced “If I Could,”
dug through CBS’s vaults to find the 1980
documentary and juxtaposed certain scenes

grandfather had abused
her sexually and eventu-
ally forced her into pros-
titution. 

Mental Health Roller
Coaster

James thrives on the
structure, adventure, and
highly individualized at-
tention he receives in
various programs at Vi-
sion Quest. After spend-
ing several months there,
he becomes more self-

confident and less angry, and develops a
number of important relationships with
staff and peers.

After leaving Vision Quest, however,
James flounders. His county’s mental health
services cannot meet his needs, and he be-
gins to revert to the troubled existence he
led before entering Vision Quest. At one
point, he is expelled from school for curs-
ing and sits listlessly at home for nine weeks.
Marasco says she contacted the county men-
tal health system repeatedly during this
time, but no one returned her calls. 

She then re-enrolls James in Vision
Quest, and he ends up in a specialized pro-
gram for traumatized adolescents. There,
he undergoes intensive individual and fam-
ily therapy, which leads to significant im-
provement in his mental health.

The film ends on a positive note. As
James graduates from Vision Quest, all
smiles, his mother and Burton look on with
pride. James is once again on the road to
recovery.

Unfortunately, James’s life took yet an-
other downward spiral after the cameras
stopped rolling. ■

featuring a young Tracy Marasco interact-
ing with Burton with scenes from “If I
Could.”

As an adult, Marasco sheds some light
on the role Burton played during her stint
at Vision Quest.“Bob was the stop sign in
my life,” recalls Marasco. “I never had any
stop signs in my life until I met Bob. He
gave me the opportunity to be a kid—to
look to a parent for direction like a kid.”

Burton founded Vision Quest in 1973
after growing disillusioned with his work
as a corrections officer in the juvenile jus-
tice system. He created Vision Quest to
offer youth an alternative to incarceration.
He named his program after a rite of pas-
sage practiced by the Plains Indians, who
send their adolescents into the wilderness
on a “vision quest” to enable them to over-
come the challenges found in nature and
discover a view of their futures. 

The philosophy of Burton’s program
isn’t much different. In Vision Quest, youth
engage in rigorous outdoor activity while
working closely with counselors who serve
as parent figures. 

Cycle of Abuse
In the film, James tells Burton about

what it was like to witness physical abuse

between his parents, to
watch his father walk
away from the family,
and to shuffle around ju-
venile detention centers
with metal shackles
around his ankles and
waist. After encourage-
ment from Burton,
James talks about an in-
cident that occurred
when he was 4 that led
to his first psychiatric
treatment—sexual abuse
by his father’s cousin.
When he does mention the incident,
James refers to himself in the third per-
son.

“The effects of trauma are written all
over this kid,” Burton says of James. “It is
very unsettling to see how high the wall of
secrecy is.” 

Together, Marasco and Burton decide
that it might help James to see footage of
“The Wagon Train Trial” so that he
might better understand his problems in
the context of a troubled family history
and see how his mother eventually tri-
umphed over her problems. Marasco was
a single mother of four who supported
her family while working part time and
finishing a degree at the University of
Colorado. 

“I’m freaked out about letting James see
what happened to me as a teenager,” Tracy
says, “but I think he really needs to know
the truth.”

While watching the 1980 documentary,
James learns that his mother experienced
many of the same hardships as a youngster.
He also hears for the first time that his
mother is an incest survivor and that his

Film Depicts Mother’s Search
For Compassion in MH System
A film documents the unconditional love that brings hope to a trou-
bled boy and contrasts it with the indifference of a state mental health
system, which may have contributed to his deterioration.
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A fter a Washington, D.C., showing of
the documentary film “If I Could”
(see story above), the mental health

problems that James Marasco, an adoles-
cent who is the film’s subject, continues to
experience were the topic for a panel dis-
cussion on the state of mental health serv-
ices for troubled youth.

Tracy Marasco, James’s mother, and Bob
Burton, founder of the program Vision
Quest, joined a panel moderated by psy-
chiatrist Deborah Peel, M.D., president of
the National Coalition of Mental Health
Professionals and Consumers. 

Among the participants were mental
health experts and others dedicated to en-
suring access to better mental health care for
youth and their families, including Ivan
Walks, M.D., chief health officer of the Dis-
trict of Columbia; Harold Eist, M.D., a past
APA president; Timothy Roche, southern
bureau chief of Time magazine; Emily
Brown, L.C.S.W., director of Key Bridge
Therapy and Mediation Center; Andrea
Karfgin, Ph.D., psychologist and consult-
ant for “If I Could”; and Patti O. White,
the film’s writer, director, and producer.

“If I Could” had its commercial debut
at the Seattle International Film Festival a

year ago, where the film was third runner-
up for best documentary. The film has also
garnered awards at the New York Interna-
tional Independent Film Festival, the WIN
Femme Film Festival in Los Angeles, and
the Columbus Film and Video Festival.

The film made its unofficial debut as a
fundraiser for the Anne Arundel County,
Md., Young Women’s Christian Associa-
tion (YWCA). The event raised $70,000 to
benefit the violence-prevention programs of
the YWCA. 

The Washington, D.C., screening
marked the first time that a panel of men-
tal health experts joined to discuss the cri-
sis with the mental health system that moved
White to make the film in the first place. 

“I realized that families with children
who have undergone abuse or abandon-
ment really have no voice,” said White, who
noted that many youth often end up in any
number of mental health systems that don’t
communicate with one another and, as a
result, receive inconsistent care. “I also
made the film to help the average audience
to understand what it is like for families
who experience these problems.”

The film cost about $650,000 to pro-
duce, and donations from an anonymous

actress, an independent investor from Den-
ver, and AT&T covered half of this sum.
White said she remained hopeful that an-
other corporation or investor would express
an interest in sponsoring the remaining
costs. An unrestricted educational grant
from Pfizer financed the cost of the screen-
ing at the Center for Strategic and Inter-
national Studies in D.C. 

To reach a wider audience, White would
like to sell her film to local and independ-
ent public broadcasting stations nationwide,
and she also has plans to sell a videocassette
of the film. 

Marasco explained that in the year or so
since filming ended, James has been strug-
gling, often unsuccessfully, with his men-
tal disorder.

Vision Quest released James back to his
home and community, with a guarantee that
the Colorado mental health system would
have five supports in place for James—
school, family therapy, drug treatment,
weekly urinalysis, and an ankle bracelet to
monitor his whereabouts. State mental
health officials agreed to these conditions,
and James came home.

It turned out that “not one thing was in
place,” Marasco said. “James sat at home and
was not allowed in public school for six weeks,
because the state was reviewing his file. He
came home in good shape, but deteriorated
because there was nothing there for him.”

Marasco hopes the film reaches a wide
audience so that more people will join her
fight for reform of the mental health system.

“It is very important for our nation to
understand what trauma is and to stop la-

BY EVE KUPERSANIN
Tracy Marasco: “It is very
important for our nation to
understand what trauma is.”

Director Hopes Disturbing Film Will
Lead to Better MH Care for Children
Panelists comment on a poignant documentary about a troubled young-
ster and a mental health system in crisis that is allowing such young-
sters to continue suffering.

BY EVE KUPERSANIN

see Film on page 41
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down on a card for a cowboy who was dying
and estranged from his wife and children.
The cowboy read the sentence aloud to his
wife and children and said that he felt a lot
better afterward. So did his wife and chil-
dren, Byock added.

• Help dying persons realize that it is nor-
mal to be dependent on others at this point
in their lives and that they should accept
such dependence.

• Help dying individuals respond to the
mystery of life, to connect to something
larger than themselves. For many people
it means connecting with a god, and for
those who believe in a god, it is indeed a
strength. But dying persons who do not
believe in a god can derive spiritual com-
fort in other ways—say, by deciding to be
buried on a plot of land that is important
to them or to have their ashes distributed
in the wilderness.

• Perhaps most crucially, you can help the
dying “surrender to the transcendent—to
let go,” as Byock put it.

Byock also touched upon how “baby
boomers” such as himself can prepare for
dying well, even in their middle years. First,
accept that you are going to die at some
point. Then ask yourself, If an earthquake
struck me today, what important business
would I leave unfinished?

“Your first thought would certainly not
be your Palm Pilot,” Byock chuckled. Then
set about finishing that business before it
is too late, he admonished his audience. ■

drives dying persons to request euthanasia.
But dying does not have to be like that,
Byock asserted. Dying can be a much more
positive experience—a time for psycholog-
ical and spiritual growth. 

“I have seen some people change dra-
matically during this time,” he attested.
“Some people change in ways that are im-
portant to them and their families.”

Byock cited the case of a pediatrician
who grew psychologically and spiritually as
he was dying. Here is how the pediatrician
described the process: “I characterize this
time as a gift—a time to tie up the loose
ends for my family, to reconnect with peo-
ple with whom I had become estranged,
and also a chance to discover what it is like
to have death sitting next to you. I like the
person I have become. I now have a spon-
taneity that I did not have before. Colors,
sights, sounds, touches, and hugs are more
wonderful than ever before.”

Even though Byock is a family care prac-
titioner, not a psychiatrist, he argued that
psychiatrists should become more involved
in helping people die well psychologically
and spiritually. 

In 1995 a study funded by the Robert
Wood Johnson Foundation revealed
that the way that many Americans
die is far from ideal. They may ex-
perience physical pain, or they may

spend their last days in an intensive care
unit, or they may have physicians who have
no idea of their wishes regarding car-
diopulmonary resuscitation.

But many Americans also suffer consid-
erable psychological anguish during their
final weeks or days, Ira Byock, M.D., di-
rector of the Palliative Care Service in Mis-
soula, Mont., and a hospice physician for a
decade, reported at APA’s 2002 annual meet-
ing in Philadelphia in May. The title of his
lecture was “Dying Well: Beyond Symp-
toms and Suffering—Human Development
at the End of Life.”

For some Americans, dying entails a loss
of meaning and purpose in their lives, Byock
said. For others, it is a time to feel guilty
about what they have done or not done with
their lives. Still others brood about es-
trangement from family and friends. Also,
it is usually not physical pain but anxiety
about being a burden on loved ones that

“We have left dying to the internists!”
he declared. “But what do they know about
helplessness and hopelessness? It is time for
you psychiatrists to play a leading role.”

Very few psychiatrists have been involved
in this area up to now, he added. So what
might psychiatrists do to help the dying be-
come whole, to die well on their own terms?
Byock offered some suggestions from his
own experiences with dying patients:

• Conduct life reviews with dying persons
to instill meaning and purpose in their lives.
You can ask when they were naughty or did
good deeds, who their enemies were, what
their preferences or aversions were. You
can ask them what it was like when they
were at the apex of their lives. “I have done
life reviews with patients who could not re-
member who I was, but they could re-
member their pasts,” Byock said.

• Help dying individuals forgive them-
selves. You can tell them, “We are all going
to come to the end of life imperfect, so get
over it!” Smokers who are dying from lung
cancer or emphysema especially need help
to deal with their guilt. You might ask them
in a jovial way, “Do you think that if you
had not smoked, you never would have
died?” Then tell them to repeat to them-
selves, “I am a good person.” 

• Help dying persons become reconciled to
loved ones from whom they are estranged.
You can write down on a three-by-five-inch
card what they should say: “Please forgive
me, I forgive you, thank you, I love you,
goodbye.” Byock wrote such a sentence

Psychiatrists Can Help
People ‘Die Well’
Dying can be a time for tying up loose ends, reconciling with peo-
ple, and finding meaning in one’s life, according to a palliative care
authority.

professional news
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tim had been pounded against a car win-
dow.” Yet the rapist shrugged his actions
off with this comment: “It was rough sex.”

Yet sadism can take much less flagrant
forms, Burgess pointed out—say, in verbal
cruelty in which one person puts another
down. Joseph Merlino, M.D., a professor
of clinical psychiatry at New York Univer-
sity School of Medicine, agreed with
Burgess. When one hears about evil or
sadism, he said, it “conjures up creepy organ
music.” But evil and sadism, he said, can be
“present in petty cruelties in everyday life.”

Why are people sadistic? The major rea-
son, it appears, is the desire to control one’s
victim, Stone and Welner reported. Stone
cited a case that illustrates how the desire
for control can drive sadism. A district at-
torney treated his mistress sadistically.
When she tried to escape from him, he
caught her, killed her, and packed her body
in a trunk.

Revenge, however, can also prompt some
people to commit sadism, Stone pointed
out. He cited the case of a man in Japan
who had a palm deformity and resented it
to the point that he wanted to take revenge
against society for his misfortune. So he
killed children, chopped off their hands,
and sent the hands to their parents.

What types of people engage in sadism?
Serial killers and psychopaths, for starters,
Stone reported. Of the some 100 serial
killers he has studied, he said, more than
90 percent were psychopaths. And psy-
chopaths in turn, he explained, are ex-
tremely narcissistic, impulsive, sensation
seeking, and deceitful. They also lack goals,
compassion, and remorse, and sponge off
others. In Stone’s opinion, the most de-
praved people who commit homicide are
psychopathic murderers who enjoy tortur-
ing their victims. 

knows personally from his forensic work.
When Psychiatric News asked Stone what

prompts him to collect material on people
who have engaged in heinous acts, he said
that he has become increasingly interested
in such people over the years—in the dark
side of human nature, so to speak. And a
lot of them are sadists, Stone reported at
in May at APA’s 2002 annual meeting in
Philadelphia in sessions on sadism and evil.

Michael Stone, M.D., a
professor of clinical
psychiatry at Columbia
University, will freely
admit that he has a

“morbid hobby.” He collects information
about people who have committed atro-
cious deeds. Some of these are notorious
killers who have had books written about
them. Others are individuals whom Stone

What is sadism? While it is related to
evil, it is not quite the same, Stone ex-
plained. Whereas evil is intentionally hurt-
ing another person, sadism is not only the
intentional imposition of suffering on an-
other person, but enjoyment in seeing that
person suffer.

Take, for instance, the case of a man who
shot his daughter while he was on the phone
with his ex-wife, Stone said. The act was
evil in relation to the girl because she died
immediately, and the man could not derive
any enjoyment from watching her suffer.
But the act was sadistic in relation to the
ex-wife because she suffered anguish upon
hearing her daughter shot and the man
could derive pleasure from her pain.

Ann Burgess, D.N., who is a professor of
nursing at the University of Pennsylvania
and has helped rape victims, recounted one
of those rape cases. “There was a lot of
blood everywhere. It looked as if the vic-

Experts Explore Sadism,
But Answers Remain Elusive
What type of people become sadists and what makes them tick? Some
forensic authorities who have had firsthand experience with sadists
provide some answers.
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BY JOAN AREHART-TREICHEL

Clarification

The article in the April 19 issue describ-
ing actions taken by APA’s Board of

Trustees omitted citing the Committee on
Confidentiality for its work in the devel-
opment of two APA resource documents:
“Documentation of Psychotherapy by Psy-
chiatrists” and “Psychotherapy Notes Pro-
vision of HIPAA Privacy Rule.” ■ 

continued on facing page
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Nonetheless, it is not just serial killers
and psychopaths who engage in sadism,
stressed Michael Welner, M.D., a forensic
psychiatrist and chair of the Forensic Panel
in New York City. People who function
otherwise “normally” in society can be
sadistic as well.

The people who engage in sadism, Stone
indicated, may include that tyrannical,
mildly abusing husband down the street or
the bully in one’s class. And while sadism
is practiced more by men than by women,
Stone said, Welner added this caveat: “If
we think it is only men who are sadists, we
are kidding ourselves.” 

People who commit crimes of passion,
however, are rarely those who engage in
sadism, Stone pointed out, and far more
sadists can be found in prisons than in
forensic psychiatry facilities. In short, sadists
tend to be “bad, not mad,” he said. 

If sadism is one of the murkiest, most
reprehensible of human behaviors, is there
any chance of successful treatment? Sadis-
tic persons rarely seek treatment and are
generally untreatable, Stone said. How-
ever, “some do have the capacity for re-
morse and self-reflection,” he acknowl-
edged. For instance, he worked with one
woman on becoming less brutal with her
son, and after several years she managed
to do so. Of course, she was not nearly as
depraved as many sadistic people are, he
admitted.

Welner proposed that antagonists against
the neurotransmitter dopamine might help
to counter sadistic behavior.  Dopamine has
been associated with mediating feelings of
pleasure and reward. Blocking dopamine

could curb sadistic behavior because sadism,
he said, "is about satisfying compulsions."

And if sadism is one of the most loath-
some of human behaviors, is there any
chance of preventing it? Possibly, Welner
indicated. For instance, he said, one of the
best ways to identify youth at risk for sadism
is by zeroing in on young people who tor-
ture animals. “I think that animal torture
is a practicing instrument for later sadism
against people, and such behavior in youths
should be a big alarm bell,” he said. Psy-
chiatrists and mental health professionals
might then try to awaken empathy in these
young people, he added—say, by focusing
on when they had been mistreated.

“Working with adolescents will certainly
prove more beneficial than working with
adult offenders who have already tasted
blood, so to speak,” Stone said.

Empathy training in schools might also
help counter sadistic behaviors, Welner sug-
gested. And placing more control over
pornography might also make a dent in
sadistic behaviors, he added, since pornog-
raphy has been shown to be closely linked
to sadism.

Since prostitutes are often victims of
sadism, Welner suggested that the number
of injuries caused by sadistic individuals
could be reduced if the police were to en-
gage in better communication and under-
take educational efforts with prostitutes.

All in all, Stone concluded, sadistic be-
haviors are far from rare in American society.
“So why should we psychiatrists turn a blind
eye to the sadistic personality?” he asked. “I
think we should put it back in the DSM.”

It was provisionally in the appendix of

professional news
DSM-III-R, he explained, but was subse-
quently omitted, in part because psychia-
trists worried that its inclusion, its “med-
icalization,” might be used by defense at-

torneys to get sadists exonerated from their
criminal acts. Of course, if it is included in
the DSM, he asserted, it should not be used
for that purpose. ■

Former Ohio Congressman Louis Stokes is pre-
sented APA’s Solomon Carter Fuller Award by
Michelle Clark, M.D., chair of APA’s Committee
of Black Psychiatrists. The award, established in
1969 and named for Solomon Carter Fuller, M.D.,
the first African-American psychiatrist, is given each
year at APA’s annual meeting in recognition of an
individual who has pioneered in an area that has ben-
efited significantly the quality of life for African
Americans. Stokes retired from Congress after 30
years of service in which he had fought relentlessly
for civil rights, equality, and social justice. He was
the founder and chair of the Congressional Black Caucus Health Brain Trust and
a member of the Pepper Commission on Comprehensive Health Care.

William B. Lawson, M.D., is presented the
Jeanne Spurlock Minority Fellowship Achieve-
ment Award by Irma Bland, M.D., the award’s
first recipient. This award is presented to an
alumna/alumnus of the minority fellowships
(APA/NIMH, APA/CMHS, or APA/AstraZeneca)
who has made significant contributions to psy-
chiatry and/or minority and underserved popu-
lations. Lawson is a former APA/NIMH fellow
and chairs the department of psychiatry at Howard
University School of Medicine. He is also the

training director and chair of the Section of Psychiatry and Behavioral Sciences of
the National Medical Association. He has written on severe mental illness and its
relationship to psychopharmacology, substance abuse, and racial and ethnic issues
and is a vocal advocate for severely mentally ill people and their access to treatment. 
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The leadership of the American Psy-
chological Association has been pur-
suing “prescriptive authority” for psy-

chologists for a number of years, with the
ultimate goal of obtaining unsupervised pre-
scription privileges for psychologists in all
50 states. Many medical and nonmedical
authorities, including prominent members
within the American Psychological Associ-
ation, have criticized such efforts as being
driven purely by economic interests, with

residents’ forum

Nonphysician Prescribing:
A Resident’s Perspective 

BY CARLOS E. GUZMAN, M.D.

Dr. Guzman is a fellow in child and adolescent
psychiatry at Columbia Presbyterian/New York
State Psychiatric Institute in New York City.

evolving strategies moti-
vated by the likelihood of
legislative success. Indeed,
it is quite surprising to me
that in an era when psy-
chotherapeutic interven-
tions are starting to reveal
powerful efficacy rates in
randomized controlled tri-
als, the American Psycho-
logical Association leader-
ship has virtually aban-
doned an effort to stan-
dardize their psychotherapeutic training in
favor of pursuing prescriptive authority.

The American Psychological Associa-
tion cites the shortage of psychiatrists in
rural and traditionally underserved com-
munities and proposes that psychologists
could address this disparity of care if
granted the right to prescribe. Their ef-

forts have paid off in
New Mexico, where
Governor Gary Johnson
(R) has signed a bill
granting what amounts
to unsupervised pre-
scription rights to psy-
chologists (as it looks so
far, after completion of
an approximate 400-
hour pharmacotherapy
course and one year of
supervised practice, al-
though these require-

ments could still be changed) (Psychiatric
News, April 5). 

These efforts continue to gain popular-
ity with state-level legislators who are try-
ing to address the needs of their under-
served populations in the most expeditious
manner. However, there is insufficient ev-
idence to support that psychologists would
relocate to rural areas or that such a meas-
ure would improve mental health care in
these communities. Statistics show that psy-
chologists and psychiatrists tend to follow
similar patterns of regional distribution,
with the greatest density being in the
Northeast and the lowest in the South and
Midwest. 

Many in our profession feel confident
that our training as physicians will always
give us the advantage vis-à-vis lesser-
trained clinicians in managing side effects
like weight gain, impotence, and visual,
cardiac, immune, hematological, and he-
modynamic compromise. Some even wel-
come prescriptive privileges as a “prover-
bial noose” of future litigation for non-
physicians. In contrast, there are those who
suggest that if put through a standardized,
rigorous training program, psychologists
(and why not social workers, case man-
agers, and schoolteachers?) could effec-
tively prescribe a limited number of drugs
with minimal, if any, need for supervision.
The number of programs that claim to
offer psychopharmacological training con-
tinues to grow throughout the United
States.

In my opinion, there is a broader issue
that policymakers and politicians will need
to address eventually. There continues to
be an increasing effort by organized allied
health care providers to train more non-
physician clinicians (for example, nurse
practitioners, nurse midwives, nurse anes-
thetists, chiropractors, naturopaths, and
nurse specialists) and to expand their pre-
scriptive and reimbursement authority to
eventually practice as independent primary
care providers. Many of their arguments
are similar to those of the American Psy-
chological Association, in that enhanced
privileges will encourage these practition-
ers to relocate to underserved rural com-
munities. Not only is there a lack of evi-
dence that they will move to underserved
areas, but they enjoy living in the same ge-
ographic areas that federal government sta-
tistics show are already “oversupplied” by
physicians!

The traditional theory of supply and de-
mand supports the notion that there would
be a strong demand for practitioners up to
the point that our health care system reaches
a surplus of practitioners (which would be
evidenced by their higher unemployment
rates, lower workloads, and decreased
growth in health care spending). While this
generally holds true in efficient and com-
petitive markets, in reality health care is not
subject to these simple market forces. Many
economists note that the demand for health
care is inelastic, meaning that demand for
health services remains stable despite in-
creases in cost. Individual consumers (and
practitioners) attain greater utility with in-
creased utilization of health services; thus,
demand is described as insatiable. Indeed,
our record shows that health service uti-
lization is likely only to be curbed by ex-
ternal constraints such as those imposed by
HMOs or government regulation. It has
also been recognized that unrestricted
growth of allied health practitioners is con-
tributing to the rapid rise in health care ex-
penditures in the United States; as many
economists note, when supply increases in

see Residents’ Forum on page 39
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Parity supporters 
rallied at the U.S.
Capitol in June to
push for passage of
the Mental Health
Equitable Treat-
ment Act in
Congress.

Among those who addressed the demonstrators were
members of Congress who support the Mental Health
Equitable Treatment Act: � Sen. Paul Wellstone
(D-Minn.); � Pete Domenici (R-N.M.); � Rep.
Patrick Kennedy (D-R.I.), with Nancy Domenici
(wife of Sen.Domenici) looking on; and � Rep.

Marge Roukema (R-N.J.). Other speakers in-
cluded � Jim McNulty, president of the Na-
tional Alliance for the Mentally Ill, and �
Ron George of the National Association of

Anorexia Nervosa and Associated Disor-
ders. � Wayne Creelman, M.D., presi-

dent of the Western Michigan Chapter of
the Michigan Psychiatric Society, waves
a sign among other parity supporters.

A CAPITOL IDEA

Photos: David Hathcox
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and, yes, insurance com-
panies.”

He called on psychi-
atric educators to teach
psychiatrists to be “in-
formed, scientifically
grounded clinicians who
use and advocate for ef-
fective treatment choices
based on scientific data
and clinical experience.

“Prepare us,” he said,
“to deal effectively with
the forces that complicate
providing that which is in
the patient’s best interest,
such as the growing com-
mercialism in medicine,

the loss of doctor autonomy, and an out-
comes movement that ignores the doctor-
patient relationship in favor of nothing but
objective data.”

Changing the methods and philosophy
that have formed the basis of psychiatry
training will be no simple task, considering
the array of forces lined up to impact the
field, warned Carol Bernstein, M.D., assis-
tant dean for graduate medical education
and director of residency training in psy-
chiatry at New York University.

The knowledge base in psychiatry is ex-
panding so quickly that a major challenge
for educators is “how to incorporate clini-
cally relevant material” into residency cur-
ricula. Programs that do an excellent job of
training residents in both pharmacology
and psychodynamics are, unfortunately,
“not the norm,” and medical students grav-
itate to programs that stress one or the
other, noted Bernstein, who is also APA’s
treasurer.

Residency programs may also need to
find a strategy to incorporate training in
psychiatric subspecialties. The Accredita-
tion Council for Graduate Medical Educa-
tion (ACGME) and the Residency Review
Committee in Psychiatry are moving to re-
quire residents to have skills in areas such
as geriatric and forensic psychiatry, but they
have not made it clear how programs can in-
corporate such additional content into four-
year residency programs, Bernstein said. In
the future, “it may be almost impossible”
to adhere to the traditional residency time
frame, she added.

Psychiatry—like the rest of medicine—is
also being forced to deal with the “compe-
tencies” movement, which is being driven in
large part by the health care system, she noted.
The conundrum for medical educators, how-
ever, is that while this prompts a need for
“more real-time supervision,” additional fac-
ulty time to accomplish this is rarely reim-
bursable under the existing system. 

The goal of the “competency move-
ment” is not to prepare doctors for a single
event or exam, but to get them to view com-
petency as “a habit,” stated Donald Leach,
director of the ACGME.

The push to require demonstrated com-
petencies arose from several issues, Leach
said, including public concerns about med-
ical safety, variable patterns of care that
aren’t based on science, and complaints
about “poor customer service.” The com-
petency-measurement system that the
ACGME has put in place gives residency
programs “the flexibility to adapt to a harsh
educational environment” and evaluates
“actual rather than potential education,” he
explained. “Whatever we measure, we tend
to improve. . . . What we attend to and how
we attend to it define who we are.”

Presidential Symposium at APA’s 2002 an-
nual meeting in Philadelphia in May, and
a few of those developments are likely to
cause dramatic changes in the way psychi-
atry is practiced. But for residents to make
the most use of what they learn, psychiatric
educators will have to rethink the methods
and goals that guided their training in the
last century, Harding said.

In the past, “knowledge half-life was

In the 30 years since Richard Hard-
ing, M.D., was a psychiatry resident,
he has had a distinguished career as
a clinician, teacher, and adminis-
trator, and he just completed a year

as APA president. But what he would really
like is to be a resident all over again.

Residents training in psychiatry over the
next few years “are going to see astound-
ing things,” he told a large gathering at the

measured in decades in-
stead of months,” he
stated. From here on,
clinical competence for
psychiatrists will have to
be a continuing educa-
tion process that will be
measured “throughout
the professional life
cycle.”

Psychiatrists in the
21st century “will need to
be taught to manage con-
structive change and not
resist change,” Harding
stressed. Educators and
other leaders in psychia-
try will need to ensure
that they “foster professionalism in resi-
dency and medical school and throughout
the life cycle and become advocates for qual-
ity care to government, public institutions,

Converging Forces About to
Reshape Psychiatry Training
To graduate top-quality clinicians for the 21st century, educators will
have to make significant alterations in the way they train residents, not
all of them to their liking, experts maintain.

education & training

BY KEN HAUSMAN

see Training on page 20

Carol Bernstein, M.D.: Programs
that do an excellent job of training
residents in both pharmacology
and psychodynamics are “not the
norm.” 
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And unavoidable, Bernstein stressed, is
the influence of managed care on medical
education and its continuing pressure on
psychiatry training in particular.

The industry’s reimbursement policies
end up depriving residents of valuable clin-
ical experience, because companies refuse to
credential residents to treat insured patients
and will pay for care only when a supervi-
sor is present with the resident, she said.

Managed care also compromises train-
ing by its strategy of “using psychiatrists as
medicators” and relying on psychologists
and social workers to conduct psychother-
apy, Bernstein said.

As residency directors devise ways to re-
spond to all of these forces, they also will
have to ensure that residents leave training
with the expertise to treat a patient popu-
lation that is growing more culturally and
ethnically diverse, she emphasized.

Adapting to a changed training envi-
ronment depends, however, on finding and
training considerably more clinical faculty,
she said. Yet unless academic and profes-
sional requirements are altered to reward
teachers, success will be elusive.

“We have done a poor job of mentoring
and faculty development,” she said, and of
“teaching teachers to teach.” ■

education & training
Training
continued from page 18

Psychiatry training will have to change if residents are going to gradu-
ate equipped to deal with the shifting demands of the health care sys-
tem and the knowledge explosion about brain disorders and how to
treat them, educators insist (see story on page 18). One intractable
problem that defies easy solution, however, is how to make a research
career appealing to future psychiatrists.

A critical strategy is to take “a longitudinal view of mentorship and
skill building,” said Charles Reynolds, M.D., a professor of psychiatry
and neuroscience at the University of Pittsburgh and associate dean of
its medical school. This can’t happen in one training module or class.

The components to building a career in research are a complex
blend of intellectual orientation, disciplined thinking, technical and man-
agerial skills, and a commitment to the idea that “scholarly advances
improve patient care,” Reynolds said at APA’s annual meeting in May.

Unfortunately, he noted, this mixture is becoming increasing diffi-
cult to find. The number of physicians who identify themselves as
principal investigators or say that research is their major professional
activity declined from 4.2 percent in 1984 to 1.8 percent in 1999.
There has also been a 50 percent decline in the number of physicians

applying for research fellowships at the National Institutes of
Health/National Institute of Mental Health.

Reynolds attributed the steep decline to the amount of debt young
physicians face and the time required to prepare for a research career.

He described a research-mentoring program instituted by Pitts-
burgh’s Western Psychiatric Institute and Clinic that has established a
research-career “developmental pathway” that begins at the under-
graduate level and continues through medical school, residency, and
fellowship and into junior and then senior faculty positions.

To make sure that there is adequate support for these promising
researchers, the university set up the Junior Faculty Scholar program,
which provides partial support for up to eight junior faculty members,
Reynolds said. This backing comes in the form of salary support, re-
search seed money, and statistical help on research projects.

“We’ve learned these students want a very focused didactic course.
The students are active problem solvers; they don’t like to just sit in a
classroom,” he pointed out. “What we haven’t learned to do yet,” he
added, is find a way to foster greater faculty involvement with and men-
toring of these researchers to be. Doing so “needs to be a value of the
department chair, and if it is, it should then trickle down to the faculty.”

Making Research Appealing

see Minority Students on page 39
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W hat a wonderful meeting!,” “I am
happy I could participate in this
meeting,” and “Thank you” are

typical evaluation comments that APA’s In-
stitute on Psychiatric Services gets from
participants. 

Smaller than APA’s annual meeting,
APA’s fall institute—which is being held Oc-
tober 9 to 13 in Chicago—gives partici-
pants a more intimate setting in which to
learn and share their experiences. Since ses-
sions are smaller, there will be many occa-

Managers,” led by Dr. Stephen Soltys, is a
new, highly interactive course in which
three psychiatrists with extensive senior
management experience will help partici-
pants develop the skills to deal with a range
of personnel issues that commonly occur
in private and public mental health settings.
Techniques for effective recruitment, su-
pervision, negotiating, discipline, motiva-
tion, and termination will be described.

“Correctional Psychiatry,” led by Dr.
Henry Weinstein, is a presentation of the
APA Caucus of Psychiatrists Practicing in
Criminal Justice Settings. Basic topics will
include careers in correctional psychiatry,
the legal context of correctional psychia-
try, psychopharmacology in correctional
settings, and basic ethics issues, as well as
the “rules of engagement,” that is, the
rules and routines of a correctional envi-
ronment and how psychiatrists can work
within such constraints. Advanced topics
will include integrating medical and men-
tal health services, cross-training with se-
curity personnel, and dealing with special
populations.

Other courses include “Build Your Own
Relational Database Electronic Medical
Record (EMR)” by Dr. Daniel Deutschman;
“Limit Setting With Psychiatric Patients”
by Dr. Donald Misch; and “Engaging Re-
sistant and Hostile Patients Into Participa-
tory Treatment” by Dr. David Mee-Lee.

Can you afford to miss out? See you in
Chicago!

The institute’s preliminary program
and a detailed description of all the CME
courses can be obtained by calling (888)
357-7924 or visiting APA’s Web site at
<www.psych.org/sched_events/ips02/index.
cfm>. ■

sions for personal interaction with faculty
and other attendees.

The focus of the institute is on commu-
nity psychiatry, and this year’s theme, “Com-
munity Counts: Creating and Supporting
Systems of Care,” gives presenters an en-
hanced opportunity to discuss their inno-
vative approaches to dealing with all the ob-
stacles psychiatrists commonly encounter
in providing patient care. We know them
well: funding shortages, managed care, dif-
ficult patients, and so on. Institute atten-
dees will hear from colleagues about how
their ideas, usually worked out in collabo-
rative groups, made a difference. Their in-
sights will stimulate thinking and give a fresh

perspective. Many of the presentations give
practical, down-to-earth descriptions of what
was done and what worked.

The CME courses being offered this year
are mostly repeats of previous years, in-
cluded in the program again because of the
enthusiastic evaluations they received. Dr.
Kenneth Minkoff is presenting “Integrated
Model for Treatment of Co-occurring Psy-
chiatric and Substance Disorders.” The goal
of this course is to help practitioners de-
velop a framework that facilitates treatment
planning and treatment matching, and per-
mits the design of a comprehensive, con-
tinuous, and integrated system of care.

How about “Help! I’ve Been Promoted:
Introduction to Administration and Man-
agement” by Drs. Mark Russakoff and
Philip Veenhuis. This course will cover the
basic concepts central to understanding or-
ganizations, organizational processes, and
the management of personnel for those who
are interested in clinical administrative po-
sitions or have recently been promoted to
such positions.

“Personnel Management for Clinician-

Community Psychiatry Major Focus
Of APA’s Fall Institute
As Chicago eases into autumn, APA is sponsoring a continuing med-
ical education gem whose emphasis is on public psychiatry.

apa institute

Register Now!

There are two easy ways to register for
APA’s Institute on Psychiatric Services,
which is being held in Chicago, October 9
to 13:

• Register online on APA’S Web site at
<www.psych.org/sched_events/ips02/
index.cfm>

• Request a preliminary program from the
APA Answer Center at (888) 357-7924.
The program contains hotel information
and registration forms.

MMoorree  iinnffoorrmmaattiioonn  oonn  tthhee  iinnssttiittuuttee  bbeeggiinnss
oonn  ppaaggee  2299..  SSaavvee  oonn  ffeeeess  bbyy  rreeggiisstteerriinngg
bbeeffoorree  SSeepptteemmbbeerr  99..

BY ELIZABETH GALTON, M.D.

Dr. Galton is a member of the Scientific Pro-
gram Committee of the Institute on Psychiatric
Services.

“

Lake Michigan is one of Chicago's most
dazzling attractions, luring millions to its
beaches and lakefront parks every year.
Swimming, sailing, and boating are favorite
activities against a backdrop of one of the
world's most recognizable skylines. 
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clinical & research news

Asubstantial volume of current
reports, including a number
of presentations at APA’s
2002 annual meeting in May,
support the use of atypical

antipsychotic drugs in the medication man-
agement of bipolar disorder and treatment-
resistant depression. Indeed, a seemingly
burning question during the annual meet-
ing centered on what moniker the drugs in
the class should really carry, given their ex-
panding use beyond psychosis.

New research presented during annual
meeting seminars, symposia, and new re-
search poster presentations demonstrated
the effectiveness of olanzapine (Eli Lilly’s
Zyprexa), risperidone (Janssen Pharmaceu-
tica’s Risperdal), and aripiprazole (Bristol-
Myers Squibb’s new “atypical-atypical,” cur-
rently under review by the FDA; Psychiatric
News, June 21) as adjunctive therapy (and in
the case of olanzapine, as effective monother-
apy) in the treatment of bipolar disorder.
The annual meeting reports coincided with
journal reports on the same topic and sup-
port the newly revised recommendation of
APA’s Practice Guideline for the Treatment
of Bipolar Disorder, which was released ear-
lier this year (Psychiatric News, January 4).

Augmenting Efficacy
“The goal of therapy in patients with

bipolar disorder is to control symptoms to
prevent relapse and manage complications
such as mixed episodes,” said Paul Keck,
M.D., a professor and vice chair of research
at the University of Cincinnati College of
Medicine. Keck was a member of the work
group on bipolar disorder helping to revise
APA’s practice guideline.

“Often, a mood stabilizer is not enough
to adequately control all phases of the ill-
ness and maintain remission, so doctors may
need to consider appropriate additional
medication to stabilize mood,” Keck ex-
plained in a prepared statement accompa-
nying the annual meeting release of data on
olanzapine’s effectiveness in the disorder.

Annual meeting sessions detailed reports
of clinical trials funded by Lilly in which
olanzapine was found to be effective as an
adjunct to either lithium or valproate, ex-
tending the time to relapse and prolonging
remission in patients with bipolar disorder.
One study found specifically that those pa-
tients taking olanzapine and either lithium
or valproate remained free of symptoms of
mania for an average of 362 days, versus 63
days for those patients taking only lithium
or valproate. Rates of relapse for patients
with a mood stabilizer plus olanzapine were
15.2 percent, versus 35.4 percent for those
taking only a mood stabilizer.

A second Lilly-funded report detailed a
comparison of olanzapine with the company’s
combined olanzapine and fluoxetine for-
mulation (OFC). The company has been
looking at OFC as a treatment for bipolar
disorder as well as treatment-resistant de-
pression and psychotic depression and hopes
to file a new drug application with the FDA
for the combined product later this year.

The comparison study found that olan-
zapine alone not only controlled the mania
phase of bipolar disorder, but also improved
depressive symptoms as well. The efficacy
and rapid onset of the actions of OFC, how-
ever, were significantly greater than olan-
zapine alone.

In these studies the most frequently re-
ported adverse events for olanzapine alone
were weight gain, increased appetite,

Are Atypicals Missing Link
In Bipolar Treatment?
A series of recent studies agrees with APA’s newly revised practice
guideline for treating bipolar disorder: adding an atypical antipsychotic
could be just what the doctor ordered.

BY JIM ROSACK

headache, and dry mouth. For patients
treated with OFC, the most common ad-
verse event reported was somnolence, fol-
lowed by less-frequent reports of diarrhea,
weight gain, dry mouth, headache, and in-
creased appetite.

New research presented at the annual
meeting, supported by Janssen Pharmaceu-
tica, looked at the efficacy of adding risperi-
done to either lithium or valproate in pa-
tients with rapid-cycling bipolar disorder.
The small study—only 25 patients—indi-
cated that patients receiving risperidone in
addition to a mood stabilizer experienced
statistically greater improvement in scores
on the Beck Depression Inventory and the
Global Assessment of Functioning. How-
ever, scores on the Hamilton Depression
Rating Scale and the Young Mania Rating
Scale did not statistically differ from placebo.

A second new research report detailed
a 15-month head-to-head comparison of

adding either risperidone or olanzapine to
a primary mood stabilizer (again lithium or
valproate). In this study, funded by Janssen’s
sister company, Johnson and Johnson Phar-
maceutical Research and Development,
both drugs were found to be equally ef-
fective at improving outcomes over
monotherapy with only the mood stabi-
lizer. Side-effect profiles for both the atyp-
icals did not differ statistically except for a
very significant increase in the number of
patients gaining a “clinically significant
amount” of weight on olanzapine versus
those on risperidone (four times as many).

Stand-Alone Efficacy
The June American Journal of Psychiatry

contains the results of a Lilly-sponsored,
three-week, double-blind, head-to-head
comparison of olanzapine and divalproex
(Depakote, marketed by Abbott Laborato-
ries) for the treatment of acute mania.
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clinical & research news
The report comes from Mauricio Tohen,

M.D., D.P.H., a Lilly clinical research fel-
low and associate clinical professor of psy-
chiatry at Harvard and McLean, and his ex-
tensive list of colleagues at Lilly Research,
Harvard Medical School and McLean Hos-
pital, the University of California at Los
Angeles Neuropsychiatric Institute, and the
National Institute of Mental Health.

Zyprexa, incidentally, is only the third
brand-name drug to gain approval from the
Food and Drug Administration—in March
2000—for the treatment of acute mania.
Lithium has been approved since 1972; it
was more than 20 years before the second
brand-name drug, Depakote, was approved.

Tohen’s team followed just under 250 pa-
tients hospitalized for acute bipolar manic
or mixed episodes. Patients were randomly
assigned to receive either olanzapine or di-
valproex at starting doses consistent with the
approved labeling of both medications. The

researchers were free to adjust the dosing of
either drug, based on clinical outcome and
adverse events, as well as blood levels for pa-
tients randomized to divalproex. Patients
randomized to olanzapine also had blood
drawn, although no analysis was performed
because no standard blood levels have been
shown to be clinically valuable for olanzap-
ine. Olanzapine dosing ranged from 5 mg
to 20 mg per day, and divalproex dosing
ranged from 500 mg to 2500 mg per day.

The patients taking olanzapine at the end
of the three-week protocol showed a mean
improvement in the Young Mania Rating
Scale (YMRS) total score of 13.4 points,
while the group taking divalproex showed
an average improvement of 10.4 points. The
three-point difference was statistically sig-
nificant. Indeed, observations over the three
weeks showed olanzapine to be statistically
significantly better at improving mania on
days 2, 14, and 21 of the study.

However, the mean improvement seen
in the olanzapine group was statistically sig-
nificant in only three YMRS items: increased
motor activity, sleep, and language-thought
disorder. 

The percentage of each group achiev-
ing a “clinical response,” defined as a greater
than or equal to 50-percent improvement
in the YMRS total score, was not signifi-
cantly different. The olanzapine group,
however, responded more quickly than the
patients taking divalproex.

Similarly, the difference in the percent-
age of each medication group achieving re-
mission (with a YMRS total score at the
end of the study equal to or below 12) did
not reach statistical significance either. But
again, the olanzapine group achieved re-
mission more quickly—in three days, com-
pared with six days for the subjects taking
divalproex.

Tohen’s team got a surprising result when

it compared the response of subjects with
and without psychosis. The patients without
psychotic features experienced statistically
greater improvement while taking olanzap-
ine as compared with divalproex. In the
group of patients who did exhibit psychotic
features, no statistically significant differ-
ence was found between the two drugs. The
finding was contrary to what would have
been assumed, knowing olanzapine’s well-
documented efficacy in treating symptoms
of psychosis, the authors wrote.

“Often,” Keck said, “patients with bipo-
lar disorder require complex treatment reg-
imens to manage all phases of their illness,
creating a compliance challenge for patients
and a management challenge for clinicians.
These studies suggest that physicians may
be able to use olanzapine as a foundation to
simplify patients’ treatment regimens, and
the combination of olanzapine and fluoxetine
could be an effective treatment choice.” ■
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has baseline insulin resistance, the amount
of fat the patient deposits into adipose tis-
sue from energy taken in from a meal tends
to increase. Adipose tissue itself secretes
two hormones, leptin and resistin (charac-
terized for the first time about a year ago),
both of which can contribute to increased
insulin resistance.

“The drugs that cause the most weight
gain, then, would cause the largest shift in
insulin resistance, bringing out an overex-
pression of diabetes,” Newcomer explained.

Yet it’s not that simple, he warned. There
are many reports of patients developing di-
abetes when taking psychotropic drugs,
even when they don’t show significant
weight gain. And in many cases, the onset
of diabetes is within months of starting the
drug, rather than the years that diabetes ex-
perts would predict in a nondiabetic and
otherwise healthy individual.

Add to that the numerous reports of di-
abetes in patients with schizophrenia that
were published before the development of
modern psychotropic medications, and a
confounding question emerges: Which
came first, an inherent risk to develop dia-
betes along with psychiatric illness (possi-
bly because of a baseline elevated insulin
resistance) or the known contribution of
psychotropic medications to the develop-
ment of diabetes?

Data Don’t Explain Differences
The data are indeed conflicting, but

there is a perception in the field, Newcomer
said, to think that the highest risk of de-
veloping diabetes while on a psychotropic
medication occurs with the antipsychotics,
particularly clozapine or olanzapine. But
that perception may not actually be on tar-
get, he noted.

“I think all this rank-order stuff is still
really up in the air,” he said.

“When I look at the preponderance of
data,” agreed John Buse, M.D., Ph.D.,
“there simply doesn’t seem to be any major
difference between antipsychotic therapies
and the incidence of diabetes.”

Buse is an associate professor of medicine
and chief of the Division of General Med-
icine and Clinical Epidemiology at the Uni-
versity of North Carolina. “My advice to
psychiatrists,” Buse, a diabetes expert and
director of the UNC Diabetes Care Cen-
ter, told Psychiatric News, “is to recognize
that with people who have severe and per-
sistent disease—particularly schizophrenia,
but also severe psychotic depression and
bipolar disorder—there may be simply a
higher risk of those people developing di-
abetes than the general population, re-
gardless of their medication profile.” 

Recent Reports 
Several recent reports have examined

the issue. In May both Britain’s Medicines
Control Agency and the Japan’s Health and
Welfare Ministry issued diabetes-related
alerts regarding olanzapine. The British
agency cited 40 “reports of hyperglycemia,
diabetes mellitus, or exacerbation of dia-
betes” including four that resulted in ke-
toacidosis and/or coma, and one resulting
in a patient’s death. Japan reported two
deaths of patients with existing diabetes
who were prescribed olanzapine and seven
other patients who had “loss of conscious-
ness or coma” while taking the drug.

Reports have recently been published
that review the FDA’s MedWatch system
for reporting adverse events in the U.S. in-
volving several antipsychotics and diabetes.

antipsychotics in particular, may be aggra-
vating an underlying predisposition or risk
for developing diabetes. Although some re-
searchers suspect the drugs’ actions on
5HT1A receptors play a role in the inter-
action, no one believes the mystery is close
to being solved.

“In psychiatry, we prescribe a host of
medications that are known to carry a lia-
bility of weight gain,” said John Newcomer,
M.D., an associate professor of psychiatry

Asignificant volume of recent
data, including several re-
ports of new research pre-
sented at APA’s annual meet-
ing in May, is helping some

researchers begin to form what they believe
is a solid hypothesis explaining the persist-
ent link between psychiatric illness and
problems with glucose regulation.

Many researchers suspect that psy-
chotropic medications, antidepressants and

at Washington University School of Med-
icine in St. Louis. “This weight gain is al-
most surely predominantly an increase in
adiposity—the degree of body composition
made up of fat, or adipose, tissue. We’ve
known for years now, since the 1970s, that
an increase in adiposity can be associated
with an increase in insulin resistance,” New-
comer, who has studied the question ex-
tensively, told Psychiatric News.

The first report of a suspected link be-
tween psychiatric illness and diabetes was
published in 1926, well before the advent of
psychotropic medications. A significant
number of reports have followed, especially
after the explosive development of psy-
chotropic medications in the last few
decades. This has led both clinicians and
researchers to ponder what part of the link
is inherent to the disease process and what
part is played by medications.

Newcomer explained that if a patient

Studies Close In on Diabetes,
Psychiatric Illness Link
Researchers are striving to shed light on the puzzling link between se-
vere and persistent psychiatric illness, psychotropic medications, and
diabetes.

clinical & research news

BY JIM ROSACK

see Diabetes on facing page
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In response to recent critical re-
ports linking its $2.5 billion a year
antipsychotic olanzapine (Zyprexa)
to diabetes and diabetic complica-
tions resulting in some deaths (see

story on facing page), Eli Lilly and Com-
pany has been busy researching ways to
break the link or at least to alleviate its
severity.

A report of research funded by Lilly and
presented at APA’s 2002 annual meeting in
May suggests that patients who take an-
tipsychotics may be able to reduce their risk
of glucose-regulation problems by con-
trolling weight gain through dietary changes
and exercise.

Recent warnings from British and Japan-
ese regulators about the link between olan-
zapine and severe diabetes prompted Lilly
in May to strongly defend its drug’s safety
history, saying that any “report suggesting
a causal relationship between Zyprexa and
blood-sugar problems was not an accurate
reflection of the European Union or Japan-
ese labeling or even current scientific evi-
dence.” 

BMI and weight, as would be expected
since patients taking ziprasidone on av-
erage do not gain a significant amount of
weight.

“Dependably managing schizophrenia
with appropriate medication should be the
first priority for physicians and their pa-
tients. Once their symptoms and lives are
under control, patients can then implement
simple lifestyle changes to help manage

weight gain, and stay on the treatment that
works best for them,” said Centorrino in a
press briefing.

A second study looked at the long-term
benefits of the weight-management pro-
gram. In a six-month follow-up study, Betty
Vreeland, M.S.N., an advanced practice
nurse at the University of Medicine and
Dentistry of New Jersey, also found that
nutritional counseling and regular exercise
resulted in weight loss for patients on 
antipsychotic therapy.

“Our program was successful,” Vreeland
said in a press release, “because patients
were very satisfied with the program and
found it easy to follow. Ninety-eight percent
of patients said they felt better in general,
now eat healthier, exercise more, and have
found better ways to cope with stress.”

In addition, patients in both studies were
able to lower their resting heart rates, blood
pressure, cholesterol, and triglycerides by
the end of the studies.

Managing weight not only reduces risk
of diabetes, it also helps patients remain
compliant with their medication, accord-
ing to a Pfizer-sponsored study released at
the annual meeting.

In a survey of 300 U.S. psychiatrists,
completed for Pfizer (which makes the
Geodon brand of ziprasidone) by Roper
Starch Worldwide, 90 percent of those re-
sponding said they believe that weight
gain is the most likely side effect to cause
patients to stop taking their medication.
The survey indicated that not only does
weight gain affect compliance, but psy-
chiatrists believe it affects patients’ self-
esteem as well and adversely impacts pa-
tients’ quality of life. ■

Researchers have long thought that olan-
zapine causes weight gain in roughly one-
third of patients who take it, with some of
those patients gaining in excess of 25
pounds. That weight gain may increase the
risk of developing type 2 diabetes.

“Managing weight gain is a challenge
for many Americans, especially those with
severe and persistent mental illness,” said
Franca Centorrino, M.D., director of the
Bipolar and Psychotic Disorders Outpa-
tient Program at McLean Hospital and
Harvard Medical School.

Centorrino presented data at the APA an-
nual meeting indicating that patients who
took olanzapine, risperidone, clozapine, or
ziprasidone and participated in a weight-
management program were able to decrease
their body mass index (BMI) and their
weight.

At baseline, patients’ average BMI was
36.6, with a corresponding average weight
of 231.4 pounds. Each patient had gained
at least 10 pounds while on antipsychotic
therapy. The patients participated in weekly
dietary counseling and twice-weekly group

exercise including treadmill, step machine,
biking, and rowing and were followed for 24
weeks.

Over 90 percent of the patients, Cen-
torrino reported, experienced an average
decrease in BMI of 2.1 points, on aver-
age losing 13.1 pounds. Patients taking
olanzapine saw the largest reduction, fol-
lowed by patients taking clozapine or
risperidone (about half the reduction seen
with olanzapine). Patients taking ziprasi-
done saw the smallest reduction in both

Weight Management Cuts Risk
Of Antipsychotic-Related Diabetes

clinical & research news
Diabetes in Brief

Diabetes, a disease in which the body either does not produce enough insulin or is not able
to use the insulin it does produce, occurs in two major types. Type 2 diabetes, associated
with psychiatric illness and taking psychoactive medications, is easily distinguishable from
the more severe form, type 1.

According to the American Diabetes Association, type 2, the most common form of dia-
betes, has a later onset (type 2 is often referred to as “adult onset”), and results from the
body’s inability to produce adequate amounts of insulin or the inability of cells to use the insulin
to transport glucose out of the blood and into the cells for fuel. When glucose builds up in the
blood, two things occur: cells begin to starve for energy, and over time cellular damage oc-
curs, commonly in the heart, kidneys, eyes, and peripheral nervous system.

Type 2 diabetes often responds to changes in diet, a program of regular exercise, and
weight loss. In addition, medications that boost insulin production as well as decrease insulin
resistance are available. Rarely, in more progressive type-2 disease, insulin injections may
become necessary.

Type 1 diabetes is usually diagnosed in children and adolescents and has been com-
monly referred to as “juvenile-onset diabetes.” Type 1 results from a failure of the pancreas
to secrete insulin. Current consensus regards Type 1 as an autoimmune disorder in which
the person’s immune system attacks and obliterates the beta cells within the pancreas that
produce insulin. Patients with type 1 must rely on strict meal planning, exercise, and regular
insulin injections to keep blood glucose levels from fluctuating wildly.

BY JIM ROSACK

“Dependably managing
schizophrenia with ap-
propriate medication

should be the first prior-
ity for physicians and

their patients.”

New research suggests that comprehensive weight management can
help alleviate the risk of developing diabetes while taking antipsychotic
medications.

Diabetes
continued from facing page

These reports note that from 1990 to 2001,
there were 242 accounts of new-onset dia-
betes and 54 reports of worsening of exist-
ing diabetes for patients taking clozapine.
Most of the cases developed within six
months of starting the drug, and 25 patients
died as a result of diabetic complications.

A new report on MedWatch data pre-
sented at last month’s Endocrine Society
meeting in San Francisco reviewed risperi-
done. It identified 83 newly diagnosed cases
and 40 patients with pre-existing diabetes
that worsened after being started on the
drug between 1993 and 2001. There were
five deaths of patients taking risperidone
tied to diabetic complications.

Elizabeth Koller, M.D., a medical offi-
cer in the Division of Metabolic and En-
docrine Drug Products at the FDA,
cowrote the MedWatch reports as an in-
dividual researcher rather than as an FDA
official. Koller wrote in the risperidone re-
port that “these data, along with similar
reports of hyperglycemia with olanzapine,
clozapine, and quietiapine, suggest that an-
tipsychotic use may unmask or precipitate
diabetes in psychotic patients. Causality
cannot be ascertained because of the na-
ture of these data and absence of control
groups. While the number of such cases in
the literature and in MedWatch attributed
to clozapine or olanzapine are greater than
those with risperidone, no conclusions can
be made until direct prospective studies of
causality and relative risk are done.”

“Patients, and even physicians, hear these
kinds of reports,” Buse commented, “and
they just freak out.” He reiterated that the
topic is actually very complex, and only solid
research will help answer the questions.

In the March Archives of General Psychi-

atry, Newcomer reported the results of a
study looking at glucose regulation in 48
patients with schizophrenia. The study was
funded primarily through grants from NIH
and NARSAD, using no industry funding.

Newcomer’s study was a blinded look at
modified oral glucose tolerance tests to
compare glucose regulation in patients re-
ceiving placebo, a “typical antipsychotic,” or
risperidone, clozapine, or olanzapine.

All patients in the study were nondia-
betic and had already been receiving an-
tipsychotic medications, avoiding what
Newcomer described as the “tendency to
flip into diabetes in the first few months of
taking the drugs.”

The study concluded that subjects tak-
ing olanzapine and clozapine had significant
increases in blood glucose after receiving a
dose of the drug compared with those re-
ceiving a typical antipsychotic or placebo.
Risperidone-treated patients showed glu-
cose elevations that were significant com-
pared with placebo, but not significantly dif-
ferent from the typical antipsychotic group. 

A second recent analysis, independent of
industry funding, was presented at the APA
annual meeting. The data are from a study
published in the February American Journal
of Psychiatry, by Jan Volovka, M.D., Ph.D.,
chief of the clinical research division at the
Nathan S. Kline Institute for Psychiatric
Research in New York, and his colleagues.

That report detailed a double-blind,
head-to-head efficacy trial of clozapine,
olanzapine, risperidone, and haloperidol.
The new research presentation at the an-
nual meeting described changes in glucose
and cholesterol in patients taking the four
medications. The trial studied patients who
had failed on previous treatments.

“One of the take-home messages was that
there were only 14 outliers [of 101 patients
studied] who had elevations of glucose lev-

els above 125 mg/dl,” Leslie Citrome, M.D.,
M.P.H., told Psychiatric News. Citrome, a
co-author on both the AJP report and the
annual meeting presentation, is director of
the Clinical Research and Evaluation Fa-
cility at Nathan Kline and clinical profes-
sor of psychiatry at New York University.

“Of those 14, six were taking clozapine,
four were taking olanzapine, three were tak-
ing risperidone, and one received haloperi-
dol,” Citrome said.

“Whenever I initiate treatment for pa-
tients with schizophrenia,” Citrome said,
“I always want to do a comprehensive med-
ical workup.” He often finds, he said, that
this patient population has received little if
any comprehensive medical care. “These
patients do have a higher risk of a number
of medical conditions, including diabetes.”
He regularly orders lab tests including base-
line liver enzymes as well as fasting glucose,
cholesterol, and lipid levels.

By screening for diabetes at the outset,
Buse noted, psychiatrists can catch it early
and avoid the troubling scenarios in the case
reports, regardless of which antipsychotic
drug the patient may need.

“If there is a difference between these
drugs, I at this point couldn’t tell you which
of the drugs has the greatest diabetes risk—
other than clozapine,” Buse concluded. “But
the difference between the one with the
greatest risk and the one with the least risk is
small in comparison to the absolute risk of
developing diabetes that is associated simply
with having a severe psychiatric illness.”

Newcomer added, “The patient may well
be at risk. But then we [as psychiatrists] have
the responsibility to ask whether or not there
is an iatrogenic contribution—a modifiable
degree of risk that we add. When we cause
an increase in weight or adiposity, we’re
going to see some very predictable changes
in glucose regulation.” ■
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Nearly 30 years of experi-
ence tells Elizabeth
Weller, M.D., that the
controversial diagnosis of
childhood bipolar disor-

der is real, but the way it presents in chil-
dren is significantly different from the way
it presents in adults.

“In 1975, when I
was a resident, no one
believed bipolar disor-
der existed in children,
despite the fact that
Kraepelin, as early as
1921, identified it, say-
ing though that it was
rare,” Weller told a
standing-room-only
audience at her Distin-
guished Psychiatrist
Lecture at APA’s annual
meeting in May.

Weller is a profes-
sor of psychiatry and
pediatrics and vice
chair of psychiatry at
the University of Pennsylvania School of
Medicine.

Through the early 20th century, no one
diagnosed bipolar disorder in children,
Weller said, because it was thought that
“normal childhood behavior was sort of hy-
pomanic.”

Today, nearly 100 years later, there is
still resistance to diagnosing the disorder,
which Weller believes not only does occur
in children, but also is very often either mis-
diagnosed or not diagnosed at all.

“In one of our studies, back in 1986,”
Weller said, “we went back through 157
case reports of ‘disturbed children’ in the
literature. We blinded them, rediagnosed
them, and found that 73 cases met criteria
for bipolar disorder. Then looking back at
the cases, we saw that only 12 of those had
carried a diagnosis of bipolar disorder.”

Other research, she noted, has found
that the average time elapsed between the
onset of symptoms in children with bipolar
disorder and actual diagnosis is around eight
years.

Mania in Children
Mania in children is very different from

the classical presentation found in adults,
according to Weller. According to adult cri-
teria, she said, “mania in children is 100
percent atypical.”

“Rather than grandiosity or euphoria in
children and adolescents, the mood is most
often irritable,” she said. “They often have
a decreased need for sleep—not insomnia,
but an actual ability to function well on
much less sleep than normal. Psychotic
symptoms are also extremely common in
children and adolescents with mania, which
is why they are often misdiagnosed with
schizophrenia,” she told Psychiatric News.

Symptoms may also vary depending on
the age of the child at onset of the illness,
she indicated. In one of her studies, she and
colleagues found that for children aged 1
to 8, the predominant symptoms were irri-

tability and psychomotor agitation, while
those aged 6 to 12 were almost evenly split
between an elevated mood and irritability.

With most of the patients over age 9,
symptoms began to look more like those of
an adult, with elation, grandiosity, emo-
tional instability, paranoia, and a general
heightened state of sensory arousal.

She reiterated that full
manic episodes, according to
DSM-IV criteria, are almost
never seen in children.
Episodes in children are not
nearly as clear cut, and du-
ration is often not long
enough to satisfy the crite-
ria. Most children would
most closely match criteria
for mixed episodes or cy-
clothymia, she said.

“Several studies now, in-
cluding our own,” Weller
told Psychiatric News, “have
documented that children
who have mixed episodes or
are cyclothymic, over-

whelmingly—nearly 40 percent to 50 per-
cent—grow up to be adults with full mania.”

Differential Diagnosis
“Comorbidity is the reason we have so

much trouble making this diagnosis, be-
cause mania occurring alone is actually ex-
tremely rare in children,” Weller said.

The most common comorbid conditions
with child-onset bipolar disorder, according
to several studies, are attention deficit/
hyperactivity disorder (ADHD) and con-
duct disorder (CD). Anxiety disorders, sub-
stance abuse, and personality disorders can
also occur comorbidly, Weller noted.

Studies have indicated between 40 per-
cent and 90 percent of children with bipo-
lar disorder also have ADHD, and around
50 percent have comorbid CD.

In a study of 320 hospitalized children
with bipolar disorder, Weller found that 28
percent had only bipolar disorder, while 37
percent had two diagnoses, and 27 percent
had three or more diagnoses.

ADHD more commonly occurs alone
(about 20 percent of children with a pri-
mary diagnosis of ADHD have bipolar dis-
order as well), but the two share several
characteristics—hyperactivity, distractibil-
ity, irritability, decreased need for sleep, and
temper tantrums. But, Weller said, there
are also characteristic differences in the
presentation of the two.

“In children with ADHD, from the time
they start walking, they are wearing the
soles right off of their tennis shoes,” she
said. “With bipolar, the hyperactivity is
much more episodic.”

One key to differentiating bipolar ill-
ness from ADHD is the child’s response
to medications. Children with ADHD do
not respond to a mood stabilizer, accord-
ing to Weller, but for children with true
bipolar disorder, mood stabilizers are usu-
ally “wonder drugs.” Conversely, a stimu-
lant, which helps patients with ADHD,

Bipolar Disorder Often Misdiagnosed
In Children, Expert Says
Key factors help distinguish the diagnosis of child-onset bipolar dis-
order from disorders for which it is sometimes mistaken, such as schiz-
ophrenia, ADHD, and conduct disorder.

BY JIM ROSACK

Elizabeth Weller, M.D.: “All
patients with bipolar disorder
must be on a mood stabilizer as
the medication of first choice.” 

see Bipolar Disorder on page 39



Chronic lithium therapy is commonly
associated with nausea, diarrhea, dizziness,
and blurry vision. In more severe cases, it
is often referred to as “lithium intoxica-
tion,” which can be associated with
headache, excessive sweating, electrolyte
disturbances, ataxia, tremor, seizure, and in
severe toxicity, coma leading to death.

“Clinicians are always warned to check
serum lithium levels,” Smith noted, “but
you have to remember that the serum level
must be correlated with the clinical re-
sponse. In some people, toxicity can and
does occur at what would on average be
considered a therapeutic level.”

The accepted therapeutic level, he
noted, is being rethought, based on re-
cent research. “A therapeutic level now
seems to be in the range of 0.6 to 1.0 mil-
liequivalents per liter rather than what
older references said, which was to keep
your patients between 0.8 and 1.2.” Keep-
ing the serum levels lower achieves equal
efficacy, Smith said, but can drastically re-
duce side effects. In addition, using long-
acting lithium, given daily at bedtime, also
has been shown recently to reduce side
effects.

Goodwin and Jefferson
agreed that lithium is by
far the most effective
mood stabilizer. They dis-
agreed somewhat on its
side-effect profile, espe-
cially in the long-term ef-
fects of lithium therapy.
Goodwin actively cham-
pions combination ther-
apy, using lower doses of
lithium along with another
mood stabilizer—he often
adds low doses of dival-
proex—and has done stud-
ies that indicate that pa-
tients on combination
therapy do just as well
symptomatically, while ex-

periencing fewer side effects.
Smith noted that a good number of cur-

rent bipolar experts do believe in lithium
and use it frequently, in spite of recent re-
search suggesting that it has fallen out of
favor. 

“As long as you get a good history, talk
openly and candidly about the side ef-
fects of lithium with your patients, and
monitor those side effects over time,”
Smith concluded, “lithium is still the drug
of choice in bipolar disorder. It is the
most effective medication we have and,
when appropriately managed, is quite
safe.”

The Web site for the Lithium Infor-
mation Center is <www.miminc.org/
aboutlithinfoctr.html>. ■
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Once Down for the Count,
Lithium Lives to Fight Again
After 50 years, new research is modifying the love-hate relationship
between psychiatrists and lithium.

The importance of the topic
was underscored by the
overflow crowd attending
a workshop on the last day
of APA’s 2002 annual meet-

ing in May. The psychiatrists simply wanted
to know about the latest information on a
very old “friend”—lithium.

Eric Smith, M.D., a PGY-2 psychiatry
resident at Boston University Medical Cen-
ter chaired the workshop, titled “Lithium
Revisited.” He was joined by bipolar ex-
perts Frederick Goodwin, M.D., research
professor of psychiatry and behavioral sci-
ences at the George Washington University
School of Medicine, and James W. Jeffer-
son, M.D., distinguished senior scientist at
the Madison Institute of Medicine and di-
rector of the Lithium Information Center,
who served as discussants.

Both Goodwin and Jefferson praised
Smith for an excellent overview of a drug
that Goodwin characterized as “born well
before the chair of this workshop!”

Indeed, Smith reviewed 50 years of ex-
perience in using lithium in bipolar states,
noting that by far, it is the one drug in all
of psychopharmacology with a “fully doc-
umented history of efficacy.” There are,
Smith noted, over a dozen placebo-con-
trolled clinical trials documenting the drug’s
effects in reducing the frequency of manic
episodes as well as stabilizing cycling be-
tween mania and depression, on average
producing a fourfold reduction of episodes
of mania or depression.

Not only is the drug a well-established
mood stabilizer, Smith said, but “recent re-
search has documented that lithium has
some neuroprotective effects, and it is by
far the most effective treatment for reduc-
ing—by as much as 50 percent—the over-
whelming mortality associated with bipolar
disorder.” Lithium is the only drug that has
been documented to decrease significantly
both suicidal gestures and decrease the
number of completed suicides among pa-
tients with bipolar disorder.

“But,” Smith hedged, “it has a huge side-
effect profile and correspondingly huge
problems with patient compliance. Simply
put, patients feel so much better taking it,
but they stop taking it to avoid the side ef-
fects.”

BY JIM ROSACK

Frederick Goodwin, M.D. (right), discusses combining lithium
with another mood stabilizer, while Eric Smith, M.D., looks on.

Lithium “is the most 
effective medication we

have and, when 
appropriately managed,

is quite safe.”
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returned to the United States with much
concern for the continuous care of veter-
ans with psychiatric conditions. The Bu-
reau of War Risk Insurance and the Pub-
lic Health Service (PHS) were the re-
sponsible agencies. Existing PHS hospi-
tals were first used, with the addition of
new facilities, and the overflow was di-
rected to public and private mental hos-
pitals. Salmon found these arrangements
unsatisfactory because of conflicting poli-
cies and staff limitations among Army and
Navy agencies. 

In 1919 the surgeon general of the PHS
invited Salmon and four other outstand-
ing neuropsychiatrists to develop a plan
for hospitalized veterans who were diag-
nosed as mental and neurosis cases. The
final report recommended special veter-
ans hospitals.

The Harding administration, which
came into office in 1921, rejected the re-
port, claiming that no additional beds were
needed. Salmon tackled the rejection head
on, enlisting the aid of the American Le-
gion and other organizations. Spokesper-
sons for the American Legion later declared
that Salmon was the greatest single factor
in getting medical help for disabled veter-
ans. 

That same year, Congress established
the Veterans Bureau to consolidate agency
efforts, but a corrupt director, Dr. C. R.
Forbes, ignored the psychiatrists’ rec-
ommendations (he later went to federal
prison for misusing federal funds). It was
some years before the Veterans Bureau
was able to become an efficient organi-
zation.

Salmon left his imprint on the practice
of military psychiatry, and his memory lives
on through the annual Salmon Lecture and
Medal sponsored by the New York Acad-
emy of Medicine. ■

worked in the Army surgeon general’s of-
fice, and Dr. Stewart Paton of Princeton,
N.J., headed the preparation of a neu-
ropsychiatric service plan for the Army.
Salmon also went to Great Britain to study
how that country was managing psychiatric
casualties. When the United States entered
the war, Salmon was named senior psychi-
atrist for the Army overseas. The plan had
included the screening of inductees and es-
tablishment of base hospitals and 30-bed
units in general hospitals for psychiatric pa-
tients. Most important was the designation
of division consultants who were senior psy-
chiatrists.

T homas William Salmon, M.D. (1876-
1927), was in charge of psychiatry for
the American Army overseas during

World War I. He became medical director
of the National Committee for Mental Hy-
giene (now the National Mental Health As-
sociation) in 1915. With World War I under
way in Europe, the organization had begun
to collect information about psychiatric ca-
sualties and their management. Also, an ear-
lier survey of American Army troops had
found a higher number of psychiatric cases
than in the civilian population.

In early 1917 Salmon, with Dr. Pearce
Bailey, a New York neurologist who later

The term “shell shock” had come into
popular use by this time but was rejected
by Army personnel in favor of the term “war
neurosis.” Dr. Edward Strecker, a division
consultant, wrote that the condition re-
sulted from operation of defensive mecha-
nisms based on the instinct of self-preser-
vation. 

The proposed plan, put into operation
by Salmon, worked as intended. Soldiers
evacuated because of psychiatric symptoms
were treated as close to the front as possi-
ble with rest, nutrition, occupational ther-
apy, and recreation. The staff and thera-
peutic atmosphere reinforced the expecta-
tion that these soldiers would return to their
units for further duty. Psychotic patients
were sent home to the United States. (Un-
fortunately, the success of the World War
I plan was forgotten and had to be redis-
covered during World War II.)

After the war ended in 1918, Salmon

history notes

Thomas William Salmon:
Psychiatry in Time of War

BY LUCY OZARIN, M.D.

Grieving
continued from page 4

whose firefighter husband had also disap-
peared and who, on the day after the at-
tacks, held an open house for sympathetic
visitors.

There are normal grief, pathological
grief, and ambiguous grief, Bellotti con-
tinued. Normal grief lasts one to two years.
In pathological grief, healing does not
occur, and the bereaved cannot move ahead
with his or her life. Ambiguous grief is
where one is not sure whether a person is
dead or not. “The swings between hope and
grief are tumultuous,” she said. It has been
reported that the survivors of missing vic-
tims are at high risk for anxiety, depression,
and psychosomatic symptoms, and the
longer the possibility that a loved one is still
alive, the greater the risk for psy-
chopathology. But tolerance for such un-
certainty varies, she said.

Today, Bellotti indicated, Stella and Jeff
are experiencing a mixture of pathological
and ambiguous grief. They are still angry,
they still refuse to accept that their daugh-
ter is dead, and “emotionally they are spent
and seem to have aged rapidly.”

Grief, Bellotti concluded, cannot be re-
solved unless there is an acceptance of death
and unless one finds “a new ray of optimism
in life.” Yet such acceptance and optimism
are indeed possible, O’Brien indicated. In
the two weeks after September 11, he said,
he “learned about courage and bravery in
some wonderful people.” ■
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letters not more than 500 words long for
possible publication. Submission of a letter
implies consent for publication unless
otherwise indicated. All letters are subject to
editing to meet style, clarity, and space
requirements. Receipt of letters is not
acknowledged. Send submissions to Letters to
the Editor, Psychiatric News, at 1400 K Street,
N.W., Washington, D.C., 20005; fax: (202)
682–6031; e-mail: pnews@psych.org.

Opinions expressed in letters do not
necessarily reflect the views of APA or the
editors. Clinical opinions are not peer reviewed
and thus should be independently verified.

The May 17 issue includes an article dis-
cussing the appointment of a psycholo-

gist to head the Yale Child Study Center. I
do not have information on all the factors
that led to this discussion but can comment
on the broader implication of this action,
which was not addressed in the article.

Currently we are experiencing a crisis in
recruiting and retaining psychiatric re-
searchers. This crisis is most profound in
child psychiatry. To address this crisis, we
need to first focus on enhancing research
training in general and child and adolescent
psychiatry residency training.

Then it is essential that the route into
child psychiatry training be shortened and
streamlined without interference with the
quality of training. This will increase the
number of child psychiatry practitioners
and researchers. We now experience a severe
shortage of both.

SIDNEY WEISSMAN, M.D.
Evanston, Ill.

More on Psychologists

Much of the use of cellular phones at APA’s
2002 annual meeting in Philadelphia was

clearly unacceptable. I do not recall a sin-
gle event I attended where an audible cel-
lular phone did not ring. And in several of
these situations, the people called actually
had the audacity to answer their phones in
earshot of others in the room. Some peo-
ple left the room to take their calls, but the
volume of their voices ensured that they
were still heard from the lobbies where they
continued their conversations.

Quite simply, we must create and en-
force appropriate social norms for cellular
phones. While psychiatry supports empa-
thy, the behavior that I endured at the meet-
ing due to phones was anything but.

Cellular phones must be silenced in pub-
lic forums. Please understand that I write
this as a person who rarely goes without his
phone, but I put it in vibrating mode when
I am in public. If it buzzes, I decide whether
I am in a position to answer and hold a con-
versation while not intruding on others. My
caller ID generally identifies callers, and
any unanswered calls go to voicemail for
later response.

There should be zero tolerance at meet-
ings for audible phone use in lecture halls,
in much the same manner as we treat to-
bacco. Meeting registrants should be fore-
warned, in writing, about the standards for
public behavior, which will lead to group
norms being created and enforced by oth-
ers via peer pressure. Those who believe
that their immediate availability is critical
might consider staying home.

As a microcosm of society, we are try-
ing to figure out acceptable cellular phone
use in much the same way as theaters and
concert halls are struggling to address the
issue. Apparently common sense and cour-
tesy are not prevailing, so a bit of guidance
and help is in order.

BRIAN L. GRANT, M.D.
Seattle, Wash. 

Meeting Hang Up 

fail to address the disparities in access to
care. I propose that all mental health care
practitioners increase organized efforts to-
ward more common interests. Our lack of
unity has kept us from achieving legisla-
tive successes in more pertinent areas such
as mental health parity and improving ac-
cess to care. With solidarity we could pro-
pose the best strategy for legislators to en-
sure an optimal and more equitable sys-
tem. ■

Mental illness does not discriminate;
it strikes both rich and poor and
cuts across all ethnic and cultural

backgrounds. Thus, the effective treatment
of people suffering from mental illness re-
quires a culturally competent psychiatric
workforce. Equally important, however, is
a workforce that understands and relates to
patients of various backgrounds because
they themselves are members of that par-
ticular group. Because of this need and the
shortage of minority psychiatrists, the re-
cruitment of minority students into psy-
chiatry has become a high priority for the
psychiatric profession and for APA.

The American Psychiatric Foundation
and APA have teamed up with AstraZeneca
to address this challenge by creating the
American Psychiatric Foundation/
AstraZeneca Fund for Minority Recruit-
ment, with an educational grant of $25,000
from AstraZeneca. This fund will be ad-
ministered by the foundation’s Board of Di-

Minority Students
continued from page 20

education & training pushes a bipolar child into increased symp-
toms of mania.

CD is distinguished from bipolar by a
characteristic lack of guilt—children with
CD will do something wrong, but have no
remorse, Weller said, whereas bipolar chil-
dren often feel guilty, even for no reason.
Children with conduct disorder also often
feel paranoid, as do children with bipolar
illness, “but paranoia in kids with conduct
disorder is not evidence of psychosis,”
Weller emphasized, “it’s justified—they did
something wrong, and now someone is out
to get them!”

Schizophrenia, she pointed out, the most
common misdiagnosis for these children,
is distinguished by having a more insidious
onset, with no rush of speech or flight of
ideas.

Getting the diagnosis correct, Weller
stressed, leads to the correct treatment path-
way.

“All patients with bipolar disorder must
be on a mood stabilizer as the medication
of first choice,” Weller said. “I personally
like lithium—in smaller doses than we used
to use—however, there are several [mood
stabilizers] now that are promising.” (See
story on page 27.) ■

Bipolar Disorder
continued from page 26
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the health sector, so does demand. This
could explain why there might be an over-
supply of practitioners yet health care train-
ing programs can continue to grow and still
provide very high job placement rates in al-
ready saturated markets for their graduates. 

Many opponents also propose that there
would be a detrimental effect on quality of
care. As the number of less-trained health
practitioners with ever-increasing privilege
authority continues to grow, so too would
the use of unnecessary medications and di-
agnostic tests and subsequent need for man-
agement of side effects and false-positive
results (remember sensitivity and speci-
ficity?). Furthermore, as the methods em-
ployed by one coalition of providers proves
successful at obtaining more privileges,
other coalitions will seek to obtain those
same privileges to gain competitive advan-
tage.

The estimated supply of nonphysician
clinicians in training continues to grow at
multiple times the rate of physician trainees,
and soon their supply will overshadow that
of all M.D.s and D.O.s. As health care ex-
penditures continue to rise as a percentage
of GDP, and business leaders continue to
put pressure on politicians to decrease the
rate of growth, the limitations in access to
basic care continue. For example, the tepid
mental health parity bill that allowed in-
surance companies to opt out if they could
demonstrate a 1 percent increase in health
expenditures was defeated late last year for
fears of further uncontrolled increases in
health care costs.

As the leadership of the American Psy-
chological Association attempts to convince
legislators of the need to obtain prescriptive
privileges to provide adequate care, that as-
sociation only diminishes the work and ac-
complishments of its own members and the
legitimacy of its current scope of practice
throughout the United States. More im-
portant, the proposed changes ultimately

residents’ forum
continued from page 16

Our organizational struggle with psychol-
ogists on prescribing authority has gone

over the edge. We claim that allowing psy-
chologists to prescribe is bad for patients, but
are we willing to consider any outcome de-
sign that might lead to objective conclusions? 

The New Mexico experiment seems very
cautious and demands a great deal of study
and supervised practice. Its graduates would
have a good biological immersion that
might make them equal to our nonpsychi-
atric physician colleagues in combination
with their clinical psychological skills. They
might even be as good as some of us. 

The antipsychology frenzy is seen again
in our opposition to the appointment of
Alan Kazdin, Ph.D., to head the Yale Child
Study Center. This protest echoes com-
plaints voiced years ago—in Psychiatric
News—about social workers supervising
psychiatry residents in psychotherapy. Some
of us believe that an M.D. should not look
up to a non-M.D. for supervision—it might
hurt the identity of the future leaders of the
mental health team. This excess creden-
tialism does not help us as team leaders or
team players, and for our Board of Trustees

to tell Yale who is best for its distinguished
program is errant foolishness—especially
when we have to say that, of course, we
mean no criticism of Dr. Kazdin. 

Again, as in psychologist prescribing,
the guild or “turf” issue lurks right out there
in the open. An objective observer might
think we’re afraid the innovation might
work too well.

E. JAMES LIEBERMAN, M.D.
Washington, D.C.

This is in response to the article on autism
in the June 7 issue. Some readers may be

interested in the following development.
There is evidence suggesting that some

cases of autism may be related to malfor-
mation of the brain stem. This can occur

When I was a resident in the mid-1950s,
my supervisor was in a training analysis

with Dr. Frieda Fromm-Reichmann, and I
heard some interesting anecdotes that Dr.
Fromm-Reichmann had told about herself.
On her immigration voyage to the United
States, she practiced her English with a young
American man on the ship. Near the end of
the voyage she asked him, in her heavily ac-
cented English, “Now I want that you should
teach me the dirty little four-letter words that
you use to say how your really FEEL.”

I once attended a meeting where she re-
viewed the analysis of a schizophrenic pa-
tient with the patient. They were sitting in
two chairs facing the audience at an angle
to each other. Dr. Fromm-Reichmann asked

More on Fromm-
Reichmann

the patient whether there was any one mo-
ment that had made a crucial difference in
her recovery. The answer has guided me
ever since: 

“Oh, yes. It was Christmas Eve in 19__.
You had been sitting with me for an hour a
day for a year, and I had refused to say any-
thing to you. When you left on Christmas
Eve, you said you would be back tomor-
row, and I knew I had you [in a broken
promise, like all the other people]. No one
was going to come to see me on Christmas
Day—but you came!”

I have always remembered that lesson
in the possible importance of seemingly in-
significant acts in therapy.

C. BROOKS HENDERSON, M.D.
Dunnellon, Fla.

Early Detection in
Autism

as early as 20 to 24 days after conception,
before a woman may know she is pregnant.
It is also possible that in some cases this ab-
normality may be detected at birth by elec-
trophysiological means. It may not be nec-
essary to wait about three years to confirm
the presence of autism. 

The benefit of early detection would
mean that help to ameliorate the condition
could be started much earlier than now, to
the benefit of child and family.

MAURICE RAPPAPORT, M.D.
San Jose, Calif.
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folks here who know that passing parity leg-
islation is the right and timely thing to do.”

Creelman and several patient advocates
attending the rally visited their Congres-
sional representatives on Capitol Hill after
the rally. Creelman is a Republican candi-
date for the Michigan legislature for the
9th District. “I am embarrassed to say that
Michigan is one of the 15 states that have
not enacted parity legislation. If elected, I
will move passage forward.”

Creelman added that opponents in
business and the insurance industry have
unfairly labeled parity legislation before
Congress as an unfunded mandated ben-
efit. “We know that the costs to employ-
ers are pennies compared with the long-
term cost savings. Parity is not a man-
dated benefit. The legislation applies only
to employers who already offer mental
health benefits and requires them to be
covered at the same level as medical ben-
efits.” 

Creelman’s comments were supported
by a May 22 memorandum from the Con-
gressional Budget Office to “interested
parties.” The CBO reaffirmed its August
2001 projection that enacting the Mental
Health Equitable Treatment Act would,
on average, increase insurance premiums
by less than 1 percent (Psychiatric News,
June 7). The CBO also concluded that the
parity bill now before Congress doesn’t
require health plans to cover services that
are not medically necessary or new services
they did not previously cover. 

“Under the bill, plans would retain the
ability to use exclusions of specific serv-
ices, as well as medically necessity and
other cost-management techniques,” ac-
cording to the memo.

A memorandum to APA members on
Congressional support of the parity legis-
lation from Jay Cutler, J.D., director of
the Division of Government Relations, is
posted on the Web at <www.psych.org/
pub_pol_adv/parity52802.cfm>. ■

Kennedy praised the grass-roots advo-
cacy effort for “putting the pressure on
Congress to pass parity last year, although
the legislation was ultimately defeated by
special interest groups.”

Patient Advocates’ Perspective
Kennedy also thanked Ron George, who

addressed the crowd immediately before
Kennedy spoke, for his willingness to talk
about a painful subject. His daughter, Lisa,
died at age 19 from medical complications
of anorexia nervosa, a condition she was di-
agnosed with a few years earlier. Eating dis-
orders affect 7 million women and 1 mil-
lion men, according to the National Asso-
ciation of Anorexia Nervosa and Associated
Disorders (ANAD).

“When my daughter was hospitalized,
she did regain the weight she had lost, but the
underlying problem wasn’t addressed. Even
when we paid out of pocket for daily coun-
seling, it wasn’t enough to save her. What
she needed was long-term intensive treat-
ment, but that wasn’t covered,” said George.

Speaking on behalf of ANAD, George
implored members of Congress to ensure
that eating disorders are covered in any par-
ity bill that is enacted.

“Early intervention in anorexia and bu-
limia is more effective and ultimately less
costly than heroic treatment. ANAD esti-
mates that the inpatient cost of treating eat-
ing disorders can run as high as $30,000 a
month. But our insurance company paid
$138,000 for 22 hours of extraordinary ef-
fort to save our daughter, and our daugh-
ter is dead. Nobody won.” 

George was one of three patient advo-
cates who described the personal costs of in-
adequate mental health insurance coverage. 

Lisa Cohen, M.S.W., was diagnosed as
a young adult with bipolar disorder and a
rare blood disorder (idiopathic thrombo-
cythemia). “Although both these disorders

once and for all we will no longer accept
stigma, we want to end discriminatory in-
surance practices, and we want full mental
health coverage for men, women, and chil-
dren!

“The only people we don’t have support
from is the health insurance industry, and
if they think they can stop parity, they can’t.”

are life threatening, my insurance company
chooses to view these illnesses with an un-
equal eye. The coverage for mental illness
has been much harder to obtain. The ben-
efits I have received have been discrimina-
tory and incomplete,” said Cohen. 

Her insurance plan has a 30-day limit
on hospitalization for psychiatric disorders.
“During a severe episode of bipolar disor-
der, the hospital planned to discharge me
when my stay was 31 days instead of 30. I
continued to be hospitalized only because
my family intervened and paid the hospi-
tal for the additional days,” said Cohen.

“Meanwhile, my insurance company had
no trouble paying for any and all care for my
blood disorder, including more tests than
I care to count. No questions asked, no lim-
its on doctor’s visits or hospital stays.”

Jim McNulty, president of the National
Alliance for the Mentally Ill, said that when
he was diagnosed with bipolar disorder in
1987, his insurance plan provided no cov-
erage for treatment of mental illness. “I was
forced to seek treatment from a primary
care physician who knew nothing about
treating manic depression. I lost my job,
my home, and my family.”

McNulty’s situation improved in 1994,
when, as a resident of Rhode Island, he ben-
efited from the state’s first parity law. 

“Finally I was able to afford to see a psy-
chiatrist who prescribed medication and
regularly monitored my condition. The re-
sults of good treatment were rapid. I re-
covered from the depths of despair, started
a business, and began helping others with
similar problems,” said McNulty.

Cost Issues
Wayne Creelman, M.D., president of

the Western Michigan Chapter of the
Michigan Psychiatric Society, attended the
rally on behalf of APA. Creelman told Psy-
chiatric News, “I am impressed by the in-
credible support of members of Congress,
the Mental Health Liaison Group, and the

Parity
continued from page 1

Medicare
continued from page 2

tion of Retired Persons, is worried that sen-
iors will pay the price for increases to health
care providers. David Certner, director of
federal affairs at AARP, said that the pro-
posal would mean “less money for drug
benefits in a pot that was already insuffi-
cient,” according to the Times.

Goldreich told www.kaisernetwork.org
that Thomas and Tauzin “swear it isn’t [com-
ing from the prescription drug benefit].” 

The committee chairs claim that their
proposal for a prescription drug benefit
would produce a cut in the cost of pre-
scription drugs for seniors of 30 percent.
The savings would be the result of pro-
moting competition among private health
insurance companies that would offer poli-
cies to cover drugs only and by encourag-
ing them to negotiate discounts with the
drug companies. 

“Medicare Physician Payment Update
Background and Talking Points” is posted
on the Web at <www.ama-assn.org/
ama/pub/article/6930>. 

Numerous reports on Medicare are
posted at <www.kaisernetwork.org/
daily_reports/rep_index.cfm>. ■

reprints of controlled studies from peer-
reviewed journals demonstrating the effi-
cacy of the product being hawked and com-
paring it with alternatives (especially less
expensive ones) on the market. Within a
year, the nature of the handouts would
change from squeezable tension relievers
shaped like the human brain to compila-
tions of published studies and other edu-
cational information. And it’s all in our
hands.

Are there risks attendant to the phar-
maceutical presence at our meetings?
Without question. Moreover, the risks mu-
tate over time. Last year, the Scientific
Program Committee noticed that some
poster presentations were being made by
pharmaceutical company representatives
rather than the researchers and that reps
were present to distribute marketing in-
formation. In response, this year reps were
barred from the poster areas. Should we
simply toss the industry out of our meet-
ings? I think we would lose more than we
would gain by doing so. Rather, I think
the AAN Board of Directors got it right
when it said:

“We value the relationship the AAN has
had with industry, but the corporate role
needs to be continually defined and moni-
tored. When violations occur, they must be
dealt with promptly and decisively with im-
posed penalties that are proportional to the
infractions. Appropriate guidelines are an
essential component of managing this rela-
tionship, if we are to maintain our integrity
as an organization and the confidence of the
public in the medical profession.” ■

also been able to encourage the symposia
organizers to include a wider diversity of
presenters. An APA committee represen-
tative sits in on every ISS session to mon-
itor for bias in the presentations (for ex-
ample, overtly promoting the sponsor’s
product), and subcommittee members lis-
ten to tapes of the sessions after the fact.
Evidence of bias can lead to exclusion from
subsequent APA annual meeting presen-
tations.

What about those elaborate pavilions
on the exhibit floor, where pharmaceuti-
cal companies give away all sorts of trin-
kets? My problem is not with the compa-
nies—marketing being the quintessential
capitalist exercise—but with the behavior
of some of our colleagues. Are there any
psychiatrists in America who can’t afford
to buy their own pens, notepads, and fris-
bees or to call home from the annual meet-
ing on their own dime? What other than a
feeding frenzy can explain the shopping
bags crammed with giveaways that some
attendees can be seen lugging from the
convention center? (Do they really send
their kids to the park to play with frisbees
emblazoned with the name of a popular
SSRI?) I don’t blame the companies for
trying to foist this stuff on us; I blame us for
taking it. 

Imagine what would happen if we—all
of us—suddenly stopped clamoring for lo-
goed paperweights and calendars. Picture
the consequences of our approaching the
pharmaceutical displays and asking for

from the president
continued from page 3

ices are provided to residents with mental
disorders conform with strict federal regu-
lations enacted as part of the Omnibus Bud-
get Reconciliation Act (OBRA).

OBRA’s goal was to protect nursing home
patients from abuse and neglect and to en-
sure that they receive quality medical care,
explained workshop chair Marc Rothman,
M.D. It mandates that residents receive
comprehensive mental health assessments,
for example, and are free from “unneces-
sary” medications. This was a response to a

said Silberstein. For example, patients with
bipolar disorder may overmedicate them-
selves with a caffeine-barbiturate combi-
nation to treat their mood disturbance.

Once the comorbid disorder is correctly
diagnosed, one medication can often be used
to prevent recurrent migraines and treat the
psychiatric disorder, said Silberstein. For
example, divalproex can be used to treat
mania, anxiety disorders, and migraines.
The tricyclic antidepressants amitriptyline
and nortriptyline are effective in treating
migraines and depression, anxiety disorders,
and insomnia. Selective serotonin reuptake
inhibitors (SSRIs) are used to treat depres-

Migraines
continued from page 5

Nursing Homes
continued from page 8
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sion and migraines, although there is less
research on their efficacy for migraines.

Beta-blockers should not be used to treat
migraines in people with depression, and
SSRIs are contraindicated in people with
mania, said Silberstein.

Patients who experience migraines can
also benefit from psychotherapy, such as
cognitive-behavioral therapy and relaxation
techniques, including biofeedback, he noted.

The “Evidence-Based Practice Guide-
lines for Migraine Headache” is posted on
the Web site of the American Academy of
Neurology at <www.aan.com/public/
practiceguidelines/headache_gl.htm>. Ad-
ditional information is posted on the Web
site of the National Headache Foundation
at <www.headaches.org>. ■

volume of complaints to Congress about
nursing home patients being overmedicated,
often into a stupor, and then ignored.

OBRA also requires that residents on
antipsychotic drugs receive gradual dosage
reductions and are provided with “behav-
ioral interventions” as well. In patients for
whom a dosage reduction would not be ap-
propriate, psychiatrists must document their
reasoning, Rothman noted. For residents
who have not been on an antipsychotic, psy-
chiatrists must show that such a drug is nec-
essary to treat a specific condition.

OBRA appears to have succeeded in its
goal of significantly decreasing use of an-
tipsychotics and restraints, said Rothman. ■
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to the cultural concerns of both clinicians
and patients.

As chair of the department of psychiatry
and behavioral sciences at Eastern Ten-
nessee State University in Johnson City,
Tenn., Pumariega spent some time re-
searching and writing about the general
lack of cultural sensitivity in managed be-
havioral health care systems.

“The managed behavioral health care
industry was developed and is run mainly
by Caucasian males,” Moffic said. “With
the prominence of poor ethnic minority pa-
tients in the public sector, the lack of cul-
tural competence in managed care has be-
come even more of a concern.”

Pumariega led the development of a
1996 document, titled “Best Principles for
Managed Care Medicaid RFPs: How De-
cision Makers Can Select and Monitor
High Quality Programs,” which included
recommendations for states setting up man-
aged care systems that included culturally
competent assessments and certain ethical
standards in contracts between managed
care vendors and providers. 

That same year, as chair of the National
Latino Behavioral Health Workgroup,
Pumariega oversaw the production of cul-
tural competence guidelines, titled “Cul-
tural Competence Guidelines in Managed
Care Mental Health Services for Latino
Populations.” 

In the guidelines, Pumariega advised that
“a culturally competent individual at the
executive level should be appointed to take
responsibility for and have authority to

put up for bids. “No private group will bid
on treating families with adolescents,” she
said. “Schools are being used to treat chil-
dren with mental health problems.”

Brown said that, ideally, children should
have a continuum of mental health pro-
grams at their disposal. 

How can quality mental health programs
for children become a reality? Former APA
President Harold Eist, M.D., said that peo-
ple who care about children should back
politicians who care about children.

“One politician, with the stroke of a pen,
can do more good work than all of us, work-
ing all our lives, can do for the children of
America,” he emphasized, “and one politi-
cian, with the stroke of a pen, can do more
harm than all of us can repair to the children
of America.”

Marasco agreed. “I know many parents
who have the same problems that I have
had [with the mental health system], and I
tell them, ‘You can’t just sit around and
complain; you have to do something about
it. Become an active voter.’

“I won’t stop,” said Marasco tearfully.
“James isn’t the only one in this situation,
and everybody deserves a chance.”

More information about “If I Could”
is available on the Web at <www.ificould
movie.com>. ■

monitor implementation of the cultural
competence plan.” 

Moffic said that the National Commit-
tee for Quality Assurance, the accrediting
body for managed care companies, now re-
quires that managed care companies im-
plement cultural competence standards,
largely due to Pumariega’s influence. 

The following year saw another strong
advocate for culturally competent care re-
ceive a Moffic Award. Michael Hoge, Ph.D.,
chief operating officer of Yale Behavioral
Health, helped to design the program that
serves diverse Medicaid populations and
addresses not only patients’ psychiatric
needs, but social needs as well. 

Moffic explained that because many peo-
ple with severe or chronic mental illnesses
have unstable living situations, they must re-
ceive social or residential services to be able
to find adequate housing, learn work skills,
and acquire social supports. Often, the sys-
tems that provide psychiatric care and social
care are different, and the two don’t neces-
sarily communicate well with one another. 

Staff at Yale Behavioral Health helps pa-
tients find housing and build social support
systems while they are in treatment. “There
have been few systems that take care of psy-
chiatric and social needs under one fund-
ing source, and this system has been suc-
cessful,” said Moffic. 

According to Ezra Griffith, M.D., who
nominated Hoge for the Moffic Award, the
Yale system “was able to maintain a primary
emphasis on client need, placing cost as a
secondary consideration.” 

As associate professor of psychology in
the Yale University department of psychi-
atry, Hoge has also used education as a tool

Moffic Award Winners 

The Moffic Award for Ethical Practice in Public Sector Managed Behavioral Health Care, es-
tablished in 1998, recognizes individuals and organizations that set new standards for ethi-
cal practice in public managed care systems to improve patient services in public managed
care systems. The awardees are listed below:

11999988--9999
CClliiffff  TTeennnniissoonn,,  MM..DD..,,  aanndd  tthhee  HHeelleenn  RRoossss  MMccNNaabbbb  CCeenntteerr,, for advocating for patients’ rights

and creating new services.

11999999--22000000
NNooeell  DDrruurryy,,  MM..DD..,,  for leading a successful challenge to Magellan Behavioral Health in Mon-

tana while continuing to work on behalf of patients in the public sector.
TThhee  GGrreeaatteerr  OOrreeggoonn  BBeehhaavviioorraall  HHeeaalltthh  IInncc..  aanndd  PPeetteerr  DDaavviiddssoonn,,  MM..DD..,, for finding new ways

to combine ethics and cost-effectiveness, including forming a cooperative relationship
among agencies that incorporate prevention and outreach efforts to those at risk.

DDaavviidd  AA..  PPoollllaacckk,,  MM..DD..,, who, as a Robert Wood Johnson Health Policy Fellow, worked on
managed care reform and helped to draft the federal Patients’ Bill of Rights.

AAnnddrreess  PPuummaarriieeggaa,,  MM..DD..,, who led a national effort to incorporate cultural competence into
public sector managed behavioral health care systems.

RRooyy  CC..  WWiillssoonn,,  MM..DD..,, who, as director of the State of Missouri Department of Mental health,
resisted pressures to enter immediately into managed care contracts or preserve the sta-
tus quo and led a slow and successful transition into managed care.

22000011--0022
MMiicchhaaeell  AA..  HHooggee,,  PPhh..DD..,, who created a managed care behavioral health organization, Yale

Behavioral Health, which successfully demonstrated how patient care could be managed
ethically and still succeed financially.

22000022--0033
CChhrriissttiinnee  CClliinnee,,  MM..DD..,,  MM..BB..AA..,, medical director of the Behavioral Health Services Division of

the New Mexico Department of Health, for leading a smooth transition into a managed
care system and ensuring that quality accountability is built into managed care objec-
tives.

JJaammeess  SSaabbiinn,,  MM..DD..,, who helped develop the Harvard Community Health Plan in 1975 and is
currently codirector of the Center of Ethics in Managed Care of Harvard Pilgrim Health
Care.

MMoosstt  HHoonnoorraabbllee  MMeennttiioonn
11999988::  David E. Dangerfield, D.S.W., Ryan Finkenbine, M.D., Paulette Gillig, Ph.D., David A.

Pollack, M.D.
22000011:: Joel S. Feiner, M.D.
22000022:: Barbara J. Burns, M.D., Leighton Huey, M.D.

Moffic Award
continued from page 6

Drug Industry
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are “legitimate” and defined in advance and
who have been selected using criteria di-
rectly related to the identified services. It
stipulates that the number of consultants
not be greater than the “number reasonably
necessary to achieve the identified purpose,”
and specifies that “it is not appropriate to
pay honoraria or travel or lodging expenses
to nonfaculty and nonconsultant attendees
at company-sponsored meetings.”

The same guidelines apply to physicians
who are recruited and trained at company
meetings to participate in the company’s
speaker bureau, as long as the participating
physicians receive “extensive training on
the company’s drug products and on com-
pliance with FDA regulatory requirements
for communications about such products.”

Scholarship and educational funding to
students, residents, fellows, and other health
care professionals to attend “carefully se-
lected educational conferences”—a major
educational, scientific or medical associa-
tion conference—is permissible, “so long
as the selection of the individuals is made by
the academic or training institution.”

As far as those pens, notepads, and other
“reminder” items of minimal value that
carry company or product logos, they are
permitted “if they are primarily associated
with a health care professional’s practice.”
Items that are “not of substantial value
($100 or less)” may be provided to physi-
cians if they are primarily for the benefit of

patients, and should be offered only on an
“occasional basis.” The code indicates that
a stethoscope or anatomical model would be
acceptable; however, a VCR or CD player,
music CDs, artwork or floral arrangements
for the office, and those tickets to concerts
and sporting events are out of the question.

Unless a physician is a contracted
speaker or consultant to a company, the
code declares that “cash or equivalent pay-
ments of any kind [such as a gift certificate]
create a potential appearance of impropri-
ety or conflict of interest” and therefore
should not be offered.

The code concludes that “nothing
should be offered or provided in a manner
or on conditions that would interfere with
the independence of a health care profes-
sional’s prescribing practices.”

Yet, that is exactly what marketing is all
about, Appelbaum noted. 

“I haven’t yet met a psychiatrist,” he con-
cluded, “who couldn’t afford to buy his or
her own pens, rather than carrying around
a subtle reminder of whose medication
should be prescribed.”

It is not yet apparent which pharma-
ceutical companies will adopt the new code;
however, spokespersons for companies con-
tacted by Psychiatric News indicated their
companies already have in place internal
policies that are at least as stringent, if not
more so, than the PhRMA guidelines.

The “PhRMA Code on Interactions with
Healthcare Professionals” is posted on the
Web at <www.phrma.org/press/
newsreleases//2002-04-19.390.phtml>. ■

professional news

beling children with different diagnoses in-
stead of relating to them as human beings
or trying to understand where they are com-
ing from,” she said.

Panelist Ivan Walks, M.D., a psychiatrist
who is chief health officer and director of
the Department of Health in Washington,
D.C., said he too takes issue with the way
traumatized children are treated in this coun-
try. “It bothers me that we keep diagnosing
children instead of environments,” he said. 

Children with serious and persistent
mental health problems should have to go
no further than their own backyards to find
help, he stated. “We need to stop pretend-
ing that the way to fix a child is to send him
or her to the place where they ‘fix’ children.
In D.C., if your child is a fire setter or a
sexual offender, the place he or she is sent
to get ‘fixed’ is far away.”

Panelist and family therapist Emily
Brown, L.C.S.W., agreed that a fragmented
mental health system doesn’t work for chil-
dren. A past president of the Greater Wash-
ington D.C. Coalition for Mental Health
Professionals and Consumers, she said she
watched as the Montgomery County, Md.,
mental health system became privatized and

Film
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to improve managed behavioral health care
systems. He developed a successful cur-
riculum for psychiatry residents at Yale that
extends beyond the practice of managed
care to the principles that underlie it. Res-
idents learn how to develop relevant treat-
ment plans, employ evidence-based treat-
ments, and analyze the cost of those treat-
ments, for instance. 

“Hoge teaches how managed care has
driven improvements within the field of

medicine,” said Moffic. He has also taught
these principles to mental health profes-
sionals from other disciplines, administra-
tors, politicians, and consumers. Hoge en-
visioned an “integrated system that would
provide high-quality, cost-effective mental
health care,” Moffic continued.

Nominations are now being invited for
the Moffic Award. Moffic can be reached by
phone at (414) 456-8950 or by e-mail at
bpernitz@mail.mcw.edu. ■


