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New Mexico Governor Signs Nation’s
Only Psychologist-Prescribing Law

Last of Ritalin-Based Lawsuits
Against APA Comes to a Close

A nd then there were none. The plain-
tiffs in the fifth of five Ritalin-related
lawsuits against APA and Novartis

Pharmaceutical have withdrawn their class-
action suit.

The last of the suits to come to an early
end was the one filed in federal court in
New Jersey, and it was withdrawn by the
plaintiffs on February 5. Similar suits in
California, Florida, Texas, and Puerto Rico
have already been dismissed by judges or
withdrawn by the plaintiffs before they got
to trial (Psychiatric News, June 15, 2001; Au-
gust 17, 2001; September 21, 2001).

All five of the suits alleged that APA and
Novartis engaged in an illegal conspiracy to
boost the sales of Novartis’s Ritalin brand of

BY JIM ROSACK

PSYCHIATRICPSYCHIATRIC
The first of what may well become
50 rounds in the psychologist-
prescribing battle is now history.
APA is analyzing and preparing
strategy for rounds to come. A 
response from APA leaders ap-
pears on page 3.

BY KEN HAUSMAN

W ith the signature of Gov. Gary John-
son (R) on the evening of March 5,
clinical psychologists in the largely

rural southwestern state of New Mexico be-
came the first in the nation to be legally eligible
to qualify to prescribe psychotropic medica-
tions to patients with mental illnesses.

Four other states—Georgia, Tennessee,
Illinois, and Hawaii—have reintroduced pre-
viously defeated legislation granting pre-
scribing privileges to psychologists. And that
is only the beginning. To date, eight other
states have introduced, but defeated, similar
legislation. According to the American Psy-
chological Association, 31 state psychological
associations currently have prescription-priv-
ilege task forces actively lobbying their state
legislatures (see map).

APA President Richard Harding, M.D.,
issued a statement March 6 deploring the
decision of the New Mexico legislature and
the governor to enact the precedent-
setting legislation.

state psychological association.
However, in spite of strong efforts by psy-

chiatrists to inform the governor of concerns
over patient safety, he seemed to base his de-
cision on a controversial compromise negoti-
ated during the last few days of the legislative
session between NMMS and the psycholog-
ical association. Amendments to the bill by
these two groups centered on training re-
quirements not supported by PMANM.
Nonetheless, the amendments effectively killed
efforts to defeat the legislation.

“What I found,” Gov. Johnson told Psy-
chiatric News, “and we had several meetings
about this over a period of time, but what I
found was that no one that I talked with ob-
jected to psychologists being given the right
to prescribe drugs, as long as they received
the proper training. And so from [the psychi-
atrists], that would only be proper medical
school training.

“Our law will require the board of med-
ical examiners and the board of psychology to
get together and hammer out exactly what the
proper training is. I am confident that they’ll
come up with a training program that is sat-
isfactory to both sides and that will ensure the
safety and welfare of New Mexico’s citizens,
while at the same time expanding availability

“The new law,” Harding said, “is the re-
sult of a cynical, economically motivated
effort by some elements of organized psy-
chology to achieve legislated prescriptive
authority without benefit of medical edu-
cation and training.” He emphasized that
“psychology prescribing laws are bad med-
icine for patients.”

The governor’s signature capped a fever-
ish few weeks of meetings and negotiations
between legislators, the governor, and repre-
sentatives of the Psychiatric Medical Associ-
ation of New Mexico (PMANM), the New
Mexico Medical Society (NMMS), and the

The misguided legal saga that found APA defending itself in five juris-
dictions against allegations that it conspired with a drug company to
boost sales of Ritalin has died with barely a whimper.

methylphenidate and thus improve the com-
pany’s bottom line. The suits charged that
to achieve these increased profits for No-
vartis, APA and the drug company conspired
to define the diagnosis of attention deficit
disorder (ADD), and later attention-
deficit/hyperactivity disorder (ADHD),
which have appeared in the last several edi-
tions of APA’s Diagnostic and Statistical Man-
ual of Mental Disorders (DSM), in an unnec-
essarily broad manner. The suits then allege
that APA and Novartis touted the efficacy
of Ritalin as a treatment for the disorder.

Ritalin, which came on the market in
1955, was developed by Swiss drug maker
Ciba-Geigy. That company merged with

Sources: APA Division of Government Relations and American Psychological Association

see Psychologists on page 13
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New Data Reduce One-Year
Mental Disorder Prevalence
By applying a “clinically significant” criterion to previous survey re-
sults, psychiatric epidemiologists find that the one-year prevalence
rate for any mental or substance use disorder is 19 percent rather than
about 28 percent.

that they have yielded are considered by
some authorities in the psychiatric epi-
demiology field to be implausibly high. In
fact, as Narrow and his colleagues pointed
out in their study report, “If these preva-
lence rates are taken as a proxy for mental
health treatment need, the mental health
system would have to expand enormously
to meet this need. . . .” 

So Narrow and his team decided to re-
analyze data from the two surveys, requir-
ing that a “clinical significance” criterion
be met before any mental health symptoms
could be classified as mental disorders. The
rationale? It would be in keeping with the
DSM-IV specification that mental health
problems must be “clinically significant”
before they can be truly considered men-
tal disorders.

The researchers  analyzed the answers
of survey participants to questions such as
whether the symptoms they were experi-
encing were interfering with their lives,
whether they had told a professional about
their symptoms, and whether they were
using medication for their symptoms. If an-
swers to such questions were yes, then the

participant’s symptoms
were considered a mental
disorder. If the answers
were no, then the symp-
toms were not considered
a mental disorder.

For instance, the
NCS’s one-year preva-
lence rate for any anxiety
disorder had been 19 per-
cent before Narrow and
his colleagues applied a
clinical-significance cri-
terion to the data. After-
ward, the prevalence rate
was 12 percent. The
ECA’s one-year preva-
lence rate for bipolar I
disorder had been 0.9 per-
cent before the clinical-
significance criterion was
applied; afterward it was

0.5 percent.
The investigators then pooled their re-

vised findings for the two surveys to come
up with one-year prevalence rates for spe-
cific mental disorders and for all disorders
combined. If there was a difference be-
tween the two surveys regarding a partic-
ular disorder, they conservatively selected

What is the one-year
prevalence rate for
any mental or sub-
stance use disorder
in the United States?

Two large community surveys have provided
answers in recent years, and the answers
have been 28 percent to 30 percent.

Now a lower figure—19 percent—is
reported in the February Archives of Gen-
eral Psychiatry by a team of psychiatric epi-
demiologists. This new figure represents
about 19 million Americans fewer than
the 28 percent rate. The new figure also
more accurately reflects the true picture
than the old rates, according to the epi-
demiologists. 

The epidemiologists are William Nar-
row, M.D., Darrel Regier, M.D., and Don-
ald Rae of the American Psychiatric Institute
for Research and Education (APIRE), along
with Lee Robins, Ph.D., of Washington
University School of Medicine.  

The National Comorbidity Survey
(NCS) and the National Institute of Men-
tal Health Epidemiologic Catchment Area
Program (ECA) are the two large commu-

nity surveys that yielded the one-year preva-
lence rates for any mental or substance use
disorder of 30 percent and 28 percent, re-
spectively. They are also the surveys that
have provided one-year prevalence rates for
specific mental or substance use disorders.

However, there are several problems
with these surveys: They have produced
discordant results, and the prevalence rates see Prevalence Rates on page 40

BY JOAN AREHART-TREICHEL
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Researchers have found new one-year prevalence rates for
mental and substance use disorders by reanalyzing data from
the National Comorbidity Survey and the NIMH Epidemiologic
Catchment Area study.
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A s you can see in the article on page
1, New Mexico Gov. Gary Johnson
(R) has signed HB 170, giving pre-

scribing privileges to psychologists in New
Mexico who have undergone 450 hours of
classroom instruction by undefined expert
teachers and an accredited supervised clin-
ical training program, not necessarily in-
cluding any inpatient experience. This
makes New Mexico the first—and one
hopes the only—state to permit psycholo-
gists to prescribe drugs and concludes a 20-
year effort by organized psychology to se-
cure the right to prescribe.

Because of the outcome, and particu-
larly because we must be prepared for a
newly energized push for prescribing priv-
ileges across the states, we wanted to give
you a detailed analysis of the factors that
led to the outcome in New Mexico, to-
gether with a summary of the major lessons
we have learned as we prepare for additional
battles. We apologize for the length of this
article, but the situation is complex.

Let us note at the outset that the Psy-
chiatric Medical Association of New Mex-
ico (PMANM), APA, New Mexico’s fam-
ily physicians, the AMA, and psychology
groups opposed to prescribing did the ut-
most to prevent this outcome. We wish to
express APA’s and our personal thanks for
the efforts of our membership and dedi-
cated district branch/state association
(DB/SA) staff to defeat the bill in New Mex-
ico. We note that we have received reports
that organized psychology spent as much
as $500,000 on its New Mexico strategy,
and we have no idea at this time if this in-
cluded campaign contributions.

Passage of HB 170 follows the decision
of Gov. Johnson, having met with New
Mexico psychologists and psychiatrists
jointly and individually, to place the bill on
his “call list” in a year usually reserved only
for legislation related to the budget. The
“call list” decision of the governor gave the
bill a critical boost in momentum and al-
lowed legislators of the governor’s party to
sense his support, a development that psy-
chologists and their allies exploited by fo-
cusing on his signal of willingness to sign
the bill if passed.

Although augmented by the determina-
tion of psychiatrists across the country, New
Mexico psychiatry’s struggle to defeat the
prescribing bill was complicated by a vari-
ety of factors. For example, although any
psychologist-prescribing initiative was
strongly opposed by PMANM, the New
Mexico Medical Society (NMMS) devel-
oped an alternative to HB 170 that was pat-
terned on the training required for physi-
cian assistants. Action on that alternative
was entirely superseded by a subsequent
“compromise” brokered between NMMS
and the New Mexico Psychological Asso-
ciation at a meeting convened at the direc-
tion of House Judiciary Chair Ken Mar-
tinez. Martinez requested that NMMS
President Alan Haynes, M.D., a urologist,
represent the opponents of the prescribing
initiative. While PMANM was informed

of the meeting, it was not presented as a
negotiating session, and no psychiatrist was
invited to participate.

While we will never know the specifics
of the meeting, despite the clearly stated
opposition of New Mexico psychiatrists and
APA to any deal, NMMS made a political
decision to compromise based—we can only
assume—on competing political interests
and the assessment by its own lobbyists that
the legislation would pass. The endorse-
ment of the medical society of a “compro-
mise” negotiated without any involvement
by psychiatrists was lamentable and pro-
vided the fig leaf of medical-board over-
sight. This, in turn, allowed proponents to
claim that NMMS “supported” psychology
prescribing, clearly complicating efforts to
defeat the bill and secure a gubernatorial
veto. 

In fact, we have received a post-action
analysis from a source close to the governor
that strongly suggests he had little enthu-
siasm for prescribing but was persuaded
that the NMMS-proposed medical-board
oversight was sufficient to ensure that pa-
tient safety would not be compromised, and
thus decided to sign the bill rather than risk
enactment of subsequent legislation with
no medical oversight after his term in office
expired. We appreciate the creative logic,
but suggest he failed his constituents.

With respect to APA’s efforts in New
Mexico, we provide the following brief sum-
mary:

• APA, chiefly through funding support
from the Commission on Public Policy, Lit-
igation, and Advocacy, committed sub-
stantial amounts of direct financial support
to PMANM, as well as countless staff hours
of assistance.

• An action alert to the APA national grass-
roots network and Assembly targeted mem-
bers of the New Mexico Senate Public Af-
fairs Committee, as well as Gov. Gary John-
son. An earlier action alert was aimed at
members of the New Mexico House Judi-
ciary Committee.

• The American Academy of Child and
Adolescent Psychiatry sent an action alert
to its New Mexico members.

• Staff of APA’s Division of Government
Relations (DGR) helped prepare a letter
from Dr. Harding to Gov. Johnson and to
members of the House committee. DGR
staff also solicited or helped produce let-
ters from PMANM members and other
psychiatrists.

• Through a conference call, Dr. Harding,
APA President-elect Paul Appelbaum,
M.D., and Richard Ciccone, M.D., chair
of APA’s Commission on Public Policy, Lit-
igation, and Advocacy, along with DGR
staff, met with seven members of the
PMANM leadership. Offers of assistance
were reiterated, and the message was rein-
forced that APA and PMANM continue to
oppose any bill that provides for prescrib-
ing via any method other than medical
training and residency. 

Lessons Learned Will Help 
Capture Future Victories

capitol comments

BY RICHARD K. HARDING, M.D.
STEVEN M. MIRIN, M.D.

JAY B. CUTLER, J.D.

see Capitol Comments on page 36

Dr. Harding is president of APA, Dr. Mirin is med-
ical director, and Mr. Cutler is director of the Di-
vision of Government Relations.
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family’s credit and be reimbursed by the
federal government. 

States would also have
the option of letting cer-
tain tax credit recipients
purchase coverage in their
Medicaid or State Chil-
dren’s Health Insurance
Program (SCHIP) man-
aged care plans, but there
would be no requirement
that states do so.

Barry F. Chaitin, M.D.,
chair of APA’s Council on
Healthcare Systems and
Financing, commented on
the plan, “The president’s
plan deserves serious con-
sideration because it offers
significant opportunities
to expand coverage. How-

ever, the devil is in the details. We need to
look at how issues of insurance availability
and cost will affect people who need men-
tal health services.” 

At a hearing of the House Ways and
Means Committee on February 13, Rep.
Pete Stark (D-Calif.) called the plan “in-
adequate.” He added, “There’s no way
we’re giving them decent coverage at a
price they can afford,” according to a Feb-
ruary 14 report on the Web site <kaiser
network.org>.

Ron Pollack, executive director of Fam-
ilies USA, said in a press release, “The in-
dividual tax credits proposed. . .are far too
small to make health coverage affordable
for low-income workers.” 

In testimony submitted for the record
at the February 13 hearing, Jonathan
Gruber, a professor of public finance at
the Massachusetts Institute of Technol-

ogy, wrote that while Bush’s proposal
would likely cover approximately 3.3 mil-
lion uninsured people, an additional 1.4
million people would lose their insurance
because it would lead employers to drop
coverage.

On March 6 House Republican leaders
took the tax-credit proposal out of a Re-
publican-sponsored economic stimulus bill,
which then passed the House on March 7,
but the idea of tax credits to address the
problem of the uninsured likely will resur-
face.

Last April a panel of policy analysts
and insurance company representatives
convened by the Center for Studying
Health System Change identified poten-
tial problems with the use of this financ-
ing method. 

According to the issue brief that resulted
from the meeting, “Stand-Alone Health In-
surance Tax Credits Aren’t Enough,” the
panelists agreed that “the individual market’s
major flaw is risk selection, or whether an
insurer attracts a disproportionate number
of sick or healthy people.”

Underwriting policies result in higher
premiums for people who are older or
sicker, if they are even offered coverage at
all. Age alone can be a significant determi-
nant of an individual’s premium cost in the
individual market 

Presenters at a meeting last August con-
vened by the Alliance for Health Reform
on “Making Tax Credits Work” offered de-

health insurance in the past year, on top of
the more than 39 million who were unin-
sured as of 2000.

In his State of the Union address and
subsequent speeches, President George W.
Bush addressed the problem of the unin-
sured with an $89 billion proposal to use
tax credits to help make private health in-
surance more affordable to those who have
lost their jobs or who are otherwise not el-
igible for employer-sponsored insurance.

W hat do the U.S.
Chamber of Com-
merce and AFL-
CIO have in com-
mon? Usually not

much, but at the moment they are united by
a common concern about the growing num-
ber of uninsured Americans.

Those national organizations, along with
10 others, released data in February show-
ing that 2.2 million Americans lost their

Under Bush’s proposal, eligible families
with two or more children and incomes
under $25,000 could 
receive up to $3,000 in
credits to cover as much
as 90 percent of the cost
of purchasing health in-
surance.

The credit phases out
at $60,000 for families
and $30,000 for individ-
uals. The credits are re-
fundable, so their value
does not depend on
taxes owed. The credit
could be issued in ad-
vance, rather than wait-
ing until a family or an
individual filed a tax re-
turn at the end of the
year. Insurers would re-
duce the premium cost by the size of the

Mixed Reviews Greet Bush’s
Insurance-Expansion Proposal
Those in search of mental health benefits face significant obstacles in
the open insurance market.

government news

BY KATE MULLIGAN

Barry F. Chaitin, M.D.: The
president’s plan “offers
significant opportunities to
expand coverage [but] the devil is
in the details.”

“Tax credits could offer
benefits to some of the
healthier people who

are uninsured.”
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tails about the likely fate of insurance ap-
plicants on the open market. 

Karen Pollitz, project director of
Georgetown University’s Institute for
Health Care Policy and Research, created
seven hypothetical applicants with common
problems such as allergies, a knee injury,
depression, and high blood pressure com-
bined with obesity. 

Working with the National Association
of Health Underwriters, she obtained 60
responses from insurance companies for
each applicant (a total of 420). Pollitz found
“enormous” variations in the premiums
charged to each individual.

Many offers excluded conditions such
as depression and allergies for which the
individual would need treatment. Most of-
fers were “substandard” in that they were
priced at a higher rate than what was ad-
vertised or included fewer benefits. 

Bob, the hypothetical applicant with a
knee injury, received the most favorable of-
fers, but even he was rejected 12 percent of
the time and received substandard offers
for 63 percent of his applications.

What Will Happen to MH Benefits? 
With the help of Nicholas Meyers of

APA’s Division of Government Relations,
Pollitz created Emily, a hypothetical char-
acter with situational depression (see box
to learn how she fared on the open insur-
ance market).

Deborah Chollet and Lori Achman,
health analysts at Mathematica Policy Re-
search Inc., examined the effectiveness of
state-run, high-risk insurance pools.

In an August 2001 paper, “Insuring the
Uninsurable,” they reported that the pools

often charge premiums that are high rela-
tive to income, include sizeable deductibles
and copayments, and restrict annual and
lifetime benefits.

Although they are designed for peo-
ple with serious or chronic illness, the
pools “tend to impose preexisting-condi-
tion exclusions.” Some pools have long
waiting lists, and one is closed to new ap-
plicants.

The pools typically limit coverage for
mental health care, according to the au-
thors. A chart showing mental health ben-
efits for the 29 states with insurance pools
shows such limitations as 50 percent copay,
low ($25,000) lifetime maximums, and cov-
erage only for inpatient days.

Chollet told Psychiatric News, “Tax
credits will be of no use for those who
want mental health benefits, unless they
can find an insurance product to buy that
will be affordable and will work for their
needs.”

Howard Goldman, M.D., a psychiatrist
and director of mental health policy stud-
ies at the University of Maryland School of
Medicine, expressed a similar concern. “Tax
credits could offer benefits to some of the
healthier people who are uninsured. For
many people, however, the help will mean
moving from being uninsured for mental
health to being underinsured for mental
health.”

The Web address of kaisernetwork.org
is <http://kaisernetwork.org/>. “How Ac-
cessible Is Individual Health Insurance for
Consumers in Less-Than-Perfect Health?”
is posted at <www.kff.org>. The Web ad-
dress of the Center for Studying Health
System Change is <www.hschange.org>. ■

government news

Policies on Open Market Severely Limit
Mental Health Benefits

What happens to a woman with situational depression on the open insurance market? 
Consider the fate of Emily, a 56-year-old woman whose husband died suddenly in Janu-

ary 2000. She is 5 feet, 4 inches tall, weighs 125 pounds, and does not smoke. Since her
husband’s death, she has suffered from situational depression, and her internist prescribed
20 mg of fluoxetine a day; otherwise, she is in excellent health.

With the help of Nicholas Meyers of APA’s Division of Government Relations, Karen Pol-
litz, project director of Georgetown University’s Institute for Health Care Policy and Re-
search, created the hypothetical character of Emily and then sent her medical record to 60
insurance companies as part of a study of the availability of insurance to individuals.

The 60 insurance companies are in eight communities that are diverse in size and geo-
graphic location. They are in states that set few limits on medical underwriting by carriers in
the individual market. From six to nine insurers participated in each market.

Insurers were fairly evenly divided on whether to reject Emily, apply a surcharge to the
premium, or impose both benefit limits and a premium surcharge. Overall, Emily received
46 offers (77 percent), including nine offers of standard coverage at the standard rate, and
14 denials (23 percent).

Twenty-three offers imposed restrictions on covered benefits including these:
• One excluded treatment for depression.
• Six excluded treatment for all mental/nervous disorders.
• Eight increased cost sharing for psychotropic drugs.
• Seven increased the cost sharing for all prescription drugs and imposed coinsurance
(paying a percentage of the fee rather than a copay) on all doctor visits.

Almost two-thirds (30) of Emily’s offers imposed premium surcharges, averaging 26
percent. The average premium offered to Emily was $338 a month, or $4,056 a year.
Monthly premiums ranged from a high of $916 to a low of $160. In most markets, the cost
of coverage offered Emily varied by a factor of 2:1 or more. Her offers ranged in price from
$1,920 to $10,992 a year.

Of the 60 policies studied, six policies had no coverage for mental health or substance
abuse. Low lifetime and annual caps were used most often to limit coverage for mental
health care. Twenty-seven policies imposed lifetime caps, usually of $10,000. By compari-
son, lifetime caps for other health services ranged from $1 million to $6 million under all of
the policies studied. Thirty-three policies imposed annual caps, usually of $3,500 or less.

In large group health plans, the Mental Health Parity Act of 1996 requires parity in the
application of aggregate lifetime and annual dollar limits on mental health benefits with dol-
lar limits on other medical/surgical benefits. The act does not require parity for other terms
of mental health coverage (such as cost sharing or the number of covered visits), nor does
it apply to substance abuse benefits.
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search and any development of medical
technology, drugs, or devices arising out of
NIH-funded research.

The report of the congressional confer-
ence subcommittee on appropriations for
the departments of Labor, Health and
Human Services, and Education instructed
the NIH to look at taxpayers’ investment
in the development of new FDA-approved
medications. More specifically, Congress
asked NIH to prepare a list of drugs that

Responding to a request from
Congress to “prepare a plan
to ensure that taxpayers’ in-
terests are protected,” the
National Institutes of Health

(NIH) has issued a sweeping report, re-
viewing the institutes’ vision of taxpayers’
return on investment. In addition, the re-
port calls for significant changes in the way
the institutes manage grants to allow each
institute to better track investments in re-

had reached “blockbuster” status—defined
as having reached $500 million in annual
sales—and had NIH funding at some point
in development.

NIH staffers identified 47 medications
meeting the blockbuster definition during
Fiscal 2001. Of those, three patented
products, marketed under four brand
names—epoetin alfa (Epogen/Amgen Inc.
and Procrit/Ortho Biotech), filgrastim
(Neupogen/Amgen Inc.), and paclitaxel
(Taxol/Bristol-Myers Squibb)—were de-
veloped using NIH-funded technology.

Epoetin alfa, which is used to stimulate
the growth of red blood cells, was devel-
oped by researchers at Columbia Univer-
sity with support from NIH grants. The
university licensed the technology to
Amgen and Johnson & Johnson (which
markets it under its Ortho Biotech sub-
sidiary).

NIH Shows Taxpayers What
Their Dollars Are Buying
In a detailed report, the NIH outlines its view of what taxpayers are
getting for their multibillion-dollar-a-year investment in research.

government news

BY JIM ROSACK

W hile the National Institutes of
Health is having difficulty quanti-
fying U.S. taxpayers’ return on

their investment in research (see story at
left), the drug industry is heralding recent
successes in its quest to “bring newer and
better medicines to patients.” Among 32
new treatments approved by the Food and
Drug Administration (FDA) in 2001 were
one for schizophrenia and one for
Alzheimer’s disease.

The Pharmaceutical Research and
Manufacturers of America (PhRMA), the
industry’s largest trade group and pri-
mary lobbying organization, said last
month that those 32 new treatments—
22 medications, two vaccines, and eight
“biologics”—are the result of a decade-
long record investment by pharmaceu-
tical companies in research and devel-
opment.

In 2001 the industry spent an estimated
$30.3 billion in drug development, a 16.6
percent increase over research and devel-
opment expenditures during 2000.

Included in the FDA’s 2001 approvals
were Pfizer’s new antipsychotic, ziprasidone
HCl (Geodon), and Janssen Pharmaceu-
tica’s new treatment for mild-to-moderate
Alzheimer’s disease, galantamine hydro-
bromide (Reminyl). 

Among the 20 other medications ap-
proved during the year were five for heart
disease, five for infectious diseases, three
for cancer, two each for arthritis, glaucoma,
and migraine headaches, and one for
HIV/AIDS. Two new vaccines were also
approved.

In addition, eight biologically engineered
treatments were approved for anemia,
leukemia, rheumatoid arthritis, prevention
or treatment of hepatitis A, B, and/or C,
and sepsis.

The Tufts University Center for the
Study of Drug Development estimates
that the 32 new products will be used to
treat diseases that lead to an estimated
$250 billion in annual costs for health
care, disability, lost productivity, and
mortality.

Development of the new treatments was
not only expensive, it also was time con-
suming. According to estimates by Tufts,
each of the 32 new medications represents
an average development cost of $802 mil-
lion, a 250 percent increase over average
development costs 10 years ago.

On average, according to the Tufts data,
development took 10 to 15 years. The 22
medications and two vaccines approved last
year spent an average of 16.4 months under
review by the FDA. The eight biologics
took slightly longer to win government ap-
proval, 19.6 months.

Interestingly, Pfizer’s ziprasidone took
the longest—46.7 months—due to signif-
icant concerns over its adverse-event pro-
file (Psychiatric News, March 2, 2001), while
the approval of galantamine went through
in a very average 17 months. ■

Drug Industry
Notes 2001’s
New Products
Drug companies are touting the
industry’s successes as evi-
denced by 32 new treatments
approved by the FDA in 2001.

BY JIM ROSACK

see Taxpayers on page 38
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H ealth care professionals, including
physicians, nurses, psychologists, and
therapists, are not training enough

of their members to treat the elderly, who
are rapidly increasing in numbers, warned
members of the Senate Special Committee
on Aging in February.

One of the professions where there is al-
ready a shortage is geriatric psychiatry. APA
and the American Association for Geriatric
Psychiatry (AAGP) pointed out in written
statements to the committee that since 1991,
2,508 psychiatrists have been certified in
geriatric psychiatry by the American Board
of Psychiatry and Neurology. AAGP pre-

year, would allow teaching hospitals to add a
limited number of training positions in geri-
atric medicine and geriatric psychiatry with-
out reducing the number of training slots in
other fields. The number of training posi-
tions funded primarily through Medicare was
capped by the 1997 Balanced Budget Act at
1996 levels, according to AAGP testimony. 

APA President Richard Harding, M.D.,
told Psychiatric News, however, that “edu-
cation and training are only a partial solu-
tion to a much larger problem, namely, the
barriers to delivering medically necessary
psychiatric services to older Americans.” 

Harding complained that Medicare poli-
cies continue to pose significant barriers to
treating the elderly with mental illnesses.
Two longstanding discriminatory policies
are the 50 percent copayment required for
outpatient mental health services and the
190-day lifetime limit on inpatient treat-
ment in psychiatric hospitals, said Harding.

In addition, state Medicaid plans are re-
quired to pay Medicare premiums, de-
ductibles, and copayments for low-income
patients. However, the Health Care Fi-
nancing Administration notified state Med-
icaid directors in 1992 that payment of the
Medicare copayment for outpatient psy-
chiatric services was optional, so many
stopped paying it, according to APA’s state-
ment to the Senate committee. 

“This is double discriminatory treatment
of low-income patients who qualify for both
Medicare and Medicaid,” said Harding. 

Psychiatrists who are reimbursed by
Medicare continue to experience paperwork
hassles due to too many regulations and
widespread variations in the way Medicare
carriers interpret federal Medicare rules,
complained APA. A more recent Medicare
problem is the 5.4 reduction in Medicare
reimbursement rates for 2001.

APA urged the Senate committee to sup-
port several bills designed to fix these and
other problems with Medicare:

• The Mental Illness Non-Discrimination
Act (HR 599/S 841) would repeal
Medicare’s discriminatory 50 percent co-
payment for outpatient psychiatric services.
Medicare patients would be charged a 20
percent copayment for all medical services,
including psychiatric care.
• The Medicare Regulatory and Contract-
ing Reform Act (HR 3391) would give physi-
cians flexibility in setting up Medicare over-
payments, limit the use of repayment extrap-
olation formulas and prepayment reviews,
and require carriers to provide clear and
timely responses to physicians’ questions.
The bill passed the House unanimously last
year but has yet to be taken up by the Senate. 
• The Medicare Mental Health Modern-
ization Act (HR 1522/S 690) would repeal
the 190-day lifetime limit on inpatient treat-
ment in psychiatric hospitals and establish
intermediate-level services not currently
covered by Medicare.
• The Medicare Physician Payment Fair-
ness Act (HR 3351/S 1707) would address
the negative payment update in the 2002 fee
schedule and direct the Medicare Payment
Advisory Commission to conduct a study on
replacing the sustainable growth rate as a fac-
tor in determining future payment updates.

APA urged the Senate committee to
“take a holistic approach to the problem,
addressing the supply of physicians who are
trained in geriatric medicine while simul-
taneously acting to end the tremendous dis-
incentives to patients seeking care for men-
tal illnesses.” 

The bills can be accessed on the Web at
<http://thomas.loc.gov> by searching on
the bill number. ■

dicted that twice as many geriatric psychi-
atrists will be needed by 2010 to meet the
projected demand for service. An additional
1,221 academic geriatric psychiatrists will
be needed by 2010 to train future residents
in that specialty, added AAGP. 

These projections are based on the ex-
pected rapid growth of the elderly popula-
tion due to the 76 million “baby boomers”
who will reach age 65 between 2010 and
2030, according to AAGP. By 2030 older
adults will account for 20 percent of the
total U.S. population, up from 13 percent
in 2000, said AAGP. 

As the population ages, the number of

older Americans experiencing mental health
problems is expected to increase. Nearly 20
percent of those who are 55 or older expe-
rience mental disorders, said AAGP. The
most common conditions are anxiety, se-
vere cognitive impairment, and mood dis-
orders. 

Sen. John Breaux (D-La.) also com-
plained that only three of the 125 medical
schools in the nation have a geriatric de-
partment, and only 14 require medical stu-
dents to take a course in geriatric medicine. 

APA stated that there are 56 accredited
postgraduate programs in geriatric psychi-
atry nationwide. This additional geriatric
training gives general psychiatrists “the in-
depth experience in the diagnosis and treat-
ment of mental health disorders in older
adults,” according to AAGP.

APA and AAGP urged the committee to
support the Advancement of Geriatric Edu-
cation Act (S 1362), which would increase
the number of trainees in and funding for
geriatric residency and fellowship programs.
The bill, introduced by Sens. Tim Hutchin-
son (R-Ark.) and Larry Craig (R-Idaho) last

Senate Hears Proposals to Remedy
Shortage of Geriatric Specialists
Congress must address the shortage of geriatric physicians by in-
creasing funding of training programs and removing disincentives in
Medicare policies to treating geriatric patients, says APA.

government news

BY CHRISTINE LEHMANN
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government news

If coding for evaluation and manage-
ment seems like working a jigsaw
puzzle, take heart: Even the profes-
sionals trained to use the Current
Procedural Terminology (CPT)

codes don’t always agree on how to do it. 
A survey of certified professional cod-

ing specialists who were asked to assign
evaluation and management (E&M) codes
to hypothetical cases found that they agreed
on the appropriate code only slightly more
than half the time. 

The survey results, published in the Feb-
ruary edition of the Archives of Internal Med-
icine, lend some scientific credence to what
clinicians everywhere have discovered in
their practice.

“The average physician has minimal to
no training in CPT coding,” said Mitchell
King, M.D., an assistant professor of fam-
ily medicine at Northwestern University
Medical School in Chicago and lead author
of the report. “Anyone who has been out
in practice for a number of years is learn-
ing to do it on the fly. It’s a very compli-
cated system that coding specialists them-
selves cannot come to agreement on. I think
it raises the question of whether anyone
should be audited.”

In the study, 300 certified professional
coding specialists randomly selected from
the active membership of the American
Health Information Management Associ-
ation were sent six hypothetical progress
notes of office visits, and 136 surveys were
returned. 

Coders agreed on the appropriate code
to use 58.7 percent of the time. Across in-
dividual cases, the level of agreement ranged
from 50 percent to 70 percent. Undercod-
ing, relative to the most common or con-
sensus code among the respondents, oc-
curred more commonly than overcoding
and occurred significantly more often for
established patients. In contrast, for new
patients’ progress notes, overcoding rela-
tive to the consensus code was more com-
mon than undercoding.

King and colleagues suggested in their
paper that coding criteria are stricter for
new patients, requiring more documenta-
tion to establish the same service level. In
addition, physicians and coding specialists
may recognize that caring for new patients
requires more effort and that there is more
uncertainty in providing this care than for
established patients.

For this reason, physicians and coders
may feel that new patients are more diffi-
cult—and established patients less diffi-
cult—and coding levels may reflect this. 

A demographic questionnaire, which ac-
companied the survey, found that coders
averaged 10.9 years of coding experience,
with an average of 8.3 years’ experience
coding in physicians’ offices. 

“It highlights the need for some serious
thought about revising a system that is so
complex that even people who are trained in
school can’t apply it consistently,” King said.

Chester Schmidt, M.D., chair of APA’s
Committee on RBRVS, Codes, and Reim-
bursements, agreed. He said the study is

Intricate Coding Rules
Even Baffle Experts
Not even the people trained to use CPT codes can do it accurately, so
it’s no surprise that the average physician often makes coding errors.

relevant to psychiatrists, who use the E&M
codes for inpatient and partial hospitaliza-
tion, consultation, nursing home visits, and
some office visits.

“Psychiatrists, like all physicians, have
some difficulty using these codes and se-
lecting the level of service, and they are un-
certain about the elements of documenta-
tion needed to support it,” he said. 

Schmidt cited some weaknesses in the
study, including the fact that the hypothet-

ical cases themselves were not presented.
And he said mail surveys are subject to se-
lection bias, noting that the 136 coders who
responded represented fewer than half of
the total (300) who were actually surveyed.

Finally, Schmidt noted that some of the
variation among the coders may have been
due to the survey method itself. “When you
mail something like this out, you don’t have
everyone in one place, so that everyone
hears the same thing,” he said. 

But he said there is no doubt that the
rules for E&M coding and documentation
are all but byzantine. Especially controver-
sial, he said, are the guidelines for deter-
mining the level of “medical decision mak-
ing”—one of the three E&M components,
along with history taking and examination.

The guidelines for that component use
a four-by-four grid designed to produce a
numerical approximation of medical deci-
sion making—a system so complex “it bears

no resemblance to the actual practice of
medicine,” Schmidt said.

Despite vocal protests from physicians,
and promises from the AMA and the Cen-
ters for Medicare and Medicaid Services
(CMS) to revise the medical decision-mak-
ing guidelines, there has been no action,
Schmidt said.

He said that the AMA, which has a copy-
right on the CPT codes, may have little
room for maneuvering to make the codes
less stringent. It was the AMA that collab-
orated with CMS’s predecessor, the Health
Care Financing Administration, on the Re-
source-Based Relative Value Scale, and the
coding system to go with it, in 1992—partly
in response to criticism that the older cod-
ing system was insufficiently rigorous,
Schmidt said. 

“No system has been designed that has
been scientifically tested for its validity and
reliability,” Schmidt noted. ■

BY MARK MORAN
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But” was the word that re-
sounded most frequently at
the March 13 meeting of the
House Energy and Com-
merce Committee Subcom-

mittee on Health and Environment about
the Bush administration’s health care pro-
posals.

Rep. Sherrod Brown (D-Ohio) said to
Health and Human Services (HHS) Sec-

tals. He asked, “What good will it do for
seniors in rural areas to have prescription
drugs if there are no hospitals to serve
them?”

Rep. Charles Norwood (R-Ga.) argued
against the administration’s position that
any increases in the health budget must
be “budget neutral,” that is, offset by
equivalent cuts in other areas of that
budget. He expressed concern about the
exodus of physicians from the Medicare
system because of recent reimbursement
cuts and suggested that the administra-
tion’s entire budget be searched for po-
tential savings.

Prescription Drugs for Medicare 
The administration’s proposals for pre-

scription-drug coverage came under the
heaviest attack. President Bush proposed
spending $77 billion over 10 years to pro-
vide prescription drugs to low-income
Medicare beneficiaries and $116 billion for
unspecified Medicare modernization ef-
forts, including additional prescription-drug
coverage. A discount-card program for pre-
scription drugs would offer Medicare-en-
dorsed discount cards to assist beneficiaries
with prescription-drug costs.

Model Medicaid drug waivers would
allow states to offer drug coverage through
Medicaid to individuals with incomes up to
200 percent of the federal poverty level.
States receiving drug waivers would be re-
quired to do so at no additional cost to the
federal government. States could also use
waivers to provide drug benefits through

Medicare-endorsed prescription-drug cards
or use cost-control methods such as prior
authorization.

Rep. Lois Capps (D-Calif.) called the
amount of federal money proposed for drug
coverage “woefully inadequate.” Brown
charged that the drug proposal represented
an effort to “go after” entitlements.

He said, “You are using this budget to
means-test Medicare and provide drug
coverage outside the Medicare benefits
package, knowing full well that Medicare’s
future depends on its ability to deliver
comprehensive health coverage and its
availability to all seniors, regardless of in-
come.” 

The most recent projections from the
Congressional Budget Office show that na-
tional spending on prescription drugs for
Medicare beneficiaries over the next 10
years will reach $1.8 trillion, about 10 times
more than what Bush proposed for
Medicare reform and a drug benefit.

Medicare Managed Care
Bush proposed $4.1 billion over three years

to increase the rates paid to insurance com-
panies that participate in Medicare+Choice,
the Medicare managed care program. Com-
panies have been pulling out of the program,
leading to decreasing benefits and increasing
copayments (Psychiatric News, December 21,
2001; January 4).

In response to a request for an assurance
that an influx of funds to the program would
prevent further erosion in the benefits of-
fered by the companies and in their partic-
ipation, Thompson replied that although

retary Tommy G. Thompson, “[Y]ou
rightly invest generously in the National
Institutes of Health [NIH], which supports
research into new medical treatments, but
you cut funding for the Agency for Health
Research and Quality [AHRQ], which
plays a critical role in communicating that
research to the medical community and
the public.”

Many committee members com-

mended the proposed doubling of the
NIH budget over five years and the in-
crease of 6.3 percent in the HHS budget
for Fiscal 2003 over the previous year.
The largest percentage increase will be
in funding for bioterrorism efforts. The
figure for Fiscal 2003 in the HHS budget
is $4.3 billion, a 45 percent increase over
Fiscal 2002.

The members followed their praise,
however, with concerns about inadequate
funding for prescription drugs for the eld-
erly, the use of tax credits to help the unin-
sured (see page 4), and cuts to programs
such as health professions grants (72 per-
cent decrease) and rural health programs
(42 percent decrease).

Even Republicans joined in on the at-
tack. Rep. Greg Ganske (R-Iowa) said that
Iowa hospitals were “hemorrhaging red
ink” because of inadequate Medicare and
Medicaid reimbursement for rural hospi-

At a budget hearing for the Department of Health and Human Services,
Republicans and Democrats unite to oppose the Bush administration’s
insistence on budget neutrality concerning health care proposals.

Bush’s Proposed Health Budget
Inadequate, Committee Says

BY KATE MULLIGAN

government news

“

“What good will it do for
seniors in rural areas to
have prescription drugs
if there are no hospitals

to serve them?”

see Proposed Budget on page 38
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ing to the practice parameter. “The evalu-
ation of a patient should include a review
of aggressive behavior including triggers,
warning signs, repetitive behaviors, response
to treatment, and prior seclusion and re-
straint events associated with aggressive
acts. [MS]”

MS stands for “minimal standard,”
which means there is substantial empiri-
cal evidence for the recommendation, and
it should be applied in all cases unless
there is a compelling reason not to follow
the standard. All recommendations and
techniques in the practice parameter are
rated. Other ratings are “CG,” which
stands for “clinical guidelines” and rec-
ommendations based on empirical evi-
dence; “OP,” which stands for “options”
and refers to practices that are acceptable
but not required; and “NE,” which stands
for “not endorsed.”

Treatment planning should include
strategies to prevent aggressive behavior,
de-escalate negative behavior before it be-
comes necessary to use restrictive inter-
ventions, and psychological and pharma-
cological treatments for the underlying ill-
ness.

“We teach children how to recognize
the triggers of aggressive behaviors with
the acronym HALTS, which stands for
Hungry, Angry, Lonely, Tired, and (keep-
ing) Secrets,” said Masters in an inter-
view.

Masters explained that “keepers of se-
crets become somewhat paranoid in dealing
with others and so are irritable and more
prone to get angry.”

“We encourage children, when one or
more of these factors is present, to let the
staff know that so they can help monitor
[the children’s] behavior and prevent them
from blowing up,” said Masters.

Training staff how to manage chil-
dren’s aggressive behaviors is another im-
portant component of prevention, said
Masters. “Staff work with children on
these techniques through role playing
and repeated practice. If children need a
timeout in a seclusion room, we use that
as an opportunity to review the anger
management techniques to prevent fur-
ther escalations.”

The practice parameter encourages hos-
pital staff and the admitting physician to
communicate the concepts of self-respon-
sibility and self-control to patients before
they are admitted and to enlist the parents’
support.

The emphasis should always be on pre-
vention from the first contact with the pa-
tient to discharge, said Masters. This ap-
proach has resulted in eliminating the use
of restraint in the last year and a half that
he has been medical director of the Geor-
gia psychiatric hospital. 

“We use seclusion about once every
other month, compared with seven or eight
times a month when I arrived,” said Mas-
ters. The psychiatric hospital he directs
treats an average of 10 children and ado-
lescents at a time.

However, many psychiatric inpatient fa-
cilities including residential treatment cen-
ters for children “do not hire enough qual-
ified staff to run a program and engage in
prevention work with aggressive children
at the same time. So crises escalate into
seclusions or restraints to keep order,” said
Masters. 

He recommends having a nursing staff-
to-patient ratio of 1-to-6. “Each unit should
have a registered nurse [R.N.] as the head

vannah, Ga., on St. Simons Island, explained
to Psychiatric News, “When children are sit-
ting on their hands, they can’t throw things
or get into a fight. If they are thinking about
pizza, they are distracted from whatever is
making them angry.”

Masters and child psychiatrist Christo-
pher Bellonci, M.D., describe several
practical techniques like this from anger

If you feel angry, sit on your hands
and think about pizza.” This is not
something you would necessarily
expect a child psychiatrist to say to
a patient, but Kim Masters, M.D.,

has found that it works in children with ag-
gressive behavior. 

Masters, medical director of a private
psychiatric hospital 75 miles south of Sa-

management and crisis de-escalation pro-
grams in the United States in a new prac-
tice “parameter” from the American
Academy of Child and Adolescent Psy-
chiatry (AACAP).

The practice parameter emphasizes
that teaching children these techniques
can prevent the aggressive behaviors that
can lead to the need to use seclusion and
restraint in psychiatric institutions, in-
cluding hospitals and residential treatment
centers. 

The practice parameter discusses be-
havioral strategies that are nonrestrictive,
restrictive, and highly restrictive. The last
category includes seclusion and different
types of restraint. Also covered is how to
use incidents in which seclusion or restraint
was used to promote alternative strategies.

Preventing aggressive behavior in chil-
dren begins with diagnosing and treating
the underlying psychiatric illness, accord-

AACAP Issues Guidelines
On Seclusion, Restraint Use
The American Academy of Child and Adolescent Psychiatry has 
released two new practice parameters on seclusion and restraint and
the use of stimulant medications. This first of a two-part series pro-
vides information on the seclusion and restraint parameter.

professional news

BY CHRISTINE LEHMANN

“

see AACAP Parameter on page 38
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and access of these medications to the patients
who need them.”

Several factors appear to have been of pri-
mary influence in the passage and signing of
the law. High on the list of both the New Mex-
ico legislature and the governor, according to
numerous sources, was concern over what they
see as a critical need for expanding rural access
to mental health care.

“There is an absolute need for increased
psychiatric care in this state,” said Diane
Kinderwater, the governor’s director of com-
munications. “And that was obviously a fac-
tor in [the governor’s] decision.”

According to the New Mexico Board of
Medical Examiners and the AMA’s Physician
Masterfile, there are between 225 and  250
psychiatrists practicing within the state of 1.8
million residents. Only about 60 of those, or 24
percent, however, practice in the vast expanses
of largely rural areas outside Albuquerque and
Santa Fe. Census data indicated in 2000 that
61 percent of the total population in the state
lives outside those metropolitan areas.

“We all know that there is a crisis in access
to mental health care in rural areas,” Gail
Thaler, M.D., president of PMANM, told
Psychiatric News. “But the real data are very
difficult to actually get.”

Gauging Rural Access
The New Mexico Department of Mental

Health estimated in its report, “State of Health
in New Mexico: 2000,” that just under 80,000
adults in the state suffer from a “serious men-
tal illness.” In addition, some 45,000 residents
under the age of 18 have a “serious emotional
disturbance. . .that seriously interferes with
the child’s role or functioning in family, school,
or community activities.” If the raw estimates
are close to reality, there would be, on average,
500 seriously ill patients for each psychiatrist
in the state.

The state report noted “many serious bar-
riers” to access to mental health care in the
state, most notably poverty, lack of health in-
surance, and lack of availability of care in rural
settings.

The report strongly suggested collabora-
tion between the Department of Health, the
University of New Mexico, and New Mexico
State University to develop ways to improve
rural access to care. Thaler told Psychiatric

stringent educational requirements and over-
sight, was not as much a “done deal” as was
being said by both legislators and the gover-
nor’s office.

“Once [Haynes] negotiated,” Arnet said,
“the political leverage was lost, and that ef-
fectively defeated psychiatry’s efforts to kill
the bill.”

PMANM President Gail Thaler agreed.
“When the board of medical examiners was
added to the bill, it was sort of the death knell
for us in terms of getting the whole thing
stopped,” she told Psychiatric News. “It looked
like an endorsement. And I must say, it cer-
tainly is better with the amendments than
without them.”

Arnet believes NMMS’s Haynes did what
he thought was best under difficult political
pressure. “He absolutely wanted to have board
[of medical examiner] oversight in the law,”
Arnet said, “and he got what he wanted when
he gave [psychologists] independence after
two years.”

Both Thaler and Arnet are concerned,
however, about vague language in the law re-
garding the “dual oversight” provisions. For
example, the law does not say what will hap-
pen if the two boards are not able to agree on
the educational requirements they have been
entrusted to develop. No provisions exist for
resolving any disagreement, which most be-
lieve is inevitable. 

The Battle Ahead
In an e-mail to members on APA’s e-mail

distribution lists, APA President Richard Hard-
ing, M.D., Medical Director Steven Mirin,
M.D., and Director of Government Relations
Jay Cutler, J.D., detailed their summary of
“the major lessons learned from this battle”
and outlined what APA needs to do to “be pre-
pared for a newly energized push” for pre-
scribing laws in other states (see page 3).

Those involved in the New Mexico battle
say they have learned valuable lessons  that
could help in the battles sure to be fought in
other states. “We must be more proactive,”
Arnet said. “Whatever it takes to get in and
do personal meetings with the legislators, you
have to do it.” Letters and phone calls are help-
ful, he added, but not as effective as a one-on-
one meeting.

Both Vogel and Thaler agreed. “You’ve
got to find out what is happening in your state
legislature and start very, very early with vig-
orous lobbying,” Thaler said.

Arnet told Psychiatric News that combating
misinformation is also a key. “The psycholo-
gists hired a telephone-survey company to
find out how many psychiatrists were in the
state. And if you didn’t get called, I guess they
didn’t count you.” 

A press release issued by the American Psy-
chological Association, announcing the bill’s
signing, claimed that “there are only 18 psy-
chiatrists serving the 72 percent of New Mex-
icans who live outside Albuquerque and Santa
Fe.” The group also claimed there were only
around 90 psychiatrists in the state. The num-
bers are clearly inaccurate based on data from
the U.S. Census Bureau, the New Mexico
Board of Medical Examiners, and the AMA
Physician Masterfile. “Distortions must be
dealt with immediately and vigorously,” Arnet
said. “The longer they hang around, the more
‘true’ they appear to be.”

PMANM members are still feeling stung
by the defeat, Thaler and Arnet said. But both
agreed that they will do everything possible
to ensure the safety of the state’s patients. On
the battle, Arnet said, “I hope that this will act
as a wake-up call.”

The text of the New Mexico law can be ac-
cessed on the Web <www.legis.state.nm.us> by en-
tering “170” in the “Bill Finder” box on the
left. The report “State of Health in New Mex-
ico: 2000” is posted at <www.health.state.nm.us/
StateofNM2000>. ■

News that those efforts are now under way.
“But in terms of regular acute [nonemergency]
access, that’s not really adequately covered in
many communities.”

Albert Vogel, M.D., associate dean for clin-
ical affairs at the University of New Mexico,
is APA’s Area 7 Trustee. Vogel told Psychiatric
News that rural access is a concern throughout
Area 7 and that the issue was heavily pushed
by lobbyists for New Mexico’s state psycho-
logical association.

The New Mexico Psychological Associa-
tion’s lobbyists tried to use the argument that
expanding psychologists’ scope of practice to
include prescribing would result in an increase
in available care.

“Clearly, that is a specious argument,”
Vogel said. PMANM conducted an informal
survey throughout the state and found only
one or two counties that were served by a psy-
chologist that were not served by a psychiatrist.
Both Vogel and Thaler cited studies in Cali-
fornia that have shown that psychologists are
no more likely to locate in rural areas than are
psychiatrists.

However, one argument used by the psy-
chological association, and reportedly con-
firmed by many rural nonpsychiatric physi-
cians, resonated loudly with the governor, ac-
cording to Kinderwater.

“They said that ‘You know, psychologists
are already out there recommending to pri-
mary care physicians what medications to pre-
scribe for which patients,’ ” said Neil Arnet,
M.D., immediate past president of PMANM.
And the lobbyists argued that it would be more
efficient from both a time and cost standpoint
to simply have one person provide counsel-
ing and medication. 

Arnet was actively involved, along with
PMANM legislative representative George
Greer, M.D., in the district branch’s efforts to
defeat the assertions and attended meetings
where lobbyists used that argument.

“The governor saw the bill as simply re-
moving a layer of bureaucracy from the process
of getting the medications to the patients,”
Arnet told Psychiatric News. “It was a very ef-
fective argument.”

Allan Haynes Jr., M.D., president of
NMMS agreed. “The reality in our state,” he
told Psychiatric News, “is that we are extremely
short [of qualified mental health clinicians].
Now, I am a urologist, but I’ve had some of the
clinical psychologists call me, on occasions
when I’ve been the only physician readily avail-
able, and say, ‘Well, I’ve got so and so here,

and he’s going through
this type of problem.
Many years ago he was a
patient of yours, and so
would you mind prescrib-
ing drug X?’

“Is that good medi-
cine?,” Haynes asked,
“No. But what do you do?
People would rather take
some medicine than get
nothing at all. That is what
we’ve been doing.” 

So, Haynes stressed,
many rural physicians who
already have an ongoing
relationship with a clini-
cal psychologist do not see
granting them prescribing
privileges as any threat
professionally or from a
patient-safety standpoint.

Brokering Amendments
Haynes said that this

general lack of apprehen-
sion led the executive
council of the state med-
ical society to reassess the
chances of the bill’s being
defeated.

The version of the bill that had passed the
state House a year ago and was defeated only
by time running out in the Senate was rein-
troduced in January. That version, HB 170,
had less stringent educational requirements,
lacked any physician oversight of psycholo-
gists’ prescribing, and had no provision for
the two-year “conditional” period contained
in the final version of the new law.

“We were faced with something,” Haynes
told Psychiatric News, “that would send these
people out after 18 weeks of Saturday after-
noon classes and be able to prescribe.”

In addition, Haynes said, early in the ses-
sion, “I had senators and representatives say-
ing to me, ‘I haven’t had any phone calls about
it. So if it is such a really bad idea, why haven’t
I been hearing from people?’ That pretty
much made it impossible to argue with.” 

Haynes said NMMS had to try to do some-
thing to “improve the odds for patient safety.”

Little Time Left
Because the legislative session was man-

dated to last only 30 days, and the governor
had decided only at the last minute to add the
bill to his legislative agenda for the session.
PMANM and NMMS had very little time to
rally their opposition to the bill. 

PMANM, with assistance from APA’s Di-
vision of Government Relations, offered sev-
eral amendments, including a requirement
that all psychologist prescribing be under the
direct supervision of a physician, similar to the
relationship of physician assistants in many
states. PMANM also tried to put forward an
amendment that would have restricted a psy-
chologist’s prescribing to the rural areas that
the psychologists were arguing so badly needed
the increase in providers. These proposed
amendments were made to the House Judi-
ciary Committee but hit a dead end because
of subsequent developments.

PMANM, Arnet told Psychiatric News,
backed the introduction of an alternative bill,
HB 305, which was modeled after the state
law governing prescribing by clinical phar-
macists. This law allows limited prescribing
under strict supervision after educational re-
quirements are met.

Just when Arnet thought HB 305 was going
to be introduced, Haynes told Arnet that he
was meeting with the other side to work on a
compromise version of the reintroduced HB
170. “I told him that we would not support
any compromise,” Arnet told Psychiatric News.

At this point, Haynes said he believed that
the legislature was prepared to pass HB 170
and send it unamended to the governor for
his consideration. NMMS was not confident
there was much chance for securing a veto.

On Friday, January 25, the state confer-
ence committee considering HB 170 tabled
the issue until the following week, expressly
to allow the alternative bill to be introduced
the following Monday. That Saturday, House
Judiciary Chair Ken Martinez called a meet-
ing with Haynes and a representative of the
psychological association, and, indeed, they
brokered a compromise.

All the psychologists wanted was inde-
pendent prescribing, Haynes and Arnet told
Psychiatric News. They did not appear to be as
concerned about how it was achieved. Haynes
offered to accept independent privileges only
if the psychologists accepted strengthened ed-
ucational requirements, a two-year conditional
period of strict oversight, and overall over-
sight by the state board of medical examiners
and the board of psychology. The final lan-
guage of the law sets minimum educational
requirements; however, it calls on both the
boards of medical examiners and psychology
to work out the final acceptable requirements
(see box).

The psychologists agreed, Arnet specu-
lated, because they must have had some indi-
cation that the original HB 170, with its less-

Psychologists
continued from page 1

What Does the N.M. Law
Require?

HB 170a, the final version of the bill, amends the state’s Pro-
fessional Psychologist Act to allow a licensed doctoral psy-
chologist to prescribe psychotropic medications. The law,
which goes into effect on July 1, sets minimum educational re-
quirements; however, it calls on both the boards of medical ex-
aminers and psychology to work out the final acceptable re-
quirements.

The law states that to be granted a conditional prescribing
certificate, a psychologist must meet these conditions at a
minimum:
• Pass a national certification exam.
• Successfully complete pharmacological training approved by
both oversight boards, but composed of at least 450 classroom
hours in neuroscience, pharmacology, psychopharmacology,
physiology, pathophysiology, physical and laboratory assessment,
and clinical pharmacotherapeutics.
• Successfully complete an 80-hour practicum in clinical as-
sessment under physician supervision.
• Successfully complete at least 400 hours treating at least
100 patients under physician supervision.
• Obtain malpractice insurance.

After completing all of the above, a psychologist may pre-
scribe for a period of two years under the supervision of a
physician. After two years, the prescribing psychologist may
apply for an independent prescribing certificate.
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The 2001 annual meeting
theme was “Mind Meets
Brain,” and one “Resi-

dents Summit” was convened
there to address this dichotomy
in terms of training. In this set-
ting, four eminent psychiatrists
debated the situation.

The speakers included Drs.
Stuart Yudofsky, co-editor of
APPI’s Textbook of Neuropsychi-
atry and chair of psychiatry at
Baylor; William E. Greenberg,
a psychoanalyst and director of the Harvard
Longwood residency program; Frances
Levin, director of addiction psychiatry train-
ing at the New York State Psychiatric In-
stitute; and James Strain, an analyst and di-
rector of C/L psychiatry at Mt. Sinai Hos-
pital in New York City, and I moderated.
This issue’s column summarizes this con-
versation.

Dr. Yudofsky’s view set the pace: It is ar-
tificial to separate neurology and psychia-
try, he said; instead, we should have one
specialty. The mind/brain dichotomy is new
to medicine. In 19th-century Germany, he
argued, it was right. Then a leader of the
field, such as Greisinger, was a professor
both of psychiatry and neurology, and there
was no difference in the training. Physi-
cians who cared for persons with demen-
tia, general paresis, and melancholy were
trained in both fields. Greisinger and his
followers, including Alzheimer, Nissl, Krae-
pelin, and Freud, drove the “neuropsychi-
atry” of the time: an integrated conceptu-
alization of mind and brain. With this in
mind, Dr. Yudofsky proposed that our ed-
ucation should not further a separation be-
tween “neurologic” and “psychiatric.” Thus,
he argued, the training of psychiatrists
should include neuroanatomy and neuro-
biology and that of neurologists should in-
clude dynamics and interpersonal relations
so as to reduce the artificially maintained
divide.

The second speaker was Dr. Greenberg,
who, unlike Dr. Yudofsky, argued that the
current mind/brain balance is right, but that
“we are not yet effectively teaching it.” After
all, he noted, because of the work of some
of today’s best-known biological psychia-
trists (for example, Kandel and Nemeroff),
we are forging new understandings between
psychology and biology. And psychoana-
lysts, such as Fishman at the Boston Psy-
choanalytic Institute, are analyzing the neu-
robiology of psychoanalytic concepts. These
are the types of findings we should be ap-
plying to training.

For Dr. Greenberg, however, the prob-
lem is that the brain and mind rarely coexist
in the training supervisor. To this point he
lamented the conclusion of anthropologist
T.M. Luhrman’s book, Of Two Minds, that
trainees are urged to join a psychodynamic or
a biological “camp.” For Dr. Greenberg, res-
idents know that they must understand the
brain, but they also know that, to care for pa-
tients, they need to consider the range of eti-
ological factors and a range of therapies. The
provisional answer? The best residents “shop

ers do not read the same journals that psy-
chiatrists do.

For Dr. Strain, the body, “subsumed as
Axis III,” was an area inappropriately omit-
ted from psychiatry’s mind/brain dichotomy.
The body deserves consideration in any
psychiatric education that is comprehen-
sive and integrated. Thus, he argued, the
field should recognize both biologic and
psychologic aspects of psychopathology,
but not necessarily compacted under one
intellectual frame. Why, he asked, should
trainees in psychiatry not be expected to
master many different topics? Should not
physicians with their 11 billion neurons be
able to do the same for intrapsychic con-
flict, biologic concepts, psychologic con-
cepts, and end organ dysfunction?

Thus Dr. Strain agreed with Dr. Yudof-
sky that there is a need for integration, but
he proposed many approaches. Otherwise,
he averred, we are babying trainees. A good
psychoanalyst, in this manner, recognizes

around” among su-
pervisors to get and
consider every per-
spective and apply
those that help the
patient.

Thus, for the
most part, the cur-
rent mind/brain
model has worked,
but perhaps the
biopsychosocial ap-
proach does not get

taught. For Dr. Greenberg, all programs
owe their residents the opportunity to make
an independent biopsychosocial formula-
tion on every patient. It is apparent that

some programs are not preparing residents
to bring the mind and the brain together.

Addiction psychiatry is a field that could
logically integrate the mind/brain issue.
Unfortunately, according to Dr. Levin, this
has not been the case. Developments in the
biological measurement and analysis of
brains of persons who are addicted to sub-
stances or who are intoxicated or depend-
ent upon substances are countered by a tra-
dition of clinical work that is psychologi-
cal and spiritual. She noted that there is
even some resistance to the use of medica-
tions in substance abuse treatment pro-
grams, perhaps because those programs are
led by nonphysicians. This has implications
for the mind/brain dichotomy because
trainees in our fellowship programs are not
learning the modalities that are used in the
“real world.” A real challenge for educa-
tors in the substance abuse arena is how to
develop a curriculum that integrates the
most current research with established
modalities, especially when the practition-

Does Mind Meet Brain in Residency?
(And What About the Body?)

residents’ forum

BY AVRAM H. MACK, M.D.

see Residents’ Forum on page 40

Dr. Mack is APA’s member-in-training
trustee. He can be reached by e-mail at
avram_mack@hotmail.com.
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a George Washington University sports psy-
chiatrist who has also worked with Brown
University athletes; and Joshua Calhoun,
M.D., of St. Louis University and a former
psychiatric consultant to the St. Louis Rams.

The athletes are Marvis Frazier, a for-
mer heavyweight boxing contender and son
of Joe Frazier; Wendy Williams, a U.S.
bronze medalist in diving at the 1988
Olympics in Seoul; and Gary Cobb, a for-
mer NFL linebacker and current Philadel-

Three leading sports psychi-
atrists will join with three
outstanding athletes to
present the symposium
“Sports Through the Life

Cycle” on Wednesday, May 22, at 2 p.m. at
APA’s 2002 annual meeting in Philadelphia.

The sports psychiatrists are Ronald
Kamm, M.D., a clinical faculty member at
MCP-Hahnemann who has worked with
elite athletes at all levels; Toni Baum, M.D.,

Sports and Mental Health
In Annual Meeting Spotlight
As Americans begin to participate in sports at ever-earlier ages and
continue to participate later in life, psychiatrists will benefit from know-
ing more about the impact of sports on the lives of their patients, chil-
dren, and spouses.

“Remember the Titans”

The coaches made nationally famous by the 2000 movie “Remember the Titans” are partic-
ipating in a session on the movie at APA’s 2002 annual meeting in Philadelphia. The
coaches, now retired, are Herman Boone and Bill Yoast. The session will be held on Tues-
day, May 21, at 2 p.m. in media session 17.

Next to a family, a team is one of the most influential groups to which an individual ever
belongs, according to session chair Ronald Kamm, M.D., a sports psychiatrist. The intensity
of that relationship can be seen in “Remember the Titans.” The movie is based on the 
inspiring story of the 1971 integration of three high schools—two black and one white—
into one high school in Alexandria, Va., and its football team. Not only are black students
bused to the school over the objection of the white community, but a black coach—played
by Academy Award-winner Denzel Washington—is brought in to a replace a beloved, highly
successful white coach, who is demoted to assistant coach. Nonetheless, the coaches are
determined to overcome the racism that threatens to destroy the team, and they go on to
produce a squad whose members respect one another and become champions.

There are two easy ways to regis-
ter for APA’s 2002 annual meeting
in Philadelphia, May 18 to 23:

• Go to APA’s Web site at
www.psych.org, click on the an-
nual meeting logo, and select “On-
line Registration.” Also, reserve
your hotel room by clicking on
the link beside “Members” under
the annual meeting logo.

• Fill out the forms in the Ad-
vance Registration Information
Packet, which was mailed to all
members in January. If you have
not received your packet, call the
APA Answer Center at (888) 35-
PSYCH; from outside the U.S.
and Canada, call (202) 682-6000.

The deadline for advance regis-
tration is April 13 for U.S. and
Canadian registrants and April 6
for all others.

How to Register

phia-area sportscaster. 
Kamm will lead the discussion on “The

Pros and Cons of Coaching One’s Own

Child.” As part of his presentation, he will
review the relevant literature, discuss ques-
tions addressed to a sports psychiatry Web
site, and share his experiences as a coach
and parent. Frazier will then speak on what
it was like having his famous father coach
and manage him throughout his career. A
father himself, Marvis will also discuss his
experiences as a parent coaching his daugh-
ter in basketball.

Baum will lead the segment on “The Mid-
Career Athlete—Coping With Psychiatric
Illness.” She will address the pressures on
athletes during their peak years and the treat-
ment approaches most successful when an
Axis I disorder intervenes. She will also dis-
cuss the spinal injury that prevented her from
competing in the 1992 Olympics, an event
that precipitated a depression for which she
belatedly, but successfully, sought treatment.

The symposium will wrap up with
“When the Cheering Stops: Career-Ter-
mination Issues in Athletes,” led by Cal-
houn. He will speak of career-termination
issues in athletes and the counseling ap-
proaches most effective in helping the ath-
lete transition to a new phase of life. Cobb,
a former linebacker for the Dallas Cowboys
and Philadelphia Eagles, will then talk about
the ways in which he and his teammates
dealt with the stresses of retirement.

Each segment will include a videotape
introducing the athlete-discussant and show-
ing highlights of his or her career. Those
who attend the symposium will have ample
opportunity to offer comments and ask ques-
tions of the presenters and the athletes. ■

annual meeting
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Franklin’s Lasting Legacy
On View in Philadelphia
Benjamin Franklin’s inventions and statesmanship are legendary. But
a visit to Franklin Court in Philadelphia reveals that he was also a
printer, writer, and postmaster. Science lovers won’t want to miss the
Franklin Institute Science Museum.

Benjamin Franklin made his
home in Philadelphia during
much of his adult life. Franklin
came to the city from Boston
in 1723 at age 16 and began

working as a printer. He later bought the
Pennsylvania Gazette and wrote and pub-
lished the popular Poor Richard’s Almanack
in 1732.

His interest in literature and philosophy
led him to establish a circulating library and
to organize a debating club that became the
American Philosophical Society, which ex-
ists today. Franklin also helped establish an
academy that eventually became the Uni-
versity of Pennsylvania. 

As a scientist he invented such diverse
items as the Franklin stove, bifocal eye-
glasses, and a glass harmonica. He is more
widely known for inventing the lightning
rod.

Franklin also held numerous public of-
fices including deputy postmaster general
of the colonies from 1753 and 1774. His
long career as a diplomat and statesman
began as a state delegate to the Albany
Congress in 1754. He was the state’s rep-
resentative to the British Crown on vari-
ous matters, and he considered making
England his permanent home. But his love
for his homeland and devotion to indi-
vidual freedom drew him back to Amer-
ica in 1775. 

Franklin went on to become one of
America’s greatest statesmen and diplomats.
A major final achievement was helping to
design the first congress that crafted the
Constitution of the United States.

What to Visit
For a good overview of Franklin’s ac-

complishments, visitors should explore
Franklin Court, which is on the histori-
cal walking tour described in the Febru-
ary 15 issue of Psychiatric News. This is
where Franklin and his wife, Deborah,
lived. The outline of the house is repre-
sented by steel girders, and excavated sec-
tions are visible. Also on the site is a mu-
seum highlighting different stages of
Franklin’s career and interactive exhibits
that children will enjoy.

Also of interest to his-
tory buffs are the 1786
houses on Market Street
that Franklin rented out,
including the Printing Of-
fice and Bindery. The
house at 322 Market
Street is the restored of-
fice of the Aurora and Gen-
eral Advertiser, published
by Franklin’s grandson.
Visitors can cap off a visit
by going next door and
having a letter postmarked
at the Benjamin Franklin
Post Office.

The Library Hall,
also on the historical

walking tour, is the 1954 reconstruction
of Franklin’s old Library Company, the
first lending library of its type in the
colonies. It contains a fascinating collec-
tion of documents including Franklin’s
will and Jefferson’s handwritten copy of
the Declaration of Independence. 

Across the street is the Philosophical
Hall, home of the American Philosophical
Society, founded by Franklin. The society
continues to have an international reputa-
tion for promoting knowledge in the sci-
ences and humanities. The interior is not
open to the public.

Christ Church Burial Ground, located at
Fifth and Arch streets, is where Franklin
and his wife are buried, along with another
of their famous contemporaries, Benjamin
Rush. 

Franklin Institute Science Museum
Science lovers will enjoy visiting the

Franklin Institute Science Museum at
Logan Circle (20th Street and Benjamin
Franklin Parkway). The complex is divided
into four sections. The first is the Franklin
National Memorial, with a collection of au-
thentic artifacts and possessions. The sec-
ond section features science and technol-
ogy from the 1940s to the 1970s, with
hands-on displays. The third area features
the IMAX and 3-D theaters and eight per-
manent interactive exhibits devoted to
space, earth, health, and computers, among
other topics. The fourth section features
the 1995 CoreStates Science Park, an imag-
inative urban garden created in collabora-
tion with Philadelphia’s Please Touch Mu-
seum.

Basic admission to the Franklin Insti-
tute exhibitions and Mandell Center is
$10 for adults and $8.50 for children.
Combined fees for the IMAX theater,
3-D theater, and laser shows run from $3
to $7.50. All-inclusive fees are $14.75 for
adults and $12.50 for children. Hours are
approximately 9:30 a.m. to 5 p.m. week-
days and 9:30 a.m. to 9 p.m. weekends.
The Franklin Institute Science Museum
Web site is <www.fi.edu>, and its telephone
number is (215) 448-1200. ■

BY CHRISTINE LEHMANN

The frame of Franklin’s home is outlined above the ground where
it once stood in what is now called Franklin Court near Third and
Market streets. Visitors can look through portals to see the privy
pits and parts of the original foundation.

Photo: Top Kat

annual meeting
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A PA Trustees last month ap-
proved a job description for
medical director of the As-
sociation, and the APA Med-
ical Director Search Com-

mittee has established a deadline of May 1
for receipt of curricula vitae of all people
who wish to be considered for the position.

The current medical director, Steven
Mirin, M.D., has announced his intention
to step down by the end of 2002.

Highlights of the job description appear
in an advertisement on page 3 and in the
April issues of the American Journal of Psy-
chiatry and Psychiatric Services.

Former APA President Herbert Pardes,
M.D., chair of the search committee, told
Psychiatric News that all correspondence to
the committee will be handled confiden-
tially through a private post office box out-
side of APA (see address at end of article).
This will ensure privacy and will protect
the integrity of the process. 

Members who want to apply for the po-
sition should send a curriculum vitae to the
post office address rather than correspon-
ding with or calling committee members.
The search committee will follow up on all
expressions of interest. Members who wish
to offer nomination suggestions may send
an e-mail message to Carol Lewis, the com-
mittee’s staff liaison, at clewis@psych.org.

The position description approved by
the Board of Trustees describes a “board-
certified psychiatrist with clinical experi-
ence in direct patient care and supervision,
and at least 10 years of progressively in-
creasing responsibility with heath care serv-
ice delivery, financial and organizational
management, government relations, and
academic programs.”

The description also outlines duties and
responsibilities in relation to the Board of
Trustees, the Assembly, and the member-
ship of the Association, as well as duties in
relation to external organizations and staff.

Professional skills listed in the job de-
scription include demonstrated leadership
skills, management and financial skills,
strong communication and interpersonal
skills, effective advocacy, ability to reach out
to all constituencies and elements of North
American and international psychiatry, ex-
perience with volunteer organizations, abil-
ity to think strategically, and ability to ar-

when he succeeded Melvin Sabshin, M.D.
The members of the search commit-

tee are, in addition to Pardes (chair), Stu-
art Anfang, M.D., Renee Binder, M.D.,
Doris Gundersen, M.D., Patrice Harris,
M.D., Al Herzog, M.D., Dilip Jeste, M.D.,
Carolyn Robinowitz, M.D., Jerry Wiener,
M.D., and Daniel Winstead, M.D.
Richard Harding, M.D., and APA Presi-
dent-elect Paul Appelbaum, M.D., serve
ex officio on the committee. 

APA members recommended for the
search committee’s consideration may re-
ceive a full copy of the medical director’s job
description by contacting Carol Lewis at
1400 K Street, N.W., Washington, D.C.
20005, or sending an e-mail to
clewis@psych.org. Suggestions may also be
sent to this e-mail address. CVs should be
sent to APA Medical Director Search Com-
mittee, P.O. Box 34557, Washington, D.C.
20043-4557. ■

bitrate and negotiate with diplomacy.
Among the duties in relation to the

Board of Trustees, Assembly, and mem-
bership are these:
• Participates in the formulation of all poli-
cies and programs of the Association.
• Implements actions of the Board of
Trustees; coordinates activities of multiple
components; assures that recommendations
are transmitted to the Board, Assembly, and
Joint Reference Committee for consideration.
• Works with APA officers to facilitate the

implementation of their responsibilities and
obligations.
• Advises the APA president, who serves
as chief executive officer and chief
spokesperson of the Association, in de-
signing initiatives and responses to requests
and emerging needs; serves as spokesper-
son for established APA policy.
• Recommends a budget to the Treasurer,
Budget Committee, and Board of Trustees;
implements sound financial management
procedures.
• Regularly informs the officers about the
condition and operations of the Association.
• Assumes responsibility for initiating, im-
plementing, and overseeing membership
development and retention programs.
• Facilitates active membership involve-
ment and participation in APA’s activities.

The Search Committee was appointed in
February to identify a successor to Mirin, who
has been APA’s top staff officer since 1997,

Pardes Spearheads Search
For New Medical Director
APA seeks applicants for its top executive post as current APA Med-
ical Director Steven Mirin, M.D., prepares to resign at the end of 2002.

association news
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legal news
Court May Reverse on
Executing Retarded Persons

Supreme Court agreed to hear an appeal of
a death sentence filed on behalf of a con-
demned murderer in Virginia who has an
IQ of 59. An IQ at this level corresponds to
a mental age of 9 to 12 years.

Daryl Atkins was convicted of carjack-
ing and murder, the goal of which was to
rob the victim to obtain money with which
Atkins could buy beer.

Justices indicated a recognition that
public opinion on putting mentally re-

Thirteen years ago the U.S.
Supreme Court ruled that a
convicted criminal’s men-
tal retardation does not
prevent states from execut-

ing that individual. On February 20 the
Court heard arguments in a case that may
allow it to reverse its earlier decision.

With more Americans expressing oppo-
sition to the death penalty as an option for
prisoners of extremely low intelligence, the

The Supreme Court revisits its 1989 ruling in which it said executing
prisoners who are mentally retarded does not violate the Constitution.

BY KEN HAUSMAN

tarded criminals to death appeared to have
changed dramatically since they last visited
the issue in 1989 in the case Penry v. Ly-
naugh. At that time they found that such
executions did not meet the definition of
cruel and unusual punishment, which
would have rendered them unconstitu-
tional.

There is also growing concern among
advocates and others that with an ever-
increasing number of people with mental
illness and developmental disabilities end-
ing up in the criminal justice system instead
of the mental health system, courts could
be faced with more opportunities to decide
whether such individuals should be put to
death.

In Virginia, which is one of the states
that allow the death penalty for criminals
with mental retardation, lawmakers have
deferred debate on whether to rewrite the
law to ban such executions until they have

a ruling on the Atkins case from the
Supreme Court.

Eighteen states prohibit executions of
mentally retarded individuals. Only two,
Georgia and Maryland, did so when the
Court handed down its 1989 ruling. In de-
ciding Penry in 1989, Justice Sandra Day 
O’Connor, writing the opinion for the
Court’s 5-to-4 majority, stated that there was
no “national consensus” about whether to
bar executions of people who are mentally
retarded, and thus the Court did not hold
the practice to be a violation of the Eighth
Amendment’s ban against cruel and unusual
punishment. The Court also said, however,
that mental retardation should be consid-
ered as a mitigating factor when juries de-
bate whether to sentence a criminal to death.

President George W. Bush has said he is
opposed to putting people with mental re-
tardation to death. His own state of Texas
still permits executions of mentally retarded
people. Six such individuals have been ex-
ecuted in the last 20 years, two of them
while Bush was governor, according to the
Death Penalty Information Center.

The main issue for the Court in the
Atkins case is whether a national consensus
has developed that now views executions of
mentally retarded people as cruel and un-
usual punishment and thus unconstitutional. 

The Court had previously decided to
hear the appeal of a North Carolina death-
row inmate as its vehicle to revisit the issue,
but before the Court could hear it, North
Carolina passed a law banning executions of
people with mental retardation, so it sub-
stituted the Virginia case on its docket.

The Death Penalty Information Center’s
Web site at <www.deathpenaltyinfo.org> has
information about cases and state laws con-
cerning execution of mentally retarded per-
sons. Click on “Information Topics” and then
“Mental Retardation.”

[The case before the Supreme Court is
Atkins v. Virginia 00-8452.] ■
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legal news
Phones Can Give Wrong Message
If Certain Practices Aren’t Followed

The telephone is an essential
tool in modern psychiatric
practice, but there are po-
tential liability risks asso-
ciated with its use. Risk

management strategies can be used to pre-
vent and minimize these risks. The best risk
management is always to promote effec-
tive, satisfying communication between pa-
tients and psychiatrists regardless of the
means of communication.

Experience has shown that patient dis-
satisfaction and frustration may be the de-
ciding factor in a patient’s decision to sue or
file an administrative complaint. Long waits
on “hold”; exasperating encounters with
answering machines, answering services, or
telephone menus; and other barriers that
prevent patients from speaking with a
human being have the potential to inten-
sify existing dissatisfaction and frustration.
Even if formal action is never taken, these
types of experiences may cause some pa-
tients to seek care elsewhere.

General Precautions
• Do not let problem telephone prac-
tices work against the telephone’s in-
herent advantages and convenience.

Take the time to establish and maintain
effective and user-friendly telephone poli-
cies and procedures. Consider the follow-
ing risk management strategies to reduce
the likelihood of patients’ irritation when
communicating with you and your practice
by telephone.

• Office staff should have specific in-
structions and training about handling
calls.

Make sure that office staff know how to
treat callers courteously and professionally,
how to minimize the time callers spend on
hold, and the types of calls that should be
directed to you (or another clinician) im-
mediately.

• Your answering service should meet
the same high-quality service require-
ments that you expect of your office staff
in handling and triaging calls.

Periodically call in to the answering serv-
ice to find out how the operators respond
to and manage calls.

• Periodically assess your telephone sys-
tem and protocols.

Automated Telephone Systems
• If you use an automated telephone
system, review and approve of the mes-
sages placed on the answering machine.

Occasionally dial into your office, listen
to the recording, and evaluate how it sounds
to patients. Is it sending the intended mes-
sage—both explicitly and implicitly? 

• Avoid lengthy and confusing tele-
phone menus.

Telephone menus that are long and com-
plicated may confuse and frustrate patients.
Listen to the menu and evaluate it. For ex-
ample, how would a patient in crisis or an
impaired patient perceive the menu choices?
Consider having others evaluate your menu
and give feedback.

• Answering machines are subject to
malfunction, power failures, and so on.
Check the operation of your system reg-
ularly and have a back-up plan.

• Avoid directions that require a patient
to hang up and call another number.

Unfortunately, this is sometimes the only
option available for calling an emergency
number or for contacting a covering physi-
cian. In that case, make sure that the in-
structions are as clear and simple as possible. 

• If at all possible, give callers the op-
tion to talk to a live person or to receive
a prompt return call. 

• Provide information about how often
messages are checked and when callers
can expect a response.

For example, if a patient calls on Friday
afternoon, can the patient expect a call back
that day or will he or she need to wait until
Monday? This type of information allows
patients to make decisions about what al-
ternative actions they may need to take.

• Make sure patients can access after-
hours coverage, when necessary.

You can use either a mechanical an-
swering system or an answering service. A
mechanical system can instruct callers about
how to contact the covering psychiatrist or
automatically page him or her when mes-
sages are left. Any system in which you have
to check messages every few hours around
the clock is unrealistic and, probably, un-
satisfactory. 

Section 1-AA of the APA’s “Opinions of
the Ethics Committee on the Principles of Med-
ical Ethics, With Annotations Especially Ap-
plicable to Psychiatry” (2001 ed.) provides the
following:

Question: One of our members is con-
cerned that psychiatrists in this area do not
routinely check in with their answering ma-
chines after hours, leave no number where
they may be reached, or leave a message for
patients to contact the local emergency
room in case of emergency. 

Answer: Is this member’s concern about
the ethics of these psychiatrists warranted?
Yes. Ethical psychiatrists are obliged to ren-
der competent care to their patients. That
competent care would include either being
available for emergencies at all times or
making appropriate arrangements. Cer-
tainly, a message telling patients to call an
emergency room is not adequate coverage.

The old-fashioned telephone, in tandem with newer voicemail sys-
tems, can create risk management problems for psychiatrists who
aren’t careful. This is the conclusion of a two-part series.

BY JACQUELINE MELONAS, J.D., R.N., M.S.

see Phones on page 24

Ms. Melonas is vice president of risk manage-
ment for Professional Risk Management Ser-
vices Inc., the manager of the Psychiatrists’ Pro-
gram, the APA-endorsed professional liability
insurance program. 
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percent increase overall in national health
expenditures. So, it’s not surprising that
both employers and governmental officials
are taking aim at a now highly visible tar-
get.

Unintended Consequences
Berndt noted that the thriving economy

contributed enormously to the greater uti-
lization of prescription drugs because em-
ployers were willing to offer attractive ben-
efits to retain employees. In 1965 private
insurance covered 3.5 percent of prescrip-
tion-drug spending; in 1990, the figure was
34.3 percent, and in 1998, 52.7 percent.

Information technology played a key
role by making insurance transactions more
convenient and less costly. Until the 1990s
consumers with third-party insurance typ-
ically paid the full cost of drugs and then
submitted receipts for reimbursement.
Today, payment is handled electronically.

creased utilization, even though cost-con-
tainment measures were being applied in
other aspects of health care.

In an interview with Psychiatric News, he
speculated about the future role of those
factors and their applicability to drugs used
to treat mental illness.

Below Radar Range
Berndt relied on the common-sense rea-

State officials sounded a note of
desperation about the rising costs
of health care at the winter meet-
ing of the National Governors
Association, according to the New

York Times (February 25, 2002).
The principal culprit? Spending on pre-

scription drugs through the Medicaid pro-
gram. The response in more than 40 states
has been to try to find legislative and other
remedies to stem the financial hemorrhaging
(Psychiatric News, January 18; February 1).

In the private sector, employers are turn-
ing to a three-tier system of providing pre-
scription-drug benefits and to larger copays
in their own efforts to contain costs (Psy-
chiatric News, October 19, 2001; January 18).

Ernst R. Berndt, Ph.D., a professor of
applied economics at the Massachusetts In-
stitute of Technology’s Sloan School of
Management, wrote that utilization, rather
than price, has been the primary driver of
increased pharmaceutical spending. 

That conclusion appears in the article
“The U.S. Pharmaceutical Industry: Why
Major Growth in Times of Cost Contain-
ment,” first published in Health Affairs in
the March/April 2001 issue and reprinted
in “The Value of Rx Innovation: A Primer
From Health Affairs” last year.

Berndt identified four factors that in-

soning of a 19th-century economist for his
first factor. Alfred Marshall proposed the
idea that cost cutters will likely focus on
big-ticket items, rather than on goods or
services that make up a smaller part of a
total budget.

From 1960 through 1998, hospital care
and physician services together made up
more than 50 percent of health care ex-
penditures, with prescription-drug costs ac-
tually declining as a percentage from 10.0
percent in 1960 to 7.9 percent in 1998, the
last year for which Berndt had data. 

Thus, according to Berndt, prescription
drugs were not on the radar screen of cost
cutters until recently because of their rela-
tive unimportance in the total scheme of
health care costs.

But, he added, data reported in the Jan-
uary/February issue of Health Affairs show
a 17.3 percent increase in prescription-drug
spending for 2000, compared with a 6.9

Drug Costs’ Upward Spiral
Fueled by Multiple Factors
The link between marketing costs and the increase in expenditures on
prescription drugs is much more complicated and interesting than 
depicted in the popular press.

health care economics

BY KATE MULLIGAN
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These electronic transactions can be mon-
itored easily by pharmaceutical benefit man-
agers.

Researchers find, according to Berndt,
that per capita drug use is strongly associ-
ated with the extent of drug coverage and
with amounts required for copayments.

Berndt said, “With the economy weak-
ening and employers increasing copayments,
expanded drug coverage in the private sec-
tor does not appear to be a likely source of
greater utilization in the near future.”

With both Republicans and Democrats
pushing for some form of prescription-drug
benefit for the Medicare-age population,
however, expanded drug coverage in the
public sector likely will promote greater
utilization.

Successful New Products
Using data from IMS Health, a for-

profit provider of pharmaceutical infor-

tween a lipstick and a pencil. Advertising-
to-sales ratios tend to be higher for expe-
rience goods, since a consumer must be
persuaded to try the good, as opposed to
merely finding a good that meets a felt
need. 

Berndt estimated that in 1999 pharma-
ceutical companies spent $13.9 billion on
marketing, which yielded a marketing-to-
sales ratio of 12.3 percent. The ratio is
higher than for a company selling search
goods (Sony at 4.7 percent), but lower than
for another company selling experience
goods (McDonald’s at 21.1 percent).

The future, according to Berndt, prom-
ises more aggressive marketing efforts. New
products will continue to be launched.
Many of these products will be competing
with existing products. Consumers, as well
as the medical profession, are demanding
more information about the effects and ef-
ficacy of pharmaceuticals. ■

mation, Berndt found that since 1997 about
46 percent, on average, of drug-spending
growth is attributable to new pharmaceu-
tical products, about 32 percent to volume
and mix changes involving older drugs, and
22 percent to the price growth of older
drugs.

For his analysis, he accepted the IMS
Health definition of “new product” as any
product having a new National Drug Clas-
sification code that was launched during
the 12 months ending with the last calen-
dar quarter.

In 2001 the pharmaceutical industry
spent an estimated $30.3 billion in drug
development, a 16.6 percent increase over
research and development expenditures
during 2000 (see story on page 8). Of that
amount, $7.3 billion was spent on central
nervous system drugs, the great majority
of which are directed to mental disorders.

The impact of marketing on the cost of

drugs is much more complicated than is
suggested by stories in the popular press
about the pharmaceutical industry’s court-
ing of the medical profession, according to
Berndt.

Nontraditional Marketing
He believes that research and diffusion

of information that informs consideration
of new diagnostic criteria and treatment
guidelines are “nontraditional” forms of
marketing that benefit patients and also in-
crease the use of pharmaceuticals.

Even “traditional” marketing efforts
must be considered in light of the nature
of pharmaceuticals. Berndt classifies pre-
scription drugs as “experience goods,” as
opposed to “search goods.” The former
must be experienced for a consumer to be
persuaded of their value, because their ef-
fect is unknown and can be idiosyncratic.
The contrast, in everyday terms, is be-

health care economics
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in 1999 localized the brain-wave deficits to
the right prefrontal cortex.

Bauer and Hesselbrock concluded that
“the neurophysiologic substrate underlying
conduct-problem behaviors is bilaterally
represented within the prefrontal cortex.”

Psychiatric News asked Peter Finn, Ph.D.,
a psychologist at Indiana University doing
similar kinds of research, for his comments
on the study.

“I have high regard for Drs. Bauer and
Hesselbrock,” he said. “They are well
known in the field of the psychobiological
bases of conduct problems and social
pathology, and their work is very rigorous.”

As for this particular study, Finn said, he
believes that its strength lies in the fact that
Bauer and Hesselbrock took a topograph-
ical approach to identifying the biological
origins of prefrontal cortex abnormalities
in youngsters with conduct problems. 

“The fact that the study had a pretty
large sample size and was collected for the
most part from the community was also im-
portant,” he added. “It was a sample that
you could be confident was representative
to some degree of the individuals who have
these kinds of conduct problems.”

This study was supported in part by a
Public Health Service grant. ■ 

plicating the prefrontal cortex with crimi-
nality has been conducted by Lance Bauer,
Ph.D., and Victor Hesselbrock, Ph.D., pro-
fessors of psychiatry at the University of
Connecticut School of Medicine in Farm-
ington. The results were published in the
October 15, 2001, Biological Psychiatry.

Bauer and Hesselbrock selected 158 boys
and girls aged 14 to 20 years as their subjects.
Half had exhibited conduct disorder accord-
ing to DSM-III-R criteria, and half had not.
They placed 32 electrodes in various loca-

It’s looking more and more as though the
prefrontal cortex—that region of the brain
above the eyes and behind the forehead

involved in judgment, planning, and decision
making—is not working right in criminals
and potential criminals. For instance, Adrian
Raine, Ph.D., a professor of psychology at
the University of Southern California, found
that prefrontal cortex volume was signifi-
cantly smaller in violent, antisocial men than
in controls (Psychiatric News, March 3, 2000).

And now yet another investigation im-

tions on their subjects’ scalps. The subjects
were then given a memory task—they were
asked to judge whether various stimuli had
been presented. While they were engaging
in the memory task, the electrodes on their
scalps were recording brain-wave responses in
various areas of their brains. Bauer and Hes-
selbrock measured these brain-wave responses.

Bauer and Hesselbrock then compared
brain-wave responses of the subjects who had
conduct disorder with those of subjects who
had not. They found that subjects without
the disorder had exhibited robust brain-wave
responses in the prefrontal cortex during the
memory task, whereas subjects with the dis-
order did not. There were no significant dif-
ferences in brain-wave responses between the
two groups of subjects in brain areas other
than the prefrontal cortex. Also of interest,
the results localized the brain-wave deficits
to the left prefrontal cortex. However, a sim-
ilar experiment conducted by the researchers

Evidence Builds for Prefrontal Cortex
Abnormality in Conduct Disorder
A new study adds to the growing volume of evidence that the pre-
frontal cortex is implicated in criminal and precriminal behavior.

BY JOAN AREHART-TREICHEL

clinical & research news

Even in rather stable practices, including
analytic practices with relatively stable pa-
tients, emergencies do arise. Care must be
taken that, if and when such emergencies
do arise, the patient is not abandoned (Sep-
tember 1993).

• Carefully consider what informa-
tion/directions will be provided for pa-
tients who have an emergency.

It seems obvious, but with an automated
system, it is important to provide instruc-
tions that are as clear and straightforward
as possible for patients who are in crisis or
experiencing an emergency situation. 

• Carefully consider how patients with
an urgent, but not an emergency, situ-
ation should be directed.

Sometimes a patient may be unsure
about whether his or her particular situation
constitutes an emergency and, thus, may
be hesitant to go to a hospital emergency
department or call 911. This may cause a
delay in necessary treatment. In contrast,
patients who do not have an urgent or
emergency situation sometimes misuse the
emergency contact procedure because they
want immediate access to the psychiatrist.
These types of problems can be reduced,
although never eliminated, through patient
education. Include information about what
to do in an emergency in written informa-
tion or office brochures for patients. Some
practices include emergency procedures in
the “Consent to Treatment” forms signed
by patients. A discussion about what to do
if the patient is experiencing a crisis or an
emergency should be part of the ongoing
communication between the patient and
psychiatrist. Re-evaluate your answering
system if patients continue to misuse emer-
gency numbers and procedures when there
is no emergency. They could be telling you
they are frustrated in their attempts to reach
you through regular telephone calls to your
office, answering service, or automated an-
swering system. ■

Phones
continued from page 21

legal news
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David Fassler, M.D.
4,766 

53.4%

Herbert S. Peyser, M.D.
4,167

46.6%

Angela D. Harper, M.D.
291

37.5%

Sonia G. Patel, M.D.
268

34.6%

William C. Wood, M.D.
216

27.9%

Carol A. Bernstein, M.D.
5,227

56.9%

Michael J. Vergare, M.D.
3,964
43.1%

Steven S. Sharfstein, M.D.
6,029
65.1%

Barry F. Chaitin, M.D.
3,231

34.9%

Marcia Kraft Goin, M.D.
5,863
62.3%

Sidney H. Weissman, M.D.
3,555
37.7%

In Favor
8,020
92.1%

Opposed
691

7.9%

Jack W. Bonner III, M.D.
962

53.0%

Anita S. Everett, M.D.
842

47.0%

Ann Marie T. Sullivan, M.D.
804

62.5%

Richard I. Altesman, M.D.
483

37.5%

Trustee-At-Large: Member-in-Training
Trustee-Elect:

Treasurer:

Vice President:

Amendment to Bylaws:

Area 5 Trustee:

Area 2 Trustee:

New Totals:

Out of 30,865 eligible voters, 9,564 returned marked ballots, or 
only 31.0%. Bylaws Section 11.4 states: “Approval by a 
majority of at least 33 1/3% of the eligible voting members of 
the Association shall be required for adoption of the proposed 
amendment.” Therefore, since the amendment failed to achieve 
the votes of 33 1/3% of the eligible voting members, the 
amendment failed to pass.

Count first-choice votes for each candidate.

Proposed amendment to Chapter 11.2:
The change would have required Assembly 
ratification of Board-approved amendments to the 
bylaws.

No candidate has a majority of first-choice votes. The 
candidate with the lowest number of first-choice votes 
(Wood) is eliminated, and his ballots are redistributed to 
the remaining candidates on the basis of second choice.

For ballots where the first choice was cast for 
William C. Wood, M.D.:

Second-choice votes were distributed as follows:
89 votes for Angela D. Harper, M.D.

57 votes for Sonia G. Patel, M.D.

Angela D. Harper, M.D.
291+89 = 380

53.9%

Sonia G. Patel, M.D.
268+57 = 325

46.1%
Total votes cast: 705

Total votes cast: 775

Total votes cast: 8,711

Total votes cast: 1,814

Total votes cast: 1,287

Total votes cast: 8,933

Total votes cast: 9,260

Total votes cast: 9,191

Total votes cast: 9,418
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It garnered front-page headlines
from the New York Times to the
Cleveland Plain Dealer. And de-
pending on where it appeared, the
story about research on long-term

outcome of prematurely born babies could
be read in variable light: either as encour-
aging evidence that they do better than ex-
pected, or as a sobering reminder that the
developmental problems experienced by
“preemies” persist into adulthood.

In fact, the study—which appeared in
the January 17 edition of the New England
Journal of Medicine—suggests both. 

Led by Maureen Hack, M.B., of the de-
partment of pediatrics at Case Western Re-
serve University School of Medicine and the
University Hospitals of Cleveland, the study
compared 242 survivors among low-birth-
weight babies born between 1977 and 1979
with 233 controls with normal birth weights
from the same population in Cleveland. 

On the sobering side, the study found that
fewer individuals in the preemie group had
graduated from high school and that they had
lower academic achievement, higher rates of
neurosensory impairments, and subnormal
height. Very-low-birth-weight individuals
had significantly lower mean IQ scores than
controls (87 versus 92), and had a higher fre-
quency of subnormal IQ (defined as lower
than 70) and borderline IQ (70 to 84). Fifty-
one percent of the very-low-birth-weight in-
dividuals had an IQ in the normal range (equal
to or greater than 85), compared with 67 per-
cent of the controls. These differences re-
mained significant when the comparisons
were restricted to participants without neu-
rosensory impairment, the researchers stated.

On the encouraging side, the study
found that the preemie group reported less
alcohol and drug use, had less contact with
the police, and had lower rates of sexual ac-
tivity and pregnancy at 20 years of age.

Psychiatrists who addressed the study’s
implications for behavioral and mental
health tended to emphasize the hopeful
message in the findings, while underscor-
ing their preliminary nature. 

“When you see these kids very young,
you tend to wonder what the course of their
life will be like,” said Marilyn Benoit, M.D.,
president of the American Academy of
Child and Adolescent Psychiatry and pro-
gram director for child psychiatric services
at Howard University Hospital in Wash-
ington, D.C. “But the core message from
this study is a sense of hope.” 

The finding that developmental delays
persist into adulthood is “not at all sur-
prising,” Benoit told Psychiatric News. “What
was unexpected is their relative success de-
spite their difficulties. When recognized
early and treated with appropriate and sus-
tained interventions that involve the par-
ent, these kids can have a very decent life.”

Noting the relatively poor performance
of controls as well—and the fact that the
study population was drawn from a lower
socioeconomic cohort in Cleveland—
Benoit also emphasized the potent effect of
poverty on outcome for all children.

An additional four children died before age
20, and 70 were not studied for a variety of
reasons.

“We need to be careful that we are not
looking at a somewhat skewed sample,” said
Fassler. “In the next phase of their research,
the authors will look at specific parameters
to help parents and physicians use this in-
formation in a more meaningful way. For
example, is the outcome different based on
the level of the child’s impairment?” 

In an interview with Psychiatric News,
lead researcher Hack said that in subse-
quent research using the same population,
she hopes to employ in-depth psychiatric
interviews to answer more fully questions
about behavioral and mental health, as well
as overall functioning.

Of importance to psychiatrists, Hack said
the NEJM report did hint at higher rates
of bipolar disorder among the preemies

“The good news we can tell parents is
that there are many children who are born
at very low birth weight who appear to do
quite well,” said David Fassler, M.D., chair
of APA’s Council on Children, Adolescents,
and Their Families. “That is an important
and encouraging message. Now we need to
figure out which kids are at relatively greater
risk and find interventions that are effec-
tive for those children.” 

But Fassler, noting the varying treat-
ments the study received in the popular
press, suggested it might reveal as much
about the variations in spin to which re-
search may be subject when a difficult study
about a challenging subject of wide public
interest turns up differing findings. 

Fassler said the relatively small sample
size and improvements in neonatal care
since the time when the preemies in the
study were born make it difficult to draw
firm conclusions one way or the other. 

“It raises a lot of interesting questions,
but we should consider the findings pre-
liminary,” he said. “The study is interest-
ing and useful, but it is not yet specific
enough for us to make clinical predictions
for a particular child.”

Fassler noted that of an initial cohort of
490 babies with very low birth weight (those
weighing less than 1500 grams), only 316
(64 percent) survived to the second year.

Many ‘Preemies’ Don’t Outgrow
Cognitive, Other Problems
While premature babies do better on a number of measures than ex-
pected, new evidence indicates that some of these children have prob-
lems that follow them into adulthood.

clinical & research news

BY MARK MORAN

see Preemies on page 40
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work on postmortem brains and felt there
was definitely evidence of deficit in sero-
tonin in Alzheimer's disease patients," Pol-
lock told Psychiatric News.

Although the Scandinavian researchers
found no improvement in cognitive func-
tion with citalopram, they noted that fam-
ily members of patients in the study receiv-
ing the drug requested that their relative re-
main on the medication after the study
ended. When asked why, the families con-
sistently remarked that the patients’ behav-
ior seemed to have improved on the drug.

Pollock obtained approval from the FDA
to use citalopram as an investigational new
drug. He believed there was some evidence at
the time to link serotonin dysfunction to ag-
gression and impulsive disorders.

“Where the billions of dollars have been
invested in the pharmaceutical industry has
been in trying to improve treatment of the
cognitive aspects of Alzheimer’s disease,”
Pollock said. “No one in industry would
even look at this proposal, so it was vitally
important that NIMH funded this study.”

Rosen, a professor of psychiatry and di-
rector of the geriatric psychiatry fellowship
at the University of Pittsburgh, saw the
great need from the clinical point of view.
He had seen countless numbers of patients
on haloperidol, perphenazine, or another
sedating medication and knew that it was
not the best medicine.

“We all know that the data supporting the
use of conventional neuroleptics [like haloperi-
dol or perphenazine] to treat behavioral dis-
turbances are quite marginal at best,” he told
Psychiatric News. “And I was looking at these
people and was thinking, What am I really treat-
ing? And I came to realize that agitation is re-
ally a constellation of other different symptoms.
You have people who are really dysphoric and
truly miserable, you have people who are very
anxious, you have people who are obsessive or
impulsive. So I started trying to understand
these patients less by throwing them into the
grab-bag of agitation, and more as to what we
really needed to be treating in these individu-
als. And SSRIs kept jumping out at me.”

The team is now working on a second
NIMH-funded study, comparing citalo-
pram with risperidone.

“This study will take the scientific ex-
ploration of the issue to a new level,” Rosen
commented. “The idea is not simply to get
people well in the hospital and then discharge
them but to extend that and see the interac-
tion between the drug’s effects and the en-
vironment. By following people back into
the nursing home for up to three months,
we are really trying to determine if there is
a differential [between the two drugs].”

Both Rosen and Pollock believe that the
SSRI and the atypical antipsychotic risperi-
done will be effective in the new study. What
they would like to see is whether one or the
other helps patients adjust better to the nurs-
ing-home environment. Both also stressed
that they did not want to overstate the first
study’s results, noting that it involved a rela-
tively small sample, over a short period.

“What we did show,” Pollock concluded,
“was a positive effect of citalopram that, con-
trary to what we would have expected, helped
to alleviate not just the agitation, but the
psychotic symptoms in Alzheimer’s disease,
a lot of which were visual hallucinations.”

The study, “Comparison of Citalopram,
Perphenazine, and Placebo for the Acute
Treatment of Psychosis and Behavioral
Disturbances in Hospitalized, Demented
Patients,” is posted on the Web at
<http://ajp.psychiatryonline.org/cgi/
content/full/159/3/460>. ■

such as hallucinations, delusions, restlessness,
disruptive vocalizations, and aggression are
often among the most distressing aspects of
dementia, including Alzheimer’s disease, and
are frequently cited as the reason for fami-
lies to admit relatives to long-term-care 
facilities, according to Bruce Pollock, M.D.,
Ph.D., the study’s principal investigator and
his coauthor, Jules Rosen, M.D.

Pollock’s team of researchers randomly
assigned more than 80 hospitalized patients
with at least one moderate-to-severe target
symptom of behavioral disturbance to

Elderly demented patients who
experience behavioral distur-
bances may be effectively
treated with the selective sero-
tonin reuptake inhibitor citalo-

pram, according to new research. If the re-
sults hold up in future research, the highly
selective SSRI, well known for its benign
interaction and side-effect profiles, may
offer patients an equally effective, but far
safer, alternative to conventional treatment
with antipsychotic medications.

Psychotic and behavioral disturbances

citalopram; the conventional neuroleptic,
perphenazine; or placebo, for up to 17 days
while hospitalized.

Only patients receiving citalopram
showed significantly greater improvement
in their total Neurobehavioral Rating Scale
score as well as in the scores for the agita-
tion/aggression and lability/tension factors.

The study, funded through grants from
the National Institute of Mental Health,
was reported in the March issue of the
American Journal of Psychiatry.

Pollock, director of the Geriatric Psy-
chopharmacology Program at the Univer-
sity of Pittsburgh School of Medicine and
Western Psychiatric Institute and Clinic,
became interested in using citalopram for
behavioral disturbances in the early 1990s
when Scandinavian researchers published
reports using the drug—which at the time
was not yet approved in the U.S.—to at-
tempt to alleviate cognitive decline in pa-
tients with Alzheimer’s disease.

"They had done some neurochemical

SSRI Improves Behavior Symptoms
In Demented Elderly Patients
The SSRI citalopram may be a safer alternative to antipsychotic ther-
apy in treating the behavioral disturbances common in elderly de-
mented patients.

clinical & research news

BY JIM ROSACK
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Women who are expe-
riencing hot flashes
associated with
menopause or in-
duced by treatment

for breast cancer may now have an effec-
tive, nonhormonal treatment, according to
researchers at the Mayo Clinic in Rochester,
Minn. A pair of recent Mayo studies have
confirmed earlier reports that antidepres-
sants are safe and effective in reducing both
the frequency and severity of hot flashes by
approximately 60 percent.

A follow-up study of more than 100 post-
menopausal women, most being treated for
breast cancer, showed that venlafaxine (Ef-
fexor), a combined serotonin/norepineph-
rine reuptake inhibitor, reduces hot-flash
symptoms over an eight-week period, twice
the length of time reported in a previous
Mayo study involving nearly 200 women.

The venlafaxine study, which appeared
in the February issue of the journal, Oncol-
ogy Nursing Forum, furthers evidence that
the antidepressant is a safe and effective
treatment in place of the traditional pre-
scription for estrogen-based hormone re-
placement therapy.

The study was partially funded by Pfizer
Inc., the maker of Effexor.

In women who are being treated for
breast cancer, estrogen therapy is con-
traindicated, because certain types of breast
cancers are estrogen dependent. Increas-
ing levels of estrogen is thought to induce
these specific types of cancer to grow at ac-
celerated rates and potentially to become
more aggressively invasive.

The report on venlafaxine builds on pre-
vious studies of the use of paroxetine (Paxil)
in treating hot flashes. In those previous
studies, as well as the current report, re-
searchers found that the medication seemed
to affect patients’ mood as well.

A “notable finding,” the authors wrote,
relates to responses given by women on a
questionnaire relating to side effects experi-
enced during the study. “Several women re-
ported being able to ‘handle stress better’
and ‘think more clearly.’ ” Other patients
noted that they felt better than ever, or had
more energy. 

“This finding,” the authors added, “makes
treatment with venlafaxine a particularly pos-
itive intervention, one that perhaps has the
potential to target additional symptoms in
menopause related to hot flashes.”

Previous studies have indicated that
about 20 percent to 30 percent of women
with cancer suffer from comorbid depres-
sion, Donna Stewart, M.D., professor of
psychiatry and chair of women’s health at
the University of Toronto, told Psychiatric
News. “It’s important to note, however,”
Stewart said, “that not all women who have
cancer have affective disorders, and peri-
menopausal women on the whole have not
been shown to have any increased incidence
of depression either.”

Stewart, who is chair of APA’s Committee
on Women, noted that it could be possible
that women who have previously had major
depression, postpartum depression, or pre-

sistent, they wrote, with the existing evi-
dence that venlafaxine’s actions are mainly
related to serotonin and not norepineph-
rine at lower doses like those used in the
current study, and in light of the evidence
already gathered with paroxetine, an SSRI.

Loprinzi, a coauthor of both the ven-
lafaxine and fluoxetine reports, remarked in
a prepared statement announcing the re-
sults of the second study, “The clear message
is that now many women with breast cancer
do not have to suffer with their hot flashes
and that women who want a nonestrogenic
choice of treatment now have one.”

“Venlafaxine for the Control of Hot
Flashes: Results of a Longitudinal Con-
tinuation Study” can be accessed on the Web at
<www.ons.org/xp6/ONS/Library.xml> by
clicking on Oncology Nursing Forum.
An abstract of “Phase III Evaluation of
Fluoxetine for Treatment of Hot Flashes”
can be accessed at <www.jco.org/> by click-
ing on “Search JCO” and entering the au-
thor’s name. ■

menstrual dysphoric disorder–like symptoms
might have a predisposition to developing
depressive symptoms during or after
menopause; however, research has not shown
that so far. She also speculated that the com-
ments made by patients in the venlafaxine
study may have simply “picked up on that
20 to 30 percent” of women who are being
treated for cancer and have depressive symp-
toms.

Charles Loprinzi, M.D., a Mayo Clinic
oncologist who led the research team, said
that at a dose of 75 mg a day, extended-re-

lease venlafaxine not only reduced the fre-
quency of hot flashes by 60 percent on av-
erage, it also seemed to reduce the sever-
ity of the remaining hot flashes that women
did experience.

In the team’s second report, which ap-
peared in the March 15 issue of the Journal
of Clinical Oncology, they present data on 81
women undergoing treatment for breast
cancer and reported “significant and both-
ersome” hot flashes that had occurred on
average at least twice a day. The women
were treated with four weeks of fluoxetine
(Prozac). Again, results indicated that the
SSRI reduced both the severity and fre-
quency of hot flashes overall. However, the
response with fluoxetine was not as robust
as that seen with venlafaxine.

The fluoxetine study was partially funded
by Prozac manufacturer Eli Lilly & Co.

The Mayo Clinic team believes the abil-
ity of the antidepressant to alleviate the
symptoms of hot flashes is tied to its mod-
ulation of serotonin. This would be con-

Antidepressants Reduce Hot Flashes,
May Be Estrogen Alternative
Researchers have confirmed that antidepressants can be an effective
treatment for particular symptoms of menopause. The finding is es-
pecially helpful for women who can’t or don’t want to take estrogen.

clinical & research news
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Futures practice guide.
The “Bright Futures Mental Health

Practice Guide and Tool Kit” will be dis-
tributed to the more than 50 organizations
that supported it, including the American

Medical Association,
American Academy of
Child and Adolescent Psy-
chiatry,  American Acad-
emy of Pediatrics, Amer-
ican Academy of Family
Physicians, and American
Academy of Physician As-
sistants.

Previous Bright Fu-
tures guides have ad-
dressed oral health, phys-
ical activity, and nutrition.
The guides emphasize in-
terdisciplinary partner-
ships and partnerships be-
tween health profession-
als and families, schools,

and communities.
The 371-page guide is divided into two

main sections made up of chapters on child
mental health development and common
disorders among children and adolescents.

Parents are more likely to ini-
tially raise mental health con-
cerns about their children with
pediatricians and other primary
health care professionals than

to seek out mental health
specialists. Yet many pri-
mary care professionals
are not trained to recog-
nize the range of psychi-
atric problems that can
arise. A new mental
health practice guide
from Bright Futures
could boost their diag-
nostic skills and confi-
dence in managing men-
tal illnesses in children.

Bright Futures is a
partnership between the
federal Child and Ma-
ternal Health Bureau
and the National Cen-
ter for Education in Maternal and Child
Health at Georgetown University. “Its
federal mandate is to promote the health
and well-being of children, families, and
communities,” according to the Bright

Guide Helps Clinicians
Manage MH Problems 
Pediatricians and other primary care professionals now have an in-
depth resource to promote children’s mental health.

clinical & research news

BY CHRISTINE LEHMANN

Michael Jellinek, M.D.: “Our
intent was to develop a practical
guide that focused on how the
child functions at each
developmental stage.”
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Michael Jellinek, M.D., chair of the

panel of experts that produced the guide,
said at a Bright Futures conference last
month, “We wanted a practical guide that
focused on how well the child functions in-
dividually, in the family, with friends, and in
the community at each developmental
stage.”

Each chapter is divided into the four
areas of functioning that Jellinek noted and
includes checklists at the end for health pro-
fessionals to evaluate the child’s develop-
ment.

The guide’s table of contents also lists
helpful tools for health professionals and
families under each developmental chap-
ter. The tools are found in the companion
Mental Health Tool Kit and can be photo-
copied for further distribution, such as to
parents.

For example, under “Self-Esteem” in
the chapter on early childhood, among the
tools included for health professionals are
“The Pediatric Intake Form” and for fam-
ilies are “Stimulating Environments,” “Safe,
Quality Child Care,” and “Communicat-
ing With Children.”

Health care professionals can use the re-
ferral form in the tool kit to refer patients
to mental health specialists. Another prac-
tical tool is a documentation form for re-
imbursement that can accompany insur-
ance claims. 

A National Agenda
The Bright Futures conference and new

practice guide on children’s mental health
build on the efforts of former Surgeon Gen-
eral David Satcher, M.D., to raise public
awareness of mental disorders in adults and
children. A specific goal mentioned in the
national action agenda released last Janu-
ary that resulted from the 2000 Conference
on Children’s Mental Health called for ed-
ucating primary care providers and fami-
lies to recognize the warning signs of men-
tal illness in children (Psychiatric News, Feb-
ruary 2, 2001).

More recently the Office of the Surgeon
General (OSG) has been combining the
children’s mental health goals and objec-
tives with the recommendations from an-
other report, “The Integration of Mental
Health Services and Primary Health Care,”
in the areas of practice, finance, and re-
search, according to Eve Moscicki, senior
advisor to the surgeon general and chair of
the working group that developed the na-
tional action agenda on children’s mental
health. When the results of that work will
be released is not yet known, she said.

The OSG is also developing a set of early
warning signs to identify when children
need further mental health assessment or
referral, as well as an initiative on mental
health services in the schools, said Mosci-
cki.

APA has long recognized that primary
care professionals play a critical role in iden-
tifying psychiatric disorders in both adults
and children. APA collaborated with pri-
mary care physician organizations to pro-
duce the DSM-IV-PC in 1995.

The American Academy of Pediatrics
(AAP) launched a parallel effort with APA
and the American Academy of Child and
Adolescent Psychiatry and other organiza-
tions to produce the DSM-PC Child and
Adolescent Version in 1996. The reasoning
behind producing this volume was that chil-
dren are cared for primarily by pediatri-
cians and family practitioners and that cli-
nicians encounter a wide range of psy-
chosocial problems that may not meet full

DSM-IV criteria for a diagnosis but still re-
quire intervention, according to the AAP.

The Bright Futures guide incorporates
codes for mental disorders from APA’s
DSM-IV-TR and codes for psychosocial
problem from the DSM-PC Child and Ado-
lescent Version.

Barriers Remain 
According to Barbara Howard, M.D., a

behavioral pediatrician and panelist at the
Bright Futures conference, treatment re-
imbursement remains a problem.

“Insurance companies tend not to re-
imburse pediatricians who diagnose and
treat disorders within the DSM 300 codes,
including autism, depression, anxiety dis-
orders, and attention-deficit/hyperactivity
disorder. The AAP plans to undertake a
state-by-state effort to talk to insurance
companies about reversing that practice,
starting with ADHD,” said Howard. 

Kelleher told Psychiatric News that “most
pediatricians believe they will lose money if
they start diagnosing and treating mental
health problems.”

Managed care has contributed to the
problem by carving out mental health net-
works from primary care networks. “It is
much harder for primary care profession-
als to be reimbursed for mental health serv-
ices in carveouts than in integrated staff-
model HMOs,” said Kelleher.

Moreover, primary care professionals
spend an average of only 13 to 16 minutes
with each patient, and each patient has an
average of six problems to discuss, accord-
ing to the OSG report titled “The Inte-
gration of Mental Health Services and Pri-
mary Health Care.”

Online Versions?
Howard and Kelleher have developed

interactive computer systems for primary

care settings incorporating some of the ma-
terials from the Bright Futures mental
health guide. Howard’s system is known as
the Child Health and Development Inter-
active System (CHADIS), and Kelleher’s is
EnterVue.

Both claim that their online interactive
versions are more efficient than the pencil-
and-paper guides because they provide
“real-time” information to clinicians and
parents. Another advantage is they can be
linked to patients’ electronic medical
records, diagnostic codes, and Internet re-
sources and used for research. These prod-
ucts are being tested and may be released
late this year or next year. 

The “Bright Futures Mental Health
Practice Guide and Toolkit” are posted on
the Web at <www.brightfutures.org/
mentalhealth/index.html>. The two-vol-
ume set can be ordered at the Web site for
$58 plus shipping and handling. ■
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As Olin explained to Psychiatric News, “The
consensus of the group was that the termi-
nology used in DSM-IV was not written with
consideration of the apathy often seen in
Alzheimer’s disease. Major depression’s cri-
terion is stated as follows: ‘Marked dimin-
ished interest or pleasure in all, or almost all,
activities most of the day, nearly every day.’
For depression of Alzheimer’s disease we state:
‘Decreased positive affect or pleasure in response
to social contacts and usual activities.’ ”

Another difference between Alzheimer’s
depression and major depressive disorder,
Olin and his colleagues concurred, is that
only three pertinent symptoms need to be
present for at least two weeks to constitute
a diagnosis, whereas five or more pertinent
symptoms must be present for at least two
weeks to constitute major depression. The
reason, Olin explained, is “that the criteria
for major depression set a level of severity
that is higher than much of the depression
seen in Alzheimer’s disease.”

For Alzheimer’s depression to be diag-
nosed, the experts agreed, a person must
have already been diagnosed with
Alzheimer’s according to DSM-IV criteria.

Who will benefit from these provisional
diagnostic criteria? First, scientists re-
searching Alzheimer’s depression treat-
ments. “The immediate goal,” Olin said,
“was to get out to the field a set of stan-
dardized criteria so that treatment research
could be more easily generated.”

Dilip Jeste, M.D., a member of the
NIMH Depression of Alzheimer Disease
Workshop and editor of AJGP, agreed.
“Hopefully the criteria will jump-start the
field by providing a more consistent target
for treatment development.”

Alzheimer’s patients who suffer from de-
pression will probably also benefit from the
provisional criteria. The reason, Jeste ex-
plained, is that existing diagnostic criteria for
major depression weren’t always sensitive
enough to detect Alzheimer’s depression and
therefore led to under-recognition and under-
treatment. Olin made a similar comment: “If
we only looked at individuals with Alzheimer’s
disease who met DSM criteria for major de-
pression, a substantial group of others would
be excluded from possible treatment.”

Olin and his team drafted these provi-
sional diagnostic yardsticks for Alzheimer’s
depression by using methods similar to those
used by experts who draft DSM diagnoses.
For instance, a team of investigators was
formed that had expertise in both dementia
and late-life-depression research. Before start-
ing the process of criteria development, the
team created a Web site that provided for the
distribution of review articles. To facilitate
discussion, an initial draft of diagnostic cri-
teria was developed by five of the groups in
the style of DSM-IV major depressive
episode. Through a process of conference
calls, e-mail discussions, and circulation of
multiple drafts, the criteria were finalized.

“I definitely hope that investigators will
take advantage of this first step and use the
criteria to increase our understanding of
the depression found in Alzheimer’s dis-
ease,” Olin said. “For instance, perhaps we
will come up with enough evidence to show
a causal link between the depression in
Alzheimer’s and Alzheimer’s itself.”

The study, “National Institute of Men-
tal Health Provisional Diagnostic Crite-
ria for Depression of Alzheimer’s Disease,”
is posted on the Web at <http://ajgp.
psychiatryonline.org> under the “March-
April 2002” issue. The journal is pub-
lished by the American Association for
Geriatric Psychiatry. ■

fers from major depression and to draw up
provisional diagnostic criteria for the for-
mer. They have now managed to do so, they
reported in the March-April issue of the
American Journal of Geriatric Psychiatry
(AJGP).

The authorities include Jason Olin,
Ph.D., and Barry Lebowitz, Ph.D., of the
National Institute of Mental Health’s Adult
and Geriatric Treatment and Preventive In-
terventions Research Branch; Ira Katz, M.D.,
Ph.D., a professor of psychiatry at the Uni-

The depression that sometimes
accompanies Alzheimer’s dis-
ease has long been problem-
atic from a diagnostic view-
point. It doesn’t seem to fit

the criteria for DSM-IV major depressive dis-
order, yet the DSM-IV doesn’t contain crite-
ria for Alzheimer’s depression per se.

So some authorities in the field of
Alzheimer’s depression decided to see
whether they might be able to reach a con-
sensus on how Alzheimer’s depression dif-

versity of Pennsylvania; Barnett Meyers,
M.D., a professor of psychiatry at Cornell
University; Lon Schneider, M.D., a profes-
sor of psychiatry at the University of South-
ern California; and other experts on the sub-
ject who participated in the NIMH De-
pression of Alzheimer Disease Workshop.

Probably the most striking point that
Olin and his coworkers have come to agree
on is that the depression that often accom-
panies Alzheimer’s is definitely not the same
as major depressive disorder. True, both
kinds of depression share a number of symp-
toms, such as depressed mood, decreased
pleasure in response to one’s usual activi-
ties, disruption in sleep, feelings of worth-
lessness and guilt, diminished ability to con-
centrate, suicidal ideation, and so forth. But
the withdrawal and social isolation observed
in depressed Alzheimer’s patients are not
the same as those displayed in patients with
a major depressive disorder. 

Criteria Differentiate Alzheimer’s
Depression From Other Types
Diagnostic criteria for the depression that often accompanies Alzheimer’s
disease have been devised by a team of national authorities.

clinical & research news
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ingful and effective response to this chal-
lenge, recognizing that this will be an issue
in many states. In our response we must
work to ensure that we provide to ourselves
and to the public a definition of what a psy-
chiatrist is in terms of knowledge and prac-
tice that is clear and operational. 

Finally, we must continue to confront the
reality of APA and district branch member-
ship loss. To have political power, APA must
represent a majority of psychiatrists. We have
these numbers today but must act to ensure
that we have these numbers tomorrow.

SIDNEY WEISSMAN, M.D.
Chicago, Ill.

I would like to use this opportunity to ex-
press my appreciation for the support that

I received from APA members in the cam-
paign for president-elect. I urge all of my
supporters to continue to work with the APA
leadership to implement the changes that
our Association must undertake. When we
started our campaign last September, we ar-
gued for an assessment of all aspects of APA’s
functioning. I am delighted this need has
been implemented and that a process is
under way to implement reform. We must
monitor these steps to ensure that there is
input and considered decision making.

The fact that the governor of New Mex-
ico signed a psychologist prescriptive au-
thority act reshapes the agenda that APA
must confront in the coming months. We
must all work together to develop a mean-

letters to the editor
Candidate Offers
Thanks

Another Story Shared

I am so proud of the two doctors who speak
openly about their ongoing struggle with

major mental illness. I am equally pleased
you gave their message so much space in
the January 18 issue.

I still take 150 mg bupropion tabs, b.i.d.,
to help me avoid resumption of cigarette
smoking and to treat my major depression.

I used to commute to work each day with
a good friend, also a psychiatrist. One day I
asked his opinion about my puzzlement over
why I wanted to take my shotgun, go behind
the furnace, and blow my heart out rather than
put the barrel in my mouth and blow my brains
out. He said, “Jesus Christ, Dick. You’re sick!”

I was puzzled but respected his opinion.
He patiently took me through the diagnostic
manual, and I admitted that I would wake at
2 a.m. and stare at the ceiling. I did not enjoy
eating anymore, had stopped a number of ac-
tivities I used to enjoy, and had been that way
for months. Of the three granddaddy antide-
pressants of that time, I started on imipramine
and switched to desipramine in a few months
for its less-sedating effect. Sure, psychother-
apy was part of the treatment, and it was di-
rected toward the proper use of the meds,
changes that needed to be made in life, and
other matters. I know from experience the
benefit of antidepressants and how unpleas-
ant the earlier ones were to take: dry mouth
like you have never had before, constipation
requiring regular enemas, and episodic sweat-
ing so profuse it runs down your face and
soaks through your shirt. Noncompliance is
very tempting. Nearly all the meds we pre-
scribe are unpleasant, except the tranquilizers,
which may be too much fun for some.

After four years and some necessary
changes in my life, I did not require anti-
depressants again for 20 years until my by-
pass surgery. I can assure you that major
surgery like that and the pain that lasts for
months are major stressors to precipitate
my Achilles’ heel, major depression.

Since these experiences, I have stressed
compliance with medication with patients
and enlisted the aid of spouses, parents, or
friends to that end, using my relationship
with my patients to let me enlist their help
(relationship therapy). Of course, reality
therapy is necessary when certain life
changes need to be made no matter how
difficult. (I was made to join Al-Anon by
my psychiatrist friend, who threatened to
never speak to me again if I didn’t.)

I am retired now at age 70. Thanks to car-
diac surgery and especially cardiac rehab and
now living on a farmette and caring for two re-
tired (crippled) horses and their stalls, two
barn cats, house cat, and two dogs, I can do
physically what I could not do at age 60. Thanks
to bupropion, I can avoid smoking cigarettes,
and people can enjoy me. Without bupropion,
I get so morose people cannot stand me.

God love those two doctors who speak
out about their mental illness and use it to
help us all.

RICHARD H. PATTERSON, M.D.
Muskego, Wis.

The January 18 issue of Psychiatric News
included an excellent article about the

prevention of youth suicide. I would like to

PSA on Youth Suicide

let readers know that APA has available an
excellent public service announcement, pro-
duced by Industrial Light and Magic, the
producers of the special effects in “Star
Wars,” on the subject of adolescent suicide. 

A copy of the public service announce-
ment can be obtained from APA’s Division
of Communications and Marketing for use
on television stations and at educational
programs. Local organizations can add their
own tag lines. It is a powerful and effective
30-second addition to any presentation on
the subject. APA’s Division of Communi-
cations and Marketing can be reached by
calling (202) 682-6140.

NADA L. STOTLAND, M.D., M.P.H.
Chicago, Ill.

Dr. Stotland is speaker of the APA Assembly
and a member of the Psychiatric News Ed-
itorial Advisory Board. She is also a former
chair of APA’s Joint Commission on Public
Affairs.
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step, the national struggle is effectively
over. Psychologists have relentlessly pur-
sued prescriptive authority for 20 years;
APA, in partnership with our DBs/SAs, has
argued successfully against these efforts in
every case so far except, now, one. While
the impact of New Mexico’s political deci-
sion will take some time to assess, we must
not, for the sake of our profession and our
patients, abandon this struggle. 

• Rather than despairing, we must
renew our commitment to patient safety.
The main lesson of New Mexico is that the
prescribing threat is real and must be fought
with a renewed vigor, commitment, and
tenacity involving not just the national and
local APA leadership, but every local psy-
chiatrist.

• Psychologists will undoubtedly model
their national efforts on New Mexico,
and their success will undoubtedly spur
new efforts. They will target states with
large rural areas that will be portrayed as
underserved by psychiatrists. They will seek
to exploit states with an independent and
“liberal” antiregulation legislature and por-
tray the struggle as pitting altruistic psy-
chologists against rich and lazy psychiatrists
who have no interest in delivering services
to rural populations. They will also target
states where the APA district branch or state
association is small in membership number
and—however erroneously—perceived by
psychologists to be passive and politically
inactive.

• APA must assume that psychologists
will continue to be resource rich and to-
tally committed to the struggle. We must
understand the tenacity of local psycholo-
gists, who infiltrate patient advocacy groups
usually opposed to psychologist prescrib-
ing, and the willingness of their national
organization, with elected leadership run-
ning on a “prescribing platform,” to com-
mit years of work and substantial fiscal sup-
port to the cause, a cause presented to leg-
islatures with little regard for truth about
psychology’s self-interest. Let us not for-
get that last year we identified that psy-
chologists in New Mexico had targeted a
state with a major rural mental health access
problem and a small APA district branch
whose resources were limited and would
do so again in 2002.

Psychologists in New Mexico made a
political case that local psychiatrists were
unable to respond effectively to the per-
ceived rural-access problem, hired the best
lobbyists in the state to market their mes-
sage, prepped the legislature with careful
groundwork, demonstrated the political
commitment of their membership to the
issue and the financial commitment to leg-
islators who supported them, and devel-
oped and nurtured personal relationships
with key members of the House and Sen-
ate, as well as with the governor and his
staff. They also effectively neutralized a
state medical society that was out of touch
with its membership on the prescribing
issue and clearly hamstrung with compet-
ing interests. We must expect New Mex-
ico to become a template for the rest of the
states.

• District branches and state associations
must recognize that New Mexico is not
merely a wake-up call, it is a call to action
to protect quality patient care. We are
well aware that many of our DBs/SAs have
fought the battle successfully for many years,

of AAFP, individual psychologists, physi-
cians, and members of patient advocacy or-
ganizations took a position against HB 170.
Unfortunately, NAMI-NM retained its po-
sition of “neutral” on the bill. DGR contin-
ues to encourage ally development with pa-
tient groups and other nontraditional allies.

• AMA Executive Vice President Michael
Maves, M.D., sent a letter to Gov. Johnson
urging a veto of HB 170. Dr. Maves also
initiated AMA contact with Republican gov-
ernors urging them to communicate to Gov.
Johnson their concern with the prescrib-
ing bill and its potential impact on patients
across the country.

• Media activities included providing as-
sistance in drafting and placing op-ed pieces
and letters to the editor in major state news-
papers. A full-page ad in opposition to the
prescribing bill ran in the February 7 edi-
tion of the Santa Fe New Mexican. DGR

• DGR offered to sponsor witnesses such
as psychologists opposed to prescribing and
an expert in the Department of Defense
program and initiated contact with those
potential witnesses to determine availabil-
ity.

• DGR provided talking points for use in
a meeting with the governor, legislative talk-
ing points, materials for use in hearings, as
well as data refuting proponents’ assertions
about rural access and provider distribu-
tion. DGR staff also developed substitute
language that sought to provide for a blue-
ribbon commission to study the access-to-
care issue in the state.

• APA worked nationally with the AMA,
AAFP, the National Alliance for the Men-
tally Ill (NAMI), and others to urge opposi-
tion to the bill. The New Mexico Chapter

also supplied PMANM with guidance on
organizing and making visits to newspaper
editorial boards.

• A full-page ad urging Gov. Johnson to
veto HB 170 ran in the March 1 edition of
the Albuquerque Journal. The ad, signed by
PMANM, the New Mexico chapter of the
AAFP, and three psychologist groups, reit-
erated the health and safety reasons for the
governor to veto the bill. The Journal sub-
sequently issued a strong editorial opposing
the bill and urging Gov. Johnson to veto it.

Despite this defeat, we believe that our
experience in New Mexico yields critically
important lessons we must take to heart as
we grapple with the prescribing debate at
the state and federal levels. 

• First, and foremost, psychiatry must
not assume that because New Mexico
has taken this unwise and dangerous

capitol comments
continued from page 3

continued on facing page
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and that these successful efforts have required
many hours of personal involvement by tal-
ented and dedicated psychiatrists and out-
standing DB/SA executive staff and paid lob-
byists, working together where requested
with the full staff and financial support of
APA. Yet we clearly cannot take any legisla-
ture for granted, particularly those in states
with large rural areas.  Psychologists will hire
the best professional lobbyists that money
can buy and will be absolutely relentless in
their pursuit of prescribing privileges. As we
have learned, they will bend the facts to suit
their purpose, and they will find legislators
who will be receptive to their message. Psy-
chiatrists must be particularly sensitive to
the fact that state legislators have experience
with similar struggles involving nurses, physi-
cian assistants, optometrists, and the like and
may well not see prescriptive authority for
psychologists as a threat to patient safety.

• APA must continue as it always has to
seek input from local DBs/SAs about
what works in their legislatures to
counter psychologist-prescribing argu-
ments. Throughout this long struggle, APA
has sought always to be sensitive to the spe-
cific needs of local psychiatrists, since they
are on the frontlines of the struggle and are
clearly best able to determine what works—
and what does not work—in their home state.
This has been a sound strategy that has en-
abled APA to concentrate its staff and finan-
cial resources in ways that will complement,
not compete with, local DB/SA efforts.

• Finally, local psychiatrists must be
prepared to turn out in force as physi-
cian lobbyists and active participants in
the state legislative and political process.
The APA membership as a whole cannot
rely on a very few psychiatrists working to-
gether with talented and dedicated DB/SA
staff to do all of the work by themselves.
The prescribing debate is as much about
politics as it is about patient safety, and if
local legislators perceive low political risk
in voting for psychologist-prescribing au-
thority, APA will surely face additional re-
versals at the state level. ■

capitol comments
continued from facing page

Ritalin Suits
continued from page 1

Sandoz Pharmaceuticals in 1997, and the
new company took the name Novartis. For
decades Ritalin was the only brand of
methylphenidate available, though with its
patent protection now expired, generic ver-
sions of the drug are being manufactured
by other companies.

There is a substantial body of scientific
data gathered over several decades showing
that methylphenidate is an effective treat-
ment for children with ADD or ADHD.

The New Jersey lawsuit, along with the
other four, was filed by a parent who had
purchased Ritalin after a physician had pre-
scribed it to treat a child diagnosed with
ADD or ADHD. In each case the plaintiffs
alleged that their suit was a class action and
should thus include as additional plaintiffs
all the parents in that state who had bought
Ritalin that had been prescribed for their
children. If certified as a class action, all of
the plaintiffs in the class would have been
eligible to receive an award for damages if
courts had found APA and Novartis guilty
of the charges.

The five suits also named as a defen-

dant the advocacy group Children and
Adults With Attention Deficit/Hyperac-
tivity Disorder (CHADD). They con-
tended that CHADD received money
from Novartis and then conspired with
the company to promote the use of Ri-
talin for children who showed signs of hy-
peractive behavior.

Last October the judge in the New Jer-
sey suit, Charles Walsh of the Superior
Court of New Jersey in Bergen County,
ruled that the plaintiffs’ claim was insuffi-
ciently specific. He gave them 90 days to
provide additional material to bolster their
charges. The plaintiffs did not follow
through on the judge’s order, and once the
deadline had passed decided to withdraw
their complaint.

On learning of the New Jersey plain-
tiffs’ decision to withdraw their suit, APA
President Richard Harding, M.D., told Psy-
chiatric News, “It is very gratifying to see
our judicial system work. Once the facts
were brought into the open, there was no
doubt about what the eventual outcome of
these cases would be.”

What is a shame, Harding stressed, “is
the enormous waste of resources” that de-
fending itself against these charges cost
APA. “While the whole episode was a
tremendous waste of time, money, and re-
sources for all the parties, we made it clear
from the beginning that APA would do

whatever was necessary to defend the sci-
entific basis of diagnostic nomenclature,
our profession’s freedom to choose appro-
priate treatments for the patients we serve,
and vigorously take on those who oppose
these principles in the court and in the court
of public opinion.

“The medical profession never stands
taller than when it refuses to allow a court to
modify or ban a proven medical interven-
tion for a proven medical disorder,” he said.

Dorothy Watson, general counsel for
Novartis, stated that the failure of all five
suits “sends a strong message that the de-
cision of how to treat ADHD is between
the parent, patient, and physician and has
no place in the courts.” 

While the withdrawal of the charges ap-
pears to signal the end of the New Jersey
lawsuit, the fact that the plaintiffs exercised
a voluntary withdrawal means that they can
renew it at some point. To ensure that does
not happen, APA may ask the judge to ig-
nore the voluntary dismissal and rule on
the merits of the case. If the judge dismisses
the case with prejudice, it would preclude
its being brought again.

All of the suits were filed by lawyers who
had had considerable success filing nation-
wide class-action suits against huge corpo-
rations, particularly those in the tobacco
industry. They, along with some antipsy-
chiatry activists, apparently hoped that these
five suits would spawn dozens of others
across the United States in a crusade against
both organized psychiatry and the phar-
maceutical industry. ■

“The decision of how to
treat ADHD is between
the parent, patient, and
physician, and has no
place in the courts.”
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tutes received a total of $20.3 billion in tax
support for Fiscal 2001—it has been diffi-
cult to gauge any “return on investment”
because record keeping had not been de-
veloped to track technology, drugs, or de-
vices that were developed due to specific
NIH funding.

Difficulties in tracking development,
according to the report, were noted in
four areas. First, technology developed in
basic research laboratories is nascent by
its very nature, requiring extensive fur-
ther development. Second, not all tech-
nologies that arise from NIH funding lead
to the development of a therapeutic drug.
Third, the likelihood that a new com-
pound, however promising, will actually
reach the market is extremely low. And
fourth, the time lag between the actual
award of an NIH grant and any product
that may reach the market is likely to
occur “on average eight to 12 years after
a license is signed, and a license offers no

Filgrastim is a growth factor and spurs
the development of white blood cells. The
medication, which is also used in cancer pa-
tients, was developed by researchers at
Memorial Sloan-Kettering Cancer Center
under NIH funding and was licensed to
Amgen as well.

Paclitaxel is manufactured by BMS using
a patented technology developed by Florida
State University using NIH funds.

In addition, NIH has rights to an un-
derlying, related technology that was de-
veloped through a direct collaboration be-
tween the institutes and BMS. The report
noted that the institutes have received “tens
of millions of dollars in royalties” from BMS
between 1997 and 2000.

Although there has been significant dis-
cussion in recent years about taxpayers’
investment in NIH research—the insti-

guarantee that a product will ever reach
the market.”

Because it is not easy to cross-reference
NIH grants and contracts that funded in-
ventions with any patents or licenses at-
tached to their final products, NIH will im-
plement new procedures to allow accurate
and timely tracking, according to the re-
port.

Under the new plan, NIH grantees and
contractors will now be required to report
directly to the institutes the name, trade-
mark, or other appropriate identifiers of a
therapeutic product that was developed
through NIH-funded research. This in-
formation will be compiled into a publicly
available Web-based database.

“The availability of these data will make
the research discovery and development
process transparent,” the report said, and
“as a result, it will permit the tracking of a
drug’s technological pedigree and serve as
a resource for the public.”

The report concluded that, although dif-
ficult to document, the American public has
benefited greatly from its tax-based invest-
ment in research. In fact, the report esti-
mated that the gains inherent to public
health that might be attributable directly
to institute-funded research are certainly
many times the annual appropriation of tax-
funded dollars. 

The report, “A Plan to Ensure Tax-
payers’ Interests Are Protected,” is posted
on the Web at <www.nih.gov/news/
070101wyden.htm>. ■

government news
Taxpayers
continued from page 8

such an assurance is legally impossible, the
companies were exiting because they could
not afford to participate at current reim-
bursement rates.

Thompson said, “One hundred and
ninety billion dollars [the total of all in-
creases in Medicare spending over 10 years]
is a giant first step. Let’s begin.”

He added that in response to a February
letter from Reps. William Thomas (R-
Calif.) and Nancy Johnson (R-Conn.), HHS
was developing a list of recommendations
about budget items that could be cut to off-
set proposed increases in physician reim-
bursement under Medicare.

As of press time, the House had passed
a budget resolution that would allocate
$350 billion over 10 years for a Medicare
drug benefit and a Medicare reform pro-
posal, and the Senate was expected to pass
a resolution with a larger Medicare fig-
ure.

“The President’s Fiscal Year 2003
Budget: An Overview of Health Pro-
grams” is posted on the Web at
<www.kff.org/content/2002/4041/>. ■

Proposed Budget 
continued from page 11

AACAP Parameter
continued from page 12

professional news

of the nursing staff, and there should be an
R.N. and at least one other nurse on each
unit,” he said. In addition, the staffing ratio
should be flexible enough to allow for one-
on-one monitoring of patients when the
need arises.

The practice parameter mentions the
need for staff training and describes how
to involve staff in the prevention and
management of aggressive behaviors and
seclusion and restraint, as well as when
and when not to use the restrictive pro-
cedures.

The practice parameter also describes
relevant sections of the interim final rule
on seclusion and restraint from the De-
partment of Health and Human Services
and seclusion and restraint standards
from the Joint Commission on Accredi-
tation of Healthcare Organizations.

AACAP members may download “Pre-
vention and Management of Aggressive
Behavior With Special Reference to Seclu-
sion and Restraint” at no charge by going
to the “Members Only” section of the
AACAP Web site at <www.aacap.org>.
Nonmembers have to pay $15; more in-
formation is available online at
<www.aacap.org/publications/pubcat/
guideline.htm> or by phone at (202) 966-
7300. Masters can be reached by e-mail at
KMASTER105@earthlink.net. ■
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to emerge from the study is the idea that
the relatively good outcome of preemies
overall—and particularly their lower rates
of risk-taking behavior—may be due to fam-
ily resilience and increased paternal mon-
itoring of children. 

The idea was addressed in an editorial
accompanying the study by Marie 
McCormick, M.D., Sc.D., of the Harvard
School of Public Health. 

“Clues to the nature of this resilience
may be found in studies demonstrating
that although very-low-birth-weight chil-
dren accurately characterize themselves as
having more health-related and learning
difficulties than their normal-birth-weight
peers, their ratings of their health-related
quality of life are higher than those of their
peers,” McCormick wrote in her editorial. 

Fassler agreed that the hypothesis is wor-
thy of more research, but said it remains
speculative. “Another hypothesis is that
these are kids who have more contact with
the health care system,” he said. ■

(2 percent) than among controls 
(1 percent). In addition, Hack said there is ev-
idence in the medical literature to suggest
that the presentation of attention-deficit/hy-
peractivity disorder may differ among pre-
emies—an hypothesis that subsequent re-
search will also explore. She said it is possi-
ble that preemies who develop ADHD have
a more marked presentation of attention
problems but less hyperactivity.

For now, she highlighted the study’s pos-
itive findings. “Overall the children are
functioning fairly well,” she said. “It is true
that there is lower IQ and less educational
achievement, especially among males, but
the subjects are functioning.”

Hack noted that the study also looked at
rates of employment and found them to be
similar among both preemies and controls. 

One of the more intriguing hypotheses

Preemies
continued from page 27

and suicidal ideation than in previous esti-
mates, which we consider preliminary evi-
dence of the validity of the data,” they
pointed out in their report.

The good news about these new figures,
Narrow and his fellow epidemiologists
wrote, is that they are more likely to rep-
resent people in need of mental health serv-
ices than the old figures showed. The bad
news, however, is that “even when disor-
ders are restricted to those with clinical sig-
nificance, their numbers are still over-
whelming for planning purposes.”

Also, they commented, “very little is
known about the clinical significance and
treatment needs for disorders that are not
currently included in epidemiologic sur-
veys, such as most personality disorders,
adjustment disorders, and impulse control
disorders.”

In an accompanying editorial, Jerome
Wakefield, Ph.D., at the Institute for Health,
Health Care Policy, and Aging Research, and
Robert Spitzer, M.D., a psychiatrist at Co-
lumbia University who led the development
of DSM-III and DSM-III-R, agreed with
Narrow and his team that the two surveys
had some serious problems. But they ques-
tioned whether adding a clinical-significance
criterion to analysis of the surveys’ data re-
ally provided more valid mental disorder
prevalence rates than those that had been ini-
tially reported. In fact, Wakefield and Spitzer
wrote, the new analysis by Narrow and his
colleagues addresses not disorder rates but a
different entity: treatment need. The authors
offered no conceptual argument that the ad-
dition of their clinical significance criterion
“represents a valid redefinition of disorder.”

The research that Narrow and his team
undertook to revise the prevalence rates
was funded by the American Psychiatric
Foundation and by the van Ameringen
Foundation.

An abstract of the report, “Revised
Prevalence Estimates of Mental Disorders
in the United States,” is posted on the Web
at <http://archpsyc.ama-assn.org/issues/
v59n2/rfull/yoa20120.html>. ■

the lower estimate. If only one survey ad-
dressed a particular disorder, then they used
the results from that survey. For instance,
their revised prevalence rates for general-
ized anxiety disorder and posttraumatic
stress disorder were based on the NCS data.
Their revised prevalence rates for obses-
sive-compulsive disorder, antisocial per-
sonality disorder, and anorexia nervosa were
based on the ECA data.

By using this methodology, Narrow and
his team reported, the discrepancies be-
tween the results of the two surveys de-
clined, and the prevalence rates for mental
disorders were generally lower than what
they had been before.

The lower rates (see chart on page 2),
they believe, more realistically reflect the
true incidences of mental disorders in the
United States than had the older rates.
“These revised rates represented a group
of persons with higher levels of disability

Prevalence Rates
continued from page 2
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residents’ forum
ECT as a great treatment. In his view ed-
ucators should increase attention to the
body, medical comorbidity, pharmacoki-
netics, dynamics, and drug-drug interac-
tions until every candidate for the board
understands the implication of the fact that
the brilliant musician George Gershwin
died of an intracranial tumor after being
put on the couch for two years.

In answer to a question about genetics,
Dr. Strain noted that the topic reminds us
that while we cannot know everything, we
need to figure out what are the minimums
for a psychiatric education. Some genetic
disorders can be very complicated. Psychi-
atrists should know about them and how to
navigate them much like one learns
Mendeleyev’s system rather than the facts
of each atom individually. The same goes
for drug-drug or p450 interactions. Train-
ing directors, he argued, need to teach us
what to know and how to access it, but not
to remember it all. To this, Dr. Yudofsky
noted, “I can agree with that.”

What aspects of the mind, brain, and
body should be taught to psychiatry resi-
dents? It is clear from this workshop that
the answers hinge, to a great degree, on
how one views the current state of the pro-
fession and where he or she would like it
to go. These four experts offer different as-
sessments; it is hoped that we can all think
together on where to go from here. ■

continued from page 15


