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Malpractice Liability Cap

Fails in Senate

Government News

The day before the Senate defeated a medical liability reform bill, the
Agency for Healthcare Research and Quality reported that states that
have enacted limits on noneconomic damages in malpractice suits
have about 12 percent more physicians per capita.

enate legislation that would have im-
Sposed limits on noneconomic dam-

ages in medical liability cases was de-
teated last month despite support from the
American Medical Association, APA, and
more than 50 other groups representing
physicians, insurers, and patients.

The Patients First Act (S 11) would have
capped noneconomic damages—also known
as damages for “pain and suffering”—at
$250,000. The bill, introduced on June 27
by Sen. John Ensign (R-Nev.) with 10 co-
sponsors, is similar to the HEAUTH (Help
Efficient, Accessible, Low-Cost, Timely
Healthcare) Act (HR 5), which passed the
House of Representatives by a 229-196 vote
on March 13.

Senate Democrats, who opposed the bill
to cap noneconomic damage awards,
blocked an effort by Republicans to end de-
bate and call the bill to the floor for con-
sideration. The cloture vote failed by 49-
48, short of the 60 votes required to limit
debate.

Prior to the cloture vote, which essen-
tially defeats the bill, the AMA had been

BY MARK MORAN

vigorously campaigning for it, drawing spe-
cial attention to the opposition by the na-
tion’s trial lawyers.

“Senators must understand that doctors
are being forced to make hard choices to
limit procedures, refer high-risk cases, and
retire early,” AMA President Donald J.
Palmisano, M.D., said before the vote.
“Without federal legislation, patients will
bear the brunt of this crisis as access to care
in many high-risk medical specialties be-
comes limited.

“While the trial lawyers continue to hide
behind smokescreens and roadblocks, liabil-
ity-insurance premiums rise to staggering
levels for many physicians,” Palmisano said.

As the debate in the Senate was pro-
gressing, the AMA was running medical lia-
bility radio ads in key states with key sena-
tors, including Alabama, Arkansas, Nebraska,
Pennsylvania, and South Carolina. “In the
last two months both patients and physicians
have told Congress how important it is for
them to pass medical liability reform,”
Palmisano said. “Over 26,000 patients have

please see Malpractice on page 43

Experts Outline Costs, Barriers
To High-Quality Depression Treatment

Patients’ views about depression affect their treatment outcomes, as
does the fragmented structure of the health care system.

Health Care Economics

esearchers tackled a big issue about
Rthe treatment of depression at the

June meeting of AcademyHealth in
Nashville.

In the session titled “Integrating Be-
havioral Health and Medical Care: What
Does it Take?,” they addressed clinical and
economic strategies that promote or inhibit
effective treatment of depression in primary
care settings.

“It’s a win-win situation when high-quality
treatment for depression pays for itself,”
Kathryn Rost, Ph.D., said. But, she added,
previous studies have not demonstrated a cost
offset for health plans that fund high-quality
depression treatment, despite many experts’
belief that such treatment reduces medical
costs for comorbid physical disorders.

BY KATE MULLIGAN

Rost is a professor in the department of
family medicine at the University of Col-
orado Health Sciences Center at Fitzsi-
mons. AcademyHealth is the professional
organization for health services researchers,
policy analysts, and practitioners and a re-
source on health research and policy.

Rost’s study focuses on costs to health
plans only. A recent survey found that em-
ployers are losing an estimated $44 billion
a year in lost productivity directly related
to depression (Psychiatric News, July 15).

Rost and her colleagues developed an
intervention to encourage the delivery of
high-quality depression treatment and
tested it at 12 primary care clinics across
the country from 1996 to 1999. With fund-

please see Depression on page 37
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Universal Coverage
Affordable

If currently uninsured individuals were given
coverage under a universal expansion of health
insurance, health care spending would increase
from $99 billion to $168 billion. This scenario
assumes that coverage would be similar to that in
an average private insurance plan for lower- and
middle-income Americans and includes all
uncompensated care and out-of-pocket payment
by the uninsured. If the expanded coverage were
similar to the average public insurance plan, the
estimated total spending would be about $133
billion. This represents an increase in total health
care spending of only 3 percent to 6 percent.

Current Spending on Uninsured [l
New Spending [l

$200B

$150B

$100B

“Average”
Private

“Average”
Public

Source: Kaiser Commission on Medicaid and the Uninsured/
Hadley and Holahan, June 2003

See story on the new report from the Kaiser
Commission on Medicaid and the Uninsured
about costs of expanded coverage on page 24.
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AMA Ad Campaign Targets
Medicare Payment Formula

The AMA, with APA support, launches a campaign to get Congress to
reform Medicare’s “flawed” payment formula that penalizes physicians
if patient services grow more rapidly than the gross domestic product.

Government News

he American Medical As-
sociation has opened an ad-
vertising campaign to con-
vince Congress to reform
what it calls a “flawed”
Medicare physician payment formula.
Advertisements in several prominent
journals read in Washington and elsewhere
by legislators and public-policy advocates—
including Roll Call, National Fournal, Congress
Duily, and others—have appeared display-
ing the Medicare payment formula and pos-
ing the question, “Know
What This Equals?”
The answer: “Bad News
for America’s Seniors.”
Yank D. Coble ]Jr.,
M.D., the immediate
past president of the

BY MARK MORAN

of Government Relations, told Psychiatric
News that APA is “extremely supportive”
of the AMA’s campaign and is backing
adoption of provisions in the House of
Representative’s Medicare prescription
drug bill that would amend the payment
formula.

Those provisions would increase the
Medicare fee schedule by at least 1.5 per-
cent, Strazzella said.

“The administration needs to under-
stand that this is not a matter of physicians
lining their pockets, but an issue of patient
access,” Strazzella said. “If

physicians are not appro-

priately reimbursed, they

will not be able to serve
their patients.”

AMA, explained that / Z:ﬁﬂsak?;iﬁzﬁif?a«m. \\ CMS Backs Out

under the current for-

mula, physicians are
penalized if services
to Medicare pa-
tients grow more
rapidly than the
nation’s gross do-
mestic product.

“At times of slow economic growth, it
is likely that Medicare spending on physi-
cian services will exceed the target and trig-
ger cuts in physician payments,” Coble said.
“But the health care needs of America’s sen-
iors don’t change with the ups and downs
of the U.S. economy. Patients and physi-
cians lose under a formula that cuts
Medicare payments when the overall econ-
omy slows and when more health care serv-
ices are provided to seniors.”

Payments Gould Plummet

He added, “Unless we change the physi-
cian payment formula, Medicare payments
will continue to plummet, making it more
difficult for our nation’s seniors to get the
health care they need and deserve.”

Earlier this year, the Centers for
Medicare and Medicaid Services (CMS)
predicted that Medicare physician payments
will likely be cut by 4.2 percent in January
2004.

But Coble noted that Congress’s own
Medicare advisory committee, MedPAC,
has recommended that physicians geta 2.5
percent increase instead of a 4.2 percent cut
in 2004 and that Congress replace the cur-
rent Medicare payment formula.

Michael Strazzella, deputy director for
congressional relations in APA’s Division

\ In related news,

the CMS has can-

celled plans to

make automatic

adjustments on

claims for

physician services

that were provided in January and Feb-

ruary 2003, but not paid for until after
March 1.

According to the AMA, the adjustments
were intended to rectify inaccurate pay-
ments stemming from computer errors
that prevented carriers from varying pay-
ment according to whether a service was
provided before or after payment changes
took effect on March 1. Millions of claims
were involved, and many physicians could
have been hit with overpayment demands
that required restitution to both Medicare
and individual patients, according to the
AMA.

Data from one multistate insurance car-
rier indicated that about 250,000 claims and
100,000 beneficiaries per state could have
been affected. Carrier computers were in-
capable of handling the overload, and it was
estimated that adjustments would take up to
a year to complete.

A June 26 notice from the CMS can-
celed the plans for automatic adjustments
and called for adjustments only if the
physician brings a claim to the Medicare
carriers’ attention. In effect, physicians can
seek adjustments for underpayments and
avoid adjustments for overpayments.

CMS expects this approach to increase
Medicare expenditures by $50 million in
2003, according to the AMA. W
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On Your Way to the Forum

rumpets blare!
Drums roll! APA’s
Division of Govern-

ment Relations (DGR)
calls you to action. Are
you quick to respond?
Will you add your voice to
answer APA’s plea to ad-
vocate for our patients and
our profession?

If Not, Why Not?

If you have not been ‘
reacting to DGR’ appeals, don’t stop read-
ing just yet. Many members are active ad-
vocates, but far fewer than we need. Why?
The shortage of responders certainly does
not reflect the depth of concern that we all
have about the crumbling mental health
system and the urgent need for renewal, re-
form, and change.

The answer may lie in the persona of
those of us who chose to go into medicine.
Most of us became physicians because we
want to treat patients. We didn’t enter pol-
itics; we chose medicine—we want to heal
the sick, relieve physical and emotional suf-
fering. Lobbying our legislators or leading
a march to the steps of Congress is not in
our job description; in fact, to some col-
leagues those roles seem to be discomfort-
ing or unseemly.

Early in my professional life, I believed
APA should concern itself with treatment
and education, not politics. While in this
state of political naiveté, I was fortunate to
be invited by a senior colleague in the de-
partment of psychiatry at the Los Angeles
County/USC Medical Center to come
along while he paid a visit to the local con-
gressman. Influence and education were
needed to block damaging reductions in

BY MARCIA GOIN, M.D.

local funding. The meet-
ing was a revelation. The
congressman was gra-
cious and welcoming, but
he knew very little about
the mental health system,
including its precarious
funding and how it func-
tions in the treatment
and care of emotionally
ill children, adolescents,
and adults. The news of
the adverse effects of de-
pression in the workplace and its alarming
impact upon families and the community
and the ultimate economic costs to busi-
ness and to the states’ tax revenues illumi-
nated his thinking about the psychosocial
consequences of disability. Our mantra that
mental illness is diagnosable and treatable
and that its treatment is cost-effective was
surprising news for him. He listened care-
fully to this detailed exposition by my psy-
chiatric political mentor. In the days ahead,
needed changes occurred in the political
process guided by our congressman.

The meeting helped me to recognize
that legislators are receptive to being, in-
deed in many cases are honored to be,
sought out personally by informed physi-
cians. Often you can assume that our leg-
islators are uninformed about psychiatry
and psychiatrists, but they are willing to
learn. Of course, they want to win their next
election, but they also want to be con-
structive along the way.

Since they may ask hard questions, we
need to be prepared. A colleague recently
described the following reaction from a leg-
islator: “Doctor, I understand your posi-
tion about proposed Medicaid cuts, but we

please see From the President on page 43
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Membership Department: APA’s Nerve Center

hat are the re-
quirements  to
become a distin-

guished fellow of APA?
When will I reach life sta-
tus? I am no longer a
member-in-training; how
do I become a general
member? How can I be-
come a fellow? I'm a new
resident; is it true that
dues are waived for the
first year of membership?
I’m about to retire and can no longer af-
ford dues but want to maintain my mem-
bership; what can I do? I’'m moving to an-
other state; how do I change my local af-
filiation?

These are the types of
questions that staff in the
Membership Department
field on a daily basis. Did
you know that on average
more than 1,000 mem-
bers change their district
branch affiliation each
year? Or that 600 mem-
bers-in-training advance
to general membership
each year? Last year al-
most 650 members ap-
plied for the new category of fellowship,
and there were more than 130 nominations
put forward by district branches for distin-
guished fellowship. There are also more
than 2,000 new members enrolled annu-

BY JAMES H. SCULLY JR., M.D.

ally, which means that welcome packets
must be sent; membership certificates must
be sent as well to new general members.

The Membership Department is also re-
sponsible for sending more than 27,000 re-
newal notices in October each year and then
every other month until dues are paid in
full or the member is dropped for nonpay-
ment. When members face financial hard-
ship, there is a process by which they can re-
quest dues relief. Hundreds of such requests
are processed annually.

The department has 12 staff members,
with an annual budget of $1.3 million. Mem-
bership dues represent 19 percent of APAs
total revenue. Five membership coordina-
tors are assigned to work with specific dis-
trict branches and members in a geographic

n PSYCHIATRIC NEWS / August 1, 2003

area. These coordinators process new mem-
ber enrollments and reinstatements, serve as
the point of contact for district branch staff,
and have overall responsibility for ensuring
member inquiries are handled efficiently. Two
project coordinators handle special functions
such as coordinating the dues-relief process,
tellowship applications and distinguished fel-
lowship nominations, district branch trans-
fers, and the process of resident advancement
to general membership. Two other staft work
directly with the membership database by
adding new members and making member
class and status changes, as well as coordi-
nating the invoice renewal process, running
statistical reports, and keeping member
records up to date. One staff member pro-
vides administrative support to the depart-
ment and ensures that membership cards are
sent in a timely manner. Two staff members
provide management and administration to
the department’s daily operations, as well as
support the Membership Committee.

The department has the overall respon-
sibility for membership business operations
of the Association, including implementation
of membership policies and procedures, pro-
cessing membership transactions, respond-
ing to member inquiries, and working
closely with district branch staff. The de-
partment manages the membership data-
base, including the invoice renewal process,
maintains the accuracy and integrity of the
membership data, and reports on statistical
data. A task force of members and staff has
been studying a new association manage-
ment system. Though there is always a risk
that unforeseen problems will occur with
the migration to a new computer system,
this system, if it is put in place, should result
in streamlining the membership process.

For years members have complained that
the process for joining APA is too cumber-
some. They believe that it should be easier
to join, easier to become a general mem-
ber after finishing residency, and easier to
change local membership from one state to
another when moving to a new locale. As a
result of actions taken by both the Assem-
bly and the Board of Trustees, the Mem-
bership Department staff is working with
14 district branches on a pilot project to
streamline membership procedures.

Through the pilot project, membership
applications are submitted directly to APA
for the first phase of the application process
before being sent to the district branch for
review (outside of the pilot project, all appli-
cations are approved first by the district branch
before being sent to APA). District branches
in the pilot project are presented with com-
pleted applications that meet APA criteria for
membership and have been verified and cre-
dentialed by staff in the national office. The
branch has 45 days in which to approve the
applicaton or request additional time for re-
view. Many branches take fewer than 45 days
to approve an application; however, if the dis-
trict branch does not respond to APA in 45
days, the applicant is enrolled as a member
in both APA and the district branch.

If the pilot project is determined to be
successful and the procedures receive final
approval from the Board of Trustees, all fu-
ture applications and other membership
transactions will be handled in this manner.
The outcome will be that all applications,
transfers, and advancements will be
processed in a timely and efficient manner.

I'am continually looking for ways to im-
prove the membership experience for our
members and welcome your comments and
suggestions. Please forward your comments
and suggestions to me at medicaldirector

@psych.org. B
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Medical Record Database
Efficient but Troubling

The Department of Health and Human Services and two other federal
agencies are involved in a plan to adopt common clinical terminology
to facilitate the use of electronic medical records.

magine being able to retrieve a pa-
tient’s electronic medical record that
has been updated by every health
care professional the patient visits.
This scenario isn’t science fiction
and will raise more questions about whether
the federal privacy rules sufficiently safe-
guard individual health information.

Last month the federal government an-
nounced two health information initiatives
designed to build a unified electronic med-
ical records system in the United States.

Health and Human Services (HHS) Sec-
retary Tommy Thompson announced that
HHS and the departments of Defense and
Veterans Affairs (VA) will incorporate a
common clinical terminology into their in-
formation systems to facilitate the exchange
of health care information electronically.

The federal agencies will wuse
SNOMED-CT, which stands for the Sys-
temized Nomenclature of Medicine—Clin-
ical Terms, owned by the College of Amer-
ican Pathologists (CAP). The HHS, VA,
and Defense departments are subsidizing
the $32.4-million license that the National
Library of Medicine (NLM) purchased
from the College of American Pathologists
for use of SNOMED-CT.

NLM, which is part of the National In-
stitutes of Health, will incorporate the core
content of SNOMED-CT in English and
Spanish into its Unified Medical Language
System (UMLS). The UMLS contains
more than 100 biomedical and health vo-
cabularies and classifications that are linked
and distributed in a common format, ac-
cording to UMLS advisor Carolyn Tilley of
NLM’s Bibliographic Services Division.

The UMLS contains DSM-III and
DSM-1V, the ninth and 10th editions of the
International Classification of Diseases (ICD),
and the Health Insurance Portability and
Accountability Act (HIPAA) electronic
transaction code sets, Tilley told Psychiatric
Neuws.

SNOMED-CT will be accessible
through the UMLS database early next year,
said Tilley. “We anticipate that SNOMED

data will be incorporated into information

BY CHRISTINE LEHMANN

systems in hospitals and other health care
institutions used by health care profes-
sionals,” said Tilley.

While HHS plans to incorporate pri-
vacy protections mandated by the HIPAA
regulations into the new electronic health
care system, APA’s immediate past presi-
dent, Paul Appelbaum, M.D., expressed
concern about breaches of confidentiality
and the HIPAA regulations themselves.

“Greater ease of access to electronic
medical records is a double-edged sword,”
he told Psychiatric News. “Although patient
care can be improved by accurate data, if
information ends up in the wrong hands,
jobs can be lost, insurance denied, mort-
gages refused, and personal relationships
altered.”

Appelbaum continued, “Perhaps news
of the government’s plans for what essen-
tially will be a national data bank of per-
sonal medical information will stimulate a
closer look at the misguided HIPAA pri-
vacy regulations. As currently framed, they
would allow—indeed facilitate—the un-
controlled sharing of large amounts of elec-
tronic patient data, a frightening prospect
to anyone who recognizes that privacy is
critical to high-quality medical care.”

In a complementary initiative, Thomp-
son commissioned the Institute of Medi-
cine (IOM) to develop a standard model
electronic medical record (EMR) to be
ready some time next year. Ultimately, the
goal is to integrate the EMR with
SNOMED-CT, according to the press re-
lease.

HHS is encouraging and facilitating the
widespread use of modern information
technology to improve the nation’s health
care system, said Thompson in the press
release.

“Adopting a common clinical terminol-
ogy and codes will simplify health care com-
munication with the government and ulti-
mately benefit the public,” John Goethe,
M.D., told Psychiatric News. He is the di-
rector of the Burlingame Center for Psy-
chiatric Research and Education of the In-
stitute of Living in Hartford, Conn.

PA Medical Director

James H. Scully Jr.,
M.D. (left), chats with Rep.
Gary Miller (R-Calif.) recently
on Capitol Hill. Miller is a
longtime supporter of initia-
tives to benefit mentally ill
Americans, including the quest
for parity in insurance cover-
age and increases in the budg-
ets of the mental health and
substance abuse institutes at the
National Institutes of Health.

SCULLY MEETS WITH FRIEND OF PSYCHIATRY ON CAPITOL HILL

Sully’s visit is part of an ongoing program at APA—through its political action
committee, APAP4C—in which APA members educate federal and state legisla-
tors and policymakers about mental health issues.

Thompson said, “This unified EMR sys-
tem will prove invaluable in facilitating the
automated exchange of clinical information
needed to protect patient safety, detect
emerging public health threats, better co-
ordinate patient care, and compile research
data for patients participating in clinical tri-
als.”

Diane Aschman, chief operating officer
for SNOMED International, told Psychi-
atric News, “The beauty of SNOMED-CT
is that it is designed to index medical record
information across medical specialties and
sites including signs and symptoms, diag-
noses, and procedures. The clinical terms
are encoded in a computerized format,
which facilitates data gathering for many
purposes including public health surveil-
lance and research.”

NLM chose SNOMED-CT for use by
both the federal and private sectors because
studies have shown that it is the most com-
prehensive and widely used medical vo-
cabulary in the world, said Aschman. At
least 40 countries including the United
Kingdom and small health care businesses
in the United States have adopted
SNOMED-CT, according to Aschman.

SNOMED evolved from a reference
terminology for pathologists in the 1960s
into a comprehensive clinical terminology
through CAP’s collaborative efforts with
primary care physicians, nurses, and other
allied health care professionals. Several
medical specialty vocabularies, including
ones for mental health, have been incor-
porated into SNOMED-CT, explained
Aschman.

Several groups including the IOM and

S

the National Committee on Vital and
Health Statistics INCVHS) have recom-
mended in reports and studies that the fed-
eral government adopt a common health
care language and subsidize the mainte-
nance and distribution costs.

Agencies within HHS that helped fund
the NLM license to use SNOMED-CT
include the Centers for Disease Control
and Prevention, National Institutes of
Health, and the Substance Abuse and
Mental Health Services Administration,
according to the NLM statement. HHS is
also coordinating its efforts to standard-
ize health information with other health
agencies as part of the Consolidated Health
Informatics Initiative, a health care com-
ponent of President Bush’s eGov Initia-
tives, according to a SNOMED Interna-
tional press release.

To protect confidential patient infor-
mation, SNOMED-CT uses codes rather
than text to represent clinical terms, said
Aschman. HHS spokesperson Bill Hall said
the unified electronic medical records sys-
tem will be developed in compliance with
HIPAA requirements.

HHS also announced last month that
it will establish a new health care tech-
nology council. Its initial focus will be on
creating incentives for health care organ-
izations to adopt a standard medical ter-
minology such as SNOMED-CT, elec-
tronic medical records, and other gov-
ernment standards, according to the July
2 iHealth Beat.

Fact sheets on UMLS/SNOMED are
posted on the Web at <www.nlm.nib.gov/
rvesearch/umls/Snomed/snomed_faq.btml>. B
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APA Urges Bigier Increase

In MH Researc

Budget

The next NIH budget may end up billions of dollars short of APA’s
advocacy goal. APA hopes its Senate allies will direct additional
funds to the premiere health research agency.

PA is holding out hope that

its Senate allies will prevail

in increasing the Fiscal 2004

budget for the National In-

stitutes of Health (NIH)

when the full Senate votes on the next year’s

spending bill for the departments of Labor,

Health and Human Services, and Educa-
tion.

It was uncertain as of July 21 whether

ﬂ PSYCHIATRIC NEWS / August 1, 2003

BY CHRISTINE LEHMANN

the Senate vote would occur before or after
this month’s congressional recess.

Once the Senate votes on the labor and
health and human services appropriations
bill, conferees from the House and Senate
will meet to reconcile differences between
their versions of the appropriations bill.

The Senate Appropriations Committee
passed its appropriations bill (S 1356) in
June with a 3.7 percent increase for NIH.

The House of Representatives passed its
spending bill (HR 2660) with a 2.5 percent
increase for NIH.

The increase of $1 billion in the Senate
bill resulted from a vote approving an
amendment to the Fiscal 2004 budget res-
olution by Sens. Tom Harkin (D-Iowa) and
Arlen Specter (R-Pa.) that provided an ad-
ditional $2.8 million for discretionary health
research and services programs, including
$1.8 million for NIH.

“While APA fully appreciates that the
Senate Appropriations Committee is rec-
ommending a 3.7 percent increase in the
NIH budget from Fiscal 2003, we are still
hopeful that when the legislation goes to
the Senate floor, additional funds will be
directed to NIH,” said Eugene Cassel, ].D.,
acting director of government relations at
APA.

APA and other members of the Mental
Health Liaison Group and Ad Hoc Group

for Research Funding lobbied for a 10 per-
cent increase above the current level for
NIH and the three mental health and ad-
dictions institutes. That would raise the total
NIH budget to $30 billion in Fiscal 2004,
$2.1 billion more than the amount proposed
by President Bush and passed by the House.

“We are still hopeful
that when the
legislation goes to the
Senate floor,
additional funds will be
directed to NIH.”

The Senate traditionally appropriates
more generous increases for NIH than does
the House. This pattern is also seen in the
following Fiscal 2004 budget increases for
the national institutes devoted to mental
health, drug abuse, and alcoholism:

¢ National Institute of Mental Health:
The Senate proposed an increase of $58.9
million for a total of $1.4 billion, compared
with the House’s proposed increase of $41.1
million for a total of $1.38 billion.

¢ National Institute on Drug Abuse:
The Senate proposed an increase of $35.9
million for a total of $997.6 million, com-
pared with the House’s proposed increase
of $33.9 million for a total of $995.6 mil-
lion.

¢ National Institute on Alcohol Abuse
and Alcoholism: The Senate proposed an
increase of $15.4 million for a total of
$431.5 million, compared with the House’s
proposed increase of $14 million for a total
of $430.1 million.

The proposed increases in Fiscal 2004
for NIH and the mental health and addic-
tions institutes, however, are nearly two-
thirds lower than the previous increases
passed by Congress annually since Fiscal
1998. Congress passed a 15 percent increase
for NIH in Fiscal 2003, for example, that
led to the doubling of its budget between
1998 and 2003.

Members of APA’s Academic Consor-
tium, Mental Health Liaison Group, and
Ad Hoc Group on Research Funding have
voiced concerns that smaller increases in
Fiscal 2004 will curtail crucial ongoing re-
search projects and impede future advances
in understanding the causes of mental ill-
nesses and developing effective treatments
for those illnesses.

Meanwhile, the House passed larger
funding increases than the president’s
budget recommendation for certain pro-
grams within the Substance Abuse and
Mental Health Services Administration
(SAMHSA).

The Center for Mental Health Services’
mental health demonstration grant pro-
gram for children was increased by $6.7
million over the president’s recommenda-
tion, for example, and the Program for Al-
ternatives to Homelessness (PATH) was in-
creased by $9 million over the president’s
recommendation, according to Lizbet Bor-
oughs, an associate director in APA’s Divi-
sion of Government Relations.

An update on the status of Fiscal 2004
appropriations relevant to mental health
can be accessed on the Thomas Web site at
<http://thomas.loc.gov/bome/approp/
app04.btml> by going to “Labor/HHS/
Education.” The House and Senate bills
(HR 2660, S 1356) and their respective
appropriations commiltee reports are posted
there. B
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Benefits Youth on Probation

Group therapy sessions on anger management and substance abuse
are offered to youth on probation in one New Jersey county in an
effort to promote better mental health and reduce recidivism rates.

n New Jersey, the underlying men-

tal health problems that have led

many youth to the doors of the ju-

venile justice system have gone un-

addressed for too long, say leaders

of that state’s Mental Health Association.

These problems are finally being addressed

through a program of screening and group
therapy.

Staff at the National Mental Health As-

BY EVE BENDER

sociation (NMHA) and its New Jersey af-
filiate appeared at the 2003 NMHA Annual
Conference in Washington, D.C,, in June
to discuss the steps they have taken to ad-
dress the problem of youth who are on pro-
bation and have untreated substance abuse
and mental health problems.

New Jersey was the focus of the NMHAs
first effort to address the problem in its
1999 report, “The Community Assessment

Project: A Look at Mental
Health and Substance
Abuse Treatment Needs,”
according to Hazel Moran,
the NMHA’s associate di-
rector of juvenile justice.
The report, which
summarized the concerns
of various stakeholders in
the juvenile justice and
mental health systems,
concluded that there was
a lack of coordination
among state-run services
provided to youth in the
juvenile justice system. It
pointed out as well that
there was no systematic
mental health screening of
youth who entered the sys-
tem, despite the fact that,
according to Moran, “as many as 80 per-

m PSYCHIATRIC NEWS / August 1, 2003

Discussing how to help New Jersey youth who are on probatio
and have untreated substance abuse and mental health
problems in New Jersey are (from left) Mary Lynne Reynolds,
executive director of the MHA in Southwestern New Jersey;
Hazel Moran, associate director of juvenile justice at NMHA;
and Jennifer Miller, director of training and marketing for the
MHA of New Jersey.

cent of youth in the juvenile justice system
have a diagnosable mental health disorder.”

After the NMHA issued the report, the
MHA of New Jersey launched the Juvenile
Justice Probation Project to determine the
rate of mental health problems among
youth on probation in New Jersey.

With the cooperation of the Probation
Services Division of the Superior Court of
New Jersey, counselors screened 296 juve-
nile probationers for mental health prob-
lems between fall 2001 and summer 2002 as
part of the project.

Probationers in three counties—Cam-
den, Bergen, and Mercer—completed the
Massachusetts Youth Screening Instrument
(MAYSI) upon entering the juvenile justice
system, according to Jennifer Miller, di-
rector of training and marketing for the
MHA of New Jersey. All screenings were
voluntary.

Miller informed attendees that scores
falling within the “caution” range on the
MAYSI indicate possible clinical signifi-
cance, and scores within the “warning”
range indicate the heightened need for clin-
ical attention.

These were among the findings:

e 1.5 percent of the youth scored within
the warning range for suicidal ideation.

* 20 percent fell within the caution range
on the drug and alcohol scale.

* 30 percent scored within the caution
range and 13 percent within the warning
range on the anger and irritability scale.

When project leaders compared scores
between boys and girls in the sample, they
found that more girls (20 percent) than boys
(4 percent) scored in the warning range on
the depression and anxiety scale; more girls
(17.5 percent) than boys (4.5 percent) ex-
perienced four or more traumatic experi-
ences in their lives; and more girls (27.5
percent) than boys (9 percent) scored in the
warning range on the suicidal ideation scale.

Once the state MHA more clearly un-
derstood the extent of mental health prob-
lems in juveniles on probation, staff from
the the Southwestern New Jersey MHA in
Camden County decided to take action.

“We identified the youth who had prob-
lems, but realized that our community men-
tal health services were overloaded,” said
Mary Lynne Reynolds, M.P.A., who is ex-
ecutive director of the MHA in South-
western New Jersey. “We wondered what
we could offer that would be accessible and
would help kids.”

In summer 2002, Reynolds and her staff
in Camden County began offering group

please see Youth on page 37
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U.S. Not Ready to Respond
'To Disasters’ MH Fallout

This is the first of a two-part series focusing on public health strategies
addressing psychological aspects of terrorism. This article examines
an Institute of Medicine report released this summer on a public health
response to terrorism. The concluding article will report on a document
by the National Advisory Committee on Children and Terrorism.

report from the Institute of

Medicine (IOM) provides a

public health blueprint that

federal and local agencies

can use to address the psy-
chological, social, and medical aspects of
terrorist and hazardous events.

"The report, titled “Preparing for the Psy-
chological Consequences of Terrorism,”
states that the nation’s mental health, pub-
lic health, medical, and emergency response
systems are not prepared to meet a range of
emotional, behavioral, and cognitive reac-
tions that are expected to result from a ter-
rorist or hazardous event or threat of such an
event.

Among the terrorist or hazardous events
defined in the report are detonations of
conventional explosives and biological, ra-
diological, chemical, and nuclear attacks.

IOM committee member and psychia-
trist Robert Ursano, M.D., explained to Psy-
chiatric News, “People tend to react to trau-
matic events such as terrorism in one of
three ways: Some people may experience
symptoms of insomnia, fear, anxiety, vul-
nerability, and anger. Another group of peo-
ple respond by increasing their intake of al-
cohol or tobacco and may avoid air travel.
A third, small number of individuals develop
psychiatric illnesses such as posttraumatic
stress disorder [PTSD] or depression.”

Ursano is a professor of psychiatry and
neuroscience and chair of the department
of psychiatry at the Uniformed Services Uni-
versity of the Health Sciences in Bethesda,
Md., and a past chair of APA's Committee
on Psychiatric Dimensions of Disasters.

Another committee member and psy-
chiatrist, Carol North, M.D., commented
to Psychiatric News, “Addressing and man-
aging the psychological aspects of terror-
ism is an important public health issue. The
report lays out a comprehensive roadmap to
strengthening Americans psychologically
before, during, and after a terrorist or haz-
ardous event.”

North is a professor of psychiatry at
Washington University School of Medi-
cine in St. Louis.

The report states that addressing “dif-
ferent terrorist scenarios and different ef-
fects on various groups of people will re-
quire universal preparedness by all systems
responsible for the public’s health.”

Infrastructure Gaps Found

The committee found gaps in five gen-
eral areas: coordination of agencies and
services, training and supervision, public
communication and dissemination of in-
formation, financing, and knowledge of ev-
idence-based services.

The report explains that coordination
of agencies and services includes these ac-
tivities:

* Organization and management of dif-
ferent services to individuals with different

BY CHRISTINE LEHMANN

needs and to the same individuals over time
as their needs change.

¢ Licensing and credentialing of profes-
sionals providing care, and clarifying the role
of various service professionals.

¢ Communication between different lev-
els of government and the integration of
various sources of funding.

A training and supervision issue cited in
the report is the shortage of psychiatrists and

Robert Ursano, M.D., believes that
comprehensive disaster planning entails
being able to respond to a wide range of
mental health consequences.

mental health professionals with disaster
training and experience. “Historically psy-
chiatrists have been less active in this arena
than mental health professionals, and they
are still figuring out what their role should
be in settings related to disasters,” said
North.

Public Education Critical
“Public communication and dissemina-

tion of information are critical following a
terrorism event, particularly in the case of
chemical, biological, radiological, or nuclear
terrorism when instruction is critical for ef-
fective management,” states the report.

The issues to be resolved include iden-
tifying who will deliver this information to
the public, the media, political leaders, and
service providers and how it will be com-
municated, according to the report.

Lt. Col. Cameron Ritchie, public affairs
representative for the Society of Uniformed
Services Psychiatrists, has an interest in the
psychiatric aspects of biochemical and con-
ventional warfare. She told Psychiatric News,
“We have enough information from envi-
ronmental disasters, including Chernobyl,
and exposure to biochemical agents, in-
cluding anthrax, and SARS to know that
people generally don’t panic. The excep-
tion is when a disaster occurs in a crowded
place such as a fire in a nightclub with lim-
ited access to exits.”

Ritchie continued, “When people are
given consistent messages about appropri-

please see Disaster on page 38

Clinicians, Case Managers Can Influence
Decisions About Advance Directives

Psychiatric advance directives provide a way for patients to indicate
treatment preferences in the event they are incompetent, but experts
say their implementation has raised questions.

sychiatric “advance directives”—doc-

uments composed in advance of a psy-

chiatric relapse to outline treatment
preferences in the event that a patient be-
comes incompetent—are favored by pa-
tients with severe psychiatric illness when
they have a case manager or clinician who
actively supports use of the documents.

That was the conclusion from a survey
of 303 adults with serious mental illness
who were receiving community mental
health services and who had experienced at
least two psychiatric crises in the preced-
ing two years. The survey was published in
the July Psychiatric Services.

“The majority of consumers, when ap-
proached systematically and asked if they
are interested in advance directives, say they
are interested in creating the document,”
study author Debra Srebnik, Ph.D., told
Psychiatric News.

She is an assistant professor of psychia-
try in the department of psychiatry and be-
havioral sciences at the University of Wash-
ington School of Medicine.

In the study, associations were examined
between level of interest in creating the
document and a variety of variables: de-
mographic characteristics, psychiatric symp-
toms, level of functioning, diagnosis, his-
tory of hospitalization, history of outpa-
tient commitment orders, support for the
directives by case managers, and site dif-
ferences.

Of the survey participants, 161 (53 per-
cent) expressed an interest in the directives.
Variables significantly associated with in-
terest were the support of the case manager
for the document and no history of outpa-
tient commitment.

Before introducing information about
the directives to the participants, case man-
agers rated themselves, using a Likert scale,
on four questions assessing support for the
concepts of psychiatric advance directives:

BY MARK MORAN

¢ How useful do you think psychiatric ad-
vance directives would be for consumers
during mental health crises?

¢ How useful do you think psychiatric ad-
vance directives would be for service
providers during mental health crises?

* How do you feel, personally, about psy-
chiatric advance directives?

* How useful would it be for consumers
to have service providers help them com-
plete psychiatric advance directives?

Srebnik told Psychiatric News that the idea
that patients with no history of outpatient
commitment orders were more likely to be
interested in advance directives ran counter
to a research hypothesis: The researchers
had assumed that those with such a history
might prefer to have a written advance di-
rective as a substitute for commitment.

Srebnik explained, however, that the the-
oretical foundation of that assumption over-
looks the real preferences and tendencies
among such patients. Having an outpatient
commitment order may serve as a proxy for
unmeasured variables, such as treatment en-
gagement, adherence, or appreciation that
one has a mental illness requiring treatment.

“For those who discount the need for
treatment, psychiatric advance directives
will predictably be of little interest, except
possibly as a vehicle for refusing future
treatment,” Srebnik and colleagues wrote
in the article. “The directives may be valu-
able only to individuals who perceive value
in the treatment that the documents direct.”

In the article “Implementing Psychiatric
Advance Directives: Service Provider Is-
sues and Answers” in the May 13 Journal
of Bebavioral Health Services and Research,
Srebnik and Lisa Brodoff, J.D., of the
School of Law at Seattle University out-
lined questions raised by service providers
about psychiatric advance directives.

Among these issues are access to direc-

S

tives, competency to execute directives, the
relationship of directives to standards of
care, and liability for honoring and not hon-
oring directives.

Srebnik said that anecdotally “there are
very few of these documents in circulation.”
And even when they exist, it may be diffi-
cult or impossible to access them in an
emergency situation.

“Imagine the situation where a patient is
having a crisis and has to go to the emer-
gency room,” she said. “The staff has never
seen the patient before, and the patient may
or may not even remember thata directive ex-
ists. That’s the end of the discussion. The
service provider may never know the direc-
tive exists, and in some systems it may be dif-
ficult to get their hands on the documents.”

Jeffrey Metzner, M.D., chair of APA’s
Council on Psychiatry and Law, said that
among the problems with psychiatric ad-
vance directives is that they might be used
to indicate a preference for no treatment.

“Under ordinary circumstances, if a pa-
tient were incompetent, that patient would
meet civil commitment criteria,” he said. “If
a directive indicates no treatment, I don’t
think anyone is going to follow that direc-
tive.”

Metzner said that advance directives
might be most useful to clinicians when they
indicate a preference for or against a partic-
ular treatment over a range of options.

“If there is a choice of treatments, and
you’ve expressed a preference for one, the
psychiatrist will be more likely to use that
one than another,” he said.

“The study was not about the pros and
cons of using advance directives, though it
implies that they are good and that they are
underutilized,” said Metzner, a clinical pro-
fessor of psychiatry at the University of Col-
orado Health Sciences Center. “The real
conclusion is that patients are more likely
to use advance directives if the case man-
ager or clinician thinks it is a good idea and
conveys it to the patient. The message is
that people working with severely mentally
ill people ought to educate themselves about
psychiatric advance directives and talk with
patients about them.”

The study, “Interest in Psychiatric Ad-
vance Directives Among High Users of Cri-
sis Services and Hospitalization,” is posted
on the Web at <bttp://ps.psychiatry
online.org/cgi/content/full/54/7/9812>. A
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Psychiatry

Choice Sometimes

A Delayed Reaction

Some psychiatrists have taken a circuitous route to their profession,
training first in another area of medicine. They bring to their practice
and their patients a dual or even triple medical perspective.

any psychiatrists prac-

ticing today made a de-

cision while stll in

medical school—based

on personal inclination,
exposure to mentors, or happenstance—
about the kind of training they would pur-
sue in residency.

After that, the course of their profes-
sional future was set early in their medical
career.

But some have taken a more circuitous
route to the profession, training first in an-
other area of medicine before entering psy-
chiatry—because of a natural evolution, a
change of heart and mind, or perhaps for
reasons that are not entirely voluntary.
These jacks of more than one trade bring
to their practice and their patients the spe-
cial perspective of the double- or even
triple-boarded physician.

And they are liable, of course, to come
to the profession with a little more mileage
than their counterparts who proceeded di-
rectly from medical school into psychia-
try—a feature that can be an asset.

“The residency is not so demanding that
someone who is 40 or 45 can’t stand it,”
said Deborah Hales, M.D., director of APAs
Division of Education, National, and Mi-
nority Programs, who began her career as
a pediatrician.

“You come with an advantage over the
younger residents,” she observed. “When I
was beginning psychiatry training, it was
mildly uncomfortable to be a lower-level
resident again after having been the direc-
tor of an adolescent clinic. But even though
I knew nothing about psychiatry, I already
knew how to be a doctor. That counts for
something and makes the transition easier.”

Psychology of Patients

The number of physicians who come to
the field after training in another medical
specialty is difficult to ascertain, but experts
knowledgeable about workforce issues sug-
gest it is not insubstantial.

Sydney Weissman, M.D., said that physi-
cians enter into psychiatry at every stage in
a career, and that they are invariably drawn
by an interest in the psychology of their pa-
tients—not by salary.

“I've seen people with very successtul
medical practices drop it all to go into psy-
chiatry residencies,” he told Psychiatric News.
“The entry of people into psychiatry oc-
curs throughout the practice life of a physi-
cian. It is not uncommon to have people in
their 50s in a psychiatry residency.”

For many, a natural evolution can be
seen—at least retrospectively—in the pro-
fessional and personal choices that led them
to psychiatry.

Heather Walter, M.D., M.P.H., direc-
tor of children’s outpatient psychiatric serv-
ices at Children’s Memorial Hospital of
Northwestern University, began her career
in emergency medicine, later switched to
preventive medicine, and then trained in
psychiatry and child psychiatry.

She chose emergency medicine “because

BY MARK MORAN

of the flexible hours,” she said. “It was fast
paced and exciting, but I wasn’t too many
months into it when I really became im-
pressed by the unnecessary pain and suf-
fering I saw from what amounted to un-
healthy lifestyle choices.”

That sparked an interest in preventive
medicine, and Walter completed a preven-
tive medicine residency at the University
of California, Los Angeles, as well as a mas-

ter’s degree in public
health.

Her initial interest was
the prevention of cardio-
vascular disease through
the reduction of known
risk factors among adults.
But in the early 1980s, au-
topsy studies began to ap-
pear with a remarkable
finding: Some children had
atherosclerotic plaques in
their blood vessels.

“I devoted the next six
years to developing, im-
plementing, and evaluat-
ing cardiovascular risk-
reduction programs for

children,” Walter said.

“These programs were school based and
delivered by teachers focusing on nutrition,
physical fitness, and smoking prevention.

Dehorah Hales, M.D., became a
psychiatrist after she had been a
pediatrician. Being an
experienced physician before the
switch made the transition easier.

In these kinds of pro-
grams, as in much of pre-
ventive medicine, the pri-
mary intervention is be-
havior modification.”

But the complexity of
behavior change, and the
extreme difficulty people
experience in altering
their  behavior—even
when the benefits of
doing so are obvious—
soon became impossible
to ignore.

The Puzzle of Behavior
A growing fascination
with the multiple deter-

minants of behavior change and resistance

to change—both conscious and uncon-
scious—and her own experience with psy-
please see Career Choice on page 38
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Surprising Attitudes Found
Among Some Medical Students

While a majority of future physicians at one medical school have a
positive attitude toward psychiatric patients, a sizable minority view
them negatively and would just as soon avoid them.

sychiatrists and advocates for

the mentally ill have their radar

finely tuned to pick up stigma-

tizing messages in print, on the

airways, and on the big screen.

But a recent study at one medical school

found another venue where negative views

of psychiatry and people with mental ill-
ness are COMMmon.

Unfortunately, that place is in the class-

BY KEN HAUSMAN

rooms and hospitals that are training the
next generation of physicians, according to
data presented at the June meeting of the
Association of Directors of Medical Stu-
dent Education in Psychiatry (ADMSEP)
in Jackson Hole, Wyo.

Nutan Vaidya, M.D., interim chair of
the psychiatry department at Chicago Med-
ical School and director of medical student
education in psychiatry, said she found the

results of her survey of the attitudes of sec-
ond-year medical students toward patients
with psychiatric and

pected to develop a more positive attitude
toward psychiatric patients and their ill-
nesses, Vaidya said.

neurological disorders
“pretty depressing.”
Vaidya expected that
once medical students
were exposed to psychi-
atric and neurological ill-
nesses and patients in
their preclinical didactic
classes (and then in their
third-year clerkships),
they would exhibit posi-
tive changes in their atti-
tudes toward patients in
these two medical areas.
“When students are
more confident” in their
ability to recognize psy-
chopathology and have learned that these
illnesses are treatable, they would be ex-

Nutan Vaidya, M.D.: “In general,
we found that the more chronic
the disorder, the more negative
the [students’] attitudes.”

m PSYCHIATRIC NEWS / August 1, 2003

What she found, how-
ever, was that the students’
attitudes did not turn out
to be as positive after ex-
posure to extensive course
work in psychiatry and
neurology as she had hy-
pothesized.

Vaidya used a survey
instrument called the
Medical Condition Re-

gard Scale (MCRS),
which was developed by
psychiatrist ~ George

Christison, M.D., and
colleagues at Loma
Linda University medical
school. Subjects taking the MCRS indi-
cate their attitudes toward particular ill-
nesses on a six-point scale that ranges
from “strongly disagree” to “strongly
agree.” Eighty students responded.

She found that not only were attitudes
of some of the sophomore medical students
negative, but 28 percent said they did not
find working with anxiety disorder or schiz-
ophrenia patients satisfying. In addition, 17
percent said they prefer not even to work
with anxiety disorder patients, and more
than 1 out of 3—35 percent—did not want
to work with patients who have schizo-
phrenia.

Also troubling, Vaidya noted, was that
25 percent of the students said they did
not feel compassionate toward anxiety dis-
order or schizophrenia patients, while
about 15 percent labeled both groups of
patients “irritating.” In addition, 10 per-
cent said there should not be insurance
parity for anxiety disorder treatment, and
2 percent said the same for schizophrenia.

The attitudes of the students she sur-
veyed may also bode poorly for future care
of Alzheimer’s patients. Twenty-nine per-
cent of the students said that they find
working with these patients unsatisfactory.
Thirty-one percent said that they would
prefer to avoid working with such patients.
Fourteen percent indicated they did not
feel compassionate toward Alzheimer’s pa-
tients, and 4 percent did not think there
should be insurance parity for Alzheimer’s
disease care.

“In general, we found that the more
chronic the disorder, the more negative the
attitudes,” Vaidya noted.

While she found the survey results dis-
couraging—and pointed out that they were
only for one medical school—she said psy-
chiatric educators could take heart from
the fact that a majority of the medical stu-
dents did indicate positive attitudes toward
patients with anxiety disorders, schizo-
phrenia, and Alzheimer’s disease and to-
ward their ability to treat them compas-
sionately.

Looking at the bright side, she said that
her survey of students’ attitudes indicates
“that the majority come in with positive at-
titudes, so the change is not significant.” In
addition, these second-year students have
not yet had the opportunity to see how
medical interventions can actually improve
the condition of psychiatric patients with
chronic disorders, she suggested.

“The average physician should have a
positive attitude toward psychiatric patients,”
Vaidya said. “We [educators] want to make
sure that our students don’t exhibit the same
prejudice toward the mentally ill” as a large
portion of the general public does. B
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Do Medical Students Benefit
From Psychotherapy Training?

Almost every physician can benefit from learning key concepts un-
derlying psychotherapy, but experts disagree over whether teaching
psychotherapy is an efficient use of medical students’ brief psychia-

try clerkships.

twould be nearly impossible to find

a psychiatric educator to disagree

with the notion that all psychiatrists

in training have to learn the theory

and skills needed to conduct psy-
chotherapy. But what about medical stu-
dents fulfilling their psychiatry clerkship
requirement?

Since most of those third-year students
will enter medical fields other than psychi-
atry, are there far more important knowl-
edge and skills that these students need to
master in their four- to eight-week expo-
sure to psychiatry?

A panel of medical educators at the June
meeting of the Association of Directors of
Medical Student Education in Psychiatry
(ADMSEDP) in Jackson Hole, Wyo., showed
that there are different views on the issue
among the people who design and oversee
these psychiatry clerkships.

Psychotherapy Training Premature

G. Scott Waterman, M.D., is among
those who believe that teaching psy-
chotherapy to medical students is largely
a waste of valuable time, considering the
amount of material that has to be crammed
into a few weeks of a psychiatry clerkship.
Waterman, an associate professor of psy-
chiatry at the University of Vermont, sug-
gested that if psychiatry clerkship direc-
tors asked themselves several questions,
the conclusion about whether to teach psy-
chotherapy would become clear.

First, he asked, “How can we best use
the limited time clerkships offer for teach-
ing our ever-growing discipline?” Is teach-
ing psychotherapy techniques and knowl-
edge something all physicians need to
know? Will it prepare students to assimi-
late new data in treating and understand-
ing psychiatric disorders?

Furthermore, during what part of the
training and education sequence is it logi-
cal to teach psychotherapy? Should it come
this early in training, when students have
had minimal exposure to actual patients?

He indicated that the answers point to
clerkships’ being an inappropriate venue in
which to instruct future physicians in psy-
chotherapy, particularly since psychother-
apy is a “longitudinal treatment, and clerk-
ships are cross-sectional,” Waterman said.
He noted as well that medical students are
rarely receptive to a treatment or theory
that lacks a readily evident scientific basis,
as is the case with psychodynamic psy-
chotherapy, he said. Trying to cram a psy-
chotherapy teaching module into a short
clerkship may have the unintended conse-
quence of reinforcing misunderstandings
about it.

Waterman urged psychiatrists who ed-
ucate medical students to focus instead on
teaching clinical evaluation, differential di-
agnosis, and differential therapeutics. The
best way to at least introduce medical stu-
dents to psychotherapy is to teach its history
and the philosophy behind it, he said, and
indicate how its principles are “widely

m PSYCHIATRIC NEWS / August 1, 2003

BY KEN HAUSMAN

agreed upon” by psychiatrists and mental
health professionals.

Continuous Training Needed

Taking the opposite position on the
issue, Theodore Feldmann, M.D., an asso-
ciate professor of psychiatry at the Uni-
versity of Louisville, maintained that psy-
chotherapy is such an “essential compo-

nent” of psychiatric practice
that it should indeed be a
component of medical school
psychiatry clerkships.

All patient encounters in-
volve, or should involve, un-
derstanding and skills that
are in the broadest sense
part of the psychotherapeu-
tic framework, he continued.
Key concepts such as the un-
conscious, transference, and
countertransference come

concepts at every op-
portunity. Doing so,
he noted, will make
them relevant to the
practice of primary
care and specialties
other than psychiatry.
Of course, selling
his idea to medical
school course direc-
tors can be a chal-
lenge, he admitted.
His suggestions

into play in routine doctor-
patient relationships.
While he acknowledged
that psychiatry clerkships are
far too time limited to instill
a comprehensive understanding of psy-
chotherapy, Feldmann emphasized that psy-
chiatric educators should “infiltrate the cur-
riculum” by explaining psychotherapeutic

Scott Waterman, M.D., believes
clerkships are an inappropriate
venue in which to instruct future
physicians in psychotherapy.

for spreading out the
teaching of psy-
chotherapy—curricu-
lum content he has
helped implement at
his institution—included, in the first med-
ical school year, teaching basic interview-
ing skills, how to conduct a brief mental
status exam, and basic counseling and cri-
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sis-intervention techniques.

In year two, Feldmann advised teaching
theories of personality development, more
complex interviewing skills, how transfer-
ence and countertransference enter the doc-
tor-patient relationship, and theories and
techniques of psychotherapy.

"Third-year psychiatry clerkships can fur-
ther expose medical students to psy-
chotherapy by teaching elements of a psy-
chiatric diagnostic formulation, providing
supervised psychotherapy experience, hav-
ing students write up a patient assessment,
and writing a paper on psychotherapy. The
clerkship at Louisville also provides a com-
puterized cognitive-behavioral therapy ex-
perience, which was developed by a faculty
member there, he said.

Janis Cutler, M.D., associate professor
and co-director of medical student educa-
tion in psychiatry at Columbia University,

please see Psychotherapy on page 37

ADMSEP’s Ambitious Agenda

In 1974 a small group of psychiatrists who educate medical stu-
dents about psychiatry decided they and their colleagues needed
an official forum for exchanging curriculum ideas and keeping
abreast of developments in this corner of medical education. By
the next year, as a result of their initiative, a new organization was
born—the Association of Directors of Medical Student Education
in Psychiatry (ADMSEP).

Now with @ membership of more than 130 educators representing
medical schools throughout the United States and Canada, ADMSEP
puts on a popular annual meeting and has an active list serve. Ques-
tions raised by members on the list serve have, in fact, generated
several research projects in the field.

ADMSEP declares its mission to be

e (Championing excellence in medical student psychiatric education.
e Supporting, developing, and disseminating research and innova-
tion in teaching methods, content, and evaluation.

e Developing goals and objectives for medical student psychiatric
education.

e Fostering the professional development and career satisfaction of
medical student psychiatric educators.

e Providing support, guidance, and resources to medical students
considering a career in psychiatry.

e (Collaborating with other psychiatric and medical education organ-
izations to pursue common interests.

ADMSEP leaders made a concerted effort to enhance the group’s
collaborations with other psychiatric organizations focused on educa-
tion and training in the early 1990s, when there was a dramatic drop
in the number of medical graduates opting for careers in psychiatry.
These liaisons were with organizations such as the American Associ-
ation of Directors of Psychiatric Residency Training, Association for
Academic Psychiatry, and APA.

Over its nearly three decades, ADMSEP’s “most valuable product,”
according to former president Irwin Hassenfeld, M.D., “has been the
informal relationships and friendships formed among members.”
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State officials honor the Massachusetts Psychiatric Society, and the
GAO criticizes federal and state bureaucrats for failing to monitor Med-

icaid waivers.

MPS Increases Influence on
Massachusetts Health Policies

No one wants to think about where to
cut state budgets. For months, however,
members of the Massachusetts Psychiatric
Society (MPS) helped state officials con-
sider how to curtail Medicaid prescription
drug costs with minimal pain and disrup-
tion to patients and psychiatrists.

On June 24, Kenneth Duckworth,
M.D., acting state commissioner of men-
tal health, presented MPS President James
Ellison, M.D., M.P.H., with the Clinical
Excellence Distinguished Service Award
for the society’s advisory work in the de-
velopment of the Massachusetts Health

BY KATE MULLIGAN

Drug List, a preferred drug list using prin-
ciples for drug formularies developed by
MPS.

Ellison was one of four MPS representa-
tives on the state’s Psychopharmacology
Work Group, which developed a program
to educate physicians about costly prescrib-
ing habits that are not evidence based. As a
result of the program, the number of patients
taking five or more psychotropic medications
went from 559 in January 2002 to 25 in Jan-
uary 2003. The cost went from $305,000 a
month for the first group to $20,000 a month
for the second (Psychiatric News, May 16).

In related news, MPS’s immediate past
president, Elizabeth Childs, M.D., has been

appointed state commis-
sioner of mental health.
Childs was director and
chief of psychiatry at Car-
ney Hospital in Dorch-
ester.

Immediate APA past
president Paul Appelbaum,
M.D., who is from Massa-
chusetts, told Psychiatric
News, “This is the first ime
in more than two decades
that Massachusetts has had
a psychiatrist as commis-
sioner of mental health.
Dr. Childs’s appointment
is a wonderful and wel-
come example of psychia-
trists moving back into po-
sitions of responsibility in
the public sector. I'm sure she will do a
great job.”

James Ellison, M.D., received
the Clinical Excellence
Distinguished Service Award on
behalf of the Massachusetts
Psychiatric Society.
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CMS Faulted
For Implementation
0f Medicaid Waivers

The government’s
General Accounting Of-
fice (GAO) found that
the Centers for Medicare
and Medicaid Services
(CMS) is not “fully com-
plying with statutory and
regulatory requirements
when it renews [Medic-
aid] waivers.”

Medicaid home and
community-based serv-
ices (HCBS) waivers are
the primary means by
which states provide non-
institutional long-term
care. CMS has the right
of approval for waivers and the legal obli-
gation to monitor their impact through re-
gional offices of the Department of Health
and Human Services (HHS).

HCBS waivers can enable states to re-
ceive funding for transportation, nursing
and personal-care services, respite care, and
training of caregivers for the Medicaid pop-
ulation who is eligible for institutional care.

From 1991 through 2001, the HCBS
waivers grew from 5 percent to 19 percent
of Medicaid expenditures, representing $1.6
billion to $14.4 billion. From 1992 to 1999,
the number of beneficiaries covered by
waivers nearly tripled.

More than 70 percent of the waivers that
the GAO reviewed documented one or
more quality-of-care problems. The most
common problems were “failure to provide
necessary services, weaknesses in plans of
care, and inadequate case management.”

The HHS regional office in Dallas, for
example, found that in Oklahoma 27 per-
cent (4,303 beneficiaries) received none of
their authorized personal-care services, and
49 percent received only half of their au-
thorized services.

As of June 2002, almost one-fifth of the
waivers in place for three years or more had
either never been reviewed or were renewed
without a review. For an additional 16 per-
cent of the waivers, reports were never fi-
nalized.

States’ waiver applications and annual
reports for waivers often contained little or
no information on state mechanisms for as-
suring quality in waivers, thus limiting in-
formation available to CMS when consid-
ering renewals.

In a written response to the report, CMS
administrator Thomas Scully said that states
are responsible for “quality assurance.”

Sen. Charles Grassley (R-Iowa), one of
two senators to request the GAO report,
said, “These waivers should be put on hold
until the department gets a handle on the
quality of care going to older and disabled
Americans.”

In a letter to HHS Secretary Tommy
Thompson, Grassley and Sen. John Breaux
(D-La.) asked the Bush administration to
submit a corrective plan by July 28.

Selby Jacobs, M.D., a member of the APA
Committee on Public Financing of Psychi-
atric Care and a professor of psychiatry at
Yale University, told Psychiatric News, “As
the Bush administration attempts to shift
greater control and management of Medic-
aid from the federal government to the states,
we ought to fear not only for the quality, but
also the adequacy of services. The GAO re-
port contains alarming information that sug-
gests what might happen if federal oversight
over Medicaid continues to diminish. In my
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opinion, leaving the standards for quality
and adequacy to be worked out on a state-by-
state basis—usually by behavioral managed
care organizations that have contracted with
the state Medicaid agency—would be a mis-
take. The federal government should not
shirk its responsibility to set expectations for
quality and adequacy that build greater ac-
countability into the waiver process.”

“Long-Term Care: Federal Oversight
of Growing Medicaid Home and Commu-
nity-Based Waivers Should Be Strength-
ened” (GAO-03-576) is available on the
Web at <www.gao.gov>.

Oregon Rethinks Health Plan

Gov. Ted Kulongoski (D) and state leg-
islative leaders sent a letter to President
Bush committing the state to legislation
that would overhaul the Oregon Health
Plan (OHP) by rationing health care based
on a resident’s income and medical need.

"The state legislature is prioritizing pop-
ulations of OHP enrollees based on income
and ranking medical benefits within each
income group. At the top of the benefit list

is mental health care, along with prescrip-
tion drugs, laboratory and X-ray work, and
doctor visits, according to <www.
kaisernetwork.org> on June 13.

The OHP gained national attention as
an early effort to expand Medicaid coverage
to more low-income people by prioritizing
and limiting medical services (Psychiatric
News, April 19 and October 18, 1991).

John McCulley, Oregon Psychiatric So-
ciety executive secretary, said that the state
legislature’s Joint Ways and Means Com-
mittee is considering appropriations for the
legislation. “We’re pleased that mental
health has been regarded as a high prior-
ity. Mental health advocates were also able
to keep psychotropic medications out of
the group of medications that is to be sub-
ject to capitation.”

As of July 1, Kulongoski had signed a
stop-gap budget bill that would stave off for
one month new cuts in health benefits. Cuts
are still in effect for coverage of outpatient
mental health care for 100,000 OHP mem-
bers who lost those benefits on March 1
(Psychiatric News, April 4).

Federal Tax Cut Impact Could Reverberate
At State Level

States had good news in the legislation
(HR 2) that authorized a $350 billion pack-
age of tax cuts.

"The law, signed by Bush on May 28, in-
cluded $10 billion to increase the federal
matching rate for Medicaid by 2.95 percent
until October 24, 2004, and $10 billion in
direct aid to state governments.

State officials, however, are finding that
the impact of the short-term increased sup-
port from the federal government could be
tempered by the loss of state tax revenue.

State and federal tax laws frequently are
“coupled” so that cuts at the federal level
trigger cuts at the state level.

House Passes Bill Threatening State
Parity Laws

The Small Business Health Fairness Act
(HR 660) passed the House of Representa-
tives in late June by a vote of 262-162 and
has been referred to the Senate Committee

on Health, Education, Labor, and Pensions.
The bill, which addresses the problem

S

community 77
Resources Make

Sex Talks
Less Stressful

Parents no longer have to dread the
“birds and bees” talk. Planned Par-
enthood is offering several resources
to help families have informed dis-
cussions about sexuality.

BY EVE BENDER

0 encourage parents to communicate
T with their children about sexuality and

to educate the public about healthy
and responsible sexual behavior, the Planned
Parenthood Federation of America is pro-
moting October as National Family Sexu-
ality Education Month (NFSEM).

APA is one of a 57-member coalition
supporting NFSEM, during which work-
shops, health fairs, and other forums for
fostering family discussions about sexual-
ity take place across the nation.

According to an NFSEM brochure,
“age-appropriate information on sexuality
leads to responsible sexual behavior in
young people as they make the transition
into adulthood. Lack of information, on the
other hand, leads to misinformation and
poses health and life-threatening risks in
young people’ lives. . ..”

Mike McGee, vice president of educa-
tion and social marketing at the Planned
Parenthood Federation of America told Psy-
chiatric News that young people are the tar-
gets of billions of dollars of advertising in
which “sex is the star.” However, these mes-
sages are rarely accurate or realistic, he ac-
knowledged.

“Parents are concerned about the mes-
sages their children are getting in regards
to sexuality. They want to ensure that their
children get accurate information so they
can lead healthy and safe lives,” McGee said.

Planned Parenthood is distributing
brochures aimed at helping parents speak
more comfortably with their children about
sexuality.

There are also guides tailored to young
people, health professionals, educators, and
others addressing many aspects of sexuality.

More information about National Sex-
uality Education Month and resources for
teens and parents is available on the Web
at <www.plannedparenthood.org> or by
calling (800) 669-0156. &

of the growing number of Americans with-
out health insurance, would allow businesses
in the same trade groups to form association
health plans (AHPs).

"Those plans would be exempt, however,
from state laws that mandate parity and pro-
vide consumer protections.

In fact, in September 2002 the Depart-
ment of Labor released a report that praised
AHPs because “by operating under federal
law, [they] can avoid the cost of state ben-
efit mandates” (Psychiatric News, May 2).

In January APA joined other members
of the Mental Health Liaison Group in a
letter to Rep. Dennis Hastert (R-IIL.),
speaker of the House, and Sen. William
Frist (R-Tenn.), Senate majority leader and
a physician, opposing legislation that “would
exempt association health plans from state
regulation and thereby undermine state
mental health parity laws and other criti-
cal consumer protections.” W
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Most NAMI Chapters Dodge
State Budget Ax

Although public mental health is being hit hard by state budget crises,
state affiliates of the National Alliance for the Mentally Ill are faring, on
the whole, fairly well as far as state funding is concerned.

n late June, three of the four em-
ployees of the National Alliance for
the Mentally Il in Alaska “packed
it in,” as the saying goes. The rea-
son? NAMI Alaska—which was de-
pendent almost entirely on state funds for
its existence—had been advised that it
would lose all of its funding from the state
once the state’s new fiscal year started on

July 1.

BY JOAN AREHART-TREICHEL

“NAMI Alaska is not going to go
away,” Beth LaCrosse, president of
NAMI Alaska, told Psychiatric News. “They
may take our money, they may take our
building, but they can’t stop the grass roots
from continuing to speak out and provide
support, education, leadership, and advo-
cacy. We have basically an all-volunteer
staff now until we can find other sources

of funding.”

The predicament of NAMI Alaska raises
the issue of how other NAMI affiliates are
faring. After all, numerous states are expe-
riencing budget crises, with devastating ef-
fects on public mental health care.

NAMI California will probably be re-
ceiving less state money during Fiscal
2003-04 than before, Grace McAndrews,
executive director of NAMI California,
told Psychiatric News. And if that is the case,
then NAMI California will have to do
away with its Family-to-Family Education
Program. The program is a 12-week
course offered by family members of per-
sons with a serious mental illness for other
family members who also have a loved one
with a serious mental illness. Forty-five
other state chapters of NAMIs have also
been offering the program (Psychiatric
News, July 4).

Although NAMI Maine will not be re-
ceiving any cuts in state funds during the

m PSYCHIATRIC NEWS / August 1, 2003

current fiscal year, it will be taking a 19
percent hit during Fiscal 2004-05 on top
of a 20 percent reduction between Fiscal
2001 and 2003, Carol Carothers, executive
director of NAMI Maine, said. This re-
duction, she said, means that NAMI
Maine will have to lay off staff and reduce
a number of programs—for instance, help-
ing persons with mental illness and their
families on a one-to-one basis, keeping a
hot line/warm line open five days a week,
and participating in policy making.

In contrast, “most state NAMIs did
not receive a significant cut in state fund-
ing” for Fiscal 2003-04, Katrina Gay, chief
of field operations for NAMI’s national
office, headquartered in Arlington, Va.,
told Psychiatric News. For instance, NAMI
Kansas got $3,500 less, which is about 5
percent less than last fiscal year. In other
words, as far as state funding for state
NAMIs during Fiscal 2003-04 was con-
cerned, “it was not as devastating as we
had expected,” Gay acknowledged.

In fact, some state NAMIs will continue
to receive about the same amount of state
funds during Fiscal 2003-04 as during the
last one. One example is NAMI New Jer-
sey, Phil Lubitz, its director of advocacy
programs, told Psychiatric News. Another
example is NAMI Ohio, said Stacy Smith,
director of operations there.

Moreover, some state NAMIs have even
gotten modest increases in state funding,
Gay pointed out. Thus overall, the state
NAMI budget for Fiscal 2003-04 has in-
creased, not decreased.

“Yes, it’s very interesting,” Gay said,
“and while I don’t know why, I can spec-
ulate. Some of the core services that
NAMI provides are doing a good job. Yes,
we are an advocacy organization, and that
is the heart of what we do. But in addi-
tion to advocacy, we provide support and
education, which are vital to the commu-
nity. So I'd like to think that NAMIs are
seen as a valuable asset; otherwise, they
wouldn’t continue to be funded in times of
budget cuts.”

‘What makes NAMI Alaska’s situation so
unusual and so critical, Gay explained, is
not just that it lost all of its state funding,
but that it depended almost entirely on this
funding. And the same can be said about
NAMI Maine. Itis 98 percent dependent on
the state for money, Carothers said, so that
a reduction in state funding of 39 percent
between Fiscal 2001 and 2005 translates
into a similar reduction in its entire budget
during those four years.

Thus, national NAMI encourages its
state affiliates to seek funding from many
sources, so that if one source dries up, it
has others to fall back upon, Gay stressed.
Indeed, that is what NAMI California has
been doing, McAndrews pointed out.
Even if it has to eliminate its Family-to-
Family Education Program, “in the
scheme of our budget, it’s not that much,”
she said.

Besides the states, Gay said, other
money sources for state NAMIs include
the federal government, corporations, pri-
vate foundations, membership dues, and
donations from individuals. Individual do-
nations are probably the largest source of
revenue.

When state NAMISs get money from the
federal government, Gay explained, it often
comes through a block grant from the fed-
eral Center for Mental Health Services, and
when they get money from the state, it is
usually in the form of a grant, but some-
times in the form of a contract. W
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Psychiatry

Fellows to Be

Integral Part of Institute

Psychiatry residents who are APA/Bristol-Myers Squibb fellows will
get valuable experience as faculty at this fall’s institute.

highlight of every Institute on
Psychiatric Services is a series
of  sessions  featuring
APA/Bristol-Myers Squibb
fellows as faculty. These third-
and fourth-year residents were selected for
the fellowship based on their record of aca-
demic and professional achievement and their
commitment to the field of public psychiatry.
Since the fellowship’s founding, approxi-
mately 300 APA/Bristol-Myers Squibb fel-
lows have participated in the institute and
presented highly acclaimed and well-attended
workshops.
"This year’s institute features the follow-
ing sessions to be presented by 2002-04
APA/Bristol-Myers Squibb Fellows:

e “Criminals or Patients? Attitudes of Psy-
chiatrists to Emotionally Disturbed Per-
sons”

e “Media and Psychiatry: Friend or Foe?”

e “Perception Becomes Reality: Patients’
Views on Physician and Pharmaceutical

Industry Relations”

The 2002-04 fellows are Claire Monica
Belgrave, M.D., of SUNY Downstate Med-
ical Center; Leslie L. Buckley, M.D., M.PH.,
of the University of Toronto; Grace Monica
Cotelingam, M.D., of the University of
Maryland School of Medicine; Caroline E.
Fisher, M.D., Ph.D., of the University of
Massachusetts Medical School; Elizabeth B.
Ford, M.D., of New York University School
of Medicine; Elizabeth R. LeQuesne, M.D.,
of Columbia University College of Physi-
cians And Surgeons; Joelle Pauporte, M.D.,
of Cornell University, Payne Whitney Clinic;
Bruce E. Rudisch, M.D., of Emory Univer-
sity School of Medicine; Allison Mary Wehr,
M.D., of Harvard Longwood; and Karen S.
Wiviott, M.D., J.D., of Northwestern Uni-
versity Medical School.

Bea Edner is manager of the APA/Bristol-Myers
Squibb Fellowship in Public Psychiatry.

Register Now!

A copy of the preliminary program booklet,
which includes registration, housing, and air
travel information, can be obtained by call-
ing the APA Answer Center at (888) 357-
7924 or by clicking on the IPS logo on APA’s
Web site at <www.psych.org>.

Register in one of three ways:

e Register online by going to the Web site
<www.psych.org/sched_events/ips03/
registration/regindex.cfm> and click on
“Register Online.”

e Download a registration form at
<www.psych.org/sched_events/ips03/
registration/regindex.cfm> and mail or
fax the completed form to APA.

e Use the registration form found in the
preliminary program booklet and mail or
fax the completed form to APA.

Save on fees by registering before Sep-
tember 29.

BY BEATRICE EDNER

In addition to the 10 fellows serving as
faculty, the institute will welcome the re-
cently selected 2003-05 APA/Bristol-Myers
Squibb Fellows. They are Kathleen D. Ask-
land, M.D., of Dartmouth Medical School;
Peter C. Iversen, M.D., of Wright State
University School of Medicine; Angela L.
Leon-Guerrero, M.D., of the University of
"Texas Southwestern Medical Center at Dal-
las; Holly V. MacKenna, M.D., of Louisiana
State University Health Sciences Center;
Edward J. Maxwell, M.D., of Brown Uni-
versity; Jennifer M. Rosenberg, M.D., of

Harvard Longwood; Bobby Singh, M.D.,
of the University Hospitals of Cleveland;
David Lucas Smith, M.D., of the Univer-
sity of North Carolina School of Medicine;
Peter B. Stanbro, M.D., of Boston Uni-
versity School of Medicine; and Stephen
M. Thielke, M.D., of the University of
Washington School of Medicine.

Both fellowship classes will participate
in a number of activities designed to aug-
ment the institute’s program and provide
opportunities to become acquainted with
leaders in the field. Addi-
tionally, they will join
other residents in the ses-
sions that the program
committee has arranged
specifically for resident at-
tendees.

The  APA/Bristol-
Myers Squibb Fellowship
is funded through a grant
to APA by Bristol-Myers
Squibb Company. W
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Dating back to 1634, the Boston Common and Public Gardens provide 75 acres of green space
in the heart of Boston's densely packed downtown core.

Drug-Company Marketing Tactics
Grist for Institute Debate on Ethics

Does pharmaceutical marketing influence physicians’ clinical deci-
sions? Or are physicians informed practitioners quite capable of mak-

ing objective decisions?

e role of pharmaceutical compa-
nies in psychiatry is being hotly de-
bated within our profession. No

issue raises more passion than that of the
propriety of these companies attempting to
influence our clinical decision making. Also
of concern is the perception of those out-
side the profession of psychiatry that drug
companies can influence psychiatrists with
presents, dinners, and free samples.

This issue appears frequently on the
American Association of Community Psy-
chiatrists (AACP) list serve. Lately, the dis-
cussions have had a degree of intensity that
seems to mirror the growing ambivalence
regarding pharmaceutical companies.

In an effort to bring some depth and wis-
dom to that discussion, the Scientific Pro-
gram Committee of APA Institute on Psy-

Dr. Huffine is a member of the Scientific Pro-
gram Committee of the 2003 Institute on Psy-
chiatric Services.

BY CHARLES HUFFINE, M.D.

chiatric Services offers the debate “Resolved:
It Is Unethical for Psychiatrists to Invite
Sales Representatives to Market Products
Through Such Methods as Educational Ma-
terials, Samples, and Gifts in Clinical Set-
tings.”

The participants in this debate are, on
the affirmative, Charles Goldman, M.D.,
director of public psychiatry training in the
department of neuropsychiatry and behav-
ioral sciences at the University of South
Carolina; and, on the negative, Michael Sil-
ver, M..D., of the Providence Center and a
member of the clinical faculty at Brown
University in Rhode Island and a former
AACP president. David Moltz, M.D., co-
chair of the AACP’s Ethics Committee, will
be the moderator.

Both Drs. Goldman and Silver are
thoughtful leaders in community psychia-
try and are passionate about ethical issues in
our profession. It will be a treat hearing this
affect-filled subject dealt with by two such
wise and gracious colleagues. W
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AMERICAN PSYCHIATRIC ASSOCIATION
55th INSTITUTE ON PSYCHIATRIC SERVICES

Access to Integrte
Mental Health Care

&

October 29-November 2, 2003

The Massachusetts State House, across the
street from Boston Common, was designed
by Charles Bulfinch and completed in 1798.

Time to Register
For Institute’s
CME Courses

Register now for any of the 16
CME courses to be offered at
APA’s Institute on Psychiatric Ser-
vices. They offer interactive learn-
ing in a small-group format.

at APA’s 55th Institute on Psychiatric

Services. The CME courses provide an
in-depth, interactive learning experience
taught by master instructors on various sub-
jects in the field of psychiatry.

The courses will cover a wide range of
topics, including clinical techniques and ad-
vances in theoretical models. The courses
are taught at a basic level, requiring no pre-
vious experience or knowledge unless specif-
ically noted otherwise.

The fees for courses are as follows:

There will be 16 CME courses offered

e Half day (four credit hours): advance,
$100; on-site, $130

e Full day (six credit hours): advance,
$160; on site, $185

"To maintain the small-group learning
environment and facilitate discussion, en-
rollment is limited. The number of par-
ticipants for each course is predetermined
on the basis of the topic and specific for-
mat of the course. This allows the faculty
to preserve the interactive atmosphere that
has made the courses so consistently pop-
ular, yet makes it extremely important to
enroll early. The deadline for course en-
rollment and advance registration is Sep-
tember 29.

Additional information about the
courses is available by contacting Liz
Rumsey by phone at (703) 907-7813 or
by e-mail at erumsey@psych.org. See box
at left for registration information. W
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Universal Health Insurance
Won’t Break Bank

The cost of providing care to the 41 million uninsured people in the
U.S. would be less than annual inflation in health spending, but still
would require a commitment of new resources in a time of fiscal deficits.

dditional medical care pro-
vided to newly insured peo-
ple under a system of uni-
versal health insurance cov-
erage would increase total
health care spending about 3 to 6 percent.

That translates into an increase in the
health care portion of the gross national
product of less than 1 percent, according
to a report prepared for the Kaiser Com-
mission on Medicaid and the Uninsured
and published on the Health Affairs Web
site on June 4.

Jack Hadley, PhD., a principal research
associate at the Urban Institute, told Psychi-
atric News that the finding suggests the cost
of universal health coverage is not as insur-
mountable as sometimes thought.

“The most important finding is that if
you think of the cost of providing insur-
ance as a cost of providing additional med-
ical care for people who are currently unin-
sured, it is a relatively small amount of
money,” Hadley said. “We should not think
of universal coverage as an unaffordable or
unattainable objective.”

In the study, Hadley and co-author John
Holahan, also of the Urban Institute, based
their estimates on two scenarios: the first as-
sumed that medical spending by the newly
insured would be similar to that of either low-
or middle-income people covered by the “av-
erage” private insurance policy; the second
assumed that spending would resemble that
of people covered by the “average” public in-
surance policy (usually Medicaid or State Chil-
dren’s Health Insurance Program).

The analysis suggests that the uninsured
would use $33.9 billion to $68.7 billion (in
2001 dollars) in additional medical care if
they were fully insured, depending on which
scenario is used.

Hadley acknowledged that there has
been debate about the actual numbers of
uninsured, since many Americans are unin-
sured for only a portion of a year (Psychi-
atric News, June 20). But he said the analy-
sis includes cost estimates of full-year cov-
erage for those among the uninsured who
have part-year coverage.

“This study shows that the direct cost
of providing care to the 41 million unin-
sured would be less than annual inflation
in health spending—which was 8.7 percent
in 2001—but still would require a com-
mitment of new resources in a time of fis-
cal deficits,” said Diane Rowland, execu-
tive director of the Kaiser Commission on
Medicaid and the Uninsured.

Data for the analysis are from the Med-
ical Expenditure Panel Surveys conducted in
1996, 1997, and 1998. The survey is a na-
tionally representative sample of the nonin-
stitutionalized population and contains de-
tailed information on annual total charges
and payments for health care used, monthly
information on insurance coverage, and de-
mographic and health characteristics.

In the estimates for additional medical
spending based on average private insur-
ance, people making more than 400 percent
of the poverty level were excluded from the
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BY MARK MORAN

analysis. This was to avoid possible differ-
ences in care-seeking behavior resulting
from differences in socioeconomic status
between the uninsured and higher-income
people with full-year coverage. The latter
might be more likely to use costly, out-of-
network providers than would lower-income
people with the same insurance coverage,
and would be generally less deterred by cost
sharing, according to the study authors.

Under an “average” public health plan,
estimated per person spending by people
previously uninsured for any part of the
year would rise by a little over 50 percent,
increasing from $1,383 to $2,121, accord-
ing to the study.

Under an “average” private health plan,
per person spending would rise to $2,676.
Hadley cautioned, however, against draw-
ing an assumption that publicly funded uni-
versal health care would necessarily be “bet-
ter” than privately funded care.

“We do estimate public insurance to be
less costly than private insurance, mainly
because it is stingy to the extent that Med-
icaid can cover people at lower payment
rates,” Hadley said. “If public programs were
to expand, and all people were in a public
program, my guess is that political pressure
would mount to increase payment rates.”

By looking strictly at the additional cost
of medical care for newly insured people,

the analysis assumes a “perfectly targeted”
reform strategy. Plans to expand coverage
typically entail larger cost increases for
government because some privately in-
sured people will inevitably switch to the
government-subsidized plan, he said.

Further, by looking at “average” health
plan characteristics, the analysis does not
take into account assumptions about spe-
cific features of potential plans, such as men-
tal health benefits.

Nonetheless, Hadley said, “there is pretty
good evidence that when people are unin-
sured, they tend to show up for care at a
more advanced stage. The process of care
with insurance would be more effective and
efficient with benefits that would potentially
offset some of these costs.”

The article, “Covering the Uninsured:
How Much Would It Cost?,” is posted on
the Web at <www.kff.org/content/2003/
20030604/>. &
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Cost of Bringing New Drugs
'To Market Rising Rapidly

Rising costs for clinical testing of new drugs, among other factors,
appear to have contributed to a steep increase in total research and
development costs for drug manufacturers.

he average total research

and development cost for

new drugs in the late 1990s

was $897 million, accord-

ing to a report by the Tufts

Center for the Study of Drug Development.

"That total was more than double the av-

erage total cost of bringing a new drug to

market in the 1980s, and more than five
times the cost in the 1970s.

BY MARK MORAN

"This rapid rise in research and develop-
ment (R&D) costs has been driven largely
by steep increases in the costs of clinical
testing, which have grown five times as fast
as preclinical testing costs, the center states.

The Tufts Center for the Study of Drug
Development, affiliated with Tufts Uni-
versity, provides strategic information to
help drug developers, regulators, and policy-

makers improve the quality and efficiency

of pharmaceutical development, review, and
utilization.

“The overall increase in costs was largely
driven by increases in development costs
during the clinical studies period, as op-
posed to basic research,” Joseph DiMasi,
Ph.D., director of economics for the cen-
ter, told Psychiatric News. “The number of
subjects has increased substantially over the
period, and the complexity of clinical trials
has increased, with more procedures being
applied and more tests than in the past.”

A particularly noteworthy component of
the increase in costs of clinical testing is the
rise in “postapproval” research and develop-
ment. This refers to clinical studies performed
after FDA approval—known as Phase IV
studies—which are often mandated in the
case of drugs that are put on a fast track for
approval. Fast-track approval status requires
manufacturers to commit to continuing clin-
ical testing after marketing approval.

Most of the drugs on fast-track approval
are developed for cancer or AIDS, DiMasi
said. While fast-track approval was origi-
nally designed for drugs to treat life-threat-
ening conditions, he continued, it is in-
creasingly being used for drugs to treat se-
rious conditions, but not immediately life
threatening.

“The FDA is opening more drugs to
postapproval commitments, thereby shift-
ing the R&D costs to the postapproval pe-
riod,” DiMasi said.

Other Reasons at Work

Also contributing to the rise in clinical
testing costs is the fact that more compa-
nies are testing their products against com-
petitors’ drugs, as opposed to testing them
against a placebo. Those tests are longer
and require larger sample sizes, DiMasi said.

Alan Gelenberg, M.D., chair of APAs
Committee on Research on Psychiatric
Treatments, acknowledged the validity of the
study’s findings, but said there may be many
factors involved in the increase in R&D costs
that are unrelated to the development of
drugs, including the costs of mergers within
the pharmaceutical industry.

Gelenberg also said that while the phar-
maceutical industry is spending more
money on research and development, re-
searchers at academic medical centers—
which have traditionally relied on pharma-
ceutical funding of clinical studies to fi-
nance research projects—have actually
found their resources shrinking as compa-
nies have turned to contract research or-
ganizations to conduct clinical studies.

Gelenberg is professor and chair of psy-
chiatry at the University of Arizona.

Three Decades of Studies

The Tufts Center study is the third in a
series of studies on the costs of drug devel-
opment. The first, published in 1979, looked
at the costs of drugs brought to market ap-
proval during the 1970s; the second looked
at costs in the 1980s; the recent study looks
at costs of research and development for
drugs brought to market in the late 1990s.

Data for the present study were obtained
from 10 multinational, foreign, and U.S.
pharmaceutical firms through a confidential
survey. Data were collected on clinical phase
costs for a randomly selected sample of in-
vestigational drugs in development by firms
participating in the study. Sixty-eight drugs
were studied, including those that made it to
market, drugs that were not brought to mar-
ket, and some that were still in development.

DiMasi told Psychiatric News that a new
study not yet published will be looking at
costs of drug development by therapeutic
category. That report will look at drugs in
four categories: analgesic drugs, anti-in-
fection drugs, central nervous system drugs,
and cardiovascular drugs.

Another noteworthy finding, DiMasi
said, was that drug companies appear to
have become better at weeding out drug
failures early in the development process.
The rate of drugs that failed Phase I test-
ing was 37 percent in the 1990s, compared
with 32.5 percent in the 1980s.

Yet even with this increasing success at
weeding out failures before they proceed to
more expensive testing and development,
only 21.5 percent of the drugs that begin
Phase I clinical trials ever get to market, ac-
cording to the center.

“Making the process more efficient in-
volves making earlier decisions and attempts
to shorten the development process,”
DiMasi said. H
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Regulatory and Legal Briefs

* Lamictal was approved June 23 by the
FDA for the maintenance treatment of
adults with bipolar I disorder. The drug
delays the onset of mood episodes (de-
pression, mania, hypomania, mixed
episodes). Lamictal is only the second
medication (lithium was the first) to be
approved for the long-term maintenance
of patients with bipolar disorder. While
Lamictal delays the onset of mood
episodes, it has not been found to be an
effective treatment for ending an acute
mood episode. Common adverse events
include nausea, insomnia, somnolence,
back pain, and rash. Complete prescrib-
ing information is available on the Web
at <www.lamictal.com>.

Research Briefs

* Monitoring lithium levels is routine;
however, new research indicates that the
utility of lithium blood levels in women
who are breast-feeding may not be a good
estimate of how much of the medication
may be passing to the infant. In a study from
the Motherisk Program in Toronto, lithium
levels present in breast milk were found to
be widely variable, ranging from zero to 30
percent of the maternal dose.

Therapeutic  Drug  Monitoring 2003,
25(3):364-366

* Antipsychotic prescribing has been
shown in the past to be subject to cultural
and racial bias. A new analysis of data from
January 1996 through August 1998 indi-
cates the bias was still present. When
other demographics were controlled for
in a sample of 2,600 patients receiving
medication through the Texas Medicaid
system, African Americans were found to
be significantly less likely to receive a
newer, atypical medication, such as olan-
zapine, than haloperidol.

7 Clin Psychiatry 2003; 64:635-639

® NSAIDs may not be of any benefit to pa-
tients with Alzheimer’s disease. Non-
steroidal anti-inflammatory drugs have been
linked in previous research to a slowing of
the rate of decline of patients with mild to
moderate Alzheimer’s. Laboratory data have
also indicated that these drugs may decrease
the formation of pathological amyloid
plaques. However, in a report from the
Alzheimer’ Disease Cooperative Study con-
sortium, two NSAIDs, rofecoxib and
naproxen, were found to have no signifi-

Medication
Names and
Manufacturers

The following medications appear in this
edition of Med Check.

Citalopram: Celexa (Forest)
Escitalopram: Lexapro (Forest)
Fluoxetine: Prozac (Lilly), generic
Haloperidol: Haldol (McNeil)

Lamotrigine: Lamictal (GlaxoSmithKline)
Lithium; Lithobid (Solvay), Eskalith (GSK),
numerous generics

Memantine: brand name pending FDA re-
view (Forest)

Naproxen: Anaprox (Roche)

Olanzapine: Zyprexa (Lilly)

Rofecoxib: Vioxx (Merck)

Sertraline: Zoloft (Pfizer)
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cant effect on patients’ ADAS-Cog scale
scores compared with placebo over one year.
JAMA 2003; 289(21):2819-2826

* Long-term benzodiazepine use does not
appear to lead to notable escalation in doses.
A review of more than 2,400 patients in the
New Jersey Medicaid system looked for pa-
tients who had received prescriptions for
benzodiazepines indicating at least two years
of continuous use. No clinically or statisti-
cally significant changes in dosage were ob-
served over time. The overall incidence of
escalation of dose was 1.6 percent. Those at
higher risk of dose escalation were patients
who also were prescribed antidepressants
and those who filled duplicate prescriptions
at multiple pharmacies over short periods
of time. Elderly and disabled patients had
lower risk of dose escalation than did
younger patients.

Psychiatric Services 2003;54:1006-1011

* Discontinuation of antidepressants in
patients with bipolar disorder significantly
increases patients’ risk of depressive re-
lapse. A total of 84 patients who had
achieved remission from a depressive
episode with an antidepressant added to
a mood stabilizer were followed for at least
one year. One year after successful anti-
depressant response, 70 percent of the 43
patients who had stopped the antidepres-
sant within the first six months had expe-
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rienced a depressive relapse, compared
with 36 percent of the 41 patients who
had continued their antidepressant med-
ication beyond six months. No apparent
effect was seen in incidence of manic
episodes between the two groups.

Am F Psychiatry 2003; 160:1252-1262

¢ Escitalopram appears to be effective
and is well tolerated by patients with de-
pression treated in the primary care set-
ting. An eight-week, double-blind, placebo
trial compared escitalopram with citalo-
pram and placebo. Escitalopram was sta-
tistically significantly better than placebo,
based on scores from the Montgomery-
Asberg Depression Rating Scale. In addi-
tion, both medications were well toler-
ated, with adverse effect rates equivalent
to those of placebo. Patients taking esci-
talopram had a significantly higher rate
of response than those taking both placebo
and citalopram.

Int Clin Psychopharmacology 2003; 18(4):211-217

* Sertraline may be more effective than flu-
oxetine for treatment of anxious depression.
In an analysis of five double-blind com-
parator studies with a total of 650 patients,
both drugs were found to have a compara-
ble antidepressant effect in general in pa-
tients with major depression. However, when
data were analyzed according to subgroups
of patients with anxious depression com-
pared with those with severe depression, ser-
traline was linked to significantly greater im-

provement on the Hamilton Depression Rat-
ing Scale in those with anxious depression.
Int Clin Psychopharmacology 2003; 18(4):203-
210

o Sertraline appears to be effective and
well tolerated in elderly patients with de-
pression. In a study of more than 550 pa-
tients randomly assigned to receive either
sertraline or placebo, the patients taking
sertraline had significantly more improve-
ment in their scores on the Hamilton De-
pression Rating Scale and the Clinical
Global Impression severity and improve-
ment subscores.

Am F Psychiatry 2003; 160:1277-1285

Industry Briefs

® Forest Laboratories announced June 19
that a preliminary analysis of data showed
that there was no significant difference
between patients who had mild to mod-
erate Alzheimer’s disease and were given
memantine in combination with a
cholinesterase inhibitor compared with pa-
tients who received placebo and the same
cholinesterase inhibitor.

Previous research had shown both re-
ductions in the rate of decline as well as im-
provement in scores on cognitive exams in
patients with severe Alzheimer's disease tak-
ing memantine alone. Researchers had
hoped that the combination of memantine,
added to standard cholinesterase therapy
would produce more improvement than
memantine alone. H

Slashing Methadone Programs
Carries Hidden Costs

Evidence that methadone treatment saves money comes from the
streets of Portland and from a think tank in North Carolina.

eal-world experience and a speculative
Rcost-simulation model both lead to a
similar conclusion.

Methadone treatment saves money when
its price tag is offset by the costs to the crim-
inal justice system of persons who are ad-
dicted to heroin.

Oregon Public Radio (OPR) examined
the impact of the forced weaning of an esti-
mated 1,500 addicts off methadone when
that treatment was phased out beginning
March 1.

The reduction in services came about
when Oregon state officials eliminated pre-
scription drug benefits, outpatient mental
health benefits, and substance abuse treat-
ment for 100,000 persons who are eligible
for the Oregon Health Plan but do not meet
income-eligibility criteria to be part of the
“mandatory” population guaranteed cov-
erage through the Medicaid program.

"Typically, they are adults whose incomes
are below the federal poverty level but who do
not otherwise qualify for Medicaid by fitting
into a category of eligibility defined in Med-
icaid legislation (Psychiatric News, April 4).

At the time, David Pollack, M.D., med-
ical director of the Office of Mental Health
and Addiction Services in the Oregon De-
partment of Human Services, told Psychi-

BY KATE MULLIGAN

atric News that the elimination of reim-
bursement for methadone is a good exam-
ple of how many of the cuts are “penny wise,
but pound foolish.”

OPR reporter Kristian Foden-Vencil re-
ported on April 4 that CIiff Jensen, com-
mander of Portland’s East Precinct, said
that crimes like burglary and shoplifting
were up more than 40 percent since Janu-
ary. Jensen said that the “addictive lure” of
drugs like methamphetamine and heroin is
so strong that people who are no longer
getting help at social-service agencies are
reverting to their previous lifestyles.

She also quoted Gerald Parker, a recov-
ering addict who was losing his methadone
treatment. He warned the public of the ef-
fect of the cuts. “There’s going to be a lot
more stealing; the stores are going to start
raising their prices again. If you get caught,
you’ll have to go to the judicial system,
where it costs them to take you to court.
Housing in the jails [costs money as well],
so it’s going to cost more in the long run
than to pay for the methadone program.”

In a presentation at the AcademyHealth
meeting in Nashville in June, Gary Zarkin,
Ph.D., offered a different kind of testimony
to the economic costs of addiction. He said
that the mean figure was $1,061,639 for

S

lifetime crime and criminal justice costs for
an individual who had ever used heroin.

That finding came from a speculative
analysis in which the benefit-cost ratio for
outpatient methadone treatment was cal-
culated over the lifetime of an individual
through use of a simulation model.

Zarkin is director of the Center for In-
terdisciplinary Substance Abuse Research
at RTT International in North Carolina.

He said that previous studies had exam-
ined the costs and benefits of a single-treat-
ment episode. Those studies typically have
yielded a cost-benefit ratio of 4.9. Drug
abuse, however, is a chronic condition and
usually is not treated successfully in one
treatment episode. So, according to Zarkin,
a simulation model is helpful because it can
predict benefits and costs over a lifetime.
With the model, the lifetime cost-benefit
ratio rose nearly 10-fold to 40.

A simulation model is an analytical
method meant to imitate a real-life system.
It calculates multiple scenarios of a model
by repeatedly sampling values from prob-
ability distributions for the uncertain vari-
ables and using those values for the cell.

Researchers have used simulation mod-
els to evaluate costs and benefits of treat-
ment for other chronic conditions, such as
coronary heart disease and diabetes.

Zarkin and his colleagues used age, gen-
der, current heroin use, heroin use history,
methadone treatment history, and em-
ployment status to establish probability dis-
tributions. They considered six outcome
factors that are central to determining the
cost-benefit ratio: heroin use, methadone
treatment, criminal behavior/criminal jus-
tice, time spent incarcerated, employment,
and health care costs. H



PFIZER XANAX XR
P4C

Rugust 1, 2003 / PSYCHIATRIC NEWS



PFIZER XANAX XR
P4C

m PSYCHIATRIC NEWS / August 1, 2003



PFIZER XANAX XR
P4C

Rugust 1, 2003 / PSYCHIATRIC NEWS m



August_1 2003.gxd

7/24/2003

2:13 PM Page 30

—p—

Intimate-Partner Murders
"Tied to Several Factors

What factors increase a woman’s chances of being murdered by her
partner? Having a physically abusing, unemployed, gun-possessing,
or threatening partner are four of them, a new study suggests.

ven though American women

may fear being murdered by

a stranger on the streets, they

are more likely to be killed by

a spouse, lover, ex-spouse, or
ex-lover.

But which intimate partners pose the
greatest dangers to American women?
Jacquelyn Campbell, Ph.D., a professor of
nursing at Johns Hopkins University, and

BY JOAN AREHART-TREICHEL

colleagues, conducted a study to answer
that question.

"The focus of their study was 220 women
who had been killed by intimate male part-
ners, the intimate partners themselves, 343
women who had been physically abused or
threatened with a weapon by a current or
former intimate partner within the past two
years, and the current intimate partners of
these 343 women. In other words, the 343

women and their current partners served
as control subjects.

The researchers compared certain char-
acteristics of the partners who had killed
with those of the current partners of the
343 control subjects to identify factors that
increase a woman’s chances of being mur-
dered by her intimate partner.

The researchers found that 70 percent of
the partners who had killed had been physi-
cally abusive, whereas only 10 percent of the
current partners of the control subjects were
physically abusive. Thus, physical abuse ap-
pears to be a major risk factor for intimate
partner femicide, as other studies have found.

What’s more, having a partner who is
unemployed, has a gun, and threatens to
kill his partner were found to be risk fac-
tors. So was a partner’s use of illicit sub-
stances. However, a partner’ use of alco-
hol was not, nor were a partner’s prior ar-
rests for intimate-partner violence. In fact,

m PSYCHIATRIC NEWS / August 1, 2003

arrests for domestic violence actually de-
creased the risk of murder.

Campbell and her team also used the
data they had collected about their subjects
to pinpoint circumstances that increase a
woman’s chances of being slain by an inti-
mate partner. One, they found, is living
with an intimate partner while also living
with a child from a previous relationship.

Another is living with a physically abu-
sive partner, then separating from him, es-
pecially if he is highly controlling. Still an-
other is leaving a physically abusive part-
ner for another partner.

The results of the study by Campbell
and her colleagues appear in the July Amzer-
ican fournal of Public Health.

The study was funded by the National
Institutes of Health, Centers for Disease
Control and Prevention, and National In-
stitute of Justice.

An abstract of the study, “Risk Factors for
Femicide in Abusive Relationships: Results
From a Multisite Case Control Study,” is
posted on the Web at <www.ajph.org/cgi/
content/abstract/93/7/10892>. A

Autism Research
Focus of Major
NIMH Initiative

Autism researchers at academic
centers across the U.S. are bene-
fiting from a five-year grant from
the National Institutes of Health.

he National Institutes of Health (NTH)

has awarded almost $10 million in grants
to six new research centers to study the bi-
ological basis of autism and advance treat-
ments for those with autism.

The funding is part of a larger initiative
of NIH called the Studies to Advance
Autism Research and Treatment Centers
Program (STAART), which is funded by
the NIH Autism Coordinating Committee.

“This major network of centers will ac-
celerate advances in our knowledge about
autism causes and treatments and help us
to achieve our mission of reducing the bur-
den associated with autism spectrum dis-
orders,” said Thomas Insel, M.D., in an
NIH press release last month.

Insel is director of the National Insti-
tute of Mental Health and chair of the NIH
Interagency Autism Coordinating Com-
mittee.

The STAART centers that received
funding are located at the University of
Washington in Seattle, which received $1.6
million to research autism; University of
California, Los Angeles, $1.4 million;
Boston University, $1.7 million; University
of Rochester, $1.5 million; Kennedy
Krieger Institute in Baltimore, $1.5 mil-
lion; and Mt. Sinai Medical School, $1.6
million.

Last year NIH funded two STAART
autism researchers at the University of
North Carolina—Chapel Hill and at Yale
University.

Investigators at each STAART center
will use the grant money to conduct re-
search on autism’s causes, diagnosis, early
detection, prevention, and treatments.

This year’s grants are just the begin-
ning—NIH is expected to spend $65 mil-
lion over the next five years on the eight
autism research centers, according to the
press release. W
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Skepticism Greets Report
Of Schizophrenia Recovery

Schizophrenia has long been considered a chronic, neurodegenera-
tive disease. Yet some people do improve considerably over time, rais-
ing questions about both the definition of the disease and the mean-

ing of the word “recovery.”

he unblighted landscape of

lucidity and mental health

and the delusional regions

of schizophrenia are be-

lieved to be separated by a
chasm no one traverses.

Yet Frederick Frese, Ph.D., has by his
own account crossed the terrain more than
once, as if the two places were a contigu-
ous territory with an uncertain boundary.

A psychology faculty member in the de-
partments of psychiatry at two medical
schools, a frequent speaker, a former board
member and vice president of the National
Alliance for the Mentally I1I, and a long-
time clinician at a major psychiatric hospi-
tal, Frese would seem to have covered, and
recovered, much ground since the days
when he was first diagnosed with paranoid
schizophrenia in 1966.

But whether Frese has “recovered” from
schizophrenia—or, to put the matter an-
other way, if what he has recovered from
was schizophrenia or something else—is a
matter of debate for some.

Not for Frese. He recounts with candor
his years in and out of state, county, mili-
tary, VA, and private hospitals and—with a
degree of humor—his time as a serviceman
ata Marine Corps barracks when he became
convinced that he had discovered a plot by
the enemy to hypnotize high-ranking mil-
itary officials. Or the day he was carried off
in an ambulance from a cathedral following
a breakdown when he believed he had
“cracked the code of the universe,” uniting
the wisdom of the East and the West.

“I have been diagnosed and treated for
schizophrenia for 35 years,” he told Psychi-
atric News. “In light of my history, it is dif-
ficult for me to understand how one can
argue that I have been misdiagnosed. But
the mental health professions have been
wedded to the belief that you can’t possi-
bly recover, and I have been told—some-
what tautologically—that if I have recov-
ered, I must have had something else.”

Throughout those 35 years, Frese has
been treated with drugs, gotten better, and
relapsed from time to time. To this day, he
said, he continues to experience symptoms.
Yet he has also compiled a record of pro-
fessional and personal achievement that
many would envy.

So it would seem that “recovery” from
schizophrenia—or from many mental ill-
nesses—is a tricky concept. “It is not accu-
rate to characterize anyone who is subject
to symptoms as fully recovered,” Frese said.
“I don’t characterize myself as recovered,
but recovering.”

Neurodegenerative Disease?

The prospect of recovery does, in fact,
fly in the face of orthodox psychiatric belief,
which has held to the definition of schizo-
phrenia—put forward more than a century
ago by the German neurologist Emil Krae-
pelin—as a chronic, neurodegenerative
brain disease.

But some researchers today cite a body
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of 10 longitudinal studies of two-to-three
decades in length showing that many people
with schizophrenia do in fact recover to some
degree and that some go on to live lives that
may be indistinguishable from the healthy.

In 1987 Courtenay Harding, Ph.D., pub-
lished findings from a 32-year longitudinal
study of 269 back-ward patients from Ver-
mont State Hospital. This intact cohort par-
ticipated in a comprehensive rehabilitation
program and was released to the commu-
nity in a planned deinstitutionalization ef-
fort during the mid-1950s. At their 10-year
follow-up mark, 70 percent of these patients
remained out of the hospital, though social
isolation and recidivism were common.

Twenty to 25 years after their index re-
lease, 262 of these subjects were blindly as-
sessed and rediagnosed using modern cri-
teria with structured and reliable protocols.
One-half to two-thirds of them had
achieved considerable improvement or re-
covery, corroborating findings from Eu-
rope and elsewhere.

But Harding said that her findings, and
the notion that people with schizophrenia
recover, is greeted generally with skepti-
cism. “People look at me like I am from an-
other planet,” she told Psychiatric News.

Harding is director of the Institute for
the Study of Human Resilience and senior
director of the Center for Psychiatric Re-
habilitation at Boston University.

She added that the skepticism is not dif-
ficult to understand given that few studies
on the course of schizophrenia have taken
a longitudinal approach. “What happens in
most research strategies is that the investi-
gators follow a cohort of convenience for
a short time while they are still in treat-
ment,” Harding said.

Consequently, the literature tends to cor-
roborate what psychiatrists see on a day-to-
day basis: chronic disease and recidivism.
But Harding said that impression is a clas-
sic example of the “clinician’s illusion”—a
misapprehension about the nature of dis-
ease, common to any number of chronic
conditions, that is an artifact of a physician’s
practice: The physician tends to see only
those patients who are sickest and who do
not respond to treatment, while those who
are less infirm and respond are—naturally
enough—seen less frequently or not atall. In
time, the physician cannot help but form an
impression of nearly incurable chronicity.

“Any clinician worth his salt will tell you
it happens,” Harding said. “You get inured
to what the range is because you keep see-
ing these [chronic] people right in front of
your nose.”

And the short-term clinical reality of
schizophrenia is frequently dismal. “The
day-to-day experience is heavily crowded
caseloads and shelters where it doesn’t look
like anyone is getting better,” she said. “The
expectation is that you do stabilization and
maintenance with medication and entitle-
ments, and that’s the best you can do.”

Yet Harding said that outside the range
of the “clinician’s illusion” are uncounted

patients who have passed through and out
of systems of care, gotten married, and are
holding jobs. “Most of them are not even
known in the community as having mental
illness,” she said. “They have gone about
their lives and are embedded in society.”

Influenced by Kraepelin

The concept of schizophrenia as a dis-
ease from which no one recovers is itself em-
bedded in history. Robert Spitzer, M.D., who
was editor of DSM-III, said that the criteria
for schizophrenia in that edition—and suc-
ceeding editions—were heavily influenced
by researchers who took as their guide the
definition proposed by Kraepelin.

Moreover, Spitzer said that Harding’s
statistics about recovery “seem very dubi-
ous” to many clinicians—though he ac-
knowledges that the “clinician’s illusion” is
a phenomenon to be reckoned with.

While claiming to hold no doctrinaire
position himself, he added, “As a clinician,
if I saw someone who had schizophrenia
and who had fully recovered, I would per-
sonally be very puzzled.”

Harding believes that schizophrenia is
not one disease, but comprises a “group of
schizophrenias,” and that heterogeneity of
outcome is the true hallmark of the disor-
der. She said that research has shown a
range of prognoses, with affective disorders
having the best, followed by schizoaffective
disorders, paranoid schizophrenia, and then
those with disorganized thinking.

“The course of schizophrenia is a much
more complex and heterogeneous process
than has been appreciated,” she said. “The
narrow medical model targets pathology,
whereas a recovery model targets strengths
of the individual, the family, the clinician,
the social network, and systems of care upon
which to build the rehabilitation process.”

Long-Lasting Implications

William Carpenter, M.D., director of
the Maryland Psychiatric Research Center
(MPRC), agrees that schizophrenia is much
more likely a cluster of syndromes than a
single disease. “There may be forms of the
illness that meet current criteria from which
recovery does take place,” he told Psychi-
atric News.

But Carpenter holds a somewhat more

circumspect view of the prospects for re-
covery. “In the main, the people who meet
the criteria are likely to have long-lasting
adverse implications,” he said. “The ques-
tion of recovery then becomes entirely a
matter of how you define recovery. If you
define it as living and functioning as if one
never had the disease, that rarely happens.
If you define it as being clinically stable and
making a good adaptation, that probably
happens with some frequency, but it would
still be a minority of patients.”

He added, “You can have a favorable
course without it being as though you never
had the disease.”

Further, the measures of “recovery” are
likewise relative: a patient may be working
full time but in a very diminished capacity
compared with what he or she might have
been capable of without the disease.

Carpenter said he was at one time dis-
trustful of his own possibly illusory under-
standing of schizophrenia, derived from the
patients he saw at the MPRC—they are
largely very sick and have not responded to
treatment. “For a long time I thought our
view of the disease was heavily tainted by
Kraepelin, and that we needed a more epi-
demiologically based understanding,” he said.

In the late 1980s he participated in a study
of “first episode” schizophrenia in the Suf-
folk County area of Long Island, N.Y. The
study, published in the January 1998 Amer-
ican fournal of Psychiatry, looked at the course
of disease in a community sample of young
patients who were being treated very early.

“Arguably, we would be seeing a popu-
lation that was much more representative of
the illness,” Carpenter recalled.

The preliminary results were sobering.
“The impression was that every story is a
sad story,” he said. “It reawakened in me
the view that even if you start with a rep-
resentative community sample of people
getting their first diagnosis, the illness takes
a really bad toll on almost all the people al-
most all the time.”

Carpenter agreed, however, that the or-
thodox view of schizophrenia as a disease
that always has an inexorably downward
course is simply wrong. Moreover, even in
the case of the sickest patdents there appears
to be some natural improvement with aging.

please see Recovery on page 37

Comprehensive Care Not the Norm

Recovery from schizophrenia may be a matter of debate, but researchers agree that the
prospects for any degree of recovery improve greatly when patients receive the best treat-
ments available—something that happens far less frequently than it should.

Those best treatments include not only medication, but also proven psychosocial strate-
gies aimed at involving the family, caregivers, and social network to build on strengths

rather than focus on pathology.

Courtenay Harding, Ph.D., notes, for instance, that in her long-term follow-up study of
deinstitutionalized patients in Vermont (see story above), those patients benefited from a
comprehensive, coordinated biopsychosocial rehabilitation program. “The program became
so well known that people came from all over the world to see it,” she said.

But such comprehensive treatment is the exception rather than the rule. Today the rule
is “low expectations, reduced collaboration, and system disarray.”

In 1989 the Schizophrenia Patient Outcome Research Team (PORT)—a project of the
federal Agency for Healthcare Policy and Research to look at the availability of best prac-
tices for a host of common conditions—found that the rates at which patients were offered
both medication and proven psychosocial treatment strategies were well below 50 percent.

The PORT found that psychosocial treatments are often prescribed at the point of hospi-
tal discharge but that follow-through in the community is low. Moreover, psychosocial treat-
ment varied in conformance rates based on location: Patients in some states are more
likely than those of another to be prescribed a vocational intervention and less likely to be
prescribed a family intervention or psychotherapy.

“There is a huge shortfall in the intellectual preparedness of the field,” said William Car-
penter, M.D., director of the Maryland Psychiatric Research Center. “Patients are very un-
likely to get the treatments that we know work.”
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skinesia Improves

With Amino Acid Cocktail

Branched-chain amino acids appear to improve significantly the ab-
normal movements of tardive dyskinesia, at least in men.

ranched-chain amino acids

(BCAA) may reduce symptoms

of tardive dyskinesia in patients

taking antipsychotic medica-

tions by an average of 36.5 per-
cent, compared with placebo.

In a double-blind, placebo-controlled
trial reported in the June issue of the Amer-
ican Journal of Psychiatry, the improvements
seen in patients treated with BCAA were
noted after the first week of treatment, sus-
tained throughout the three-week duration
of the trial, and highly statistically signifi-
cant. Patients who received placebo expe-
rienced a nonstatistically significant wors-
ening of the abnormal-movement patterns
associated with tardive dyskinesia (TD).

“Patients using the product experienced
significant improvement with minimal side
effects,” said Mary Ann Richardson, Ph.D.,
principal investigator of the study and direc-
tor of the Movement Disorders and Molec-
ular Psychiatry Division of the Nathan S.
Kline Institute for Psychiatric Research.
Richardson is also a professor of psychiatry
at New York University Medical School.

BY JIM ROSACK

BCAA, sold under the brand name Tarvil
in the United States, is classified as a med-
ical food by the FDA. A medical food is de-
fined as any food that is “formulated to be
consumed orally or administered enterally
under the supervision of a physician and
[is] intended for the dietary management
of a specific disease or condition that has
nutritional requirements.”

The FDA does not regulate medical
foods, but is in the process of proposing
rules to do so. The only regulations cur-
rently in force are a ban on the sale of med-
ical foods in general stores and supermar-
kets and a requirement that the label must
clearly state “that the product is intended to
be used to manage a specific medical dis-
order or condition.”

Tarvil is indicated “for the dietary man-
agement of tardive dyskinesia (TD) in
males.” The indication also notes that TD
is “an abnormal movement disorder thatis
secondary to the treatment of psychiatric
disorders with antipsychotic medication.”

The product is formulated as a powder
that when mixed with water forms a pineap-

ple-flavored drink. It is usually given three
times a day, with the dose titrated to pa-
tients” body weight and specific medical
condition.

Richardson and her colleagues observed
TD movement patterns and frequency in
patients through videotaped sessions at
baseline, one week, two weeks, and the end
point of three weeks. All videos were then
reviewed by Richardson, who was blinded
to which patient had been assigned BCAA
or placebo, as well as which of the four
recorded videos of each patient represented
which timepoint within the study.

The total number of patients assigned
to the two groups was 48. Of those, 36 (75
percent) completed the three-week trial.
On an intention-to-treat analysis with last
observation carried forward, 41 patients
who completed at least the first week of the
trial were included in the final data analy-
sis.

For the primary outcome measure—the
percent of change in tardive dyskinesia
movements—a significant decrease was
found at three weeks between patients tak-
ing BCAA (a 36.5 percent reduction in TD
movements) and those receiving placebo
(3.4 percent increase in TD movements).

No changes were noted in blood levels
of the antipsychotic medications, nor were
any significant changes seen in levels of
blood glucose. No significant differences
appeared between patients receiving BCAA
and placebo for overall physical examina-
tion, complete blood count, blood chem-
istry profiles, or urinalysis screens.

Brs {0 the editor

Off the Mark

he letter in the June 6 issue titled “Off

the Couch” in which Drs. David Brody
and Michael Serby refer to psychoanalysis
as a “marginalized treatment” no more rel-
evant to psychiatry than “musicology” re-
quires a brief reply.

Readers need refer only to the article on
the very same page to find compelling rea-
sons for valuing psychoanalysis both as a
technique for treatment and for its con-
cepts, which are so widely used in psycho-
dynamic psychotherapy. In his article “Uses
of Self in Psychiatric Training,” Dinu Gan-
gure, M.D., stated, “What I found helped
me understand and participate more effec-
tively in the psychotherapeutic process was
undergoing a personal psychotherapy my-
self.” Even if the juxtaposition of that arti-
cle and letter was simply fortuitous, Psychi-
atric News is to be congratulated on it.

The letter by Drs. Brody and Serby is
simply not reflective of residency programs
or of current thinking in psychiatry.

ANN R. TURKEL, M.D.
New York, N.Y.

Dr: Turkel is president of the American
Academy of Psychoanalysis and Psychodynamic
Psychotherapy.

nrs. David Brody and Michael Serby
mock psychoanalysis in their letter in
the June 6 issue. Trying to explain the rel-
evance of psychoanalysis to most psychi-
atrists is as difficult as explaining the rel-
evance of Einstein’s theories to one
schooled in Newtonian physics. The easy
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success of modern psychotropics and the
facile yet unproven theories of neuro-
chemistry lull many into the belief that
there is no unconscious mental life. My
personal analysis a quarter of a century ago
not only inspired my interest in psychia-
try at a time when the only antidepressants
were the tricyclics, but also demonstrated
that there was a subterranean mental
world.

Today I would not recommend psy-
choanalysis to 99 percent of my patients
in either the office or psychiatric hospital.
Yet the tool of psychoanalytic thinking and
the self-understanding it provides are as
relevant as the prescription pad I carry.
The fault is not with the patients or with
the method because of the difficulty of
submitting psychoanalysis to research
scrutiny or validation. Many theories of
modern physics were at first untestable be-
cause of limitations of technology. There-
fore, regretfully, we fall back on “anecdotal
reports,” which are perhaps the only sci-
entific instrument so far with any power
in psychoanalysis. Yet, this mode of testing
is not recognized as useful in contrast to
current double-blind, controlled methods
that are used when we deal with limited
variables in clinical trials.

Yet, even the seemingly rosy success of
cognitive therapy confirmed by these cur-
rent instruments is recently questioned be-
cause of ascertainment bias, not to mention
other weaknesses in methodology. The
closer we look at many psychiatric ques-
tions, the more confusing the issues be-
come.

MARKHAM KIRSTEN, M.D.
Fresno, Calif.

Army Psychiatry

H aving served in the U.S. Army from 1968
to 1973 during the height of the Vietnam
War, I read with interest the History Notes
column in the May 2 issue by Lucy Ozarin,
M.D.,, titled “Psychiatry in War.” Dr. Ozarin
described the psychiatric input into World
Wars I and II, but much less after that period.

As a young community psychiatrist with
a master’s degree in public health, I spent
three years of my psychiatry residency at Wal-
ter Reed Army Hospital and then two years
as the assistant psychiatry consultant in the
Office of the Surgeon General of the Army.

Community psychiatry was growing rap-
idly in the U.S. Army during this time. The
first community psychiatrist in the Army
was the chief psychiatric consultant to the
Surgeon General of the Army, Mathew Par-
rish, M.D., who was assisted by Billy E.
Jones, M.D. I replaced Jones as the assis-
tant psychiatry consultant. These are names
known to many APA members.

During my residency, as an experiment
in community psychiatry run by the Wal-
ter Reed Army Institute of Research, I was
placed with the 75th Engineering Battal-
ion at Fort Meade, Md., to see what com-
munity psychiatry had to offer to return-
ing Vietnam veterans.

During my time in the Army surgeon
general’s office, I had exceedingly interest-
ing consultative assignments. I served on the
Army Board for the Correction of Medical
Records for those who were inappropriately
discharged from the Army without a medical
discharge. I was the only non-general offi-
cer on the Morale and Discipline Commit-
tee, a group of general officers who deliber-

S

The only side effects noted were tran-
sient gastrointestinal distress following dos-
ing.

Blood levels of BCAA directly correlated
with dosing, and in patients receiving
BCAA, improvements noted at week one
predicted improvement at both week two
and week three.

The range of response within the
group taking BCAA varied significantly,
from a 60 percent or greater reduction
in TD movements in more than one-
third of the group to little or no change
in TD movements. However, only one
patient taking BCAA experienced an in-
crease in T'D movements on the medical
food.

“The magnitude of the clinical response
on a subject-by-subject basis in the [BCAA]
group. . .demonstrates the strong clinical
efficacy of the amino acids in treatment in
a majority of patients,” Richardson and
her colleagues pointed out. “These find-
ings also reflect the heterogeneity of tar-
dive dyskinesia and serve as a r