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APA Joins AMA to Fight
Expected ’04 Medicare Cuts
The government’s announcement last month of a cut in Medicare physi-
cian payment for 2004 heightens demand among physician groups for
reform of the way Medicare fees are established.

Proposed cuts in Medicare physician
payments for 2004 are drawing fire—
again—from the AMA and other

medical groups. 
Reiterating an earlier prediction that

physician payments would be cut next year,
the Centers for Medicare and Medicaid Ser-
vices last month announced that physician
reimbursement would decrease by an aver-
age of 4.2 percent in 2004. 

Michael Strazzella, deputy director for
congressional relations in APA’s Division of
Government Relations, said the government
ruling was under review, but early indica-
tions were that psychiatry would experience
an average decrease in payment of 4 percent. 

“APA is extremely troubled by the pro-
posed Medicare physician payment reduc-

BY MARK MORAN

tions for psychiatry and their potential im-
pact on the mentally ill receiving necessary
treatment,” he said. “APA, in coordination
with the AMA, is continuing to advocate for
an immediate legislative fix, as well as a long-
term solution to the payment formula.”

AMA President Donald J. Palmisano,
M.D., used the announcement once again

Elizabeth Childs, M.D., takes a mili-
tant stance toward mental illness. She
told Psychiatric News, “We’re in a fight

with mental illness. We can’t let it deny peo-
ple their lives.” 

With her appointment on June 30 as
Commissioner of the Department of Men-
tal Health in Massachusetts, Childs stepped
into an arena in which many of the relevant
battles will be waged. 

Massachusetts, like most other states,
faces budget shortfalls and has cut benefits
for mental health services and fees to those
providing them. 

She is already familiar with some of the
problems that come with her new job. 

As chief and director of psychiatry at

Elizabeth Childs, M.D., the first
psychiatrist in two decades to
head the Department of Mental
Health in Massachusetts, brings
multifaceted experience and broad
support from mental health advo-
cates to a difficult position. 

BY KATE MULLIGAN
MPS President James Ellison, M.D., told

Psychiatric News that Childs had helped
bring about a reorganization in MPS’s com-
mittee and office structures.

Carney Hospital in Dorchester, Mass.,
Childs learned firsthand of the problems
for hospitals that treat large numbers of
uninsured patients. 

She testified to state officials earlier this
year, “Providers. . .who continue to provide
services to this population face pressure ei-
ther to abandon their mission. . .or risk fi-
nancial collapse and closure, further limit-
ing access.” 

As immediate past president of the Mass-
achusetts Psychiatric Society (MPS), Childs
worked with a committee that advised the
state on principles for a Medicaid drug for-
mulary (Psychiatric News, May 16). 

“Work within the system,” she said. “You
have to make the big changes from the
ground up.” 

In applying those deceptively simple
rules, organizational skills are a big help. 

to urge reform of the way Medicare fees are
established. In the meantime, he called for
passage of the House of Representatives’
Medicare prescription drug bill, which en-
visions a 1.5 increase in physician payment
in the next two years. 

“Recent government-predicted cuts in
Medicare physician payments are further
evidence of a broken Medicare physician-
payment formula and the need for an im-
mediate Congressional fix,” Palmisano said.
“If the expected cuts in Medicare physician
payments are implemented, it could wreak
havoc on the ability of seniors and the dis-
abled to get the medical care they need.”

The AMA and other groups, including
APA, have argued that the Medicare pay-
ment formula does not reflect the health
care needs of beneficiaries.

please see Medicare on page 32

please see MH Commission on page 32

Psychiatrist
To Head
State’s MH
Commission

Wounded U.S. soldiers returning from the war in Iraq are receiving mental health
treatment from consultation-liaison psychiatrists at Walter Reed Army Medical Center in
Washington, D.C. See story on page 5.
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Election Alert
This issue of Psychiatric News
went to press before the candi-
dates for APA’s 2004 election
were announced. That informa-

tion is now available on APA’s Web site at
<www.psych.org>.

APA members thinking about running by
petition are asked to contact Carol Lewis at
clewis@psych.org or (703) 907-8527. Peti-
tions must be received at APA by WWeeddnneessddaayy,,
OOccttoobbeerr  1155..

ELECTION

Government News

Members in the News

“See” references appear on
pages 2,8,10,11,16
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established efficacy and safety for sedation and antianxiety use with 
pediatric specific data on dosing and adverse events

established pediatric indication for OCD, with pediatric age and sex 
specific dosing adjustments

efficacy and safety were not established for generalized anxiety disorder, 
with adult doses resulting in significantly higher blood levels in children

established pediatric indication for major depressive disorder and OCD; 
noted metabolic differences and decreased weight gain

efficacy in pediatric MDD not established; warning of higher risk of 
harmful/suicidal behaviors

efficacy in pediatric MDD not established; warning of higher risk of 
harmful/suicidal behaviors

for pediatric MDD and pediatric adverse event profile (label changes 
pending final FDA approval)

Midazolam (Versed)

Fluvoxamine 

Buspirone (Buspar)

Fluoxetine (Prozac)

Venlafaxine (Effexor)

Paroxetine (Paxil)

Sertraline (Zoloft)

Source: www.fda.gov/cder/pediatric/labelchange.html (as of August 22, 2003.)

The FDA’s Pediatric Exclusivity program has led to increased information on the safety and efficacy of 
the following psychotropic medications commonly used in children:

Status of Pediatric Labeling to Date

Indicated for pediatric use Not Indicated for pediatric use Indication pending
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Sertraline (Zoloft) may be an ef-
fective and safe treatment for
major depressive disorder in chil-
dren and adolescents. The finding
comes from a report of two ran-

domized controlled trials in the August 27
Journal of the American Medical Association.

The report from Karen Dineen Wagner,
M.D., Ph.D., a professor of psychiatry and
behavioral sciences and director of the di-
vision of child and adolescent psychiatry at
the University of Texas Medical Branch in
Galveston, and from the multinational Ser-
traline Pediatric Depression Study Group,
represents the largest positive medication
treatment trial in pediatric depression pub-
lished to date. Only three other similar clin-
ical trials have been published in peer-re-
viewed journals, two showing efficacy of flu-
oxetine (Prozac and generics) and one show-
ing efficacy of paroxetine (Paxil).

Prozac remains the only antidepressant
to carry a pediatric indication approved by
the Food and Drug Administration (FDA).

Use of antidepressants in pediatric de-
pression has been controversial for some
time, but became more so in June when the
FDA, along with the British Medicines
Control Agency, issued formal warnings to
physicians advising against the use of parox-
etine in children and adolescents.

The agencies cited a large data set (pooled
from nine clinical trials) submitted by Glax-
oSmithKline that revealed not only a lack of
efficacy—in the opinion of both agencies—
but also a potentially significant increase in
harmful behaviors, including suicidal ideations
and actions (Psychiatric News, July 18).

More recently, on August 22, Wyeth sent

Amid recent controversy surrounding the use of antidepressants in
children, two clinical trials suggest that sertraline may be an effective
treatment option.

BY JIM ROSACK

SSRI May Be Effective Treatment
For Children With Major Depression

out a “dear health care professional” letter,
reminding physicians that its brands of ven-
lafaxine (Effexor and Effexor XR) are not ap-
proved for use in children and adolescents. In
addition, the company advised it is volun-
tarily revising labeling for both medications
to include a statement that “safety and ef-
fectiveness in pediatric patients have not been
established” as well as a warning that clinical
trials have noted increased reports of “hos-
tility” and “suicidal ideations and self-harm.”

The report by Wagner includes data
from two randomized controlled trials in
376 children and adolescents (aged 6 to 17)
with DSM-IV-defined major depressive dis-
order of at least moderate severity.

Funded by Pfizer, the trials were un-
dertaken at the request of the FDA under
the provisions of pediatric exclusivity and
the Best Pharmaceuticals for Children Act
(see related article on page 16). Pfizer ac-
knowledged it has received a letter from
the FDA saying the company will “likely
be able to add the pediatric safety data” to
the Zoloft label; however, it was not clear
that the company would receive a pediatric
indication for the SSRI.

Study patients were randomly assigned
to receive either sertraline (50 mg to 200
mg per day) or placebo for 10 weeks. The
main outcome measures were the change
from baseline on the Children’s Depression
Rating Scale–Revised (CDRS–R) Best De-
scription of Child total score and any re-
ported adverse events.

Patients who received sertraline saw sig-
nificantly more improvement in their
CDRS–R scores than patients taking

please see Children on page 17

Clinical & Research News
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the results, and assess the
outcome.

APA’s Practice Guideline
Development Process for
BPD

The DSM-III publica-
tion in 1980 was the first
time borderline personal-
ity was officially defined.
In 1989 APA convened a
task force to review the
possibility of developing a

treatment guideline for patients with bor-
derline personality disorder. The group ap-
preciated that such treatment is very diffi-
cult; it is associated with severe transfer-
ence and countertransference problems and
has a highly variable outcome. The ques-
tions were there, but there was not enough
material in the literature to enable APA to
develop a treatment guideline.

The question of a guideline was revisited
in 1999, at which time there was a fair-sized
database that included some randomized
controlled studies. The guideline is not as
evidence rich as the treatment guideline for
bipolar illness, which cites 492 references,
but with 198 references, the BPD guideline
is certainly not evidence poor. In the BPD
guideline, important references to clinical
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please see From the President on page 30

Evidence-Based Treatment of BPD:
Not an Oxymoron

from the president

BY MARCIA GOIN, M.D.

Hearing the title of
my scheduled talk,
“Evidence-Based

Treatment of Borderline
Personality Disorder
(BPD),” colleagues kid-
ded me, saying. “Marcia,
that’s an oxymoron—a
concept as paradoxical as
‘airplane food’ or ‘postal
service.’ ‘Evidence?’
There’s not enough ‘evi-
dence’ on which to base
the treatment of BPD.” 

This reaction reflects common misper-
ceptions about what constitutes “evidence-
based medicine.” Similar misperceptions
probably prompted David Sackett, one of
the founders of the process, to write the
paper “Evidence-Based Medicine: What It
Is and What It Isn’t: Its About Integrating
Individual Clinical Expertise and the Best
External Evidence” (BMJ 1996; 312:71-72).

As Sackett stated, evidence-based med-
icine is not about making decisions based
solely on the results of controlled studies.
It is not about providing a cookbook ap-
proach or clinging rigidly to algorithms or
reifying evidence. It is about being clini-
cally and culturally sensitive and evidence
informed. Formulate the question, search
for answers, appraise the evidence, apply
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T he Answer Center
was created in Sep-
tember 1996 to im-

prove member service. It
serves as a call center with
four representatives field-
ing incoming calls and ei-
ther providing an “an-
swer” or locating the ap-
propriate staff person to
do so. 

When the Answer
Center was established, it
was staffed by two coordi-
nators and one manager. Over the past
seven years, the center’s staff has grown
from three to five and operates on an an-
nual budget of about $250,000. Its current
manager is longtime staff member Wendy
Squirrel.

The Answer Center is open Monday
through Friday from 8:30 a.m. to 6 p.m.
Eastern time to assist members and the gen-
eral public with a variety of requests. It av-
erages approximately 1,000 phone calls a
week through APA’s toll-free number at
(888) 35-PSYCH, of which 70 percent are
member related, 25 percent are from the
general public, and 5 percent are from pa-
tients. The Answer Center staff is able to
handle approximately 90 percent of all calls;
they also route an average of about 500 e-
mails received at apa@psych.org each
month and more than 700 faxes received
through the Association’s main fax at (703)
907-1085.

Here are some examples of the wide va-
riety of queries received in the Answer Cen-
ter:

• What are the qualifications for member
life status?
• What are APA’s CME requirements?
• How many CME credits can I receive
for attendance at the annual meeting and
the Institute on Psychiatric Services?
• How can I change my mailing informa-
tion?
• What is my dues balance, and can I pay
over the phone by credit card?
• How do I advance to general member
status, can I do this over the phone, and
how long before the change becomes ef-
fective?
• I’m thinking of opening a private prac-
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APA’s Answer Center
Meets the Challenge

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

tice. Do you have any in-
formation on opening a
practice?
• Whom do I contact to
order an APA appoint-
ment book?
• What is my APA mem-
ber number?

The Answer Center
also handles a variety of
inquiries from the gen-
eral public and patients.

In addition, the An-
swer Center is responsible for fulfillment
mailings for other departments within the
Association. It assists the Annual Meet-
ings Department by mailing the scientific
program submission forms, advance reg-
istration packets, and preliminary pro-
grams for the Association’s two major con-
ferences—the annual meeting and the In-
stitute on Psychiatric Services. For the
2003 annual meeting, the Answer Center
mailed out more than 2,000 submission
packets and 3,200 advance registration
packets to prospective participants. The
Answer Center fulfilled 800 requests for
the compliance materials for the HIPAA
rule on medical record privacy. In addi-
tion, the Answer Center mailed numerous
copies of the “Career in Psychiatry”
brochures for the Office of Education and
various other materials to members, staff,
and the general public.

The four Answer Center coordinators
and one manager are all fully knowledge-
able about APA’s services, programs, and
activities. The coordinators listen atten-
tively and courteously to details conveyed
by the caller and then skillfully probe for
information to decide whether they can
answer the inquiry or need to refer the
caller to the appropriate staff for resolu-
tion. The manager provides administra-
tive and backup support to the Answer
Center.

The Answer Center continues to strive
toward the goal of ensuring that both ex-
ternal and internal customers have a posi-
tive experience in all their interactions with
APA. 

Feel free to share your questions,
comments, and/or suggestions with me
at medicaldirector@psych.com. ■

the medical director’s desk

APA Wants to Hear From You!

APA President-Elect Michelle Riba, M.D., invites you to suggest APA members for potential
appointment to APA’s components. Because no president-elect can possibly know all mem-
bers with a record of expertise in a particular area, your recommendations are very impor-
tant.

All members in good standing are eligible to serve on APA components. Recommenda-
tions should include the member’s name, contact information (postal and e-mail addresses
and phone and fax numbers), primary practice type (private, academic, public, etc.), the
name of the component(s) for which you are recommending the individual, the individual’s
previous organizational experience (including district branch or APA activities), and area of
expertise.

Please speak with suggested individuals to confirm their interest in serving on an APA
component.

SSeenndd  yyoouurr  ssuuggggeessttiioonnss  bbyy  OOccttoobbeerr  1155  ttoo  AAppppooiinnttmmeennttss  CCoooorrddiinnaattoorr,,  AAssssoocciiaattiioonn  GGoovveerr--
nnaannccee,,  AAPPAA,,  11000000  WWiillssoonn  BBoouulleevvaarrdd,,  SSuuiittee  11882255,,  AArrlliinnggttoonn,,  VVaa..  2222220099..

Association News
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When U.S. soldiers are
severely injured
while stationed in
Iraq or Afghanistan,
once they are stabi-

lized overseas, they are sent for surgery and
rehabilitation to Walter Reed Army Med-
ical Center in Washington, D.C. The teach-
ing hospital has earned a reputation in the
military for providing high-quality patient
care.

Members of the psychiatric consulta-
tion-liaison (C-L) service visit the soldiers
daily to establish a therapeutic relationship.   

“We want the soldiers to see us as an ally
that they can turn to for help,” Harold Wain,
Ph.D., chief of the psychiatric C-L service
told Psychiatric News. “We thank the soldiers
for serving their country and introduce our-
selves as members of the trauma-treatment
team. We reassure them that we ask all in-
jured soldiers the same questions.”

The average length of stay at Walter Reed
is two weeks to one month for most injured
soldiers, said Wain. The main types of in-
juries are shrapnel wounds and severely dam-
aged limbs that require amputation, he said.

Wain estimated that more than 200 U.S.
soldiers had been treated at Walter Reed
from March, when Operation Iraqi Free-
dom (OIF) began, to last month. That es-
timate includes about 40 soldiers from the
conflict in Afghanistan. 

Wain uses brief therapeutic interventions
with the aim of preventing psychiatric stress
disorders three or four months later. He
honed this approach after the Pentagon was
attacked in 2001. He and Maj. Geoffrey
Grammer, M.C., an Army C-L psychiatrist,
met with hospitalized civilian patients bedside
and asked them about their experiences in a
nonconfrontational and supportive manner. 

“We also used an array of medications and
brief interventions including hypnotic and
cognitive reframing techniques,” said Wain. 

“We focus on a person’s positive traits
during brief psychotherapy to reinforce
their resilience. For example, a soldier

tom limb’ said he felt his toes were crossed
and he couldn’t uncross them. I taught him
a hypnotic technique that distracted him
from that sensation,” said Grammer.

Amputees typically have to adjust their
daily routines and activities once they re-
turn to their communities. “We help them
anticipate what chores or athletic activities
they can’t perform and suggest alternatives,”
said Grammer.

He talks frequently with family mem-
bers who are staying near the hospital. “I
ask them about the soldier’s circumstances
and how they’re coping. I give them per-
mission to take care of themselves because
they can be so focused on their loved one
that they forget about their own needs. I
also mention the family support group to
them to help ensure they can support the
soldier’s recovery,” said Grammer. 

The C-L service also provides support
groups for recovering soldiers, in addition
to individual counseling. ■

whose hand was blown off by a rocket-
propelled grenade thought to pick [the
hand] up and put in his gas mask for safe-
keeping so we could later reattach it. An-
other soldier who came under hostile fire
remembered to put a tourniquet around
his injured leg bone. Having a sense of
humor also helps soldiers cope with their
injuries,” said Wain.

Walter Reed is receiving between 30 and
40 OIF casualties a week. Many soldiers

display symptoms of acute stress disorder
including hypervigilance, startle responses,
flashbacks, and sleep disturbances, said
Wain. The C-L staff explain to injured sol-
diers that these are normal reactions to a
traumatic event and should disappear soon
with treatment. 

“If the symptoms become more frequent
or severe, we ask them to contact us, and
we can provide a referral to a local psychi-
atrist. We also call soldiers 30 and 90 days
postdischarge to get an update,” Grammer
told Psychiatric News.

The C-L service has diagnosed a hand-
ful of soldiers since March with posttrau-
matic stress disorder (PTSD). “They had
severe injuries and prolonged stays in the
intensive care unit,” explained Grammer.

He uses hypnotic techniques including
visual imagery to augment analgesics for
soldiers experiencing uncomfortable phys-
ical sensations after their limbs are ampu-
tated. “One soldier who experienced ‘phan-

Military Psychiatrists Key Part
Of Trauma-Treatment Team
The Walter Reed Army Medical Center in the nation’s capital had treated
more than 200 soldiers injured in Iraq and Afghanistan as of last month.
The psychiatric C-L staff are an integral part of the trauma-treatment team. 

BY CHRISTINE LEHMANN 

professional news

Support the
Foundation

Do you buy electronics, clothes, and airline tick-
ets online? Do you shop with retailers such as
Best Buy, Travelocity, Expedia, Hotwire, Price-
line, Gap, Dell, Kenneth Cole, Old Navy, Petco,
and 1-800-Flowers? 

If you do, then you can support the Ameri-
can Psychiatric Foundation at the same time
by making one extra click that connects with
these retailers through BuyForCharity.com at
<www.buyforcharity.com/allcategories.asp>.

A percentage of each sale (up to 35 per-
cent) will be contributed to the foundation. The
funds will be used to support the foundation’s
programs in education and research that are
raising awareness of mental illness and in-
creasing access to quality care.

MMoorree  iinnffoorrmmaattiioonn  iiss  aavvaaiillaabbllee  bbyy  ccoonnttaaccttiinngg
MMeegghhaann  SSaayyeerr  aatt  tthhee  ffoouunnddaattiioonn  aatt
MMSSaayyeerr@@ppssyycchh..oorrgg..
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threshold of 3.39 per-
cent. If cost increases
linked to the added
mental health care cov-
erage had exceeded this
amount, the parity
mandate would have
come to an end. Since
the ceiling was not
breached, the mandate
remains in effect at least
through the 2004 plan
year.

Sky Did Not Fall
The first-year data

show that parity “for
state employees for
treatment of mental ill-

nesses, including substance abuse, is pro-
viding improved care without the sky falling,
as the insurance industry predicted,”
Richard Harding, M.D., professor and in-
terim chair of the department of neu-
ropsychiatry and behavioral sciences at the
University of South Carolina School of
Medicine, told Psychiatric News. Harding is
also a former president of APA.

“The increase in utilization is marginal
and doesn’t even take into account the off-
set [in reduced usage] of other medical serv-
ices,” Harding said.

When the parity law went into effect on
January 1, 2002, state officials contracted
with the mental health carveout firm APS
Healthcare to manage the health insurance
company’s mental health care component.
The managed care company is responsible
for all services that beneficiaries obtain
through psychiatrists and mental health
professionals or from hospitals that provide
mental health care services.

The plan’s medical claims administrator,
Blue Cross and Blue Shield of South Car-
olina, continues to have responsibility for
mental illness treatment claims if the serv-
ices are provided by a physician who is not
a psychiatrist or mental health specialist. 

State officials attribute the minimal cost
increases linked to the parity mandate to
the decision to use a “behavioral health man-
agement firm” to control mental health care.

“It is thought that the ‘managed care’
approach taken by the plan with respect to
mental health parity—hiring a separate ad-
ministrator and requiring authorization of
all services through that administrator—is
responsible for the incremental costs falling
well below the estimate embodied in the
statute,” said Rob Tester, assistant director
of the South Carolina Budget and Control
Board’s Office of Insurance Services.

He added, however, that the second year
in which a new insurance benefit is offered is
when costs often show a substantial increase,
so the next years’ claims experience for men-
tal health care will be closely monitored. 

Despite the encouraging first-year cost
data, the parity mandate will expire at the
end of 2004 unless the state legislature votes
to extend it. Harding noted that the South
Carolina Psychiatric Association has already
begun working with lawmakers, advocacy
groups, and other professional groups to
ensure that the mandate is made perma-
nent. South Carolina does not have a law
requiring mental health care parity for cit-
izens other than state employees.

Mixed News in Vermont
In Vermont state officials earlier this

month received a report by the federal Sub-
stance Abuse and Mental Health Services

show that those alarms were false, though
both states attribute parity’s minimal cost
increases to the implementation, along with
parity benefits, of plans to manage mental
health and substance abuse care.

In July South Carolina released data
comparing the claims experience in its first
parity year—2002—with those of the last
mandate-free year.

State officials reported that adding a
mental health care parity requirement that

When South Carolina
implemented an in-
surance parity man-
date covering mental
health care for state

employees in 2002, and Vermont did so in
1998 for all its citizens, they did so in the face
of dire warnings from employers and the in-
surance industry that skyrocketing costs were
an inevitable consequence of parity laws. 

Data recently reported from both states

included cost controls
through managed care did
not even add 1 percent to
the costs incurred by the in-
surance plan.

The annual dollar in-
crease attributable to the
parity mandate was $16.65
per insured person, which
translates to an overall cost
increase of just .76 percent.

The total costs for all
types of services covered by
the state-sponsored health
insurance plan increased by
8.86 percent in the first year
of parity coverage. Without
the mental health care man-
date included, the increase
would have been 8.10 percent. 

This low percentage increase is signifi-
cant because the statute establishing South
Carolina’s parity plan set a cost-increase

States Find Parity Affordable:
Managed Care Gets Credit
Data on the costs of mental health services provided under parity man-
dates in South Carolina and Vermont show that guaranteeing em-
ployees this type of coverage adds very little to insurance bills.

health care economics

Richard Harding, M.D.: “Parity. . .
for treatment of mental illnesses,
including substance abuse, is
providing improved care without
the sky falling, as the insurance
industry predicted.”

BY KEN HAUSMAN

please see Parity on page 30
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Small-scale disease management
(DM) projects currently being
tested by the Centers for Medicare
and Medicaid Services (CMS)
could serve as a catalyst for more

widespread use of DM in the public sector.
While there are unique challenges to

making DM work in public programs, the
concept holds promise for cost-effective
improvement in health outcomes for chron-
ically ill beneficiaries, said Sandra Foote,
director of the Health Insurance Reform
Project at George Washington University.
The project is funded by the Robert Wood
Johnson Foundation. 

Foote wrote the report “Population-
Based Disease Management Under Fee-
for-Service Medicare,” which appeared in
the July Health Affairs.

She told Psychiatric News that though
specific disease management programs for
mental illness are not envisioned in the
Medicare program, and are relatively un-
common in the private sector, there is a sig-
nificant opportunity for effective manage-
ment of chronic mental illness. 

Foote cited data from a previous study
by the Health Insurance Reform Project
showing that mental illness is a major driver

Last year CMS announced a three-year
demonstration project for DM of benefi-
ciaries with advanced-stage congestive heart
failure, diabetes, or coronary heart disease. 

“This demonstration can help us learn
how well these programs work and how
best to make these services available to
Medicare beneficiaries,” said Health and
Human Services Secretary Tommy G.
Thompson at the time.

Thompson said that studies have shown
that a relatively small number of benefici-
aries with certain chronic illnesses account
for a disproportionate share of Medicare
expenditures. Patients with these condi-
tions typically receive fragmented health
care across multiple providers and multi-
ple sites of care, and they often require re-
peated, costly hospitalizations. 

The demonstration project was author-
ized by the Medicare, Medicaid, and
SCHIP Benefits Improvement and Pro-
tection Act of 2000 (BIPA).

Foote noted that in addition to the BIPA
projects, there are a number of other “co-
ordinated care” demonstrations authorized
by Congress in the Balanced Budget Act of
1997, a capitated DM demonstration re-
cently initiated by the Bush administration,
and an end-stage renal disease management
demonstration. 

“It is a rapidly evolving field,“ Foote said.
“People are trying to figure out ways to do
DM in the public sector that respond to pa-
tient-privacy concerns and that respect the
traditional role of the physician.”

But she said the demonstration projects
initiated by CMS are probably too small to
provide much insight into how well DM
would work on a program-wide basis.
“Many of them are being tried in settings

of costs among the under-65 population in
Medicare. And leaders of DM programs for
mental illness that do exist in the private
sector and in the Medicaid program say that
mental illness fits the model of DM that
has proven successful with asthma, diabetes,
chronic obstructive pulmonary disease, and
other chronic conditions. 

Foote observed that the venture into
DM marks not only a new direction in the
clinical care of public-sector patients, but
also in the role of CMS.

Government Role Shifts
Traditionally, that role has been to set

fees, pay claims, and administer programs,
but with the initiation of DM programs,
CMS is making a significant shift toward
quality improvement and management of
clinical services, she said.

“This is fairly new and is a response to
the fact that there are complications and co-
morbidities associated with chronic disease
that can be made less costly and less devas-
tating if they are managed better,” Foote
said. “Fragmentation of care and lack of sup-
port for patient self-care are major prob-
lems in the fee-for-service Medicare pro-
gram. Physicians typically don’t have timely,

accurate, and complete patient information
because the care is so fragmented.”

Drug Companies Launched DM
DM was introduced in the early 1990s by

pharmaceutical companies as a way to in-
crease patients’ compliance with medica-
tion—and, some would say, to increase
pharmaceutical sales. 

It has since evolved in the private sector
into a competitive industry in which private
companies contract with health plans to offer
comprehensive support services for specific
chronic-disease groups. Companies that offer
DM are typically paid a fee by a health plan
in return for a guarantee of savings. 

As Foote noted, DM programs vary
widely in the private sector, but they typi-
cally offer the following services as part of
a hybrid of beneficiary and physician support
services: periodic phone calls from program
staff, such as registered nurses; personalized
goal-oriented feedback on self-care; access
to 24-hour nurse call centers; and educa-
tional materials by mail, Internet, or video. 

Physicians Receive Alerts
Physicians may also receive alerts when

patients need medical attention, reminders
when preventive services are overdue, and
periodic patient-status reports. Some DM
programs have expert clinical information
systems that integrate evidence-based clin-
ical guidelines with participants’ data from
multiple sources, such as claims data and
self-reports. 

“The key concept is the identification of
populations whose outcomes are not good
and for whom there is evidence that they
are not getting the support they need to bet-
ter adhere to evidence-based care, includ-
ing self-care,” Foote told Psychiatric News. 

Disease Management Strategies
May Work With MH Care
Demonstration projects in disease management are being tested in
the fee-for-service Medicare program. Mental illness, though not specif-
ically targeted, could fit the disease management model that has proven
successful with other chronic conditions.

health care economics

BY MARK MORAN 

please see Strategies on page 30
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• The federal studies would almost cer-
tainly influence private insurers. “As a re-
sult, the government’s cost-based decisions
about medical access would be imposed on
many patients in both public and private
health plans.”
• Cost-effectiveness studies show which
drug works best, on average, for large num-
bers of patients, but the studies often over-
look the value of specific medicines for in-
dividuals or subgroups, like racial minori-
ties.
• Federal studies could stymie “incremen-
tal innovation.”

Psychiatrist Robert Rosenheck, M.D.,
told Psychiatric News, “There have been a re-
markable number of recent studies showing
that the source of funds for a study has a
strong impact on both its results and rec-
ommendations. This effect is particularly true
when commercial interests are involved. This
initiative could provide less-biased research
results. But we should not expect that costs
will necessarily go down. The more expen-
sive medications might be more effective.
What is important is that value—the health
benefit per dollar spent—will go up.” Rosen-
heck is director of the Department of Vet-
erans Affairs Northeast Program Evaluation
Center in West Haven, Conn., and a pro-
fessor of psychiatry at Yale University.

The bill was referred to the House Com-
mittee on Energy and Commerce. ■

sumer advertising, medical-journal adver-
tising, and physician meetings and events.
Detailing yielded an overall ROI of $1.72
for each extra $1 invested. 

Charles Goldman, M.D., who will pres-
ent the affirmative position at the institute
debate, told Psychiatric News that he will be
raising issues about detailing, which he de-

scribed as “a highly so-
phisticated process that
utilizes detailed data on in-
dividual prescribing pat-
terns and other character-
istics of each physician.” 

Goldman asserted,
“Pharmaceutical company
representatives’ use of gifts,
such as food and samples,
and of highly biased in-

structional materials is strategically linked
to the data in each physician’s profile.”

He said that “an even bigger problem
is that the pharmaceutical industry influ-
ences, directly or indirectly, much of the
published research on treatment alterna-
tives and efficacy. The problem is not with
the pharmaceutical industry as such, but
with the relative lack of psychiatric lead-
ership opposing these practices and urg-
ing independent control of research and
education by unbiased psychiatric profes-
sionals.” 

Michael Silver, M.D., who will present
the negative position in the debate, told

Escalating costs of prescription
drugs loom large in debates
about Medicare and Medic-
aid and have led to heated dis-
cussions about the appropriate

role of pharmaceutical companies in mar-
keting their products. 

In response to this interest, the Scien-
tific Program Committee
of APA’s Institute on Psy-
chiatric Services will offer
a debate, “Resolved: It is
Unethical for Psychiatrists
to Invite Sales Represen-
tatives to Market Products
Through Such Methods
as Educational Materials,
Samples, and Gifts in
Clinical Settings,” at the
institute, which is being held October 29
to November 2 in Boston. 

Committee member Charles Huffine,
M.D., told Psychiatric News that no issue
raises more passion among community
psychiatrists than the propriety of phar-
maceutical companies trying to influence
the clinical decision making of psychia-
trists.

Huffine is the immediate past president
of the American Association of Commu-
nity Psychiatrists. 

Community psychiatrists are in a bind,
he said, because they are acutely aware of the
effect of prescription drug costs on patients
with low incomes and disturbed about the
role of marketing in driving up those costs. 

Good relationships with pharmaceuti-
cal representatives can be important, how-
ever, because they help provide access to
prescription drugs through samples and as-
sistance in enrolling low-income patients
in programs that provide free drugs. 

The Blue Cross and Blue Shield Asso-
ciation released a report, “Getting Doctors
to Say Yes to Drugs: The Cost and Qual-
ity Impact of Drug Company Marketing to
Physicians,” that compiles results from var-
ious studies and surveys exploring issues re-
lated to the marketing practices of phar-
maceutical companies.

Using data reported by the Kaiser Fam-
ily Foundation, report authors Michael Mil-
lenson and Mervin Shalowitz, M.D., stated
that spending on detailing grew by ap-
proximately $1.8 billion between 1996 and
2000 and totaled $15.7 billion in that year
(see chart).

Detailing includes various practices by
which sales representatives present phar-
maceutical products to physicians. 

“Detailing pays off for companies even
at very high levels of expenditure,” ac-
cording to a study reported by the authors.

Scott Neslin, professor of marketing at
Amos Tuck School of Business at Dart-
mouth College, analyzed the marketing of
391 drugs with revenues of at least $25 mil-
lion each during the period of 1993 to 1999.

He measured the average return on in-
vestment (ROI) that resulted from in-
creasing the budgets of four major mar-
keting strategies: detailing; direct-to-con-

Psychiatric News that
physicians, not pharma-
ceutical companies, are
ultimately responsible for
what they prescribe.

“The drug companies
are not doing anything
illegal,” he said. “They
are maximizing their
profits, as do other com-
panies in a capitalistic so-
ciety.” 

Silver added, “There
are few incentives within
the current health care
system for physicians to
be cost-effective in their
prescribing habits.”

The business aspects
and costs of health care
have been ignored by pa-
tients and doctors alike
until fairly recently, he argued. 

The Millenson and Shalowitz report
noted that marketing can have a positive
educational effect. They wrote that a “key
question” is the “extent to which the in-
dustry’s promotional tactics lead to an in-
crease in appropriate use versus inappro-
priate use of drugs by patients.”

A meta-analysis of the literature, “Physi-
cians and the Pharmaceutical Industry: Is
a Gift Ever Just a Gift?,” concluded that
“interactions with pharmaceutical repre-
sentatives” are linked to “nonrational pre-
scribing, . . .rapid prescribing of new drugs,
and decreased prescribing of generic drugs.”
The study appeared in the January 19, 2000,
Journal of the American Medical Association.

Researchers found a similar pattern in
Great Britain. In the article “Characteristics
of General Practitioners Who Frequently
See Drug Industry Representatives: One Na-
tional Cross-Sectional Survey” in the May
31 British Medical Journal, C. Watkins and
colleagues reported that frequent contact

Psychiatrists Debate Ethics
Of Drug Marketing
A debate at APA’s Institute on Psychiatric Services next month will
focus attention on the marketing practices of pharmaceutical compa-
nies.

health care economics

Members of the House of Represen-
tatives have made yet another ef-
fort to solve problems resulting

from the high cost of prescription drugs. 
In July they voted to provide $12 mil-

lion to the U.S. Public Health Service to
conduct “research on the comparative ef-
fectiveness of prescription drugs.”

The funds are part of a health appro-
priations bill (HR 2660), which will be sub-
ject to conference deliberations with mem-
bers of the Senate later this year.

Rep. Jo Ann Emerson (R-Mo.) led the
effort resulting in House passage of the
Pharmaceutical Market Access Act of 2003
(HR 2427), which would legalize reimpor-
tation of FDA-approved prescription drugs
from specified foreign countries (Psychiatric
News, August 15). That legislation also is
subject to conference deliberations with the
Senate. 

Tom Allen (D-Maine) and Emerson have
cosponsored the Prescription Drug Effec-
tiveness Act of 2003 (HR 2356), which
would authorize spending $75 million by

the National Institutes of Health and the
Agency for Healthcare Research and Qual-
ity on studies of the “comparative effec-
tiveness and cost-effectiveness of prescrip-
tion drugs that account for high levels of
expenditures or use by individuals in fed-
erally funded health programs.”

On August 23 the New York Times re-
ported that the legislation is supported by
Rep. Nancy Johnson (R-Conn.), chair of
the House Ways and Means Health Sub-
committee. She said that the proposal was
“absolutely key to reducing the cost of
drugs.” 

Organizations supporting the proposal
include Rx Health Value (a coalition of em-
ployers, patients, and insurers that includes
AARP, General Motors, Kaiser Permanente,
and the American Academy of Family Physi-
cians), Consumers Union, and Families USA. 

The Pharmaceutical Research and Man-
ufacturers of America sent a memorandum
to members of Congress opposing the leg-
islation. According to the New York Times,
these were among their points:

BY KATE MULLIGAN

with a drug representative “was significantly
associated with a greater willingness to pre-
scribe new drugs and to agree to patients’
requests to prescribe a drug that is not clin-
ically indicated. . . .” 

The authors mentioned the use of
“broad-spectrum antibiotics” as an exam-
ple of a situation in which pharmaceutical
promotion “may impose serious costs.” 

Analysis of National Ambulatory Med-
ical Care Survey data in the April 1 Annals
of Internal Medicine found that since 1991
physicians have increasingly turned to “ex-
pensive, broad-spectrum agents, even when
there is little clinical rationale for their
use.”

An editorial in the same issue singled out
the promotional activities of pharmaceutical
companies on behalf of broad-spectrum an-
tibiotics as “a cause for concern.” 

“Getting Doctors to Say Yes to
Drugs: The Cost and Quality Impact of
Drug Company Marketing to Physi-
cians” is posted on the Web at
<http://online pressroom.net/bcbsa/>. ■

Bill Calls for Multimillion-Dollar Study
Of Medication Cost-Effectiveness
Bipartisan legislation that would authorize $75 million for government-
sponsored research on the cost-effectiveness of prescription drugs
has been introduced in the House of Representatives.

BY KATE MULLIGAN
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The causes of rising medical
liability insurance premi-
ums nationwide are several
and complex, but it appears
that the most potent factor

is the sharp increase in court awards, ac-
cording to a report by the U.S. General Ac-
counting Office (GAO). 

The GAO’s review of the medical-mal-
practice marketplace nationwide and in
seven specific states found multiple factors
behind the steep increase in liability insur-
ance that has caused some hospitals and
physicians to cut back on services or—in
rare cases—to halt services altogether.

But the most prominent cause appears
to be insurers’ losses on malpractice claims,
the GAO said in its report, “Medical Mal-
practice Insurance: Multiple Factors Have
Contributed to Increased Premium Rates.”

“Since 1998 insurers’ losses on medical-
malpractice claims have increased rapidly
in some states,” the report stated. “For ex-
ample, in Mississippi the amount insurers
paid annually on medical-malpractice
claims, or paid losses, increased by approx-
imately 142 percent from 1998 to 2001 after
adjusting for inflation.

“We found that the increased losses ap-
peared to be the greatest contributor to in-
creased premium rates, but a lack of com-
prehensive data at the national and state
levels on insurers’ medical-malpractice
claims and the associated losses prevented
us from fully analyzing the composition and
causes of those losses,” the GAO stated. 

Tort Reform More Needed Than Ever
The AMA cited the report as evidence of

the need for tort reform and as a refutation
of claims by opponents of reform—espe-
cially the trial lawyers association—who say
the real reason for rising rates has to do with
insurance company investment strategies.
Those opponents say that insurance com-
pany premiums were artificially low during
the bull-market years of the 1990s, when in-
surance companies were reaping profits from
investments; now rates are rising to cover
losses as investment income has decreased. 

Not so, according to the AMA. “Today’s
GAO report confirms what we have long
held, that since 1999 medical liability pre-
miums have skyrocketed in some states and

specialties—and increasing awards are the
main driver,” said AMA President Donald
J. Palmisano, M.D. “Today’s report also
puts to rest two other trial-lawyer smoke-
screens: that insurance company gouging
and/or stock market losses have caused the
medical liability crisis.”

Palmisano cited the GAO’s report stat-
ing that bonds make up 80 percent of in-
surers’ investments and that “no medical
malpractice insurers experienced a net loss
on their investment portfolios.”

And he drew attention to the report’s
finding that insurer “profits are not in-
creasing, indicating that insurers are not
charging and profiting from excessively high
premium rates.”

“The GAO report also notes that in-
surance regulators in most states have the
authority to deny excessive premium rates,”
Palmisano said. 

“The medical liability crisis in this coun-
try cannot be ignored,” he continued. “The
debate in the Senate is not over whether the
medical liability system is in crisis—but rather
how we will solve this crisis. Today’s GAO
report points to the main culprit: increasing
awards. The reasonable cap on noneconomic
damages that has been working in Califor-
nia is clearly the answer to the crisis.”

Seven States Surveyed
The GAO sampled seven states—Cali-

fornia, Florida, Minnesota, Mississippi,
Nevada, Pennsylvania, and Texas—and
compared state and national trends. Within
each state, the GAO interviewed one or
both of the two largest and currently active
medical-malpractice insurers, the state in-
surance regulator, and the state association
of trial attorneys.

To analyze the factors contributing to the
premium rate increases in the sample states
and nationally, the GAO reviewed data pro-
vided by medical practice insurers to state
insurance regulators, the National Associa-
tion of Insurance Commissioners (NAIC),
and A.M. Best, a firm that rates insurance
companies’ overall financial strength.

While the report emphasized the role
of increasing malpractice awards, the GAO
does indicate that investment strategies and
a host of other factors can influence the li-

Large Jury Awards Blamed
For Malpractice Premium Surge
A number of factors contribute to increasing medical liability premi-
ums, including insurance company investment losses. However, in-
creases in malpractice awards are the leading cause.

health care economics
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ever, as a long-term funding solution for
long-term psychiatric care. Congress has
acted to curb the growth in the DSH pro-
gram. Members limited expenditures to
1992 levels for “high DSH” states and in
1997 capped spending on IMDs at Fiscal
1995 levels and also set standards that would
result in a declining percentage of DSH
funds going to IMDs. 

Medicaid funds also can become avail-
able for IMDs through savings that states
generate from Medicaid managed care
programs and through the use of Medic-
aid waivers that allow the states to add op-
tional services or populations if they off-
set the additional costs by Medicaid sav-
ings. Those sources of funds are threat-
ened by the state-budget crises that have
led to cuts in Medicaid enrollees and ben-
efits. 

“The role of public psychiatric hospitals
is changing constantly,” concluded the re-
port’s executive summary. “States have
worked since the 1950s to move large num-
bers of patients out of these facilities into
community-based treatment settings. The
challenges faced by state and county psy-
chiatric hospitals are substantial and are
likely to affect future Medicaid financing
strategies pursued by the hospitals them-
selves or on their behalf.”

“Medicaid Financing of State and
County Psychiatric Hospitals” is posted
on the Web at <www.mentalhealth.
org/publications/allpubs/SMA03-3830/
default.asp>. ■

A 2003 report from the Substance Abuse
and Mental Health Services Administra-
tion titled “Medicaid Financing of State
and County Psychiatric Hospitals” suggests,
however, that state officials and hospital ad-
ministrators have found various other
sources of Medicaid revenue that soften—
at least, temporarily—the potentially harsh
consequences of the exclusion. 

In fact, researchers from Mathematica
Policy Research Inc. estimate that in 2001
$2.6 billion in Medicaid funds were paid
on behalf of public psychiatric hospitals in
the United States. The figure represents
approximately one-third of total operating
costs for those institutions.

Approximately $2.2 billion of those
funds came from Medicaid’s Dispropor-
tionate Share Hospital (DSH) program.
The program provides payments to hospi-
tals that care for a large volume of poor pa-
tients. States have discretion in determin-
ing hospitals’ eligibility for DSH payments.

A dvocates often cite the Insti-
tutions for Mental Illness
(IMD) exclusion as an ex-
ample of legislation that
works to hamper efforts to

serve people with mental illness. 
The IMD exclusion prohibits Medicaid

reimbursement for inpatient care provided
to individuals between the ages of 22 and 64
if the care is delivered in a psychiatric in-
stitution that contains 16 or more patient
beds. It was intended to support the policy
that states, rather than the federal govern-
ment, have responsibility for funding long-
term psychiatric care, particularly for adults. 

Representatives of major mental health
organizations, such as the National Alliance
for the Mentally Ill, told members of Pres-
ident Bush’s New Freedom Commission
on Mental Health last year that the IMD
exclusion has outlived any usefulness and
serves to fragment the delivery of mental
health care. 

Hospitals must receive DSH payments if
their low-income utilization exceeds 25 per-
cent and may receive designation if the
Medicaid utilization rate is at least 1 per-
cent of total bed days. 

Like other programs funded through
Medicaid, federal DSH payments must be
matched with state funds according to a
formula that reflects the wealth of the
state.

Report authors included more detailed
analysis of the role and sources of funding
for public psychiatric hospitals in Arkansas,
California, Iowa, Maryland, and New Jer-
sey.

There is considerable variation among
the states in terms of their aggressiveness
in claiming DSH funds and their methods
of distributing them. In Maryland and New
Jersey, for example, state psychiatric hos-
pitals are totally funded by state appropri-
ations. In Maryland, DSH funds go to the
state general fund rather than to the hos-
pitals. In New Jersey, DSH funds are ear-
marked for charity care and hospital-relief
funds. 

Not surprisingly, given the otherwise
limited resources available for public psy-
chiatric hospitals, the size of the DSH
program has increased dramatically. Ex-
penses rose from a total of $1.4 billion in
payments with six participating states in
1990 to $15.9 billion in 2001 with 47
states and the District of Columbia as par-
ticipants. 

The program cannot be viewed, how-

States Find Creative Ways
To Fund Public-Sector Care
State officials show ingenuity in finding federal Medicaid dollars for
public psychiatric hospitals, despite a longstanding prohibition against
funding inpatient care for adults. The fixes, however, might be tem-
porary.

government news

hol, Drug Abuse, and Mental Health Ser-
vices in Managed Care Organizations, funded
by the National Institute on Drug Abuse and
the National Institute on Alcohol Abuse and
Alcoholism. The survey collected information
from 434 managed care organizations in 60
market areas and was supplemented with ad-
ditional data analysis and case studies on men-
tal health services from SAMHSA. 

Among that report’s findings are the fol-
lowing: 

• HMOs are most likely to report using
specialty contracts (“carveouts”) with man-
aged behavioral health care organizations
(MBHOs).
• About half of products [health care plans]
with specialty contracts place the MBHO at
some risk if claims costs exceed targeted
amounts. 
• HMOs are more likely than preferred
provider organizations to include per-
formance standards in their contracts.
• A majority of products have annual lim-
its on outpatient mental health visits and
on inpatient days, and cost sharing for out-
patient visits is notably higher for mental
health than for general medical care. 
• About half of all products distribute prac-
tice guidelines for selected mental health
disorders to primary care providers. 

The medical necessity report underscores
a fact that has been absorbed by many cli-
nicians in the two decades since the advent

Definitions of “medical necessity” vary
widely from health plan to health plan
and are liable to encompass multiple

factors and considerations—only one of
which is a clinician’s professional judgment. 

And since they are written into propri-
etary contracts with payers, definitions of
medical necessity are rarely available to the
public or to clinicians. 

Those were among the findings of a re-
port by the Substance Abuse and Mental
Health Services Administration (SAMHSA)
released last month. The report, “Medical
Necessity in Private Health Plans: Impli-
cations for Behavioral Health Care,” relied
on peer-reviewed medical and health serv-
ices literature, expert opinion, and state-
level investigations and legal settlements
regarding medical necessity practices,
among other sources. 

The study was accompanied by two other
reports, also by SAMHSA, on mental health
services in managed care, and on Medicaid
financing of psychiatric hospitals (see story
above). Together, the three government re-
ports provide an overview of mental health
care in the public and private sectors. 

The report on mental health services, ti-
tled “The Provision of Mental Health Ser-
vices in Managed Care Organizations,” pro-
vides an overview of the private health in-
surance market and how patients receive
mental health services in managed care plans. 

The primary source for the report is the
1999 Brandeis University Survey on Alco-

chiatric News. “And they are difficult to ac-
cess because they are typically contained in
private contracts, which are usually con-
sidered proprietary. Often they are un-
earthed through litigation.” 

Where there is regulation, and liable to
be more, is in the area of appeals, Kamoie
said. According to the report, 40 states and
the District of Columbia had by 2002 en-
acted external review laws that allow en-
rollees to appeal health plan decisions to
deny, reduce, or terminate care to an inde-
pendent review organization (IRO). Nearly
half of these states have drafted regulations
pursuant to statutes established by the IRO.

Kamoie said health plan definitions of
medical necessity have evolved in the period
since the advent of managed care as health
plans have changed the way they review
claims. 

“It used to be that review was retro-
spective, after the service was provided,”
Kamoie said. “As cost containment became
a concern, the industry moved to prospec-
tive decision making. That’s where the use
of medical necessity has evolved.” 

Despite the fact that medical necessity
criteria are often not publicly available,
Kamoie said that he hopes the findings from
the SAMHSA report will inform clinicians
in their interactions with patients and with
health plans. “Armed with the information
that this process is going and that it typi-
cally involves the five dimensions outlined
in the report, physicians should be able to
start asking questions,” he said. 

“Medical Necessity in Private Health
Plans: Implications for Behavioral Health
Care” is posted on the Web at <www.mental
health.org/publications/allpubs/SMA03-
3790/default.asp>. This report and “The
Provision of Mental Health Services in
Managed Care Organizations” are also
available from SAMHSA’s National Men-
tal Health Information Center at (800)
789-2647. ■

of managed care, but may still run counter
to intuition: criteria for medical necessity
are not based solely—or even primarily—
on clinicians’ professional judgment. 

“What psychiatrists and health care prac-
titioners in general should understand is that
insurers are making decisions about medical
necessity on the basis of multiple dimen-
sions,” said co-author Brian Kamoie, J.D.,
M.P.H. “Professional judgment is still very
important, but it isn’t the only dimension.”

The most important factor is one that
might seem to be obvious enough: whether
a service is covered by the contract. 

“The primary determinant is the scope
of the contract,” Kamoie said. “Whether
or not an insurance contract provides any
coverage for the service being rendered by
a physician takes primacy in the sense that
if the contract does not cover a service, it
won’t be paid. This has nothing to do with
clinical need for the service.” 

Contractual scope is just one of five fac-
tors that typically go into definitions of
medical necessity. These are the others: 

• Standards of practice—whether the treat-
ment accords with professional standards
of practice.
• Patient safety and setting—whether the
treatment will be delivered in the safest and
and least-intrusive manner.
• Medical service—whether the treatment
is considered medical as opposed to social
or nonmedical. 
• Cost—whether the insurer considers the
treatment cost-effective.

Regulation of medical necessity criteria
is rare and not uniform. The SAMHSA re-
port cited 17 states that have definitions,
ranging from the broad to the very specific.
Accordingly, there are wide differences from
health plan to health plan in how medical
necessity is defined, Kamoie said. 

“They are highly variable,” he told Psy-

BY KATE MULLIGAN

Generally, It’s Impossible
To Generalize About MH Benefits  
New reports from the Substance Abuse and Mental Health Services
Administration provide an overview of “medical necessity” and men-
tal health services for privately insured patients.

BY MARK MORAN 
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government news

A new bill in Congress will alleviate
some of the pressure on parents to
relinquish custody of children to

obtain necessary mental health services.
Sens. Susan Collins (R-Maine) and David
Pryor (D-Ark.) and Reps. Patrick Kennedy
(D-R.I.) and Fortney “Pete” Stark (D-Calif.)
plan to introduce the Keeping Families To-
gether Act this month.

The bill calls for establishing a six-year,
$55 million federal-matching grant pro-
gram for states to create a coordinated sys-
tem of services and supports for children
with serious mental or emotional disor-
ders. 

States could use these funds to expand
public health insurance to cover mental
health treatment for eligible children and
families; provide outreach and public edu-
cation programs and training and profes-

sional development for personnel working
with children with mental illness; help the
state develop a system to track children who
enter the child welfare system solely to ob-
tain mental health treatment; and provide
individualized services for children and their
families, according to a press statement from
Collins’s office.

Collins, chair of the Senate Government
Affairs Committee, held two days of hear-
ings in July on the reasons parents give up
custody of their children with mental ill-
nesses (Psychiatric News, August 15). Rec-
ommendations by mental health advocates
and officials from the General Accounting
Office (GAO) who testified at the hearings
were incorporated into the legislation.
Collins, Stark, and Kennedy commissioned
a GAO report earlier in the year on the rea-
sons for parental relinquishment of custody

(Psychiatric News, June 6).

States Need More
Resources

Mental health advocates
recommended that Con-
gress provide states with
additional resources and
guidance to implement
home- and community-
based services for children
with mental disorders. 

Tammy Seltzer, a staff
attorney at the Bazelon
Center for Mental Health
Law in Washington, D.C.,
told the committee, “The

single, most important obstacle that pushes
families into giving up custody of children
is a lack of access to appropriate and timely
mental health services and supports for chil-
dren in the public and private sectors.” 

States Ban Custody Relinquishment
Trina Osher, coordinator of policy and

research for the Federation of Families for
Children’s Mental Health, testified that “the
practice of states requiring parents to re-
linquish custody to obtain essential mental
health services for their children must cease.
However, a ban needs to be combined with
providing increased access to mental health
services for children.”

Thirteen states have already banned
parental-custody relinquishment solely to
obtain mental health services for children,
according to Stark, who testified at the hear-
ing along with Kennedy. The federal leg-
islation does not require states to ban child-
custody relinquishment, but says that fed-
eral matching funds will help states elimi-
nate the practice.

Families with private health insurance
quickly exhaust their mental health benefits
due to a lack of insurance parity, said Osher.

She and Seltzer urged Congress to pass
the Senator Paul Wellstone Mental Health
Parity Act cosponsored by Kennedy in the
House and Collins in the Senate. The bills
(HR 593, S 486) would require private
health insurance plans with mental health
benefits to provide the same number of
inpatient days, outpatient visits, and co-
payment and deductible amounts as pro-
vided for other health care benefits.

“Most children return home from hos-
pitals or residential treatment programs
without any follow-up services or supports,
simply because they have reached the max-
imum number of days for which insurance
will pay. Typically, these children were not
stabilized in the first place, and no links to
school and community-based mental health
services and home-based supports were
made on discharge,” said Osher.

Bill Seeks to Reverse Trend
Of Parents Ceding Custody 
Legislation to be introduced shortly In the House of Representatives
will give parents more options for obtaining treatment for their mentally
ill children than relinquishing custody.

knows about and can use strategies to man-
age his or her illness. Health care adminis-
trators organize resources to provide that
support. 

Care is delivered by a team of clinicians
who work together to provide evidence-
based treatment that includes an educa-
tional component for the patient and fam-
ily members.

Successful implementation of any model
or combination of models varies according
to conditions at the local level, but it requires
the completion of key tasks, said Pollack.

Administrators must complete an “en-
vironmental scan” to assess the pertinent
resources and obstacles and gain “buy-ins”
from administrative and clinical leaders
whose support will be necessary.

They must make decisions about issues
such as whether to contract for mental
health services or employ mental health
personnel directly.

Pollack told the group that both the fed-
eral government and foundations are pro-
moting and funding activities that encour-
age integration of care. 

He said, “The Health Disparities Col-
laboratives [HDC] project is one of the
most exciting health care improvement pro-
grams going on anywhere.” 

The HDC, which is funded by the Bu-
reau of Primary Health Care at the De-
partment of Health and Human Services,
was developed to reduce disparities in health
outcomes for poor, minority, and other un-
derserved people by improving primary care
practices. 

It operates through community health
centers to encourage collaboration on
treatment for diabetes, asthma, cardio-
vascular disease, and depression and has
developed training programs and other
resources that are available at its Web
site, <www.healthdisparities.net>. 

The John D. and Catherine T.
MacArthur Foundation is supporting the
Initiative on Depression and Primary Care,
with the aim of improving the quality of
care for patients who have depression and
are seen in primary care settings. 

Information on the initiative is
posted on the Web at <www.macfound.
org/research/hcd/mhp/depression_primary_
care.htm>. The Four Quadrant Model
Background Paper is posted at
<www.nccbh.org>. Information on the
Chronic Care Model is posted at <www.
improvingchroniccare.org>. The Ameri-
can Association of Community Psychia-
trists’ position paper on mental health and
primary care integration is posted at
<www.wpic.pitt.edu/aacp/finds/PCPMenu.
html>. ■

He described the three models or ap-
proaches for integrating mental and pri-
mary health care, which the state is com-
bining to produce a fourth model.

The Four Quadrant Model, which was
developed by the National Council for
Community Behavioral Healthcare, clari-
fies the roles and location of treatment, de-
pending on the degree of severity of symp-
toms and of comorbidity. 

Patients with low complexity and risk
for both “physical” and mental health con-
ditions, for example, are in quadrant one.
They typically can receive mental health
services in the primary care setting. In quad-
rant four are patients with high complex-
ity for both “physical” and mental health
conditions. They require the most special-
ized and comprehensive services.

The Pathway to Care Model helps con-
vey the range of treatment types and shows

David Pollack, M.D., and
other Oregon state em-
ployees are using the state’s
budget crisis to propel ef-
forts to integrate mental

health and primary care services. 
Pollack, medical director of the Oregon

Office of Mental Health and Addiction Ser-
vices, told attendees at the annual meeting
of the National Academy for State Health
Policy in Portland that cutbacks in mental
health coverage for people on the Oregon
Health Plan (OHP) added urgency to the
need for enhanced mental health services
within primary care settings. 

On March 1 the state cut outpatient
mental health and substance abuse treat-
ment benefits for 100,000 state residents
who are eligible for the OHP but who do
not meet criteria for mandatory Medicaid
coverage. 

the similarities between the continuum of
mental health and primary care services (see
diagram).

The model can be used to identify ac-
cess, efficiency, and cost issues by high-
lighting gaps in the continuum. It calls at-
tention to the importance of such activities
as health promotion, crisis counseling, and
community supports that are not always ac-
knowledged in integration models. 

The Chronic Care Model emphasizes
the importance of an informed patient who

Models Point Way to Integrate
Mental Health, Primary Care
Physicians, administrators, and government agencies have worked
together to develop models to integrate mental health services and
primary care, but implementation lags behind.

BY KATE MULLIGAN

Source: Oregon Department of Human Services
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Reps. Patrick Kennedy (D-R.I., right) and Fortney “Pete” Stark
(D-Calif.) plan to introduce legislation this month in the House
of Representatives (HR 953) to address the problem of parents
relinquishing custody to obtain mental health services.

BY CHRISTINE LEHMANN

please see Custody on page 33
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and vendors donated refreshments. Stu-
dents paid a nominal fee for the evening’s
entertainment, and the proceeds went to
the adolescent unit of a local psychiatric
hospital, Malmon said. 

The group also distributes flyers on cam-
pus, including one listing famous people
with mental illness and another with symp-
toms and prevalence rates of a number of
mental illnesses. There are also brochures

Brian Malmon was the quintes-
sential big brother. Perhaps it
was a combination of his sharp
wit, dry humor, intelligence, and
“laid back” demeanor that made

him the apple of his younger sister’s eye.
As a high school student in Maryland,

he was a sports reporter for the community
newspaper, and as an undergraduate at Co-
lumbia University, he was president of his
a cappella group Uptown Vocal and sports
editor of Columbia’s newspaper. He was an
avid fan of the TV show “The Simpsons”
and the music of the Red Hot Chili Peppers.
He starred in a theatrical production one year
and managed to stay on the dean’s list most
of the time—all despite the fact that in his
freshman year, he had begun to experience
symptoms of schizoaffective disorder. 

“He kept his illness a complete secret
until his senior year,” his younger sister Al-
ison told Psychiatric News. 

Brian took a leave of absence in 1998 and
returned to Maryland to receive treatment,
which included a number of different com-
binations of medicines and intensive ther-
apy. “He essentially tried everything possi-
ble at some point during the year and a half
that he was home,” Malmon said. Some of
the medicines didn’t seem to have much ef-
fect on her brother’s illness, she said, while
others started working but then stopped. 

In March 2000 Brian committed suicide
at home. “Brian and I had been through a
lot together, including our parents’ divorce,”
Malmon said. “We were the only ones who
could truly understand one another in many
respects. When he died, I felt like I lost my
other half.”

At the time, Malmon was a student at
the University of Pennsylvania. “As a fresh-
man, I reflected on the culture surround-
ing mental illness at Penn and realized no
one was talking about mental health issues,”
Malmon said.

To raise awareness about mental illness
and provide her fellow students with in-
formation about where to go for help, she
founded a student-run organization, Open
Minds, in 2001. “My motivation for start-
ing the group was the two and a half years
my brother spent at school, sick and iso-
lated,” she said. 

With the support of the university’s ad-
ministration and Counseling and Psycho-
logical Services office, she began recruiting
members and developed a mission state-
ment. 

Administration Provides Seed Money
Malmon even received a $10,000 grant

from the university administration to spon-
sor activities, including seminars with guest
speakers such as Ross Szabo, a mental health
advocate who talks to young audiences about
his experiences with bipolar disorder; panel
discussions on mental health issues; and an
annual race on campus in which the run-
ners are clad in T-shirts listing various facts
about mental illness in adolescents. 

The group also hosted an event at a fra-
ternity on campus at which bands played

with information about Open Minds list-
ing contact information for the Counsel-
ing and Psychological Services on campus,
which, Malmon said, tends to be under-
staffed and overburdened. “We do their
outreach,” she said.

Students React Positively
Student reaction to Open Minds has

been positive, Malmon said, and events have
been well attended. During certain events,
Malmon said she shares the story of her
brother’s suicide with her peers. “If I’m try-
ing to destigmatize mental illness, I can’t
keep anything secret,” she explained. The

Family Suicide Leads Student
To Open Minds on Campus
The suicide of a vibrant college student gives rise to a new student-
run mental health awareness program that encourages students to dis-
cuss mental health issues and seek help when they need it.

community news

Alison Malmon accepts the Tipper Gore
Remember the Children Award at the annual

meeting of the National Mental Health
Association. The award honors a person who

has shown outstanding commitment to
children’s mental health issues.

BY EVE BENDER
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Screening and treatment for depres-
sion in parents is a new focal point for
this year’s National Depression

Screening Day (NDSD). The campaign is
titled “Can a Depressed Parent be a Good
Parent? You Bet!”

Screening for Mental Health Inc., a
nonprofit agency based in Massachusetts,
has organized NDSD each year since 1991. 

The event is held at 6,000 screening sites
throughout the United States and Canada,
and its goal is to help to identify people with
mood disorders, such as depression and
bipolar disorder, generalized anxiety disor-
der, and posttraumatic stress disorder; edu-
cate the public about psychiatric illnesses;
and combat the stigma surrounding them.

This year’s NDSD will take place on Oc-
tober 9, and as part of the new campaign,
a new brochure will be distributed to
NDSD screening sites urging parents to
seek help for depression and talk openly
with their children about depression and
treatment. The brochure also advises par-
ents with depression to make sure that their
children don’t blame themselves for the de-
pression and to explain that they are seek-
ing treatment in order to get better. 

The campaign and brochure are based
on an intervention developed by William
Beardslee, M.D., psychiatrist in chief at
Children’s Hospital in Boston and the
Gardner Monks professor of psychiatry at
Harvard Medical School, as described in
his book, Out of the Darkened Room: When
a Parent Is Depressed—Protecting the Chil-
dren and Strengthening the Family.

It is not uncommon, he added, for many
parents with depression to be self-critical
and worry that their children will be ad-
versely affected by their depression.

He suggested that parents speak openly
about depression and treatment with chil-
dren to increase their understanding about
the illness and “build resilience in children
by encouraging them to be involved in
friendships and activities outside the home.”

Said Douglas Jacobs, M.D., the founder
and executive director of Screening for
Mental Health Inc., “Our message is that by
seeking treatment, parents can feel better
themselves and help their whole family
. . . . This will resonate with a lot of people,
and NDSD has always been about finding
a way to connect people with available serv-
ices.”

Those interested in providing screening
on National Depression Screening Day must
register by downloading a form at the Web
site <www.mentalhealthscreening.org> or
by calling (718) 239-0071. Registration
fees are $150 for most private sites, $50
for public-sector sites, and free for primary
care screening sites. ■

Depressed Parents
Will Be Focus
Of Depression
Screening Day
This year’s National Depression
Screening Day, which will be held
on October 9, will focus on screen-
ing parents for depression and en-
couraging those with depression
to speak openly with their children
about the illness and its treatment.

community news

BY EVE BENDER

students, she said, respond with gratitude
and some with their own disclosures about
mental illness in their families. 

Malmon graduated from Penn in May
and now serves as a consultant to the stu-
dents running the program. In addition,
she is looking for ways to bring Open Minds
to other colleges and universities. 

Last year, Katie Hard, a close high school
friend of Malmon’s, started a chapter of
Open Minds at Georgetown University in
Washington, D.C., where she is a senior.
The group sponsors activities similar to
those at Penn to “create conversation around
the topic of mental illness” and direct peo-
ple to help resources, she explained.

Before Open Minds began reaching out
to Georgetown students, Hard said, some
students in need of mental health services
didn’t know that Georgetown’s counseling
center even existed. Leaders of the student-
run organization, she added, are approached

by friends or roommates of people who are
experiencing the symptoms of mental illness
and “don’t know what to do, who to talk to,
or where to go—we direct them.” 

Hard said she has received administra-
tive support from the Health Education
Services and School of Nursing and Health
Studies, which has funded some activities
on campus.

“When Alison’s brother committed sui-
cide, it really affected our group of friends,”
Hard said. “If we can help just one student
on campus, all the better.”

Anthony Rostain, M.D., director of edu-
cation at the University of Pennsylvania’s de-
partment of psychiatry and an associate pro-
fessor of psychiatry and pediatrics, worked
with Malmon when he chaired the univer-
sity’s Mental Health Outreach Task Force. 

The university’s provost convened the
group during the 2001-02 academic year
after three student suicides in order to as-

sess the state of mental health outreach ef-
forts and resources available to students.

Rostain also advised Malmon on her sen-
ior thesis project, in which she surveyed
100 Penn students on their knowledge and
attitudes surrounding mental illness. 

He described Malmon as a “talented stu-
dent leader who has been able to mobilize
a creative group of students to address is-
sues of mental health and destigmatize men-
tal illness in a dynamic way.” 

The university’s administration and fac-
ulty, he added, have been appreciative of
the group’s accomplishments. “We feel the
group’s presence on campus has made it
easier to get the message across to students
that asking for help is not a sign of weakness
and that mental disorders are as real as phys-
ical disorders,” he said. 

More information about Open Minds
is posted on the Web at <http://
dolphin.upenn.edu/~openmind>. ■
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personality or lived in an area with little
brutality.

Studies of adolescent violence in the
United States have also identified some of
the same risk factors that this study did. For
example, one investigation found that be-
yond engaging in delinquent behavior, being
a victim of violence is the most powerful
predictor of adolescent violent behavior.

Thus, “our research suggests that key
risk factors for violent behavior in adoles-
cents are common to Colombia and the
United States,” Brook and his team con-
cluded. 

Indeed, “there might be universal risk
factors for violence,” Brook ventured dur-
ing an interview with Psychiatric News,
“based not only on this study but on others
that we have done elsewhere, including the
United States.”

Are There Protective Factors?
In contrast, if there are universal risk

factors for violence, there may be universal
factors that protect against it, too, Brook
noted. For instance, this investigation
yielded one finding that surprised him—
whereas more than half of the youngsters
who took part in the study had been vic-
timized by violence at some point, only one-
third of them went on to perpetuate vio-
lence themselves. “So being a victim does
not necessarily mean that you will engage
in violence,” Brook asserted. “There is a
gap there that maybe can be worked with.”

The study was financed by the National
Institute on Drug Abuse.

The study, “Early Risk Factors for Vio-
lence in Colombian Adolescents,” is posted
on the Web at <http://ajp.psychiatryonline.
org/cgi/content/full/160/8/1470?>. ■

city in Colombia, is a major commercial and
industrial center and has one of the high-
est homicide rates in the world. Barranquilla
was picked because it is one of Colombia’s
largest cities, yet has a much lower homicide
rate than the other two. Illicit drug use is
prevalent in all three cities.

Brook and his team randomly selected ado-
lescents from census data and asked them to
participate. Free American sports apparel and
the opportunity to be part of a scientific study
were used as inducements. Eighty percent of
these teens—about 2,800 out of 3,500—
agreed to sign on. About half were male.

The investigators then administered a
structured two-hour questionnaire that had
been previously used to study adolescent
violence in the United States. It asked ques-
tions having to do with a teen’s personality
and behavior, family, peers, availability of
illicit drugs in the community, prevalence
of violence in the community, and whether
he or she had engaged in various types of
violent behaviors. The researchers made
sure that all of the questions were relevant
to Colombian culture and that the ques-
tions were translated correctly into Spanish.

The questionnaire was then adminis-
tered to each subject in his or her home, in
private if possible, by a Colombian inter-
viewer. To maintain confidentiality, ques-

While statistics show
that the United
States has a serious
problem with vio-
lence, Colombia has

an even more severe plague of violence. 
Thus, David Brook, M.D., an addiction

psychiatrist by training and a professor of
community and preventive medicine at
Mount Sinai School of Medicine in New
York, along with American and Colombian
colleagues, decided that Colombia would
be the appropriate setting for exploring the
causes of adolescent violence.

What they have found is that the prime
cause of adolescent violence appears to be
having been victimized by violence oneself.
The second major contributor is illicit drug
use.

Their results were reported in the Au-
gust American Journal of Psychiatry.

Brook and his coworkers decided to focus
their investigation on three Colombian
cities—Bogota, Medellin, and Barranquilla.
Bogota was chosen because it has a popu-
lation that is diverse in socioeconomic sta-
tus, has large concentrations of adolescents
living in communities at various levels of
urbanization, and has one of the highest
rates of homicide in Colombia. Medellin
was selected because it is the second-largest

tionnaire answers were identified only with
a code number.

Fighting Is Common
The scientists then analyzed their ques-

tionnaire findings to see what percentages
of their subjects had engaged in violent be-
haviors. They found, for example, that some
48 percent had been in a serious fight at
least once, 14 percent had held a weapon
against someone at least once, 7 percent had
cut someone with a knife at least once, and
6 percent had shot someone at least once.

Taking variables such as age, gender, eth-
nicity, and socioeconomic background into
consideration, the scientists attempted to
see whether there were any biopsychoso-
cial factors that set apart the subjects who
had engaged in violent behaviors from those
who had not.

The answer was yes, they found. A num-
ber of factors were associated with adoles-
cent violence to a statistically significant de-
gree. These were a tolerance for deviance,
lack of sensitivity, illicit drug use, father or
sibling who used illicit drugs, parent-child
conflict, tolerance of deviance in peers, use
of illicit drugs by peers, drug availability,
watching violence on television, and having
been victimized by violence oneself. In fact,
having been victimized by violence emerged
as the leading cause of adolescent violence;
using illicit drugs came in second.

The study also found that each of the
above risk factors for adolescent violence
remained a danger even when a teen pos-
sessed some other qualities that often pro-
tect against such violence. For example,
family risk factors for violent behavior pre-
disposed a teen to commit a violent act even
when the teen did not have a violence-prone

Victimization Called Leading Cause
Of Adolescent Violence
Two major reasons for adolescent violence appear to be having been
victimized by violence oneself and illicit drug use.

clinical & research news
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Two years ago, following the
terrorist attacks of Sep-
tember 11, community sur-
veys indicated significant
psychological distress that

led some mental health experts to predict
widespread increases in the need for men-
tal health services. Indeed, early reports in-
dicated an increase in need for mental health
services, resulting in massive efforts—such
as the $100 million-plus Project Liberty,
funded by the Federal Emergency Man-
agement Agency and the Center for Men-
tal Health Services—to provide screening,
referral, and counseling services (Psychiatric
News, September 6, 2002). Experts pre-
dicted that veterans who had pre-existing
posttraumatic stress disorder (PTSD) would
be especially vulnerable to the traumatic
events of that day and the war on terror-
ism that would follow.

Now, a new study appearing in this
month’s American Journal of Psychiatry has
determined that those predictions were
not fulfilled. The data indicate that the
terrorist attacks of September 11 resulted
in no significant increase in the use of Vet-
erans Affairs services for the treatment of
PTSD or other mental disorders or in vis-
its to psychiatric or nonpsychiatric clin-
ics in New York City, the greater New
York metropolitan area, or Washington
D.C.

“There have now been a number of stud-
ies—of which ours is only one—that have
shown that, in fact, the increase in [the use
of] mental health services and of medica-
tions was far less than previously reported
and did not last very long,” said Robert
Rosenheck, M.D., director of the Depart-
ment of Veterans Affairs Northeast Pro-
gram Evaluation Center (NPEC) in West
Haven, Conn., and a professor of psychia-
try at Yale University.

Rosenheck and his co-author, Alan
Fontana, Ph.D., also at the NPEC and a
research scientist in the department of
psychiatry at Yale, analyzed national ad-
ministrative data from the VA’s health care
system to compare use of both mental
health and general medical services dur-
ing the six months before and after Sep-
tember 11, 2001. They then compared
those usage patterns to data from the same

“were extraordinary reactions to extraordi-
nary events. What they were not is mental
illness.”

What is fascinating, he added, is that in
American culture, “if something really awful
happens, one of the ways we try to com-
municate to each other the horror of it is
by saying that it causes mental illness.” But
there is a great deal of horror in the world
that does not lead to mental illness, Rosen-
heck noted.

“It is important for us as psychiatrists,”
Rosenheck commented, “both to identify
mental illness when it is underrecognized,
but also to identify things that are emo-
tionally upsetting, yet not necessarily men-
tal illness.”

“Use of Mental Health Services by Vet-
erans With PTSD After the Terrorist At-
tacks of September 11” is posted on the Web
at <http://ajp.psychiatryonline.org/cgi/
content/full/160/9/1684>. ■

periods surrounding September 11 in 1999
and 2000.

“The main limitation on this study was
we were looking at administrative data—
we didn’t have any data on symptom reac-
tions,” Rosenheck told Psychiatric News. “We
have a subsequent study that does address
the symptom picture, and in analyzing those
data we actually found that in the period
after September 11 [2001] veterans com-
ing into [the VA’s specialized PTSD treat-

ment] programs had lower—slightly
lower—symptom levels than veterans in
previous years and that, remarkably, they
showed more improvement.”

Taken together, Rosenheck said, the
data indicate that “there was a great deal
of coming together as a nation after Sep-
tember 11. Secondly, there was a good
deal of honor paid to veterans—they were
given great respect after that, and there
was also a widespread recognition that
PTSD was a serious problem that people
who had been exposed to traumatic con-
ditions could have.” 

All of these phenomena, Rosenheck be-
lieves, helped to make veterans feel espe-
cially supported and validated. As such, they
appear to have been less vulnerable, rather
than more vulnerable, in spite of their prior
experiences.

What people experienced following Sep-
tember 11, 2001, Rosenheck emphasized,

9/11 Didn’t Cause Upsurge
In VA Mental Health Services
Use of mental health services by veterans was not affected by the trau-
matic events of September 11, a new study reveals.

clinical & research news

BY JIM ROSACK

New Discount 
For MITs!

In response to the very popular Sun-
rise Special Sale at APA’s annual
meeting for members-in-training
(MITs), American Psychiatric Publish-
ing Inc. (APPI) is now extending those
sale prices year-round. Thus, MITs
are now eligible to receive a 25 per-
cent discount when they purchase
books and journals from the APPI Web
site at <www.appi.org>. When order-
ing, they should use PRIORITY CODE
“APAWEB3.”

Association News
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time of onset and adverse-event information
specific to pediatric populations. In 2000,
fluvoxamine (Luvox) was relabeled to reflect
data on dosing and the requirement for a
dose adjustment in adolescents (increased
dose) and girls aged 8 to 11 (decreased dose).
Also that year, gabapentin (Neurontin) was
relabeled to reflect neuropsychiatric adverse
events in children aged 3 to 12.

Late in 2000, Lilly submitted data show-
ing fluoxetine’s safety and efficacy in chil-
dren and adolescents for both obsessive-
compulsive disorder and major depression.
To date, it remains the only antidepressant
labeled as indicated for children and ado-
lescents (see related article on page 2). The
fluoxetine studies documented decreased
weight gain in children and the potential
for switching of children into mania or hy-
pomania. Specific dosing information was
also included in the revised label.

Recently, studies of paroxetine (Paxil)
created a stir when they failed to show ef-
ficacy in children and adolescents with
major depression and raised significant
safety concerns about suicidal thoughts and
behaviors in pediatric populations. Those
studies were prompted by the pediatric ex-
clusivity provision.

In 2001 Bristol-Myers Squibb submit-
ted data showing that the safety and effi-
cacy of buspirone (Buspar) were not shown
in patients aged 6 to 17 for generalized anx-
iety disorder. In addition, the studies found
variable pharmacodynamic parameters that
differed from those in adults. In many cases,
including those above, studies prompted by
the pediatric exclusivity clause of FDAMA
(which was reauthorized by Congress in
2002) have found significant differences in
the use of the medication in children and
adolescents compared with adults.

A study in the August 20 Journal of the
American Medical Association highlights those
differences. The study, by four staff mem-
bers of the FDA’s Office of Counter-Ter-
rorism and Pediatric Drug Development,
concluded that the FDAMA “has stimulated
pediatric clinical studies, resulting in im-
proved understanding of the pharmacoki-
netics of drugs prescribed in pediatric med-
icine, important dose changes, and improved
safety for children taking certain drugs.”

Dianne Murphy, M.D., director of the
FDA’s Office of Pediatric Therapeutics and
a co-author of the report, noted in a press
release that while the pediatric exclusivity
program “has led to improvements, it is vol-
untary and cannot solve the problem alone.”

Indeed, the FDA has supported the Pe-
diatric Research Equity Act (S 650), which
was passed by the Senate and awaits action
by the House of Representatives. The bill
would restore a 1998 FDA regulation
known as the pediatric rule under which
the FDA could require drug companies to
undertake clinical trials of medications in
pediatric populations and submit data on
safety and efficacy.

The pediatric rule was struck down by a
U.S. District Court decision in October
2002. The court ruled that the FDA did not
have legislative authority from Congress to
require pediatric testing. S 650, which would
give the agency that authority, has been sup-
ported by APA, the American Academy of
Pediatrics, American Academy of Child and
Adolescent Psychiatry, and AMA.

Murphy’s study is posted on the Web at
<http://jama.ama-assn.org/cgi/content/
full/290/8/1033>. The text of the Pedi-
atric Research Equity Act can be accessed
at <http://thomas.loc.gov> by searching on
the bill number, S 650. ■

quired the agency to promote research into
pediatric use of adult medications through
a “pediatric exclusivity” incentive program.

The program promised drug manufac-
turers an additional six months of patent
protection for their branded medications
in exchange for research on the use of those
medications in children.

The FDAMA instructed the FDA to de-
velop a list of medications approved for use

As the body of efficacy evi-
dence continues to grow,
clinical trials of adult med-
ications in children are
adding strength to a long-

held scientific secret: Children are not sim-
ply adults hiding in a smaller package, at
least not when it comes to medications.

In 1997 the Food and Drug Adminis-
tration Modernization Act (FDAMA) re-

in adults that were commonly used in chil-
dren but had not been studied for safety or
efficacy in pediatric populations. From that
list, the FDA was to make written requests
to the manufacturers of the drugs on the list
asking for clinical data on at least the safety
of the medications in children and adoles-
cents. Efficacy studies were not required.

According to information posted on the
FDA Web site, as of August 22, 88 med-
ications had been studied in children, re-
sulting in labeling changes to 58 and the
granting of pediatric exclusivity to 53. To
date, the FDA has issued 242 written re-
quests for pediatric data.

While the FDA requested pediatric data
on numerous psychotropic and related med-
ications, only two antidepressant, one an-
tiseizure, and two antianxiety medications
have undergone pediatric labeling changes.

In 1998 midazolam (Versed) was rela-
beled to include data on effective dosing and

Medication Studies Increase
For Children, Adolescents
The FDA’s pediatric exclusivity program spurs significant research of
adult medications in pediatric populations, resulting in some intrigu-
ing data.

clinical & research news

BY JIM ROSACK
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A ll that has been known about klep-
tomania has come primarily from iso-
lated case reports or studies of a small

number of cases. After all, the condition is
probably rare, and those who have it may be
reluctant to seek treatment since their be-
havior is illegal.

Now, however, some French and
Lebanese researchers have not only stud-
ied a handful of kleptomania subjects, but
have compared them with subjects with
some other kinds of disorders to gain a bet-
ter understanding of the disorder.

And as the investigators reported in the

placebo (30.24 points vs. 25.83 points, re-
spectively, at week 10). With “response”
prospectively defined as a 40 percent re-
duction in the adjusted CDRS–R score by
the end of the studies, 69 percent of those
taking sertraline were classified as respon-
ders, compared with 59 percent of patients
taking placebo.

Seventeen patients taking sertraline (9
percent) dropped out of the studies because
of adverse events, compared with five pa-
tients taking placebo (3 percent). Within
the overall study population, adverse events
were defined as those that occurred in at
least 5 percent of patients taking sertraline
and with a rate at least twice that of patients
taking placebo. In children (aged 6 to 11),
reported events included insomnia (19.8
percent), diarrhea (15.1 percent), anorexia
(10.5 percent), vomiting (9.3 percent), ag-
itation (8.1 percent), and urinary inconti-
nence (5.8 percent). Among adolescents
(aged 12 to 18) events included vomiting
(7.8 percent) and diarrhea (6.8 percent).

Seven patients taking sertraline experi-
enced a serious adverse event (as defined
by the FDA) compared with six patients
taking placebo. Serious events included sui-
cide attempt (two patients taking sertraline
and two taking placebo), suicidal ideation
(three sertraline, no placebo), and aggres-
sive reaction (one sertraline, no placebo).

Patients taking sertraline lost an aver-
age of 0.8 pounds through the 10-week
studies, compared with a gain of 1.7 pounds
for patients taking placebo.

Clinical Significance
Wagner and her colleagues note that

“the significance of the results is clinically
as well as statistically relevant.”

With only three previous studies show-
ing any benefit of SSRIs for pediatric de-
pression, and no studies showing a benefit
for tricyclic antidepressants, the current
study’s treatment effect is “modest in com-
parison with that typically observed in adult
studies,” according to the authors.

But in pediatrics, only one study—with
fluoxetine—has shown a more robust ef-
fect with an antidepressant. That study,
however, involved a significantly smaller
group of children and adolescents.

Wagner and colleagues believe that one
problem is the large placebo effect often seen
in children. “Data suggest that the placebo re-
sponse rate is at least as high in [the pedi-
atric] age population [as it is in adults],” the
authors noted. “Increased visit frequency and
the attention associated with these visits may
have an intrinsic component of therapy and
is different from a ‘waiting period’ control, in
which there is no interaction.”

Studies Should Be Expanded
The authors noted that while this study

suggested that sertraline was slightly more ef-
fective, as well as more tolerable, in adoles-
cents than in children, further studies need
to be completed to determine whether that
is true in the general population. They also
noted that discontinuation of sertraline was
not associated in these studies with a “with-
drawal syndrome” like that often observed in
patients taking paroxetine and venlafaxine.

“Nonetheless,” the authors concluded,
“the results reported here support the con-
clusion that sertraline is an effective, safe,
and well-tolerated short-term treatment.”

An abstract of the article is posted
on the Web at <http://jama.ama-
assn.org/cgi/content/full/290/8/1033>. ■

August American Journal of Psychiatry, in-
dividuals who engage in pathological steal-
ing do not seem to be driven by obses-
sions or compulsions or by a need to abuse
substances, as some have theorized. They
may, however, be motivated by anxiety
and depression or by sensation-seeking,
and especially by impulsivity. Impulsivity
is “the major psychopathological feature
of kleptomania,” they asserted in their re-
port.

Franck Bayle, M.D., of the Centre Hos-
pitalier Sainte-Anne in Paris and his col-
leagues recruited 10 individuals with klep-

tomania over a two-year period. To serve
as comparison subjects, researchers also re-
cruited 29 psychiatric patients without any
impulsive-control disorder or substance-
related disorder and 60 patients with alco-
hol abuse or dependence .

The researchers noted that most of the
kleptomania subjects were women; the av-
erage age of onset of kleptomania had been
age 30, with an average duration of illness
of six years; all subjects had reached a uni-
versity academic level.

Neurological examinations were nor-
mal. Only one of the subjects had had ob-
sessive-compulsive disorder or tics, and
only one had an alcohol-abuse problem.
However, a number had mood disorders,
other impulse-control disorders (for ex-
ample, trichotillomania), and/or substance
abuse or dependence (mainly nicotine ad-
diction).

The onset of kleptomania varied for the
subjects. It started one year after the onset
of bulimia for two; several years after the

Impulsiveness Key Feature
Of Kleptomania
What drives some people to engage in kleptomania? Maybe anxiety and
depression. Perhaps sensation-seeking. And most certainly impulsiv-
ity, a new study suggests.

clinical & research news

BY JOAN AREHART-TREICHEL

Children
continued from page 2

please see Kleptomania on page 30
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slapped, or had something thrown at them
“often” or “very often” or who indicated
that they had been hit so hard that they had
marks or were injured “once” or “more than
once” were considered victims of childhood
physical abuse. 

Being a witness of maternal battering
was assessed with four items adapted from
the Conflict Tactics Scale relating to hav-
ing seen their mother being pushed,
grabbed, or slapped or having something
thrown at her.

The intensity of emotional abuse in the
childhood family environment was assessed
with the emotional abuse subscale of the
short form of the Childhood Trauma Ques-
tionnaire.

Women made up a little more than half
of the questionnaire respondents. Almost
three-fourths of the respondents were
white, 11 percent Hispanic, 8 percent Asian,
and 4 percent African American. More than
three-fourths of the respondents had some
college education. Of the 8,500 HMO
members who filled out the family health
history questionnaire, some 7,500 also com-
pleted the Medical Outcomes Study 36-
item Short-Form Health Survey to assess
their current mental health status.

Now, Edwards and her coworkers have
tapped questionnaire and survey responses
from these some 7,500 subjects to answer
three questions: How many had been mal-
treated as children, whether those who had
been mishandled had experienced more
than one kind of mishandling, and whether
there was a dose response between being
handled improperly as a child and one’s
adult mental health status.

A disturbingly large number of the 7,500
subjects—43 percent—reported having been
maltreated in the areas under study: physi-
cal abuse, sexual abuse, and/or witnessing
maternal battering, the researchers found.
Specifically, 22 percent reported having been
sexually abused, 21 percent reported hav-
ing been physically abused, and 14 percent
reported having witnessed maternal batter-
ing. And while more women than men re-
ported having been sexually abused (25 per-
cent versus 18 percent), more men than
women reported having been physically
abused (22 percent versus 20 percent).

The investigators also made the troubling
discovery that more than one-third of the 43
percent of respondents reported having been
maltreated in more than one manner as a
child. For example, of the 25 percent of
women who reported having been sexually
abused, more than half (14 percent) also re-
ported having experienced at least one addi-
tional form of abuse. Similarly, of the 22 per-
cent of men who had reported having been
physically abused, about half (11 percent)
also reported having been sexually abused,
witnessing maternal battering, or both. 

The researchers also looked to see
whether having been maltreated as a child
had a negative impact on adult mental
health in a dose-response manner. The an-
swer was essentially yes, they found. For
instance, 7 percent of men who reported
having witnessed maternal battering, 10
percent who reported having witnessed ma-
ternal battering plus having been physically
or sexually abused, and 16 percent who re-
ported having witnessed maternal batter-
ing plus having been physically and sexu-
ally abused had a low mental health score
as an adult. Similarly, 14 percent of women
who reported having witnessed maternal
battering, 19 percent who reported having
witnessed maternal battering plus having

conducted on an even more diverse com-
munity population, child mishandling may
well have been found to be even more
prevalent.

The study was headed by Valerie Ed-
wards, Ph.D., of the Centers for Disease
Control and Prevention in Atlanta. The re-
sults appeared in the August American Jour-
nal of Psychiatry.

A decade ago, an investigation called the

America may be the “land of
the free and the home of the
brave,” as the old saying goes,
but it may also be the land of
widespread child maltreat-

ment.
So suggests a new study conducted not

just on a large community sample, but on
people who were largely well educated and
well off financially. If the study had been

Adverse Childhood Experiences Study was
launched at a large city health maintenance
organization (HMO) to examine the asso-
ciations between childhood maltreatment,
family dysfunction, and adult health out-
comes. Almost 13,500 HMO members first
underwent a physical exam for the study. Of
these, about 8,500 filled out a 162-item fam-
ily health history questionnaire that included
questions about childhood maltreatment and
exposure to family dysfunction, as well as
current health behaviors and conditions.

Childhood sexual abuse was assessed with
four questions adapted from a questionnaire
that covered fondling, attempted inter-
course, and intercourse. Respondents who
gave an affirmative answer to any of the four
items were classified as sexually abused. 

Childhood physical abuse was assessed
with two items adapted from the Conflict
Tactics Scale. Respondents who indicated
that they had been pushed, grabbed, shoved,

Child Maltreatment Appears
Epidemic in U.S.
Forty-three percent of American children are mistreated in some man-
ner, a large new community study suggests, and a third of them ex-
perience more than one kind of abuse.

clinical & research news

BY JOAN AREHART-TREICHEL

please see Maltreatment on page 30
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It is not only those with borderline
personalities who intentionally in-
jure themselves without apparent
suicidal intent, a new study shows.
Persons who possess certain traits

associated with other types of personality
disorder do so as well. In fact, if these var-
ious traits are pooled, they might consti-
tute a deliberate self-harm personality.

The study was conducted by three Uni-
versity of Virginia researchers—E. David
Klonsky, a psychology doctoral student;
Thomas Oltmanns, Ph.D., a professor of
psychology and psychiatric medicine; and
Eric Turkheimer, Ph.D., a professor of
psychology and director of clinical train-
ing. Results of the study were published
in the August American Journal of Psychia-
try.

Klonsky and his coworkers selected as
subjects for their study some 2,000 Air
Force recruits. The recruits were on aver-
age 20 years of age, 62 percent were men,
and nearly all were high school graduates
and would eventually receive assignments as
military police, mechanics, computer tech-
nicians, or other support-service person-
nel. The recruits also went through basic
training together in “flight” groups, so that
recruits in a given flight spent almost all of
their time together and got to know each
other quite well.

The 2,000 subjects were given the Beck
Depression Inventory and the Beck Anx-
iety Inventory to learn whether they were
depressed or anxious, and the Schedule for
Nonadaptive and Adaptive Personality to
learn what kinds of personality traits they
possessed and whether they had ever en-
gaged in self-harm. The subjects were also
asked to use an instrument called the Peer
Inventory of Personality Disorders to de-
scribe the personality traits of subjects who
were in their particular flights and whom
they knew well. Klonsky and his colleagues
then analyzed inventory and schedule re-
sults for all of the subjects.

After that, the researchers determined
the percentage of subjects who endorsed
either one or both of the self-harm items
in the Schedule for Nonadaptive and
Adaptive Personality. The item “When I
get very tense, hurting myself physically
somehow calms me down” was endorsed
by 2.5 percent of the men and by 2.4 per-
cent of the women. The item “I have hurt
myself on purpose several times” was en-
dorsed by 2.5 percent of the men and by
1.7 percent of the women. Some 4 per-
cent of all subjects endorsed at least one
of these items; less than 1 percent en-
dorsed both.

Next, to get a better idea of why people
engage in deliberate self-harm, the investi-
gators compared schedule and inventory
results from subjects who reported that they
had engaged in deliberate self-harm with
the schedule and inventory results from
those who had not.

Both depression and anxiety scores were
found to be significantly higher in self-
harmers than in those who didn’t harm
themselves. But the link between depres-

sion and self-harm was considerably smaller
when the effects of anxiety were taken into
consideration. Thus, self-harmers appeared
to be more anxious than depressed.

Subjects with a history of deliberate self-
harm were also found to report substan-
tially more personality pathology than those
without such a history, and this pathology
consisted of certain features present in var-
ious DSM-IV personality disorders.

Further, self-harmers were discovered
to be perceived by their peers as exhibiting
features that are typical not just of border-
line personality, but also of schizotypal, de-
pendent, and avoidant personalities. The
features were feeling empty inside, acting
strangely in response to stress, showing
emotional responses that are strange or out
of sync, not trusting other people, being
afraid of being left alone to care for one-
self, and worrying that other people will re-
ject him or her.

“Our results support the DSM-IV clas-
sification of deliberate self-harm as a
symptom of borderline personality dis-
order,” Klonsky and his coworkers wrote
in their study report, “but also indicate
that self-harm may be present in individ-
uals with other personality disorders.” In
fact, if the features that describe self-
harmers are pooled, they might consti-
tute a self-harm personality, the investi-
gators believe.

Still to be answered, of course, is why
even someone with a self-harm personal-
ity chooses to engage in self-harm. Klonsky
has now launched another study to answer
that question, he told Psychiatric News. So
far, he said, he has interviewed 24 subjects
to find out why they engage in self-harm,
and preliminary results suggest that the rea-
son is to release emotional pressure that
builds up in them. Specifically, the most
common emotions endorsed as being pres-
ent right before a self-harm act are “anx-
ious,” “frustrated,” and “hurt emotionally,”
whereas the most common emotions en-
dorsed as being presently immediately after
a self-harm act are “relaxed,” “calm,” and
“relieved.”

The investigation conducted by Klon-
sky, Oltmanns, and Turkheimer was funded
by the National Institute of Mental Health.

The study, “Deliberate Self-Harm in a
Nonclinical Population: Prevalence and
Psychological Correlates,” is posted on the
Web at <http://ajp.psychiatryonline.org/cgi/
content/full/160/8/1501?>. ■

Does Self-Harm Constitute
Unique Personality Disorder?
Researchers propose that self-harm personality is another type of per-
sonality disorder.

clinical & research news

BY JOAN AREHART-TREICHEL

Oparaguo Udebiuwa, M.D., of David-
sonville, Md., resigned from the Amer-

ican Psychiatric Association and from the
Washington Psychiatric Society during the
course of an ethics investigation. APA’s
“Procedures for Handing Complaints of
Unethical Conduct” requires that resigna-
tions that occur during the course of an
ethics investigation be reported in Psychi-
atric News. ■

Resignation Association News
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figure have a regional com-
ponent?)
• Are your members
spending more time on ad-
ministrative duties con-
nected with managed care?
Less time? The same? Are
there differences in busi-
ness practices of the man-
aged care organizations
(MCOs) that make some
companies more attractive to work with
than others?
• Are there differences in quality among
MCOs? Between local and national/regional
MCOs? Between carved-out and noncar-
ved-out systems?
• Are different employers providing widely
different coverage in your areas? If so, which
employers are providing high-quality men-
tal health coverage? Which MCOs or
MBHOs manage those contracts?

Based on this input, the committee, the
Council on Healthcare Systems and Fi-
nancing, and the APA Office of Healthcare
Systems and Financing (OHSF) will work
together on an agenda for 2004.

“Our office is in regular contact with
many of the managed care companies to re-
solve individual member issues," Irvin L.
(Sam) Muszynski, J.D., director of OHSF,

W e know managed
care is changing,”
said Lawrence B.
Lurie, M.D., chair of
the Committee on

Managed Care, “but we don't know how
much.” The committee suspects that the
changes in managed care practices may be
regional, and so it has embarked on a proj-
ect to contact the district branches (DBs),
state associations (SAs), and APA members
to find out what is going on. 

Each DB/SA president has now received
a letter from Lurie asking for information
on local managed care trends. “We are eager
to increase collaboration between the com-
mittee and the DBs/SAs so that we can en-
hance our representation of the member-
ship,” Lurie emphasized.

As a point of departure, the committee
asked each DB/SA the following questions.

v  your area?

• Are reimbursement rates going up?
Going down? Staying the same? Are claims
being paid on time?
• Are there changes in preauthorization
requirements, especially for CPT codes
90801, 90862, 90805, and 90807? Is there
any indication that managed behavioral
health care organizations (MBHOs) would
be open to psychiatrists using medical E&M
codes to differentiate their work from that
of mental health professionals?
• What, if any, impact have the parity laws
had?
• Are pharmacy benefit managers (PBMs)
increasing the amount of time psychiatrists
spend on prescribing? Altering their choices
about first-line treatment? Creating other
problems?
• Are your members taking new patients
covered by managed care plans? (APA's Prac-
tice Research Network found that only 54
percent of APA members are taking new pa-
tients covered by managed care. Does this

PPssyycchhiiaattrriicc  PPrraaccttiiccee  &&  MMaannaaggeedd  CCaarree (PP&MC) and Psychi-
atric News will continue updating APA members on practice
management issues via the pages of Psychiatric News. This
abbreviated version of PP&MC will be printed bimonthly in
Psychiatric News and will coincide with the posting of each
new issue of PP&MC on APA’s Web site. To access the
newsletter, go to <www.psych.org>, click on “Members Cor-
ner,” and scroll down to “Newsletters.”

What’s Going On
In Managed Care?

Q. As a cost-cutting measure, my hos-
pital is requiring attending psychiatrists
to perform the required physical on
every patient who is admitted to the psy-
chiatric unit. I feel this is out of my
scope of practice and my experience. So
far, I have managed to see only patients
whose insurance will cover the physical
separately by an internist or someone
else. How should this be coded? 

A. As medical doctors, psychiatrists have
been trained to do physicals. In some facil-
ities the psychiatrist does both the initial

O f the 319 calls to APA’s Managed
Care Help Line during the second
quarter of 2003, only 72 (23 percent)

were complaints about managed care.
“We're finding that members call more
often now about a wide range of practice
issues, such as coding, Medicare, and which
software to buy, than they did several years
ago,” said Karen Sanders, Help Line man-
ager. 

The complaints about managed care
usually focused on unpaid claims, de-
nials, and audits, and most of the callers
about Magellan were seeking informa-
tion about the company's bankruptcy.
According to Sanders, the complaints
about Magellan, United Behavioral
Health, and ValueOptions were resolved
fairly easily. ■

APA members continue to call about
“opting out” of Medicare, according
to Ellen Jaffe, Medicare specialist in

the Office of Healthcare Systems and Fi-
nancing. Although the Office of Healthcare
Systems and Financing can provide psychi-
atrists with that information, APA members
should know that information about opting
out of Medicare, along with a contract and
affidavit necessary for completing the task,
can be found on APA’s Web site at
<www.psych.org/members/practpsych/
optingoutofmedicare112701.cfm>.

Opt-Out Details
Physicians who opt out of Medicare

—meaning Medicare cannot be billed for
any services they provide for a two-year
opt-out period—can see Medicare patients
under private contracts. These contracts
allow physicians to establish their own fees;
they are not limited by the Medicare fee
schedule. 

A physician who opts out of Medicare
may not see any Medicare patients for two
years. Medicare patients can, however,
choose to see some physicians under
Medicare and others under private con-
tracts. 

Physicians must send an opt-out affidavit
to their local Medicare carrier before en-
tering into private contracts with patients.
Nonparticipating providers can opt out at
any time, while participating providers must
send the affidavit to the carrier 30 days be-
fore the beginning of the following quarter
when their opt-out period will begin (the
quarters begin on 1/1, 4/1, 7/1, and 10/1). 

The private contract must say that the
patient agrees in writing that he or she will
not submit any claims to Medicare and will
not ask the physician to submit any claims.
The patient also acknowledges that Medi-
gap plans (and possibly other supplemental
plans) will not make payments for services
rendered by the contracting physician,
agrees to be fully responsible for payment
to the contracting physician for services
rendered, and acknowledges that Medicare’s
fee schedule amounts and charge limits do
not apply to the contracting physician. The
private contract available on the APA Web
site fulfills all the requirements. 

APA members may call Ellen Jaffe,
Medicare specialist, at (703) 907-8591 or
e-mail her at <HSF@psych.org>. ■

“

Coding Physical
Exams

“Opting Out”
Of Medicare

Practice Issues Dominate
Managed Care Help Line

Magellan 
UBH  
Cigna 
Various Blue Crosses Nationwide
Oxford
MHN 
Aetna 
APS
Secure Care
Tricare
Various State Medicaid Plans
ValueOptions   
VA
Miscellaneous*

Total

Insurer Issues 2nd Qtr 1st Qtr 2003 Total Unresolved

15
2
2
8
3
0
1
0
2
2

11
5
0 

21

72

18
4
5
8
3
2
1
2
0
0
2
1
1

46

93

33
6
7

16
6
2
2
2
2
2

13
6
1

67

165

0
0
8
2
4
0
0
3
0
0
0
0
0
2

19

Help Line Complaints on MCOs, Insurers 
Second Quarter, 2003

*Miscellaneous: companies with few complaints or not big enough to have a separate category of tracking

Chester W. Schmidt Jr., M.D., chair of
APA’s Committee on RBRVS, Codes,

and Reimbursements, will present a half-day
course on CPT coding and documentation
on October 30 at APA’s Institute on Psychi-
atric Services in Boston. Schmidt will ex-
plain the CPT codes used by mental health
clinicians, discuss problems associated with
payer-imposed barriers to payment, and re-
view documentation procedures. Register
online through APA’s Web site at
<www.psych.org> or call (703) 907-7810. ■

said, “but with this outreach, we hope to
broaden the scope of our conversations with
these companies. We look forward to hear-
ing from the membership.”

APA members may contact the Commit-
tee on Managed Care directly via the man-
aged care caucus’s list serve at managed
carecaucus@mail.psych.org or the Managed
Care Help Line at (800) 343-4671. ■

evaluation and the physical; in others, the
psychiatrist does just the initial psychiatric
evaluation and someone else (for example,
an internist) does the physical. Either prac-
tice is acceptable.

If the psychiatrist does the initial evalua-
tion and physical, he or she can use 90801 or
one of the 99XXX codes under “Initial Hos-
pital Care” (for example, 99221, 99222, or
99223). If the psychiatrist does the initial eval-
uation and someone else does the physical, the
psychiatrist can use the 90801 code, and the
person doing the physical can use one of the
99211-99223 codes.

E-mail your CPT coding questions to
HSF@psych.org, attention Becky Yowell,
assistant director of the Office of Health-
care Systems and Financing. ■

CPT Coding and
Documentation
Answers Available  
At Boston Institute
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There have been sub-
stantial changes to
APA’s Procedures

for Handling Complaints
of Unethical Conduct
that have been brewing
for the past couple of
years and are now official
APA policy following ap-
proval by the APA Board
of Trustees in November
2002. These changes are
(1) the addition of an
“Educational Option” to
the traditional enforcement model, (2) the
transfer of ethics appeals to the APA Ethics
Committee, and (3) the imposition of a
statute of limitations for ethics complaints.

This column will provide a brief
overview of these changes, why they oc-
curred, and how they will impact the ethics-
enforcement process. Of note, these
changes were presented at two well-at-
tended back-to-back ethics workshops at
APA’s 2003 annual meeting in San Fran-
cisco. The workshop presentations were
followed by vigorous, insightful discussions. 

As members and staff of APA and dis-
trict branch ethics committees well know,
discussions of ethical issues tend to be
lively and passionate, taking on a life of
their own. Strong convictions about ethics
are the rule rather than the exception
among APA psychiatrists, a vibrant sign
of our organization’s health that its mem-
bers hold in such high regard the ethical

cessing pursuant to the Enforcement Op-
tion or that the respondent’s name will be
forwarded to the APA Board of Trustees
with a recommendation that the member
be dropped from APA.

• Transfer of Ethics Appeals to the APA
Ethics Committee

As of January 1, the APA Ethics Com-
mittee, rather than the Ethics Appeals
Board, is the next level to which a case ad-
vances when the involved member requests
an appeal. A panel of three APA Ethics
Committee members who have not been
involved in any review of the case before-
hand will consider the appeals. This mod-
ification was brought about by the ration-
ale that the Ethics Appeals Board was un-
necessarily cumbersome and expensive for
the organization given fiscal restraints, and
this new process would not jeopardize a
member’s right to an appeal heard by a neu-
tral, fitting body. This new appeals process
will allow cases to be decided solely on the
basis of the district branch’s documentary
record and written appeal statements filed
by the respondent. No longer will respon-
dents be able to appear in person before the
Appeals Board. Members appealing deci-
sions regarding complaints received by the
district branch prior to January 1, 2003 will
still be entitled to have their appeals heard
by the Ethics Appeals Board.  However, if
such a case has been reviewed by only half
of the APA Ethics Committee, leaving the
other half free to hear the appeal, and the
member agrees to have his appeal heard by

practice of psychiatry.

• Educational Option
This change will have

the greatest impact on the
APA ethics process by
making available a second
pathway, the Educational
Option, to complement
the traditional Enforce-
ment Option pathway.
This innovation answered
concerns that APA ethics
enforcement was too ad-

versarial and lacked sufficient emphasis on
education. Historically, APA’s principal mis-
sion in the area of ethics, as with many med-
ical organizations, has been one of education.

In determining which approach to use,
district branches will take into consideration
such factors as the nature and seriousness of
the alleged misconduct and prior findings or
allegations of unethical conduct. The goal of
the Educational Option is to allow district
branches to resolve complaints in an educa-
tional rather than enforcement atmosphere. 

A major benefit to the members to
whom the Educational Option applies is
that they avoid the potential stigmatization
following a formal finding of an ethical vi-
olation. The district branch shall “make no
determination as to whether the respon-
dent has violated the Principles”—provided
the respondent cooperates with the plan. 

The Education Option is designed for
less-serious allegations of unethical behav-
ior that necessitate action on a district
branch’s part, yet don’t convincingly rise to
a level of infraction—if proved true—that

calls for a sanction. The use of the phrase
“less serious” is not meant to imply that
ethical violations at the lower end of the
culpability spectrum are not serious. An
analogy in our justice system is a legal
charge that is not prosecuted, provided the
defendant satisfactorily participates in a pro-
gram of remediation (for example, driver
education class, anger-management train-
ing). Previously, district branch ethics com-
mittees were faced with the minimal sanc-
tion of a reprimand for those members who
might otherwise now fall into the Educa-
tional Option category, a conundrum for
district branches when the violation called
for some degree of intervention, yet a for-
mal reprimand seemed too heavy-handed. 

District branches have considerable lat-
itude in devising an educational plan, al-
lowing room for individualized, creative
plans. Interventions might include meet-
ing with the member with or without the
complainant, or, after completion of pro-
cedures used by the district branch, re-
quiring participation in a CME course and
assigning readings or a consultative/super-
visory experience. 

The choice of whether to accept a dis-
trict branch’s offer of the Educational Op-
tion pathway rests with the accused mem-
ber. He or she may choose not to accept
this option and, instead, to have the com-
plaint investigated and resolved pursuant
to the traditional Enforcement Option pro-
cedures. However, if the Educational Op-
tion is chosen and at any time the district
branch decides that the respondent has not
cooperated with its consideration of the
complaint, including participating in a man-
ner appropriate to an educational experi-
ence and complying with any educational
steps required by the district branch, it may
inform the respondent that the case will be
returned to the Ethics Committee for pro-

APA’s Ethics Procedures Changing

viewpoints Readers are invited to submit
opinion pieces on issues facing psychiatry for
possible publication in this column. They may
be on an original topic or in response to
previous “Viewpoints” articles. Those
interested should contact Ken Hausman at
Psychiatric News at (703) 907–7861; e-mail:
KHausman@psych.org.

strated to New Hampshire Medicaid pay-
ers that restrictions placed on use of con-
ventional antipsychotics may have reduced
the amount of spending on these medica-
tions, but led to a 17-fold increase in con-
sequent costs of clinical services.

More recent studies of the general im-
pact of formulary restrictions consistently
demonstrate resulting inefficiencies.  Stud-
ies such as these led the NMHA to publish
Penny Wise and Pound Foolish
(<www.nmha.org/state/pennywise.pdf>) and
NAMI to disseminate the findings from its
NAMI Policy Research Institute’s Access
to Medication task force (<www.nami.org/
update/000709.html>).

Putting the controlled studies to the side,
any experienced clinician, family member,
or patient/consumer knows that the chem-
ical structures of these agents vary tremen-
dously, and with that, we see individuality
of response—from both efficacy and safety
perspectives.

I fear that the basis to argue for formu-
lary restrictions derives more from con-
cerns about drug acquisition costs than from
any rational, clinically scientific concern. I
am afraid that politics is speaking louder
than science.  

If we do choose to ration medications,
what then are the “best practices”?

There are many strategies—even “real-
istic” strategies—that can assure cost-ef-
fectiveness in the treatment plan. First, the
biggest gap to success in this area is the ab-
sence of integrated information systems to
connect formulary design with clinical out-
comes. Rarely is any system of care able (or

T he Viewpoints col-
umn by Dr. James
Sabin in the April 4

issue argued for the
virtues of restrictive psy-
chiatric formularies. The
column is timely, given
the chaotic events that
have been occurring in
various states around at-
tempts to restrict access
to psychiatric medica-
tions.

Dr. Sabin’s viewpoint
is in opposition to that of APA as well as a
collaborative effort by APA, the National
Alliance for the Mentally Ill (NAMI), and
the National Mental Health Association
(NMHA) whose purpose is to advocate for
open access to psychiatric medications. 

While Dr. Sabin’s opinion may be com-
monly shared among administrators, pay-
ers, and some clinicians struggling with dra-
conian budget deficits, it is not consistent
with that of the average mental health “ad-
vocate.” 

Let’s look at whether the evidence sup-
ports the rationing of psychiatric medica-

tions, particularly the an-
tidepressants and an-
tipsychotics.  These are
the classes of psychiatric
medications that have re-
ceived the most attention
from payers. 

While there are indi-
vidual comparative stud-
ies that might support the
argument that some
agents within these two
classes are interchange-
able, there are no defini-

tive studies that lend clear scientific sup-
port to this notion. You can check my Web
site at <www.medaccessonline.com> for ex-
tensive background information on the
new-generation antipsychotics.  

I have been an early bearer of the no-
tion that when treatments are equally ef-
fective, go with the less-expensive option.
However, when it comes to antidepressants
and antipsychotics, this is not the case.  We
can certainly debate the question, but no
expert can say with certainty that the an-
tipsychotics or antidepressants are “equally”
substitutable within their respective classes.  

In addition to the absence of definitive
comparative data, there are other sources
of evidence that should caution those who
want to restrict psychiatric formularies. A
1994 study by Soumerai, et al., demon-

Formularies Nothing But Trouble
BY WILLIAM M. GLAZER, M.D.

willing) to measure the impact of formu-
lary decisions on long-term (greater than
six months) consequences.

Second, drug utilization review (DUR)
should become a leading mechanism to deter
“careless” or “unnecessary” prescribing.
Regulatory agencies have gotten us to “go
through the motions” of DURs, but it is time
that we start taking the process seriously. 

Third, prescriber education separate
from, but also coordinated with, solid phar-
maceutical company support offers valid
methods to promote efficiency. Inciden-
tally, the Food and Drug Administration
ought to follow colleagues in other coun-
tries who require pharmacoeconomic data
for approval of new medications.

Finally, we are learning that there are
legitimate ways to leave the decision mak-
ing to the prescriber while aligning his/her
financial incentives toward efficiency; that
is, when our prescribing behavior is con-
nected to our service rating.

If we are going to restrict treatment op-
tions, let’s be sure that the policy follows
the science and that a publicly transparent
decision-making process is employed. Let’s
be sure that we measure the impact of what-
ever we do on the lives of our patients and
their families and hold ourselves account-
able to them.   

If you don’t believe me, APA, NAMI, or
NMHA, read the recent subcommittee re-
port on evidence-based practices on men-
tal health policy and psychotropic drugs in
the report of the President’s New Freedom
Commission on Mental Health posted at
<www.mentalhealthcommission.gov>. ■

Dr. Glazer is an associate clinical professor of
psychiatry at Massachusetts General Hospital
and Harvard Medical School and is president
of Glazer Medical Solutions.

BY WADE MYERS, M.D.

please see Viewpoints on page 32
Dr. Myers is vice chair of APA’s Ethics Commit-
tee.
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can also e-mail your requests or questions at
TheProgram@prms.com.

This column is provided by PRMS,
manager of the Psychiatrists’ Program, for
the benefit of members. More information
is available by visiting the Program’s Web
site at <www.psychprogram.com>; calling
(800) 245-3333, ext. 389; or sending an
e-mail to TheProgram@prms.com. ■

I treat patients with comorbid, complex
somatic illnesses, I’m always worried
that medications I prescribe will ad-
versely react with a medication pre-
scribed by the somatic physician. Does
using such a product reduce my risk of
professional malpractice liability?

A. Using readily available computer soft-
ware, psychiatrists can access a vast amount
of medication information. Computer pro-
grams designed to catch potentially adverse
medication interactions offer the promise of
safer prescribing and do have the potential
to reduce malpractice liability risk.

Regardless of this technological revolu-
tion, however, the standard of care remains
the same. The psychiatrist bears the ulti-
mate responsibility for prescribing appro-
priately and could be held liable for unrea-
sonable reliance on misinformation or the
misuse of accurate information.

The psychiatrist should be comfortable
that the information retrieved by computer
programs is accurate, complete, and up to
date. Due to potential programming er-
rors, the psychiatrist should verify patient
medication allergies through medical-
record documentation and with the pa-
tient rather than relying solely on the com-
puter program’s alert function. For pa-
tients in treatment with multiple providers
for comorbid illnesses, the risk of adverse
medication interaction is, of course, greatly
increased. Medication-interaction pro-
grams offer a great safety net and can

Q. I recently joined the Psychiatrists’
Program, the APA-endorsed Profes-
sional Liability Insurance Program, and
received my first issue of the risk-man-
agement newsletter Rx for Risk. I found
it quite useful and was wondering if an
archive of past articles is available?

A. An online archive of more than 100
psychiatric risk-management articles
from Rx for Risk is now available to par-
ticipants on The Program’s Web site at
<www.psychprogram.com> by logging in
to “For Participants Only” to access the
new Online Risk Management Library.
Finding practical risk management infor-
mation relevant to your psychiatric prac-
tice has never been easier with the addition
of a search function and drop-down menus.
Articles are also categorized by topic, in-
cluding forensic issues, records, documen-
tation, confidentiality, and more.

A selection of complimentary risk man-
agement articles is also available for non-
participants in the risk-management sec-
tion of the Program’s Web site.

Q. My personal digital assistant (PDA)
came with free medication information
software. I can access a humongous
amount of medication information. The
program also comes with an alert func-
tion that will notify me if I prescribe
medications that the patient is allergic to
or multiple medications that might in-
teract adversely with one another. Since

thereby improve patient care. The com-
puter program cannot, however, alert the
psychiatrist to a potential interaction if the
psychiatrist is unaware of a medication pre-
scribed or dosage altered by another
provider.

For this reason, communication among
treatment providers is the primary risk-
management approach to preventing ad-
verse medication interactions. All treatment
providers should obtain patient consent and
communicate with each other. The psy-
chiatrist can then discuss with the physi-
cian(s) treating the somatic conditions the
patient’s medications and potential inter-
actions, overall treatment plan, and clini-
cally significant events.

Medication information programs offer
a safety net that can lead to safer prescrib-
ing and treatment. If you are so inclined,
use them. The technology, however, is only
one aspect of safe prescribing. The treat-
ing psychiatrist’s expertise and professional
judgment are what ultimately count.

Q. I am a Program participant and need
to obtain a certificate of insurance. What
is the quickest and easiest way to re-
quest a certificate?

A. To facilitate requests such as for a cer-
tificate of insurance, we recently established
a new 24-hour Program Customer Care Line
at (800) 245-3333, ext. 332. Just follow the au-
tomated instructions and a certificate will be
sent within two business days after the re-
quest is received. Participants can also call
this toll-free line to follow up on recent pay-
ments or check on renewal policy status. You

Risk Info, PDAs, and Certificates

at your service

Errata
• In the September 19 issue, the toll-free
telephone number cited for APA’s Advocacy
Action Center was incorrect. The correct
number is (888) 35-PSYCH. We regret the
error. The Advocacy Action Center is a free
service of APA’s Division of Government Re-
lations, and its purpose is to keep APA mem-
bers informed of all federal legislative and
regulatory developments and make it easy
for them to become grass-roots activists on
behalf of their patients and the profession of
psychiatry. Here members will find “Action
Alerts” on current issues needing member
advocacy, information on important bills
and regulations, and links to contact mem-
bers of Congress at the click of a mouse.
More information is available by calling
(888) 35-PSYCH or visiting the Web site
<http://capwiz.com/psych/home/>.

• The History Notes column in the Au-
gust 1 issue contained two errors. The name
of E.W. Lazell was misspelled, and Samuel
R. Slavson was not a psychiatrist, as indi-
cated; he was a lay analyst. ■
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The education of medical students and
young physicians has evolved over the
past several years with the advent of

evidence-based medicine and a greater focus
on clinical skills.

At the same time the field of consulta-
tion-liaison (C-L) psychiatry has grown sig-
nificantly, with an increase in the number
of programs and fellowships offered
across the country, a greater number of
training hours in C-L required for psy-
chiatry residents, and recent approval of
subspecialty status. In addition, at many

tionship. No wonder so few young docs feel
comfortable breaking bad news to patients
and their families. 

I remember being a medical student on
my internal medicine rotation and being
told to break the bad news to a previously
healthy patient that he had brain cancer.
Both the attending and medicine chief res-
ident “passed the buck” to me. Fortunately,
I had had my C-L psychiatry rotation and
felt confident despite being “the third-year
medical student wearing the short white
coat.” Yet students and interns are often
thrown into these situations by their supe-
riors and are left feeling uncomfortable and
unsure of how to handle them.

So what can we do about this? First, we
can train more students and young physi-
cians earlier on. Many programs, as I have
mentioned, are educating their medicine res-
idents in the above skills, and more medical
schools are having their students do C-L
clerkships during their third year. A great
start, but the problem remains that the ma-
jority of medical centers and medical
schools do not expose their students or res-
idents to this area of psychiatry. Had I not
done a C-L psychiatry clerkship, I proba-
bly would have not entered the field of psy-
chiatry and would have gone into pediatrics. 

Another problem resides in the fact that
most of these “programs” that teach clini-
cal skills focus on medicine residents and
fail to educate those in surgery, obstet-
rics/gynecology, and other specialties.

The primary question I pose is whether
a C-L psychiatry rotation should be manda-
tory for graduation from medical school.
As students we have many requirements in-
cluding 12 weeks of surgery, a number of
clerkships in primary care medicine, and
many electives, but no C-L psychiatry clerk-
ship. Could we add in a four- to six-week ro-
tation in this field of psychiatry? I believe
that future doctors would then become
more “empathic, caring docs.”

As chief resident in psychiatry, I still hear
students asking to spend time on a C-L psy-
chiatry clerkship. Unfortunately, only a few
will get that chance.

One of the three medical schools that
send students to our institution has none of
their students rotate on the C-L service,
while the other two have half of their stu-
dents on the service. Thus, even at an in-
stitution that trains one of the largest num-
bers of medical students in psychiatry in the
country and has one of the largest C-L psy-
chiatry fellowships, only a third of students
are exposed to C-L psychiatry. This is quite
unfortunate—unfortunate for psychiatry in
that it will lose potential residency candi-
dates and unfortunate for medicine in that
it will have fewer doctors who have the tools
to become “complete” physicians.

There is a lot we can do, and I am hope-
ful that the next generation of physicians
will feel more comfortable and confident
talking about difficult issues with their pa-
tients. In my limited role as teacher and
mentor to interns and medical students, I
hope to have an impact in helping them
reach that goal. ■

medical centers C-L psy-
chiatry is becoming a part
of both medical student
education and internal
medicine residencies. 

More and more pro-
grams like the one at
which I am chief resident
(Long Island Jewish
Medical Center) are giv-
ing C-L lectures, courses,
and even rotations to
their medicine residents.
Young internists are learning skills such as
how to talk to a patient about proxy issues
and about breaking bad news, death and
dying, and coping with cancer. Medical stu-

dents are also learning about these topics,
and some are spending entire clerkships in
C-L psychiatry.

As a third year medical student, I was
fortunate to have had a C-L psychiatry clerk-

ship. It helped me signif-
icantly in all of my third-
year clerkships, as well as
in attracting me to the
field of psychiatry. Un-
fortunately, more than
half of my colleagues
never got a taste of C-L
psychiatry. They did tra-
ditional inpatient psychi-
atry clerkships and later
went into their medical
residency programs hav-
ing learned little about the

field except for such disorders as schizo-
phrenia, bipolar disorder, and major de-
pression. In medical schools, few classes
focus on ethics and the doctor-patient rela-

C-L Psychiatry’s Impact Overlooked
residents’ forum

BY DAVID STRAKER, D.O.

Dr. Straker is PGY-4 chief resident at Zucker
Hillside Hospital of Long Island Jewish Medical
Center in Glen Oaks, N.Y.
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ate Dr. Lucy Ozarin’s interest in his life,
her statement that psychodrama as a ther-
apeutic technique appears to have receded
is incorrect. 

Far from receding in the United States,
the study, practice, and growth of psy-
chodrama are very much alive and flour-
ishing in the 21st century. The United
States has a Board of Examiners in Psy-
chodrama, which certifies practitioners on
three levels. Most of these practitioners are
nonpsychiatrists, but many work under psy-
chiatrists. Next month I will travel to the
University of San Jose in California to ded-
icate the Moreno Institute West within its
School of Education. 

In therapeutic circles, some practition-
ers and trainers have enthusiastically inte-
grated the psychoanalytical perspective with
psychodrama, while other clinicians use as-
pects of psychodrama without designating
them as such. Further, there are many who
may be unaware that much of their work
derives from Moreno’s work in psy-
chodrama. Frequently other terms have
been substituted, such as role play, action
methods, experiential therapy, interactive
methods, expressive therapy, enactment,
and simulation. The sociologists would de-
scribe this phenomenon as “Moreno having
been absorbed by the culture.”

There are psychodrama training and
treatment centers, as well as individual prac-
titioners, around the globe. Moreno or-
ganized the International Association of
Group Psychotherapy in 1951; it has several
subsections of which psychodrama is one.
Many of its members are psychiatrists. 

Training centers can be found in practi-
cally every European country. Psychiatrists
who identify themselves as psychodrama
specialists are especially numerous in the
Latin American countries. Brazil alone has
6,000 persons in the Federation of Psy-
chodrama Specialists.

Moreover, Moreno is regarded abroad
as a philosopher and an outstanding peda-
gogue. In Germany, for example, there are
two Moreno Institutes and five other psy-
chodrama training centers. The largest
number of practitioners are psychiatrists,
followed by psychologists and social work-
ers. In addition, several journals in Ger-
many are dedicated to psychodrama and its
ever-growing literature. Also, there are two
schools in Germany named Jakob Moreno
Schule. One school applies his methods to
help children with learning difficulties; the
other is for post-psychiatric and post-psy-
chologically treated young people. It is
mainly staffed by persons trained in one of
the psychodrama centers in Germany. 

Regrettably, psychiatrists in this coun-
try do not take seriously a method—it is
not a technique—that is yielding remarkable
results. It is their loss.

ZERKA T. MORENO
Charlottesville, Va.

In her column in the July 18 issue titled
“The ‘Suicide-Prevention Contract’: A

Dangerous Myth,” APA President Marcia
Goin, M.D., asserted: “We can make con-
tracts with builders, insurers, and car deal-
ers, but not with patients.” Mental patients
are not legally incompetent. Builders, in-
surers, and car dealers make contracts with
mental patients. Why can’t psychiatrists
make contracts with them?

Dr. Goin makes her sweeping statement
in the context of rejecting the so-called no-
suicide contract, but her statement places
no limits on the no-contract principle with
mental patients. On the contrary, she tac-
itly underscores that coercive paternalism is
the bedrock principle of psychiatry: “When
entrepreneurs break a contract, the rupture
stirs a multitude of negative feelings, and
legal action may follow. But a broken ‘no-
suicide’ contract stirs tragic feelings for all
involved. No amount of legal action can re-
store the patient’s life.”

I wish to offer three brief observations: 

• Dr. Goin is a psychoanalyst, a member
of the American Psychoanalytic Associa-
tion. If the relationship between analyst and
patient is not a contract, what is it? Do psy-
choanalytic patients fall outside Goin’s cat-
egory of “our patients”?
• Suicide is not illegal. Americans have a
right to kill themselves. Psychiatrists deny
the basic right of self-ownership to patients,
but not to themselves. The patient who
commits suicide does not “lose” his life. He
takes it (into his own hands). Hence, there
is nothing to “restore.”
• Dr. Goin noted that the damage caused
by broken contracts is remedied by legal
action, but she fails to mention that the
principle applies to the suicide-prevention
“contract” as well. When mental patients
commit suicide, survivors hold the psychi-
atrists responsible for defaulting on their
contracts to protect patients from them-
selves.

Without Consent or Contract is the title of
historian Robert William Fogel’s impor-
tant book on slavery. Those words sum-
marize the essence of the immorality of
the institutions of chattel slavery and psy-
chiatric slavery. The concepts of consent
and contract imply relations between per-
sons who recognize one another’s person-
hood. That recognition was incompatible
with slavery and is, according to the pres-
ident of APA, incompatible with psychia-
try.

THOMAS SZASZ, M.D.
Manlius, N.Y.

Dr. Goin responds:
I thank Dr. Szasz for taking the time to
communicate his thoughts on my recent
column. A collaborative working relation-
ship between patient and physician is im-
portant in all fields of medicine. This is par-
ticularly true in psychiatry, where so much
is dependent upon patients’ ability and emo-
tional freedom to talk about how they feel,
their desires, and their impulses. Suicidal
ideation is a case in point. Collaboration,
not slavery, is the answer.

Readers are invited to submit
letters not more than 500 words long for
possible publication. Submission of a letter
implies consent for publication unless otherwise
indicated. All letters are subject to editing to
meet style, clarity, and space requirements.
Receipt of letters is not acknowledged. Send
submissions to Letters to the Editor, Psychiatric
News, APA, Suite 1825, 1000 Wilson
Boulevard, Arlington, Va. 22209; fax: (703) 907-
1094; e-mail: pnews@psych.org.

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

letters to the editor

In the May 16 Psychiatric News, there is a
“History Notes” article about my late hus-

band, J.L. Moreno, M.D. While I appreci-

Psychiatric Slavery?

Psychodrama Lives
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trials comparing the efficacy of different
psychopharmacologic approaches to symp-
tom spectra commonly suffered by these
patients are noted. The evidence also in-
cludes four published randomized, con-
trolled studies of psychotherapy. These were
all long term, and one paper had an 18-
month follow-up with impressive positive
data.

Explicating Evidence-Based Medicine
To quote Sackett again, “It [evidence-

based medicine] is the conscientious, ex-
plicit, and judicious use of current best ev-
idence in making decisions about the care
of individual patients.” An example in the
guideline of this principle is the recom-
mendations regarding the use of MAO in-
hibitors. Although the efficacy of MAO in-
hibitors is equal to that of SSRIs for re-
ducing affective dysregulation in patients
with BPD, they are not a first-line choice
in the treatment algorithm. In the context
of informed consent for the use of MAO
inhibitors, safety considerations are height-
ened for patients who are impulsive and
suicidally vulnerable. The potentiation of
sympathomimetic drugs or related com-
pounds by MAO inhibitors may produce

age number of outpatient visits per user de-
clined,” the report stated. BCBSVT had
turned to a mental health carveout to man-
age its beneficiaries’ use of mental health
and substance abuse services. (Kaiser kept
its previous managed-care plan in place
when it added benefits to comply with the
parity law.) 

At Kaiser, access to inpatient or partial
treatment saw a substantial drop. “There
was a 32 percent lower likelihood of ob-
taining inpatient or partial MH treatment
following parity,” the report stated, “as
Kaiser attempted to target inpatient care
more efficiently, increasing the use of step-
down or diversion programs as an alterna-
tive to hospitalization.” Use of outpatient
services, however, increased under parity.

Substance abuse treatment was more dif-
ficult to access in both health plans after
parity—51 percent lower in Kaiser and 34
percent lower in BCBSVT.

The Vermont report stated that “man-
aged care. . .was an important factor in con-
trolling costs following implementation of
parity. . . . Increased use of managed care
helped make parity affordable, but may have
reduced access and utilization for some serv-
ices and beneficiaries.”

As for the warnings that employers would
stop insuring workers at all as a way to avoid
the parity mandate, only 0.3 percent of em-
ployers dropped coverage in reaction to the
parity law, and “there was no evidence that
a significant number of employers chose to
self-insure to avoid the parity mandate,” the
report noted. Only 3 percent of employers
turned to self-insurance for this reason.

“Both the South Carolina and Vermont
experiences show that the cost of parity is
easily achievable without breaking the bank.
The data are in keeping with three reports
to the Senate Appropriations Committee
since 1997” showing that parity will involve

Administration that reviews the first three
years of the state’s parity mandate. There,
too, warnings of skyrocketing costs and a
rush of employers to self-insure to avoid
the mandate turned out to be groundless.

The report studied the experience of the
two insurers—Blue Cross/Blue Shield of Ver-
mont (BCBSVT) and Kaiser/Community
Health Plan—that covered 80 percent of Ver-
mont’s privately insured population when the
parity law took effect on January 1, 1998.

Following parity, BCBSVT saw the cost
of providing mental health and substance
abuse treatment increase from 2.3 percent
of spending for all services to 2.47 percent,
an increase of about 4 percent. Monthly
costs per beneficiary increased by 19 cents.

At Kaiser, the smaller of the two insur-
ance plans, spending on mental health and
substance abuse services decreased by an
impressive 9 percent after the parity man-
date’s implementation. The bad news for
parity advocates in that statistic, however,
is that “decreases in utilization of [substance
abuse] treatment services” accounted for
almost all of this spending reduction, the
report pointed out.

In terms of access to care, parity signif-
icantly improved the likelihood of insured
individuals obtaining mental health treat-
ment, with increases ranging from 18 per-
cent to 24 percent, the report noted. There
was also an increase in the number of out-
patient visits per use.

Again, however, the sword turns out to
be two-edged. “For BCBSVT members
who received the [mental health/substance
abuse] benefits through the carveout, the
use of managed care arrangements offset
the effect of parity. For these members, the
odds of obtaining treatment and the aver-

Parity
continued from page 6
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that would not translate into a scalable
model for Medicare to implement nation-
ally,” she said. “What they are doing is test-
ing types of interventions, not a program
structure that could be readily scaled up.”

While the opportunities for cost savings
and improvement in health outcomes is
great, the challenges of introducing DM
on wide scale in the Medicare program are
significant. 

“One major challenge is that the CMS
needs to develop the infrastructure to sup-
port the real-time use of patient claims
data,” Foote said. “In addition, there need
to be a lot of policy decisions about where
[CMS officials] think they are most likely to
have a positive impact. And CMS will have
to work very closely with whatever con-
tractors it engages to ensure that DM is ex-
ecuted in a way that is supported by bene-
ficiaries and physicians.” 

The patient population in Medicare is
likely to present challenges not found in the
private sector. “There are 35 million people
in the fee-for-service Medicare plan, and the
range of problems is very broad,” Foote said.
“They will have a lot of problems related to
language, education, multiple chronic con-
ditions, and cognitive difficulties.”

Foote also said that mental illness is a
critical component in the cost of caring for
the Medicare population. Among benefi-
ciaries under age 65, mental illness accounts
for 13 percent of their total health care
costs. And that segment of the Medicare

population is expanding—between 1995
and 1999, enrollment of nonelderly people
in Medicare went up by more than 800,000,
or more than 18 percent, Foote said. 

There is some precedent for offering DM
for mental illness in the public sector.
Sandeep Wadhwa, M.D., is a geriatrician
and vice president for sales and marketing
for the McKesson Corporation, a Broom-
field, Colo., company specializing in disease
management. McKesson has been offering
a version of DM for Medicaid patients with
depression in Washington, Florida, Missis-
sippi, and Colorado. Though he would not
reveal financial data about the company’s
performance, he said the programs have been
successful in saving state Medicaid dollars. 

“These programs are budget neutral for
the state,” he told Psychiatric News. “They
pay us for administrative services, and we
guarantee a savings offset in the form of
claims reductions.”

Wadhwa said that the program offers de-
pression screening to Medicaid patients and,
on the basis of results, coordinates care with
whatever mental health network is in place,
or works with the primary care physician to
find a “medical home” for the beneficiary. 

“A lot of time we are coordinating with
the mental health carveout and plugging peo-
ple into a system they haven’t touched be-
fore,” he said. “We think there is a real di-
mension of social isolation we are addressing
through our outreach mechanism, by plug-
ging people back into a support network.”

Foote’s article is posted online at
<www.healthaffairs.org/WebExclusives/
Foote_Web_Excl_073003.htm>. ■

hypertensive crises. High concentrations
of tyramine or dopamine in aged cheese,
beer, wine, liver, dry sausage, fava beans,
and excessive intake of caffeine may also
generate hypertensive crises. Impulsive or
suicidal patients may forget or purposely
ignore these dietary limitations. Treatment
with an SSRI avoids this considerable risk.

Evidence-based medicine requires us to
evaluate the validity and reliability of the
available evidence, but not lose sight of the
limitations of this evidence. Common prob-
lems are that trials are small, have a short
duration, rely on surrogate outcomes, or
use controls of uncertain validity. Presented
with internally valid, well-conducted trials,
sensitive clinicians will still face the need
to determine how to apply this evidence to
our individual patients.

Psychiatrists practicing evidence based-
medicine will identify and apply the most ef-
ficacious interventions to maximize the
quality of life for their patients. This is not
a cost-saving device. Adoption of this clin-
ical strategy may raise rather than lower the
cost of patient care. 

Is evidence-based treatment of patients
suffering from BPD an oxymoron?

The answer is clearly “No.” Unfortu-
nately, we can’t say the same for airline food
or postal service. ■

onset of compulsive buying for two others;
and alternated over time with a mood dis-
order for six.

The researchers then used the Schedule
for Affective Disorders and Schizophrenia-
Lifetime Version Modified for the Study of
Anxiety Disorders and the Minnesota Im-
pulsive Disorder Interview to assess all of
their 99 subjects for anxiety and depression,
sensation seeking, and impulsivity. 

The investigators then compared the re-
sults for the kleptomania subjects with those
for the subjects with other kinds of psychi-
atric disorders and to the results for sub-
jects with alcohol abuse or dependence.

The researchers could find no statisti-
cally significant differences between the
kleptomania subjects and the other two
groups as far as anxiety and depression were
concerned.

However, they did find that the klepto-
mania subjects and the alcohol-abusing sub-
jects had significantly higher scores on sen-
sation seeking than did the subjects with
other kinds of psychiatric disorders. And
they found that the kleptomania subjects
had significantly higher impulsiveness scores
than the other two groups.

These findings suggest that individuals
with kleptomania are not driven to engage
in it because of obsessions or compulsions
or because of a need to abuse substances.
However, they may be propelled toward it

to some degree because of anxiety and de-
pression and because of a need for thrills,
but most of all because of their impulsivity.

In fact, “because kleptomania is charac-
terized by a low rate of comorbid substance-
related disorders other than nicotine de-
pendence and by severe psychopathology,
it could be an appropriate disorder in which
to study the information processes and psy-
chobiology underlying impulsivity,” Bayle
and his team suggested in their study re-
port.

The study, “Psychopathology and Co-
morbidity of Psychiatric Disorders in Pa-
tients With Kleptomania,” is posted on the
Web at <http://ajp.psychiatryonline.org/cgi/
content/full/160/8/1509?>. ■

clinical & research news
Kleptomania
continued from page 17

Maltreatment
continued from page 18

been physically or sexually abused, and 20
percent who reported having witnessed ma-
ternal battering plus having been physically
and sexually abused had a low mental health
score as an adult.

“The overwhelming majority of the
[study] participants were white and had at
least some college education,” Edwards and
her team wrote in their study report, “hence
additional studies should be performed to
confirm these findings with more demo-
graphically diverse groups. Even higher
abuse prevalences may have been obtained
had a more diverse group of respondents
been included.”

The study was financed by the Centers
for Disease Control and Prevention, the
Association of Teachers of Preventive Med-
icine, and the Garfield Memorial Fund.

“Relationship Between Multiple Forms
of Childhood Maltreatment and Adult
Mental Health in Community Respon-
dents: Results From the Adverse Child-
hood Experiences Study” is posted on the
Web at <http://ajp.psychiatryonline.
org/cgi/content/full/160/8/1453?>. ■

only minimal cost increases, emphasized Dar-
rel Regier, M.D., director of APA’s Division
of Research and the American Psychiatric
Institute for Research and Education, in an
interview with Psychiatric News. It is trou-
bling, he added, that “the level of care man-
agement in administering this benefit may
be reducing access unnecessarily. We have
to keep monitoring both quality of and access
to care under parity laws, particularly for peo-
ple with less-severe illnesses.” ■
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help she has given NAMI. . . .Her stature
within the mental health community has
grown even more over the past several
years.” 

Childs takes a similarly broad view about
the role of psychiatrists in advocacy. “Mul-
tiple disciplines are involved in the deliv-
ery of care in the mental health system,”
she said. “We should see ourselves as part
of a big picture.” 

She has considerable experience in both
the public and private sectors and in vari-
ous aspects of psychiatry and administra-
tion. 

Childs completed her residency in psy-
chiatry at the Massachusetts Mental Health
Center, where she was chief resident in adult
psychiatry, and completed training in child
psychiatry at that center and the Gaebler
Children’s Center. 

She has held academic appointments at
the Massachusetts Institute of Technology,
Harvard University, and the University of
Cincinnati. 

What about those areas of disagreement,
such as mandatory treatment, that divide
mental health advocates?

“It’s important to listen and to explain,”
she said. “I’ll be meeting with groups of all
kinds in my new position.”

Childs said she was impressed by the
“desire to do things well” of the state em-
ployees. “Their commitment is quite some-
thing,” she said.

Speaking for herself, Childs said, “I
thought it would be the kind of job in which
gratification is delayed, but I was pleasantly
surprised. It’s such an immediate reward to
be in a position in which I can help look
out for people’s best interests and make de-
cisions that help them.” ■

cret. And built into it is a mechanism by
which Congress can adjust overall spend-
ing on the Medicare program whenever the
volume of physician services increases.

This mechanism allows Congress to
maintain budget neutrality: If service vol-
ume goes up, part of the formula will ac-
count for it in the form of a reduction in fees. 

Some physician groups say the payment
rates are causing doctors to cease treating
new Medicare patients. The American
Academy of Family Physicians, for instance,
said that a survey of its members indicated
that the number of family physicians not
accepting new Medicare patients increased
by 28 percent following the 5.4 percent pay-
ment rate cut in 2002. 

AAFP President James Martin, M.D., said
the announced rate cuts for 2004 will exac-
erbate the problem. “The administration may
not be in touch with reality,” he said. “The
academy’s own surveys show that more than
1 in 5 of our doctors are not even taking new
Medicare patients now. Lower reimburse-
ment rates will only add to that problem.
There will be an access problem.” ■

Fees are established according to an
equation known as the Resource-Based Rel-
ative Value Scale (RBRVS). The RBRVS,
developed in the 1980s by Harvard econo-
mist William Hsaio, M.D., was intended
to be a data-driven method for determining
the value of a physician’s work involved in
every type of medical encounter for which
there exists a reimbursement code. 

The fee is arrived at by adding the “rel-
ative value units” of a physician’s work, the
“practice expense” relative value unit—which
is a measure of costs involved in a clinical
encounter—and the malpractice relative
value unit. The sum of these components is
a total relative value unit (or RVU) adjusted
for geographic variation. This RVU is then
multiplied by a “conversion factor”—a vari-
able determined by Congress—to arrive at
a fee for each reimbursement code. 

The process by which the conversion
factor is developed, however, is largely se-

Medicare
continued from page 1

“She’s excellent at reaching shared goals
and capable of handling a huge amount of
responsibility,” he said. 

Childs takes a broad view of who her
constituencies are. “It’s not only patients
and their families,” she said. “It’s the com-
munities in which they live, those who pro-
vide mental health services, and the legis-
lature.” 

She is known for an inclusive approach
toward advocacy and mental health issues. 

Toby Fisher, executive director of the
National Alliance for the Mentally Ill–Mass-
achusetts, told Psychiatric News, “Beth was
our first and only choice for the position.
She spoke at our rallies, took time from her
work to advocate for patients and their fam-
ilies, and at every turn talked about the
needs of people with chronic mental ill-
ness.” 

In a letter of support, Fisher wrote, “We
cannot say enough about the expertise and

MH Commission
continued from page 1

an Ethics Committee panel, rather than the
Appeals Board, the appeal will be heard by
the committee. Once these appeals are ex-
hausted, the board will be dismantled. 

• Statute of Limitations
The third change to the ethics process

is the imposition of a 10-year statute of
limitations. For patients who were minors
at the time of the alleged infraction, the
10-year limitation period will begin once
the patient reaches the age of majority, age
18 in most states. This change was enacted
for two main reasons: evidence and wit-
nesses tend to be less available and reliable
over time, and district branches don’t have
unlimited resources to tackle investigative
challenges associated with older complaints.
This change brought about spirited dis-
cussion among APA Ethics Committee
members, with some arguing that the rare
case with well-preserved evidence would
go unheard if a statute of limitations was
adopted. For example, imagine a bound-
ary-violation scenario in which a former
patient produced photographs document-
ing a vacation he or she took with his or
her psychiatrist during the course of treat-
ment. History, however, has shown allega-
tions of unethical conduct preceding the
complaint by more than 10 years are a rar-
ity. 

In closing, these three new procedural
modifications to APA’s ethics regulation and
education process provide district branches
with a more flexible, comprehensive set of
tools to handle complaints of unethical con-
duct, and also put a greater emphasis on
the primary goal of the ethics process: ed-
ucation. ■

viewpoints
continued from page 21
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a child must meet under the existing statute
to qualify for services under the waiver in-
cludes care in hospitals, intermediate care
facilities, or nursing homes.

Many children are cared for, however, in
psychiatric residential treatment centers, an
institutional level of care not covered by the
statute, Seltzer explained. “Congress needs
to modify the statute to allow children re-
ceiving or needing inpatient psychiatric serv-
ices in a residential treatment center to re-
ceive services in the community.”

Collins vowed to pursue passage of three
bills in Congress this year—the Family Op-
portunity Act, the Sen. Paul Wellstone
Mental Health Parity Act, and the Child
Healthcare Crisis Relief Act, which includes
incentives such as scholarships to help re-
cruit and retain child psychiatrists and men-
tal health professionals.

The legislation cited in this article can be ac-
cessed on the Web at <http://thomas.loc.gov> by
searching on the respective bill number. ■

Osher recommended that Congress in-
crease the appropriation for state mental
health block grants by 20 percent and man-
date that all funds be used to develop fam-
ily-driven support services and expand ef-
fective community-based treatment serv-
ices for children with psychiatric disorders
and for their families.

“Our families also find themselves be-
tween a rock and a hard place trying to bal-
ance the conflicting mandates, require-
ments, and demands of several different
services or systems,” complained Osher.

She recommended that state agencies
be required to develop effective interagency
working agreements so that services are co-
ordinated and funding is combined from
all child-serving agencies. “The goal is for
children with mental health problems and
their families to have affordable and con-
venient access to a comprehensive array of
supports and services,” she said.

Seltzer testified that “Congress has leg-
islation before it that would take two giant
steps toward preventing custody relin-
quishment.” 

The new legislation should streamline
the current system by requiring the cre-
ation of a federal interagency task force, as
recommended by the GAO, to foster co-

on institutional care.”
The Kansas home- and community-

based waiver for children with serious psy-
chiatric disturbances has, for example, re-
duced custody relinquishment and led to

positive outcomes in schools, said Seltzer.
“More important, the waiver allows fami-
lies to remain intact.”

Federal Law Lags Behind
Federal law has not, however, kept up

with changes in practice. The “level of care”

operation, examine problems of mental
health care in the child welfare and juve-
nile justice systems, and assist states in im-
plementing the grant program.

The Family Opportunity Act (S 622),
cosponsored by Sens. Charles Grassley (R-
Iowa) and Edward Kennedy (D-Mass.),
would expand Medicaid coverage to chil-
dren whose families would not otherwise
be eligible and give states greater flexibil-
ity to use the Home and Community-Based
Services Waiver to serve children with se-
rious psychiatric disorders.

States Bypass Program
“This critically important tool has not

been taken advantage of by most states be-
cause of obstacles that Congress has the
power to eliminate. Only Vermont, Kansas,
and New York have used this waiver,”
Seltzer told Congress. “They found that
the costs of serving these children in the
community are half of what would be spent

government news

ability market, and the report stated that
much of the data necessary for a complete
understanding of market trends are not
available. 

“This lack of data is due, in part, to the
nature of NAIC’s and states’ regulatory re-
porting requirements for all lines of insur-
ance, which focus primarily on the infor-
mation needed to evaluate a company’s sol-
vency,” the GAO stated. “Most insurance
regulators do not collect the data that would
allow analyses of the severity and frequency
of medical-malpractice claims for individ-
ual insurer operations within specific states.” 

In response to the report, Alan Leven-
son, M.D., president and CEO of Psychi-
atrists’ Purchasing Group, which sponsors
the APA-endorsed Professional Liability
Insurance Program (PLIP), said psychiatry
has not been the focus of controversy
around liability premiums and that the pro-
fession continues to have among the low-
est premiums on average. 

Still, he said, the profession is not ex-
empt from what is happening in all of
medicine. “Generally, psychiatrists’ pre-
miums have not risen with the same speed
of [those of] other specialties, but we are
feeling the impact of increasing costs
across the board,” he said. “That has led
to two years of premium increases [in the
APA-endorsed PLIP] after four years of
no increases at all.”

Levenson said premiums in the PLIP in-
creased an average of 30 percent in 2002 and
10 percent in 2003. Insurance carriers are
dropping out of the market, he added, which
also has made it difficult for physicians in all
specialties to purchase any malpractice in-
surance in some states. 

Levenson added that the APA-endorsed
program remains the largest source of mal-
practice insurance for psychiatrists, with
7,000 participants.

The GAO report is posted on the Web at
<www.gao.gov/new.items/d03702.pdf>. ■

Malpractice
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Custody
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“Our families also find
themselves between a
rock and a hard place
trying to balance the

conflicting mandates, re-
quirements, and de-

mands of several differ-
ent services. . .” 
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