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chiatrists are seeing more patients who
have been tortured in their home coun-
try, and Canada is one of the world’s
largest immigrant-receiving countries.
Some 150 languages are spoken in
Toronto alone.

“I call it hyperdiversity,” Laurence Kir-
mayer, M.D., director of transcultural psy-
chiatry at McGill University, declared at
the CPA meeting, whose theme was cul-
ture and mental health. “It is extraordi-
nary.”

Also extraordinary is the plethora of
challenges Canadian psychiatrists face if
they want to understand patients from dif-
ferent backgrounds and to help them, sev-
eral speakers noted.

Certainly language is a daunting prob-
lem. Lisa Andermann, M.D., a postdoc-
toral fellow at the University of Toronto,
said she sometimes uses an interpreter, but
even so, the interpreter and patient may

get so involved talking to
each other that they for-
get the psychiatrist is
there. Interpreters cannot
always give a psychiatrist
the context of what is
going on with a patient,
Dennis Kussin, M.D., a
psychiatrist at Toronto
Western Hospital, pointed
out. 

Patients may not be
able to read the labels

A nd there they were, the Moroccan
daughter and her mother, in a
Toronto hospital emergency room.

The daughter was suicidal. Could it be
because she was possessed by a malevo-
lent spirit—a “djinn”? The mother
thought so. Then the daughter admitted
that she had done something terribly
wrong. “Have you disgraced our family?”
the mother asked.

This scene was play-acted by two psy-
chiatrists at the annual meeting of the Cana-
dian Psychiatric Association (CPA) in Mon-
treal in October to provoke a discussion of
how psychiatrists should handle such situ-
ations.

The scene is also an example of the
cross-cultural challenges facing Cana-
dian psychiatrists for several reasons—
Canada is composed of peoples from nu-
merous backgrounds, immigrants are
settling in more areas of the country, psy-
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How does one provide culturally competent psychiatry in one of the
world’s most immigrant-friendly countries? Canadian psychiatrists who
have had experience in this domain proffer some answers.

Canadian Psychiatrists Confront
Cultural-Competency Challenges

please see Canadian on page 18

Four psychiatrists are the stars of a new
video documentary from APA in
which the camera follows each

through an average day in practice in set-
tings ranging from an Indian pueblo north
of Santa Fe, N.M., to a ramshackle apart-
ment building in Baltimore.

The 27-minute video, “Real Psychiatry:
Doctors in Action,” is an initiative of APA’s
Department of Minority and National Af-
fairs. Its goal is to increase the number of
minority psychiatrists and raise awareness
about mental health issues in patients from
different ethnic backgrounds. 

Through the video, viewers gain some
insights into each of the psychiatrist’s pro-
fessional and personal lives. 

“ ‘Real Psychiatry’ is a valuable recruit-
ment tool for psychiatry,” said Annelle
Primm, M.D., M.P.H., director of the De-
partment of Minority and National Affairs.

Primm said she thinks medical students
and others belonging to underrepresented
groups will identify with the diversity of
the psychiatrists in the video and “be en-
ticed to consider careers in psychiatry.”

Primm said the videotape “has tremen-
dous potential to increase diversity in the
psychiatric profession, which we know can
help reduce mental health disparities among

please see Video on page 34

Medical Students
See Psychiatry’s
Diversity in
New Video
APA hopes that its new video,
“Real Psychiatry: Doctors in Ac-
tion,” will attract more minority
members to the field of psychia-
try and thereby lead to a reduction
in mental health care disparities
for minority patients.

BY EVE BENDER

Who Will Be APA’s Next Leaders?
The December 3 issue of Psychiatric News will contain informa-
tion on the candidates running in APA's 2005 election. Ballots will

be mailed to all voting members
on December 22, and in-

structions for online
voting will be e-mailed
to all members for

whom APA has an e-mail ad-
dress on file. All ballots must
be received by February 7.

APA President Michelle Riba, M.D., M.S. (center), celebrates the signing of the Garrett Lee
Smith Memorial Act at a Capitol Hill reception last month with Sen. Mike DeWine (R-Ohio,
left) and Sen. Gordon Smith (R-Ore.). See story on page 14.
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Television psychologist Phil
McGraw, Ph.D., who says
he has “galvanized millions
of people to ‘get real’ about
their own behavior,” has

recently managed to galvanize mental health
advocates and others in anger and outrage
over remarks that they view as anything but
therapeutic. 

The battle lines were drawn after his
September 22 television special ti-
tled “A Dr. Phil Primetime Spe-
cial: Family First.”

Among the most vocal in con-
demnation was the National Al-
liance for the Mentally Ill, which
charged that remarks he made
about parents with mentally
ill children were so ir-
responsible they had
the “potential to
[endanger] the
lives of children
with mental ill-
ness.”

NAMI Ex-
ecutive Direc-
tor Michael
Fitzpatrick
wrote a blister-
ing letter to
Leslie Moonves,
CEO of CBS, which
broadcast the pro-
gram, saying, “Not
only did the show rep-
resent a breach of professional ethics, but
also, in the opinion of many, malpractice.”

Blaming family members—as McGraw
appeared to do—for the behavior of a child
who shows clear signs of mental illness, Fitz-
patrick wrote, “undermines all recent un-
derstanding of the biological basis of brain
disorders and is not only insensitive, but also
hinders a family or individual from seeking
comprehensive treatment. . . .” 

The program’s theme was showing,
through videotapes of family interactions
taken with hidden cameras, “out-of-con-
trol” families, including mothers and fa-
thers making what he considers to be seri-
ously misguided parenting decisions.
McGraw is a Ph.D. clinical psychologist. 

The segment that had NAMI mem-
bers and others up in arms involved Eric,
a 9-year-old boy who, McGraw said after
seeing videotapes of his behavior, had nine
of the 14 characteristics commonly evi-
denced by serial killers. “Jeffrey Dahmer
had seven,” he added. This occurred after

NAMI Leaders Issue Angry Response
To TV Psychologist’s Program

BY KEN HAUSMAN

The aim of Dr. Phil’s TV special may have been to show apparently
dysfunctional families the path to improved functioning, but his com-
ments have many mental health advocates saying that he is the mis-
guided one.

his father dismissed Eric’s behavior as the
sort of things boys do, though the boy ex-
hibited behaviors such as beating up his sis-
ter because he liked to watch her lip bleed,
setting fires, abusing animals, and smear-
ing his feces on the walls of his home. Eric
interjected, “I don’t like hurting them—I
just can’t help it.”

McGraw concluded, “This is not a be-
havior problem with a child. This is a man-

ifestation of a family that’s out of con-
trol.” A few minutes later, after
Eric’s mother asked for advice, Mc-
Graw suggested that the solution
was “to take this child back to the
nuts and bolts and re-parent him.
I would begin by stripping his

room totally. Take every-
thing out of it except

the bed. That’s
commando parent-
ing. . . . You are in
a power struggle,
and the price of
poker just went
up.” 

McGraw urged
the parents to con-

sider how “intercon-
nected” all families are
and how their son’s be-
havior “is just a manifes-
tation of what’s going on
in the family.”

In his letter to CBS,
Fitzpatrick stated that

blaming parents for the behavior of a child
with mental illness symptoms in front of
an audience of millions puts “children’s
lives now at risk,” since some parents will

Notice to All
Practitioners

Important Diagnostic
Coding Change

Because of changes
made to ICD-9-CM
effective October 1,
the diagnostic code
for narcolepsy is now
347.00 (instead of
347). Please change
your copy of DSM-IV-
TR accordingly.

© Kingworld

please see NAMI on page 34
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Working Together to Prevent 
Youth Suicide

from the president

BY MICHELLE RIBA, M.D., M.S.

PSYPREP
1/4  BW

A s psychiatrists, we
experience, under-
stand, and grieve a

patient’s death in various
ways.

Especially challenging
for us, professionally and
personally, is when a
young person takes his or
her life. Nothing seems
more contrary to our pur-
pose as healers.

We are reminded that,
even in the best of circum-
stances, not all suicides are
preventable. But as the
third-leading cause of death
among young adults, suicide is all too com-
mon and a major national health concern.

It’s some relief to know that we have
tools in addition to our profession to help
address the problem. Public policy and
coalition work can complement and sup-
port our clinical work in meaningful ways.

Recently, the level of discourse between
mental health advocates and public policy-
makers has increased. Together we are dis-
cussing how to prevent youth suicide and
sharing in the anguish when youngsters are
not reached in time. Sometimes the out-
come of engaging in politics and policy-
making buoys us; other times it presents us
with an opportunity to redouble our efforts.

An encouraging development was the
recent signing of the Garrett Lee Smith
Memorial Act (see page 14), though the im-
petus for the federal government’s new sui-
cide prevention effort was a sad one: the
September 2003 suicide of U.S. Sen. Gor-
don Smith’s 21-year-old son.

“I didn’t volunteer to be a champion of
this issue, but it arose out of the personal
experience of being a parent who lost a child
to suicide and mental illness,” Smith, a Re-
publican, said this past summer on the Sen-
ate floor, urging passage of the bill.

Within hours, Smith’s colleagues had
approved the bill. Unanimously!

For me, just as heartening as unanimity
in the Senate and timely passage of impor-
tant legislation is the door that Smith
opened for fellow senators to share their
experiences with suicide and mental ill-
nesses. Smith’s heartrending remarks about
his son were followed by moving testi-
monies from Sen. Harry Reid (D) of
Nevada, whose father committed suicide
after a years-long battle with depression,
and Sen. Don Nickles (R) of Oklahoma,
who shared a similar story about his father.
Stigma faded a little that day.

The discussion ranged from medications
and side effects to clinical trials and regu-
latory authority, and included personal sto-
ries about a loved one’s suicide and calls to
the FDA not to limit access to care. 

Deep concerns over youth suicide have
been front and center in another context.

In several forums APA has told the FDA
that “as part of a comprehensive treatment
plan, antidepressants can be extremely help-
ful and even lifesaving for many young peo-
ple struggling with depression, an illness
with significant long-term consequences, in-
cluding an increased risk for suicide. We be-
lieve the biggest threat to a depressed child’s
well-being is to receive no care at all.”

Indeed, throughout
the process APA ex-
pressed its concerns to
the FDA, Capitol Hill,
the media, and the pub-
lic about the potential for
seeing treatment rates
fall. APA leaders, mem-
bers, and staff, in partic-
ular, were exceptional in
their efforts to reach the
FDA and encourage a pa-
tient-focused, science-
based approach.

But personal stories
seized the attention of
everyone at the hearing—

and some in Congress—and ultimately
moved the FDA to adopt a black-box warn-
ing for all antidepressants (Psychiatric News,
November 5).

Now recent prescription data, which
pharmacy benefit manager Medco Health
Solutions released a week after the hearing,
suggest the controversy leading up to the
warning has already lowered treatment rates
(Psychiatric News, October 15). APA is com-
mitted to finding ways to stem that trend
and mitigate potential adverse impacts of
the black-box warning.

For more than six months, we have been
working with family practice, pediatrics,
and patient advocacy groups to draft guide-
lines for the treatment of depression in ado-
lescents in primary care settings. This in-
terdisciplinary coalition is known as
Guidelines for Adolescent Depression in
Primary Care, or GLAD-PC, and it’s led
by APA member Peter Jensen, M.D., of Co-
lumbia University. James MacIntyre, M.D.,
a child and adolescent psychiatrist in New
York, represents APA on the initiative.

We are also in the process of establish-
ing a work group among many of the same
coalition partners, which will work quickly
to provide information and advice for physi-
cians and parents until the GLAD-PC
guidelines are finalized.

And we have called on the FDA to set
in place a system to track the impact of the
new warning on prescribing patterns, a sys-
tem that should also track any increase in ac-
tions by patients to harm themselves as a
result of reduced access to medically nec-
essary treatment with antidepressants.

We, as psychiatrists, are fortunate to be
leaders in many efforts to intervene in sup-
port of our nation’s young people and their
well-being. Our clinical work, our advocacy,
and our efforts across specialties are inter-
related—each part vital to safeguarding the
mental health of children and youth. ■

HHaavvee  wwee  hheeaarrdd
ffrroomm  yyoouu  yyeett?? If
you are one of the
1,000 APA mem-
bers who received a
readership survey
in the mail from
Psychiatric News and haven’t responded yet,
pplleeaassee  ddoo  ssoo  ttooddaayy.. Also, all APA members are
invited to fill out the survey online. To access
the survey, click on the above logo on APA’s
homepage. Psychiatric News needs to hear
from as many members as possible to best re-
spond to members’ information needs.

READERSHIP 
SURVEY
READERSHIP 
SURVEY

essional News
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Priority Hotel Reservations for APA Members

DDuurriinngg  DDeecceemmbbeerr,,  AAPPAA  mmeemmbbeerrss  wwiillll  hhaavvee  aann  eexxcclluussiivvee  ooppppoorr--
ttuunniittyy  ttoo  mmaakkee  tthheeiirr  hhootteell  rreesseerrvvaattiioonnss  ffoorr  tthhee  22000055  aannnnuuaall
mmeeeettiinngg  iinn  AAttllaannttaa..

To obtain more information about the meeting and partici-
pating hotels, go to APA’s Web site at <www. psych.org>. After
logging into Members Corner, click on “2005 Annual Meeting.”
If work or travel plans change, you can update or cancel your
reservations at this site.

To make the process as simple as possible, you may register
in the following ways:

• OOnnlliinnee::  <www.psych.org>. Click on “Members Corner” and
log in, and then click on “2005 Annual Meeting” and follow
housing link to Travel Planners Inc.
• BByy  PPhhoonnee::  (800) 221-3531 or (212) 532-1660. Lines are

open Monday through Friday from 9 a.m. to 7 p.m. Eastern time.
• BByy  FFaaxx::  (212) 779-6128.
• BByy  MMaaiill::  Travel Planners Inc., 381 Park Avenue South, Third Floor, New York, N.Y. 10016.

Your membership number is needed to make advance hotel reservations. Reservations made
by mail will be accepted with payment by credit card or check made payable to Travel Plan-
ners Inc. The deadline for hotel reservations is April 22, 2005, although call-in reservations
will be accepted after that date based on availability. All cancellations must be made through
Travel Planners before April 22, 2005.

what had happened the
day before, and he told
me that the convenience
store hadn’t had his fa-
vorite candy bar, which
was “not good.”

Once I met with John
and then John’s parents,
I got a sense of how I
might help. First, his
parents needed a clearer
sense of his diagnosis and
symptoms, since they
had been told that he was
“psychotic and maybe

schizophrenic.” I also noted that he needed
a proper trial of an SSRI to help with his
preoccupation with rituals and routines.

Moreover, John’s parents were starting
to have health problems, and they had been
trying for more than a year to find a group-
home placement for John. They had been
offered an intermediate care facility, but
were ambivalent because John would not
be allowed to ride his bike. 

A day later, I managed to reach John’s
caseworker. She too was frustrated at the
lack of services for patients like John and
detailed some frustrations with his family’s
unwillingness to take the intermediate-care
placement. She promised to work with the
family to find other options.

We discharged John after six days. I ro-
tated off of the inpatient service but bumped
into John’s parents a month later during yet
another admission. I was sad to hear that
little had changed.

In talking with residents in other hospi-
tals, my experiences with John and patients
with developmental disabilities are quite
typical. I’m luckier than most in that my
residency program has a didactic series on
mental retardation and other developmen-
tal disabilities, but we still have no explicit
clinical experience with such patients, and
we don’t see them as outpatients.

Very little in the psychiatric literature
discusses this gap in training. An article in

A re we learning to
help patients with
developmental dis-

abilities? I recently had the
opportunity to participate
in an APA workshop on
advocacy on behalf of pa-
tients with developmental
disabilities. In thinking
about what I could offer
such a discussion as a
PGY-4 resident in general
psychiatry, I considered
my own experiences. I
thought of one encounter
when I wished that I could advocate effec-
tively both for my patient and for better
services in general. As I reflected, I realized
that we should also be advocating for our-
selves as residents to receive better train-
ing on how to help patients with develop-
mental disabilities.

John (not his real name), a 30-year-old
man with autism spectrum disorder and
mild mental retardation, was brought to the
emergency room by police after disrupting
traffic outside a convenience store. John’s
parents were contacted, and they reported
some increase in agitation and self-injuri-
ous behavior over the past week or two. I
was paged to authorize John’s fourth ad-
mission in the past six months. I wondered
what I could do differently after two previ-
ous resident teams had failed, but I could-
n’t very well turn him away.

As I entered John’s room, my spirits
picked up. John was sitting on Power
Rangers sheets and holding a well-worn
Superman comic book. I started to like him
as he talked excitedly about the bus outside
his hospital room window being “right on
time” that morning. We worked around to

residents’ forum
Developmental Disabilities:
Close the Training Gap

JEREMY VEENSTRA-VANDERWEELE, M.D.

Jeremy Veenstra-VanderWeele, M.D., is a PGY-
4 resident in child and adolescent psychiatry at
the University of Chicago. He is also an
APA/GlaxoSmithKline fellow serving on APA’s
Committee on Developmental Disabilities.

the March Psychiatric Services described a
survey study of a three-week experience of
residents on a dual-diagnosis/mental re-
tardation unit at Zucker Hillside Hospital
in New York. According to the survey re-
port, residents almost uniformly described
this as an important experience, but even
in this program, they received no outpa-
tient experience with patients with devel-
opmental disabilities.

Is it really important to learn about de-
velopmental disabilities? The literature on
developmental disabilities suggests that it
is. Of the 1 percent of the population who
have mental retardation, 30 percent to 70
percent have a psychiatric comorbidity.
What should we be learning and how
should we learn it? Early didactics and
teaching on rounds and in clinical case con-
ferences can show us the important role of
the psychiatrist in caring for patients with
developmental disabilities and their fami-
lies.

The most important teaching may re-
quire a frame-shift in approach. We need
to avoid learned helplessness with these

patients, learning instead what we can and
cannot do for them. Moreover, it is cru-
cial to understand the psychiatrist’s role
outside of the clinic or hospital as a po-
tent advocate. A well-placed phone call or
letter from a physician can cut through
layers of bureaucracy and resistance that
families may not otherwise pierce. We
need to gain comfort in the role of an ex-
pert who can redirect a system that so often
goes wrong.

When I told one of my friends in the
APA/GlaxoSmithKline fellowship that I was
assigned to APA’s Committee on Develop-
mental Disabilities, she assumed that she
needed to console me: “I’m sorry. That’s
too bad.” That is sometimes the attitude
that psychiatrists take in teaching and learn-
ing about patients with developmental dis-
abilities. We care for them because they are
there when we enter our inpatient units and
clinics, but we rarely step outside the
bounds of our collective learned helpless-
ness. When considering advocacy for these
patients, perhaps we first need to advocate
for them within ourselves. ■

Association News
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Managed care plans that
publicly report per-
formance data showed
significant gains in
quality of care last year

on several critical measures, but no gains
were recorded on key measures in the treat-
ment of mental illness, according to a re-
port by the National Committee on Qual-
ity Assurance (NCQA). 

The NCQA’s annual report, “State of
Health Care Quality,” found that perform-
ance improvements recorded last year among
the 563 managed care plans that reported
their results were among the largest ever.
These plans cover about 69 million people
and represent a subsection of the broader

health care system, according to the NCQA.
Average health plan performance in the

area of controlling high blood pressure im-
proved from 58 percent to 62 percent, an
improvement that will mean about 2,500
fewer fatal heart attacks this year, according
to the NCQA. Health plans are also doing
a better job controlling the cholesterol of
patients with diabetes; rates for that meas-
ure improved from about 55 percent to over
60 percent. 

But the NCQA report specifically singled
out mental health as an area where the per-
formance of managed care plans has been
dismal. Rates for two key measures—follow-

ganization for the managed care industry. “If
[the plans] cared about patient needs, they
would take a position for parity in mental
illness,” he said. 

In the area of medical management of
depression, the HEDIS measure looks at
the percentage of members of a managed
care plan with depression who received an-
tidepressant medication during the acute
phase (defined as the 12-week period fol-
lowing diagnosis) and the continuation
phase (the six-month period following di-
agnosis). The measure also looks at the per-
centage of a plan’s patients who received at
least three visits with a clinician during the
12-week period following diagnosis. 

In the commercial market, 60.7 percent
of patients were prescribed antidepressant
medication during the acute phase, and only
44.1 percent of all patients with depression
remained on antidepressant medication

up care and medical management of depres-
sion—remain generally low and indicate that
patients get the correct care only about 50
percent of the time, according to NCQA.

The report is based on results from man-
aged care plans that use the NCQA’s Health
Plan Employer Data and Information Set
(HEDIS), a tool to measure performance
on important dimensions of care and serv-
ice. NCQA is a nonprofit accrediting or-
ganization for managed care organizations.

Lawrence Lurie, M.D., chair of APA’s
Committee on Managed Care, said the
NCQA report is a worthwhile effort to
measure quality across the health care sys-
tem, but questioned what health plans are
doing to remedy deficiencies in treatment
of mental illness. 

“What NCQA is measuring is impor-
tant,” Lurie told Psychiatric News. “Follow-
up treatment after hospitalization is an es-
pecially critical issue. But the question I
would raise is whether health plans are
doing anything to provide incentives, or
make it easier, for clinicians to meet the
performance measures.”

At least one psychiatrist and APA leader
expressed deep skepticism about the in-
tegrity of the findings. Edward Gordon,
M.D., chair of APA’s Advisory Committee
on Medicare and member of the APA
Committee on RBRVS, Codes, and Reim-
bursement, called NCQA an apologist or-

MCOs Still Not Getting
Mental Health Care Right
Managed care plans are doing a better job of providing quality treat-
ment for many conditions—but not for mental illness.

SEEPRACOR
ISL 4C

health care economics

BY MARK MORAN

Source: National Committee for Quality Assurance, 2004

Rates of medication use for depression remain 
low in both public and private health plans, and 
rates of follow-up care for depression are 
especially poor. 

Depression Care 
Inadequate

Acute phase

Continuation
phase

Contacts

0% 10% 20% 30% 40% 50% 60%

Private insurance rates
Medicare rates
Medicaid rates

Antidepressant medication 
management rates, 2003

� Acute phase: The percentage of members who
received antidepressant medication and had at least 
three follow-up visits in the 12-week acute phase after 
initial diagnosis.
� Continuation phase: The percentage of eligible 
members who remained on antidepressant medication 
continuously in the six months after the initial diagnosis.
� Contacts: The percentage of members who received 
at least three follow-up office visits in the 12-week 
acute treatment phase after a new diagnosis of 
depression.

please see MCOs on page 10
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abuse or dependence had a serious mental
illness, according to the NSDUH. This rate
dropped to 8 percent among adults without
substance abuse or dependence. 

The survey also measured the prevalence
of mental health treatment in the United
States, defined as “the receipt of treatment
or counseling for any problem with emo-
tions, ‘nerves,’ or mental health” in an in-
patient or outpatient setting in the year
prior to the interview. 

In 2003 an estimated 28 million adults,
or about 13.2 percent of the population, re-

Serious mental illness affects an es-
timated 19.6 million American
adults, or about 9.2 percent of the
population, according to data
from the 2003 National Survey

on Drug Use and Health (NSDUH). 
The number of people with serious men-

tal illness has risen significantly from 2002
NSDUH estimates (17.5 million), accord-
ing to a report of the survey’s findings by
the Substance Abuse and Mental Health
Services Administration. The results were
extrapolated to U.S. population estimates.

The NSDUH is a national representa-
tive survey conducted among almost 70,000
people in their homes. It collects informa-
tion on the prevalence of substance use in
the population, perceptions of risks related
to substance use, patterns of use, treatment,
and mental illness (see page 8).

The findings were released in Septem-
ber. 

According to the NSDUH, an estimated
4.2 million adults met criteria for both se-
rious mental illness and substance abuse or
dependence during the previous year. Se-
rious mental illness was defined as experi-
encing a diagnosable mental, behavioral, or
emotional disorder that meets DSM-IV cri-
teria and results in functional impairment
that substantially interferes with or limits
one or more major life activities. 

For the purposes of the survey, substance
abuse or dependence was distinguished as a
separate category from serious mental illness. 

The study found a strong link between
serious mental illness and drug and alcohol
problems. 

Among adults with serious mental ill-
ness in 2003, 21.3 percent were also de-
pendent on or abused drugs or alcohol. The
rate among people without serious mental
illness was just 7.9 percent. 

About 21 percent of adults with substance

Variety of Factors Keeping
People From MH Care
Affordability of mental health treatment is the most formidable barrier
keeping people from accessing care, according to a new government
survey.

BPD 
1/4 BW

OSLER (TUTORIAL)
1/4 BW
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BY EVE BENDER

Panahon Honored for Work on IMG Issues

Norma C. Panahon, M.D., is presented with APA’s George Tarjan Award by
Prakash Desai, M.D., immediate past speaker of the APA Assembly. The pres-
entation took place last month
at APA’s Institute on Psychi-
atric Services. The award, es-
tablished in 1992 and named
for George Tarjan, M.D., the
first international medical
graduate (IMG) elected presi-
dent of APA, is given each year
to recognize an individual who
has made significant contribu-
tions to the enhancement of
the integration of international
medical graduates into Amer-
ican psychiatry. 

Panahon, an APA distinguished fellow, is medical director of outpatient serv-
ices at the Buffalo Psychiatric Center in Buffalo, N.Y., and a private practitioner.
She has a long history of advocacy on behalf of IMGs, having served as chair of
the APA Committee on IMGs and the APA Caucus of Asian-American Psychia-
trists and as president of the Philippine Psychiatrists in America. She continues
to bring IMG concerns and perspectives to APA through participation in the
Council on Social Issues and Public Psychiatry.

Source: SAMHSA/National Survey on Drug Use and Health, 2003

Below are the major reasons cited in a SAMHSA 
survey by persons 18 years and older who met 
the criteria for serious mental illness but did not 
seek treatment.

Why Wasn't  
Treatment Sought?

0% 10% 20% 30% 40%

Cost/insurance issues

Did not feel need for treatment/could 
handle the problem without treatment

Did not know where 
to go for services

Stigma

Did not have time

treatment would not help

Fear of being committed/ 
have to take medicine

Access barriers other than cost

Believed

please see Cost Factors on page 39
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collects information on the prevalence of
substance use in the population, percep-
tions of risk and availability related to sub-
stance use, patterns of use, substance abuse
treatment, and mental illness. 

To obtain the latest findings, interview-
ers conducted home visits with 67,784
Americans from January through Decem-
ber 2003. The results were extrapolated to
U.S. population estimates.

Researchers Track Small Declines
Declines were noted in certain types of

drug use between 2002 and 2003 among
youth and adults. 

For instance, the number of youth aged
12 to 17 who were projected to use mari-
juana on a daily basis dropped from 358,000
in 2002 to 282,000 in 2003. 

The number of Americans aged 12 or
older who reported using a hallucinogen in
the year prior to the survey dropped from
a projected 4.7 million in 2002 to 3.9 mil-
lion in 2003. 

Ecstasy use also dropped for “past year”
users—the number of Americans aged 12
or older who reported using Ecstasy dur-
ing the year prior to the survey decreased
from a projected 3.2 million in 2002 to 2.1
million in 2003, a drop of about 34 per-
cent.  

LSD use was cut in half for past-year
users, from 1 million in 2002 to 558,000 in
2003. 

Use of Painkillers Rises
Researchers found that the number of

Americans aged 12 or older who reported
having ever taken a prescription pain med-
ication for recreational use rose from 29.6
million in 2002 to 31.2 million in 2003. 

Prescription pain medications for which
there were statistically significant increases
in lifetime use from 2002 to 2003 included
the following (all numbers are projected es-
timates): 

Vicodin, Lortab, or Lorcet (from 13.1
million to 15.7 million); Percocet, Percodan,
or Tylox (from 9.7 million to 10.8 million);
Hydrocodone (from 4.5 million to 5.7 mil-
lion); OxyContin (from 1.9 million to 2.8
million); methadone (from 900,000 to 1.2
million); and Tramadol (from 52,000 to
186,000). 

Drinking, Smoking Rates Steady
About half of those surveyed reported

drinking alcohol, which translates to about
120 million people. “Current use” was de-
fined as having at least one drink in the pre-
vious 30 days; data also identified binge and
heavy use of alcohol. 

Nearly 23 percent of Americans aged
12 or older, or 54 million people, partic-

Americans, or 8.2 percent of those aged
12 or older, were current drug users, de-
fined as having used an illicit drug in the
month prior to being interviewed, ac-
cording to findings from the 2003 National
Survey on Drug Use and Health
(NSDUH).

Marijuana (including hashish) was the
most commonly used illicit drug, with 14.6
million past-month users.

While fewer people
are using drugs such
as marijuana, Ec-
stasy, and LSD, a
greater number are

abusing painkillers, according to data re-
leased in September by the Substance Abuse
and Mental Health Services Administra-
tion (SAMHSA). 

In 2003 an estimated 19.5 million

About half of current illicit drug users
used only marijuana, while 20.6 percent
used marijuana and another drug, and 24.8
percent used a drug other than marijuana in
the past month (see chart). 

Among current drug users, the most
commonly used illicit drug after marijuana
was cocaine (2.3 million users). About 1
million Americans used hallucinogens,
570,000 used inhalants, and 119,000 used
heroin.

An estimated 6.3 million people aged
12 or older, or 2.7 percent of the popula-
tion, used psychotherapeutic drugs non-
medically, including tranquilizers, stimu-
lants, and sedatives.

Each year SAMHSA sponsors the
NSDUH, which is conducted by staff at
RTI International in Research Triangle
Park, N.C.

The survey, formerly known as the Na-
tional Household Survey on Drug Abuse,

Illicit Drug Use Patterns
Show Small Changes 
Prescription painkillers are gaining popularity among illicit drug users,
while researchers find decreases in the use of certain once-popular
hallucinogens.

professional news

BY EVE BENDER

Source: SAMHSA/ National Survey on Drug Use and Health, 2003

There were 19.5 million illicit drug users in the 
U.S. in 2003. Marijuana (including hashish) was 
the most commonly used illicit drug, with 14.6 
million past-month users.

Marijuana Tops List

Marijuana 
only

54.6%

Marijuana 
and other 

drug
20.6%

Drug other 
than 

marijuana
24.8%

please see Drug Use on page 11
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Current and former officers of
APA’s Texas district branch,
the Texas Society of Psychi-
atric Physicians (TSPP), were
invited by APA President

Michelle Riba, M.D., to last month’s Board
of Trustees meeting in Phoenix to explain
the details of and answer questions about
the controversial establishment of two new
psychiatric organizations in the state.

TSPP President Clay Sawyer, M.D., past
president Priscilla Ray, M.D., and Robert
Denney, M.D., a former TSPP represen-
tative to the APA Assembly, outlined how
the new organizations—the Federation of
Texas Psychiatry and Texas Academy of Psy-
chiatry—came to be formed last summer.

They stated that the federation is an um-
brella body whose members will be psy-
chiatric and mental health organizations
throughout the state. The academy is an
organization for individual psychiatrists
who don’t belong to TSPP, which as a dis-
trict branch requires dual membership in
the branch and in the national APA. 

Both TSPP, with its 1,345 members, and
the new academy, which had 13 members as

are active on committees and in other DB
activities. Among many community-out-
reach activities are periodic movie nights in
which a psychiatrist leads a discussion about
the film and an initiative to educate teenagers
about mental health issues.

The Colorado DB is also active in a
coalition of mental health advocacy groups
known as the “mighty six,” which has helped
the DB get psychiatrists appointed to state-
level committees that deal with mental
health and patient care issues, Chessick
noted.

Ellen Haller, M.D., president of the
Northern California Psychiatric Society,
which is celebrating its 50th anniversary
this year, described a very active DB. Its
members are planning an April conference
titled “Sex and Psychiatry: The Role of
Gender in Current Practice” and a two-day
conference on pain management and end-
of-life care. The latter is designed to meet
California’s requirement that physicians get
12 hours of continuing medical education
on these topics. 

Another group, Haller noted, is work-
ing on access-to-care issues, with psychia-
trists having met with representatives of
clinics, managed care organizations, and
academic centers. The DB also plans to un-
dertake an “aggressive marketing” program
to convince nonmember psychiatrists to
join. ■

of mid-October, have joined the federation.
The two members of the TSPP staff have
resigned to become the staff of the federa-
tion, Sawyer said. The federation will pro-
vide administrative services for TSPP (see
box on page 40).

TSPP, along with several other district
branches, has been facing shrinking income
and membership numbers that they say
make it difficult to achieve its goals (though
recent figures show the TSPP’s member-
ship decline may be reversing). As a way to
bring more psychiatrists—and increased
dues revenue—to TSPP, and to provide a
voice for Texas psychiatrists who are not
APA members, TSPP leaders had originally
proposed an affiliates program in which
psychiatrists could participate without also
joining APA. Dues for the new affiliates
were to be the same as for district branch
members. Affiliate members would, how-
ever, avoid the dual-membership require-
ment.

APA leaders believed that this plan vio-
lated the Association’s dual-membership
policy.

Confronted with strong opposition and

T aking advantage of the Phoenix, Ariz.,
location of their meeting in October,
APA Trustees invited the presidents

of three Western district branches (DBs)
to the meeting to discuss issues and chal-
lenges confronting their organizations and
members.

Thomas Crumbley, M.D., president
of the Arizona Psychiatric Society, said
that his constituents are concerned about
the “war chest” the state’s psychologists
are building for their eventual push to
have state lawmakers grant them pre-
scribing privileges. The DB has been
proactive in strengthening its alliances
with other concerned organizations to
combat such an effort, he said, and al-
ready has promises of support from the
state medical society.

Crumbley also described good news on
the organizational front. The DB’s finances
are improving, he said, and, thanks to
stepped-up outreach efforts, including a
one-time dues amnesty, membership is be-
ginning to increase. In addition, DB lead-
ers are planning an “advocacy day” and are
exploring formation of a political action
committee.

Colorado Psychiatric Society President
Cheryl Chessick, M.D., pointed out that her
DB’s membership is up to about 500, which
represents more than 70 percent of the state’s
psychiatrists. Approximately 100 members

Board Reviews Controversial
Texas Restructuring Plan
The ramifications of a district branch’s strategy for addressing its fi-
nancial and membership problems take up a sizable portion of last
month’s Board of Trustees meeting.

association news

BY KEN HAUSMAN

DB Presidents Describe Successful
Membership, Outreach Efforts
While some district branches are having trouble retaining members
and funding programs, others are gaining members and undertaking
key outreach and advocacy initiatives, APA Board members learn.

rejection of the plan by the Assembly Pro-
cedures Committee last November, as well
as the possibility that the alleged violation
of the dual-membership requirement could
lead to TSPP’s being “de-linked” from APA,
TSPP’s Executive Council decided in April
to abandon the affiliates program. 

The plan that eventually replaced it in-
volved the formation of a separate organi-
zation open to non-APA members, which,
TSPP leaders have maintained, had the ap-
proval of the then Assembly speaker, APA
president, and Area 5 trustee. These APA
leaders, however, disagree with this con-
tention, saying that no specific endorse-
ment of this or any other specific proposal
was given.

Details Recounted
On March 15 then APA president Mar-

cia Goin, M.D., wrote a letter to Ray, who
was then TSPP president, informing the DB
that at the APA Board’s March meeting,
Board members agreed with the Assembly’s
Committee on Procedures and its Execu-
tive Committee that the proposed affiliates
program for nonmember psychiatrists would
constitute a new membership category and
would thus violate APA policy. 

Goin stated that the Board was, however,
“interested in supporting programs, activi-
ties, and other pilot projects to increase and
strengthen membership in the TSPP and
APA.” She urged TSPP leaders to discuss
additional ideas with the APA leadership, in-
cluding ways in which APA “could provide
assistance including support for communi-
cating to members/nonmembers about any
new [TSPP membership] project.”

In April Goin attended a TSPP Execu-
tive Council meeting in Austin and learned
that the TSPP had decided to establish a
separate corporation for its affiliates pro-
gram. She followed up with a letter to
Sawyer informing him that the APA Board’s
Executive Committee was concerned about
the implications of the plan and asking him
to explain several facets of the new struc-
ture, including ones related to tax status, re-
lationship with TSPP, membership param-
eters, sharing of staff, and financial factors.

In September APA learned from other

sources of the two new corporations—the
Federation of Texas Psychiatry and Texas
Academy of Psychiatry—and TSPP’s rela-
tionship to the federation ????????????? op-
erations{Can’t read JoAnn’s writing}.

On September 30, Riba and Assembly
Speaker James Nininger, M.D., sent a let-
ter to all TSPP members in which they
communicated the Association’s position
on the new organizational structure and re-
lated issues. Emphasizing that they are
“deeply concerned” about what the actions
of the TSPP mean for the future of organ-
ized psychiatry in the state, they explained
their belief that “in establishing the academy
and federation, TSPP leadership has set up
organizations that will compete with TSPP
and are certain to undermine its future. We
are also concerned” that in backing the new
structure, TSPP leaders are ignoring the
DB’s “obligation as an APA district branch
and are undercutting APA” at a critical time
“when advocacy is crucial and a central el-
ement of [APA’s] mission.”

Riba and Nininger, expressing their re-
gret that a situation they tried to avoid came
to pass, noted that APA has for years tried
to help TSPP address its “problems of
membership loss and financial needs. . . .
While TSPP’s membership recruitment
and retention problems have been more se-
vere than those of most other district
branches, we have stopped and reversed the
course of membership loss at APA and have
helped other district branches do so as well.”

Despite these and other communications
between TSPP leaders and APA, Sawyer and
other leaders maintained and told their mem-
bers that APA had not given them sufficient
opportunity to explain the function of the
two new organizations and was spreading
misinformation about the plan.

At the October Board meeting, the
Trustees provided an additional forum for
TSPP leaders to explain the plan and ad-
dress APA’s concerns. Sawyer stated that
TSPP had no involvement in creating either
the federation or the academy and has no
control over either organization. 

“The federation simply offers adminis-
trative services” for its member organiza-

Experts Advise on Advocacy Strategies

Michelle O. Clark, M.D. (center), of Los Angeles led a forum titled “Men-
tal Health Advocacy: Get Involved” at APA’s 2004 Institute on Psychiatric

Services in Atlanta last month. At right is Pat Strode, interim director of the Na-

tional Alliance for the Mentally Ill-Georgia, and at left is Ellyn Jaeger of the
Georgia Mental Health Association. The forum focused on advocating for serv-
ices and funding at the local level for children and adults with mental illness and
included representatives from the Georgia state legislature and judiciary, as well
as clinicians and psychiatric residents interested in advocacy.

please see Board on page 40
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no one will listen. Don’t
wait for someone else to do
it. There is no one else!

Early career psychiatrists
must take a more active
role. We are no longer res-
idents to whom no one ap-
pears to listen. We have ex-
perience, energy, and
enthusiasm. We must chan-
nel these qualities into more
productive measures. We
can help our profession; we
can help our patients; we
can find solutions. We have

made sacrifices and worked diligently to get
where we are. We must not let others spoil
our great profession. It is our responsibil-
ity to prevent this. 

Don’t underestimate your influence as
a psychiatrist and a leader. We must act now.
Our level of commitment will be worth our
efforts.

As for me, I have been active as an ECP
within APA and my district branch on is-
sues affecting patients in West Virginia. By
becoming active in the West Virginia dis-
trict branch, I have been able to help plan
annual meetings and recruit speakers from
APA to address grass-roots training on
being an effective advocate. I have had the
opportunity to encourage participation of
residents by providing scholarships to them
for CME presentations at the annual dis-
trict branch meetings. I have continued to
advocate for our patients by testifying on
multiple occasions before the state Phar-
macy and Therapeutics Committee for less-
restrictive medication formularies. I have
had the opportunity to visit with legislators
at the state capitol to ask their support for
a bill that would allow psychiatrists in West
Virginia to use all psychotropic medications
for our patients. These and many other such
efforts are essential for our core mission of
helping our patients. ■

A s a recent psy-
chiatry residency
graduate and

now a practicing psy-
chiatrist, I realize that
APA needs the assis-
tance of the early career
psychiatrists now, more
than ever. We are fac-
ing a time in the prac-
tice of medicine when
young physicians need
to be active. I am not
referring to the clinical
aspect of seeing more
patients, but to core principles of advocat-
ing for our patients and our profession.
Our mentors and our senior colleagues are
looking to us to lead our profession into
the future. Passive moaning and com-
plaining will be our downfall and can only
harm our patients and our profession.

As psychiatrists, we are dealing with
many serious issues that will affect how we
practice and care for patients. We are deal-
ing with state governments that allow cli-
nicians who never went to medical school
to prescribe medications. We are at a face-
off with plaintiff lawyers who want to make
money off our patients who take lifesav-
ing psychotropic medications. We are
fighting to gain and keep access to psy-
chotropic medications for our indigent pa-
tients.  

I am tired of hearing complaining about
this and complaining about that. But why
don’t more of us get our hands dirty and
do something about it? It may be easier to
complain: it takes time and energy to do
something. In an era of practicing medi-
cine with increased clinical demands, in-
creased nonbillable services, and decreased
reimbursements, we are exhausted and frus-
trated. Upon completing residency, we are
preoccupied with passing boards and es-
tablishing our practices. We don’t want to
do anything else, especially when the ef-
forts seem daunting and goals unattainable.
We are tired and want to have time for our-
selves and families. We feel we need to de-
compress and blame everyone else. Isn’t
that what our society is teaching us—that it’s
everyone else’s fault? But the truth is that it
will be our fault if we don’t act to make
things better.

What can you and I do? We can be-
come active in our district branch and in
APA. You probably already have a good
idea about the key issues that are affecting
the practice of psychiatry. Educate other
professionals and the community about
psychiatry. Talk to psychiatrists who share
similar interests and concerns. Write let-
ters to the newspaper, communicate with
the media, give lectures, and speak with
your legislators. And don’t give up. Per-
severance and repeating your message are
the only ways to influence change. Change
is inevitable in health care. I encourage
you to work to make the change benefit
our profession. Don’t sit there and think

Become Active in APA
And Make a Difference

early career issues

BY RICHARD GRANESE, M.D.

Richard Granese, M.D., is the associate resi-
dency training director in the psychiatry de-
partment at West Virginia University in
Charleston.

health care economics
MCOs
continued from page 5

continuously during the six-month period
following diagnosis. And just 20.3 percent
received at least three visits with a clinician
during the 12-week period following diag-
nosis, according to NCQA data. 

Rates were even lower for Medicare and
Medicaid patient (see chart on page 5). 

The HEDIS instrument also measures
the percentage of patients in a managed
care plan who received follow-up treatment
after hospitalization for mental illness. 

According to the NCQA report, 74.4
percent of patients in the commercial mar-
ket had a follow-up visit in the 30-day pe-
riod following hospitalization last year.
Among Medicare patients, 60.3 percent re-
ceived a follow-up visit, while 56.4 percent
of Medicaid patients received a follow-up
visit during the 30-day period following
hospitalization. 

The report is posted online at
<www.ncqa.org/communications/SOMC/
SOHC2004.pdf>. ■■
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Legislation to renew the federal
J-1 visa waiver program sailed
through Congress last month
and is headed for the presi-
dent’s signature. 

APA and the American Medical Asso-
ciation supported passage of the Access to
Rural Physicians Improvement Act of
2004 (HR 4453/S 2302), which renewed
the program that expired on June 1 for
two years, until 2006. 

AMA Executive Vice President Michael
Maves, M.D., wrote to House Speaker
Dennis Hastert (R-Ill.) last month that “HR
4453 would help ensure that physicians are
placed in appropriate settings to serve pa-
tients in underserved areas,” according to an
AMA press release. 

Nearly every state participates in the 
J-1 visa waiver program in which noncitizen
foreign-trained physicians who finish resi-
dency training are recruited to work in un-
derserved rural and/or urban areas. About
20 million Americans live in areas where there
are not enough physicians to meet their med-
ical needs (Psychiatric News, August 2, 2002).

The waiver of the J-1 visa residency re-
quirement is attractive to many interna-
tional medical graduates (IMGs) who pre-
fer to work in the United States after
finishing their postgraduate training rather
than return home for two years and apply
for a different type of visa.

However, the original intent of the J-1
visa program, administered by the U.S. In-
formation Agency (USIA) in the 1960s ,was
to encourage educational and cultural ex-
changes between the United States and for-
eign countries in the post–cold war era. 

IMGs could apply for nonimmigrant
temporary status to obtain postgraduate
medical training in the United States if they
stated that they intended to return to their
home countries after training.

“The goal was to give people training and
experience in the U.S. they could use to ben-

2001, stating that it lacked the resources to
conduct security background checks on all
applicants following the September 11 at-
tacks. The Department of Health and
Human Services has attempted to fill the void
left by the USDA and began reviewing J-1
visa waiver applications last year. 

In 2002, 46 states participated in the fed-
eral J-1 visa waiver program.

The State Department continues to con-
duct security checks on all J-1 visa waiver
applicants before it makes recommenda-
tions to the Bureau of Citizenship and Im-
migration Services in the Department of
Homeland Security. 

The “AMA Report on J-1 Visa
Waivers” is posted online at <www.ama-
assn.org/ama/pub/category/print/12882.
html>. The J-1 visa waiver application and
related information are posted online at
<http://travel.state.gov/visa/tempvisitors_
info_waivers.html>. ■

efit their home countries,” the AMA stated
in its June 2002 “Report on J-1 Visa Waivers.”

But by the early 1970s, the J-1 visa pol-
icy was widely criticized for encouraging
IMGs to immigrate to the United States,
thus creating a brain drain of physicians
from developing countries, according to
the AMA report. In 1982 the AMA called
for an end to preferential immigration poli-
cies for foreign medical graduates

Congress tightened preferential immi-
gration policies and laws between 1976 and
the early 1980s, according to the report. 

In 1999 the USIA was merged with the
U.S. Department of State, which reviews
applications for waivers on a case-by-case
basis. Physicians who came to the United
States on a J-1 visa for graduate medical
training could apply to have the require-
ment that they return to their home coun-
try waived if they anticipated persecution
or exceptional hardship to a spouse or child.
In addition, “an interested U.S. government
agency can request the waiver because the
visitors’ acquired skills are in short supply
within the U.S.,” according to the report.

Several government agencies have served
as interested parties requesting waivers, in-
cluding the Department of Agriculture
(USDA). Between 1994 and 2001, the USDA
requested about 3,000 waivers. The USDA
withdrew from the waiver program in late

J-1 Visa Extension Likely
To Become Law
The AMA and APA support passage of a bill renewing the J-1 visa
waiver program, which allows international medical graduates to prac-
tice in areas where physicians are in short supply.

ALAMO FAZACLOZAPINE
ISL 4C

government news

BY CHRISTINE LEHMANN

professional news
Drug Use
continued from page 8

ipated in binge drinking, which was de-
fined as having five or more drinks on the
same occasion at least once in the pre-
ceding 30 days. 

Approximately 16 million people par-
ticipated in heavy drinking, defined as hav-
ing five or more drinks on the same occa-
sion on at least five different days in the
preceding 30 days. Each of the alcohol-re-
lated findings was similar to 2002 rates.

Almost a third of Americans aged 12 or
older (70.8 million people) in 2002 and
2003 were current smokers. Young adults
aged 18 to 25 had the highest smoking
rates. 

More information about the 2003 Na-
tional Survey on Drug Use and Health is
posted online at <www.oas.samhsa.gov/
nhsda.htm#NHSDAinfo>. ■
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In July the New England Journal of Med-
icine published a study reporting the results
of a survey administered to soldiers before
deployment to Iraq and three to four months
after return from combat duty in Iraq and
Afghanistan (Psychiatric News, August 6).

According to lead author Charles Hoge,
M.D., “The percentage of study subjects
whose responses met the screening criteria
for major depression, generalized anxiety, or
PTSD was significantly higher after duty in
Iraq (approximately 17 percent higher) than
after duty in Afghanistan (11.2 percent) or
before deployment to Iraq (9.3 percent).”

Hoge went on to report data that sug-
gested the importance of outreach to vet-
erans who need mental health services. 

“Of those whose responses were positive
for a mental disorder, only 23 percent to 40
percent sought mental health care. Those
whose responses were positive for a mental
disorder were twice as likely as those whose

improved data collection and coordination
between the two governmental agencies. 

The VA is working to implement the
recommendations that call for the agency to
combine data about veterans receiving treat-
ment for PTSD at VA medical centers with
data about those receiving treatment for
PTSD at its veterans centers (Vet Centers).

(Vet Centers were established as entities
separate from the medical centers because
Vietnam veterans were reluctant to receive

W ill veterans returning home from
Iraq receive prompt and effective
treatment for their war-related

mental health disorders? 
Neither the Department of Veterans Af-

fairs (VA) nor the Department of Defense
(DoD) can provide a definitive answer, ac-
cording to a recent report from the Gov-
ernment Accountability Office (GAO).

The report, released September 20, of-
fered recommendations that would lead to

medical care for their war-related mental
health disorders in a federal building.)

The combination of the data sets will
give VA officials a better assessment of the
current availability of treatment for PTSD
and improved ability to project need for
more services. 

Officials at six of the seven VA medical
facilities visited by GAO researchers reported
that although “they are now able to keep up
with the current number of veterans seeking
PTSD services, they may not be able to meet
an increase in demand for these services.”

They also expressed concern because the
VA had directed them to give priority for
PTSD care to veterans returning from Iraq
and Afghanistan. Follow-up care for veter-
ans now receiving PTSD treatment could
be delayed as much as 90 days, they fear.

Congress has appropriated $10 million
for additional PTSD programs and out-
reach to returning veterans. 

GAO Questions VA’s Ability
To Provide More PTSD Care
The VA is working hard to make certain that soldiers returning from
Iraq benefit from lessons learned since Vietnam.

government news

BY KATE MULLIGAN
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responses were negative to report concern
about possible stigmatization and other bar-
riers to seeking mental health care.”

Miklos Losonczy, M.D., Ph.D., co-chair
of the Committee on Care of Veterans
With Serious Mental Illness (SMI Com-
mittee), told Psychiatric News that the com-
mittee is concerned that military person-
nel might be reluctant to seek mental health
care because of the potential impact on their
careers and because of stigma.

The SMI Committee has recommended
a memorandum of understanding between
the DoD and the VA that would provide all
returning military personnel with a “face-
to-face discussion about possible reactions
to stress. . . .” This discussion would edu-
cate returning veterans about PTSD and
other mental health problems and would
also offer an opportunity for early inter-
vention when treatment appears necessary.

Losonczy said that the “increased like-

has made in its capability to treat war-re-
lated mental illness.

He said, “This is clearly a moment of un-
certainty and apprehension. On one hand,
research has demonstrated serious postde-
ployment mental health problems among
some combat troops. On the other hand,
the VA has more than 200 community-based
readjustment counseling centers and more
than 150 programs specializing in the treat-
ment of PTSD at medical centers. The Na-
tional Center for PTSD will conduct fur-
ther research on problems of returning
troops and provide educational support as
new knowledge becomes available.”

The report, “VA and Defense Health
Care: More Information Needed to De-
termine if VA Can Meet an Increase in
Demand for Post-Traumatic Stress Dis-
order Services” (GAO-04-1069), can be
accessed online at <www.gao.gov/
new.items/d041069.pdf >. ■

lihood of surviving direct hits and nearby
explosions. . . has ramifications for the pro-
vision of mental health services.” 

It is likely there will be increased need
for the provision of acute and chronic trau-
matic brain injury (TBI) rehabilitation. TBI,
he added, is “associated with substantial be-
havioral changes,” which require treatment.

Veterans surviving significant physical
trauma will be at increased risk of depres-
sion, anxiety, and PTSD, Losonczy said.

Another problem is the “significant vari-
ability in access to services for veterans with
all kinds of health care needs, including
PTSD,” he said.

The VA has acknowledged the problem
of variability. In fact, “Achieving the
Promise: Transforming Mental Health in
the VA,” a report released by the VA in De-
cember 2003, found, “Consistent access to
mental health care in Community Based
Outpatient Clinics (CBOCs) had not yet

been achieved. Of 616 CBOCs in FY 2001,
258 had no mental health visits, and an ad-
ditional 78 report that mental health care
accounts for under 5 percent of their work-
load” (Psychiatric News, November 5).

Losonczy noted that during the past year
there has been “substantial emphasis” on
developing a mental health strategic plan
that would identify areas “requiring en-
hanced services.” 

In his response to the GAO, VA Secre-
tary Anthony Principi said that the VA had
developed such a plan to “project demand
by major diagnoses and provide capability
for gap analysis.” 

He estimated that the plan would be
completed by November 30.

Robert Rosenheck, M.D., director of
the VA’s Northeast Program Evaluation
Center, told Psychiatric News that it is im-
portant to consider the current challenges
in the context of the progress that the VA

ALAMO FAZACLOZAPINE
ISL BW (3/4 WIDE)
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“APA commends the senators and par-
ticularly Sen. Smith for pushing the bill
through Congress and obtaining the pres-
ident’s support,” Riba said.

The Garrett Lee Smith Memorial Act,
Public Law (PL) 108-355, can be accessed
online at <http://thomas.loc.gov> by search-
ing on the bill’s name or PL number. ■

law to help address youth suicide—a major
national health problem and the third-lead-
ing cause of death among persons aged 10
to 24 in the United States.” 

Riba continued, “The Garrett Lee Smith
Memorial Act is a vital step forward in rais-
ing public awareness about suicide and in
providing funds for suicide prevention and
mental health services on college cam-
puses.”

A comprehensive suicide-pre-
vention bill aimed at children
and adolescents became law
in October, only a month
after Congress passed it. 

APA President Michelle Riba, M.D.,
M.S., who attended the White House sign-
ing ceremony at the invitation of President
George W. Bush, said, “We applaud the
president and Congress for passing this new

The act, named after the late son of Sen.
Gordon Smith (R-Ore.), who committed
suicide last year while he was a college stu-
dent, calls for early screening programs to
identify mental illnesses in children and
provide treatment referrals, training for
community child care professionals, and
creation of the Youth Interagency Research,
Training, and Technical Assistance Center
(Psychiatric News, October 15).

The law authorizes $82 million in grant
money over three years to states, Indian
tribes, and colleges and universities.

The legislation merges key provisions
of two separate APA-supported bills. The
bills were introduced by Sens. Christopher
Dodd (D-Conn.), Mike DeWine (R-Ohio),
and Jack Reed (D-R.I.), with considerable
input from Smith.

APA Spurlock Fellow Harsh Trivedi,
M.D., who works in Reed’s office, helped
draft the bill. 

Suicide-Prevention Bill Gets
Rapid White House Response
APA President Michelle Riba, M.D., M.S., praises President George W.
Bush for signing a bill designed to prevent youth suicide, especially
on college campuses.

ALAMO FAZACLOZAPINE
ISL 4C
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APA President Michelle Riba, M.D., M.S., is
photographed with APA Spurlock Fellow Harsh
Trivedi, M.D., who helped draft the Garret Lee
Smith Memorial Act.

The House of Representatives, before
it recessed last month, passed a bill
that would establish a national re-

porting database for controlled substances.
The bill covers medications in Sched-

ules 2 through 4 of the Controlled Sub-
stances Act (CSA). The CSA places all sub-
stances that are federally regulated into one
of five schedules. The placement depends
on the substance’s medicinal value, harm-
fulness, and potential for abuse or addic-
tion. Schedule 1 drugs are considered the
most dangerous, with no recognized med-
ical use, while Schedule 5 is reserved for
the least dangerous drugs, according to the
CSA legislation. 

Rep. Edward Whitfield (R-Ky.), the bill’s
sponsor, said last year when he introduced
the bill that it was intended to keep drug
addicts from “doctor shopping” and to pre-
vent prescription mix-ups, according to an
October 1 article in iHealthBeat.

The National All Schedules Prescrip-
tion Electronic Reporting Act of 2004
would require pharmacists to file a report
within one week of dispensing a controlled
substance. 

The report is to include the name of
the person who prescribed the drug, con-
tact information for the person who re-
ceived the drug, the drug’s national drug
code number, and the number of refills or-
dered.

Doctors and other clinicians would have
access to the database information under
certain circumstances, which would be de-
termined by the secretary of Health and
Human Services (HHS).

The legislation also calls for HHS to
establish a uniform electronic format for

Some Prescriptions
May Get Closer
Monitoring
Congress is considering a bill that
would mandate closer monitoring
of prescriptions for controlled sub-
stances.

please see Prescriptions on page 17
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The movement toward elec-
tronic medical records and
the privacy and security re-
quirements around elec-
tronic medical records em-

bodied in the Health Insurance Portability
and Accountability Act (HIPAA) are a revo-
lution in the making for American medicine. 

It is one that carries serious implications
for confidentiality of medical and psychi-
atric records, said Richard K. Harding,
M.D., in the lecture “The Psychiatrist’s
Duty to Protect Medical Privacy and Com-
munity Health” at APA’s Institute on Psy-
chiatric Services last month in Atlanta. 

It also comes with a hefty price tag: the
average hospital has already spent between
$500,000 and $3 million to meet HIPAA
requirements, said Harding. 

Meanwhile, imminent technological ad-
vances associated with the move toward
electronic medical records are likely to rush
medicine into a brave new world. Promi-
nent among these is a microchip that would
be placed into a patient’s triceps upon ad-
mission to the hospital, allowing the pa-
tient to be efficiently tracked throughout
the hospital stay. The chip is expected to

HHS by President George W. Bush to co-
ordinate the nation’s health information
technology efforts. 

Yet Harding reminded session partici-
pants that HIPAA, passed in 1996, origi-
nally had nothing to do with privacy or se-
curity of medical records, but was intended
to provide for portability of health insur-
ance between job changes.

Without any hearing or debate on the
floor, said Harding, “something was tacked
onto the bill” late in the process. “That
something was called ‘administrative sim-
plification.’ ” 

Administrative simplification meant three
far-from-simple things: a national health in-
formation infrastructure, federal privacy pro-
tections, and a unique national patient iden-
tifier. The latter was to be a biologic marker
or alphanumeric identifier—not a person’s
Social Security number—that would serve
as a personal identifier within the national
health information infrastructure. 

The identifier was one item that, while
not eliminated, was put in abeyance by an
amendment supported by APA that pro-
hibited the federal government from pro-
viding funding for the unique identifier,
Harding said. 

HIPAA was groundbreaking, providing
the first federal standards for privacy, con-
fidentiality, and security of individually iden-
tifiable health information. Health plans,
physicians and other providers, and health
clearinghouses—those entities, for instance,
that format and process physicians’ CPT
codes for insurance companies—must com-
ply with the standards. 

increase efficiency of record keeping and
cut down on medical errors.

“It’s coming,” Harding said. “The
changes are dramatic and about to explode.”

Yet any number of uncertainties about
how these changes will interface with med-
ical ethics—and about how the privacy and
security requirements in HIPAA will play
out against countervailing forces claiming
a right to information—remain to be clar-
ified. Many of these uncertainties are des-
tined for litigation, Harding said. 

Some of them pit HIPAA requirements
and the physician’s traditional ethical re-
sponsibility to protect confidentiality against
efforts to prevent terrorism. Harding em-
phasized that the U.S.A. Patriot Act allows
federal agents to enter a physician’s office
without a warrant and demand the release
of “tangible things” to protect against ter-
rorism; moreover, the provision also comes
with a gag order—a prohibition against
telling anyone that the action has been taken. 

“This is a potential abridgement of the
First and Fourth amendments,” Harding
said. “That is the kind of thing that is going
on that brings HIPAA up against very pow-
erful forces. And it is something that we

have to be constantly vigilant about.” 
Harding is a professor and chair of the

department of neuropsychiatry and behav-
ioral science at the University of South Car-
olina School of Medicine in Columbia, S.C.
He served as president of APA for the 2001-
02 term and is now a member of the APA
Corresponding Committee on Confiden-
tiality. He has been a member of the Na-
tional Committee on Vital and Health Sta-
tistics of the Department of Health and
Human Services (HHS) since 1998. 

Harding placed the movement for elec-
tronic medical records against the backdrop
of rising health care costs, diminishing ac-
cess, and the still-persistent demand among
Americans for the latest technological and
pharmacological innovations and freedom
of choice of physicians. 

Within this environment efficiency has
become everyone’s fall-back answer for how
to control costs—and what efficiency has
come to mean, aside from eliminating fraud
and abuse, is electronic medical records. In
fact, a staple of the health care plans of both
candidates in the U.S. presidential contest
was electronic medical records, Harding
noted. 

He added that an indication of the mo-
mentum behind electronic medical records
is the fact that National Health Informa-
tion Technology Coordinator David Brailer,
M.D., Ph.D., was named the most power-
ful person in health care today in a survey
of health care leaders by the magazine Mod-
ern Healthcare.

Brailer was appointed to the position
earlier this year by HHS Secretary Tommy
Thompson. The position was created at

Expert Gives Accounting
Of HIPAA’s Impact—So Far
HIPAA is a “floor”: a clinician may be doing what the federal law says,
but there may be state laws that require more.

NIH 
1/2H BW
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please see HIPAA on page 37
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ciaries’ access to private health plans in
2003.” 

According to the report, only about
98,000 of the 10.1 million eligible benefi-
ciaries living in counties where demon-
stration PPOs were available enrolled in
the demonstration projects. “Further, al-
though one of the goals of the Medicare
PPO Demonstration was to attract ben-
eficiaries from FFS [fee-for-service]
Medicare and Medigap plans, only 26 per-
cent of enrollees in Medicare PPO
Demonstration plans came from FFS
Medicare, with all others coming from
Medicare+Choice plans.” 

The GAO recommended that CMS in-
struct plans in the Medicare PPO Demon-
stration to provide coverage for all plan
services furnished by any provider that is
authorized to provide Medicare services
and accepts the plans’ terms and conditions
of payment. 

CMS Administrator Mark B. McClel-
lan, M.D., Ph.D., responded that the agency
would seek to implement the GAO rec-
ommendations and is working with PPO
demonstration plans to ensure that they
comply with the provisions that govern their
Medicare participation. 

But in a letter to GAO after reviewing
the report, McClellan also expressed con-
cern about the “tone” of the report, in-
cluding the title of it, which he called “mis-
leading, unfair, and not supported by the
information presented in the report itself.”
He reiterated the administration’s optimism
about PPOs. “We believe beneficiaries ben-
efit substantially from increased access to
the PPO model and will, in the long run, be
better off for the availability of these types
of plans in the new Medicare Advantage
program.”

McClellan also said criticisms about en-
rollment in a demonstration project over-
look the experimental nature of demon-
stration projects. 

“It is important to note that the PPO
Demonstration is just that, a demonstra-
tion,” McClellan wrote. “The financial
arrangements developed for the project
were intended to encourage plans to par-
ticipate in this experiment, and they should
be viewed as a first step in the develop-
ment of better ways to establish partner-
ships between the Medicare program and
private plans for the benefit of Medicare
beneficiaries.”

The GAO report is posted online at
<www.gao.gov/new.items/d04960.pdf>. ■

Medicare PPO Demonstration to pay for
certain services only if beneficiaries obtained
those services from network providers—a
violation of provisions governing the health
plans’ participation in Medicare. 

“In general, beneficiaries in Medicare
PPO Demonstration plans who received
care from non-network providers for these
services were liable for the full cost of their
care,” the GAO wrote. “Examples of such
services include skilled nursing and home
health, which are covered under fee-for-
service Medicare, and dental care and rou-
tine physical examinations, which are not
covered under fee-for-service Medicare.” 

A goal of the Bush administration has
been to increase beneficiary enrollment in
Medicare+Choice. Though PPOs are more
prevalent than any other type of health plan
in the private insurance market, only six
PPOs had contracted to serve Medicare ben-
eficiaries in Medicare+Choice as of 2003. 

Preferred provider organizations
(PPOs) may not be the answer
to reforming Medicare that the
Bush administration hopes
them to be.

That’s one finding in a Government Ac-
countability Office report titled “Medicare
Demonstration PPOs: Financial and Other
Advantages for Plans, Few Advantages for
Beneficiaries.”

The GAO report examined demonstra-
tion projects launched by the federal Cen-
ters for Medicaid and Medicare Services
(CMS) that were designed to attract PPOs
to Medicare+Choice, the program that pro-
vides beneficiaries a choice of private plans.
The report found that, contrary to expec-
tations, the demonstration projects attracted
relatively few beneficiaries. 

The GAO also stated that CMS “ex-
ceeded its statutory authority” when it al-
lowed 29 of 33 of the health plans in the

WAXMAN GIVEN APAPAC SUPPORT

A PA past president Daniel Borenstein, M.D. (right), meets with Rep. Henry
Waxman (D-Calif.) in Waxman’s home district, where Borenstein resides.

Waxman is a key mem-
ber of the House Energy
and Commerce Sub-
committee on Health
and a long-time ally of
APA. The visit is part of
an ongoing program at
APA—through its polit-
ical action committee,
APAPAC—in which
APA members educate
federal and state legisla-
tors and policymakers
about mental health is-
sues.

More information on APAPAC is posted in the Members Corner section of
APA’s Web site at <www.psych.org/members/pub_pol_adv/apapac/index.cfm>.

Watchdog Agency Questions
Benefits of Medicare PPOs
The GAO states that CMS “exceeded its statutory authority” when it
allowed 29 health plans to pay for certain services only if beneficiar-
ies obtained those services from network providers.
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Further efforts to contain the growing
costs of Medicaid appear likely, ac-
cording to an annual survey released in

October by the Kaiser Commission on Med-
icaid and the Uninsured (KCMU). 

“The Continuing Medicaid Budget
Challenge: State Medicaid Spending
Growth and Cost Containment in Fiscal
Years 2004 and 2005” reported survey re-
sults showing that all 50 states and the Dis-
trict of Columbia implemented Medicaid
cost-control strategies in Fiscal 2004, and
all plan new actions for Fiscal 2005.

Health Management Associates con-
ducted the survey for the KCMU in July
and August 2004, at the end of most states’
2004 fiscal year. 

The most popular actions continue to
be efforts aimed at controlling the costs of
prescription drugs and freezing or reduc-
ing payments to those who provide med-
ical services (see chart).

The KCMU hosted a briefing last month
about that survey and a related report, “Be-
neath the Surface: Barriers Threaten to Slow
Progress on Expanding Health Coverage
of Children and Families.”

Diane Rowland, the KCMU’s executive
director, reminded the audience of key fac-
tors that have put pressure on states’ Med-
icaid budgets. 

“[There has been] a great increase in the
number of people who are below the
poverty level since 2000,” she said.

That increase is 5.6 million Americans,
according to Rowland, with an increase of
2.1 million Americans in the “near poor”
category. 

Percentages of people who are uninsured
are increasing, and those with employer-
sponsored insurance are decreasing. 

The report’s lead author, Vernon
Smith, Ph.D., emphasized the increasing
importance of Medicaid in terms of health
care delivery. He said it is the “largest,
single public health program in America
today” and accounts for about 17 percent
of all health care spending in the country. 

“Medicaid [accounts for] a significant

part of hospital spending and overall
spending for physicians [and] plays a spe-
cial role in long-term care, constituting
about half of all spending for nursing
home [care] and about 18 percent of all
spending for prescription drugs.”

He added that Medicaid is the “largest

single purchaser of prescription drugs in
the country.”

Selby Jacobs, M.D., chair of APA’s Com-
mittee on Public Financing of Psychiatric
Services, told Psychiatric News that Medic-
aid appears to be of increasing importance
to psychiatrists, as well as to the public men-
tal health system.

He cited information from the New
Freedom Commission on Mental Health
that Medicaid is the largest payer of men-
tal health services in the country.

Jacobs said that data analyzed by his
committee for the period 1996-2002
showed a “slow, overall growth” of 14 per-
cent to 17 percent in the percentage of psy-
chiatrists’ caseload paid for by Medicaid.
Although that change is not statistically sig-
nificant, subgroups of psychiatrists report
Medicaid as a “substantial payer” of their
caseload.

Perhaps even more important, said Ja-
cobs, is the fact that Medicaid is of grow-
ing importance to psychiatrists who are out
of residency less than a decade. That group
showed an increase in the percentage of
their caseload attributable to Medicaid from

As Medicaid Grows,
So Do Budget Woes
The importance of Medicaid, a 2,000-pound gorilla that shapes public
health care delivery and dominates states’ budgets, continues to grow.

BY KATE MULLIGAN

To attract more PPOs to the program—
particularly beneficiaries currently enrolled
in the fee-for-service plan—two demon-
stration projects were started that included
a total of 34 PPOs. 

But the GAO report stated that the PPO
demonstration projects attracted relatively
few enrollees from the fee-for-service plan
and did “little to expand Medicare benefi-

Source: Kaiser Commission on Medicaid and the Uninsured, 2004

All 50 states and the District of Columbia have taken steps to control Medicaid costs. The most common 
cost-containment strategies are shown below.
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form community partnerships that will plan,
develop, and provide services in the com-
munity to treat substance abuse and pro-
vide other services.”

Curie added, “We will build on com-
munity ties to keep these young people
away from drugs and moving into train-
ing or jobs that can anchor them and lead
to a life free from drugs and free from
crime.”

The CASA report, “Criminal Neglect:
Substance Abuse, Juvenile Justice, and the
Children Left Behind,” is posted online at
<www.casacolumbia.org/pdshopprov/shop/
item.asp?itemid=73>. ■

legal news

Acomprehensive analysis of
substance abuse among juve-
nile offenders by Columbia
University’s National Center
on Addiction and Substance

Abuse (CASA) reveals that in 2000, when
the most recent detailed data became avail-
able, 80 percent of adolescents in state ju-
venile justice systems had abused alcohol
or drugs. 

The researchers defined their criteria
for substance abuse as a youth being under
the influence of alcohol or drugs while com-
mitting the offense, testing positive for
drugs, being arrested for committing an al-
cohol or drug offense, admitting to having
substance abuse or addiction problems, or
sharing some combination of these char-
acteristics, according to a CASA press re-
lease announcing the findings.

In addition, drug or alcohol abuse among
youth was implicated in 64 percent of vio-
lent offenses, 72 percent of property of-
fenses, and 81 percent of assaults, vandal-
ism, and disorderly conduct, CASA pointed
out. 

The 177-page report, “Criminal Neglect:
Substance Abuse, Juvenile Justice, and the

Children Left Behind,” also found that while
1.9 million of the 2.4 million juvenile ar-
rests in 2000 involved drug or alcohol abuse,
only 4 percent of those with substance abuse
problems received treatment for them while
in the juvenile justice system. 

This “criminal neglect,” CASA noted,
contributed to recidivism as these un-
treated youngsters aged; at least 30 per-
cent of adults in prison for felony crimes
were incarcerated as juveniles, according to
CASA.

Joseph Califano Jr., CASA’s chair and
president and a former U.S. Secretary of
Health, Education, and Welfare (the pred-
ecessor of the Department of Health and
Human Services), said in the press release,
“We are releasing [these juveniles] with-
out attending to their needs for substance
abuse treatment and other services—pun-
ishing without helping them to get back
on track.”

Califano observed that there are 51 ju-
venile justice systems in the United States,
with no national standards for recom-
mended practices or accountability. He
called for “a complete overhaul of the ju-
venile justice system to assure that each

child receives a comprehensive assessment
of needs, substance abuse treatment, and
other appropriate services.” 

The report also calls for expanding fed-
eral grant programs for juvenile justice and
delinquency prevention and making the
grants conditional on the states’ efforts to
reform their juvenile justice systems. Other
recommendations urge these actions:

• Training all juvenile justice staff, includ-
ing juvenile court judges, law enforcement
personnel, and other court staff, in how to
recognize and deal with substance-using
offenders.
• Making treatment, health care, educa-
tion, and job training programs available
to children in juvenile justice systems.
• Creating a model juvenile justice code to
set a standard of practices and accounta-
bility for states in handling juvenile of-
fenders.

Shortly after the CASA report was re-
leased in October, the federal Substance
Abuse and Mental Health Services Admin-
istration (SAMHSA) announced $23.3 mil-
lion in grants to support substance abuse
treatment and related services for juveniles
and young adults returning to the commu-
nity from incarceration.

“By helping our youth avoid drugs and
alcohol, we can help prevent them from
committing crimes and returning to
prison,” Health and Human Services Sec-
retary Tommy Thompson said in a press
release. 

SAMHSA Administrator Charles Curie
commented, “The grants will be used to

A new report from the National Center on Addiction and Substance
Abuse calls for an urgent overhaul of the juvenile justice system.

BY CHRISTINE LEHMANN

Juvenile Offenders Rarely Get
Substance Abuse Treatment

government news
Prescriptions
continued from page 14

reporting and sharing drug data. 
The bill, HR 3015, authorizes federal

appropriation of $25 million each in Fiscal
2006 and 2007, and $15 million in each of
the following three fiscal years to help pay
for the databases.

The bill has been sent to the Senate,
where it awaits action.

The National All Schedules Prescrip-
tion Electronic Reporting Act of 2004 can
be accessed online at <http://thomas.
loc.gov> by searching on the bill name or
number, HR 3015.

The Controlled Substances Act is posted
online at <www.usdoj.gov/dea/agency/
csa.htm>. ■

100% of  the psychiatry residents at The University of  Utah School of  Medicine have joined the American Psychiatric Association. As APA members 
they meet and network with potential mentors, develop leadership skills and are invited to attend the largest psychiatric meeting in the world. Resident APA 
members are eligible for numerous award fellowships and travel scholarships. They also receive access to the top journals in the field, both in print and 
online. Check out www.psychiatryonline.org for a preview.

Membership and meeting registration are FREE for medical students and deeply discounted for residents!

Enhance your career and join us. Your membership in the APA will strengthen the field of  psychiatry and help our patients. Become an APA member today.

Call 888 35-PSYCH for membership information.   

The University of  Utah School of  Medicine 
Chairman: Bernard Grosser, M.D.

Training Director: Meredith Alden, M.D.

The residency training pro-
gram in the department of
psychiatry at the University

of Utah is the eighth program in
2004 to have all of its psychiatry
residents become members of
APA. 

It joins the ranks of an exclu-
sive organization within APA: the
100% Club. This club was es-
tablished to encourage residents
throughout the United States and
Canada to join APA and to do so
with other trainees in their pro-
grams, according to Deborah
Hales, M.D., director of APA’s
Division of Education and Ca-
reer Development. 

A photo of each program that
joins the 100% Club will be
turned into a poster and mailed to
every medical school in the
United States and Canada to en-
courage medical students to join
APA.

Commented Meredith Alden,
M.D., the Utah program’s train-
ing director and president of the
Utah Psychiatric Association, “In
addition to our 100 percent
membership in APA, the University of
Utah psychiatry residency program has a
pass rate of more than 90 percent for the
American Board of Psychiatry and Neu-
rology exams. We are proud of our excel-
lent training program. Please visit at
<www.med.utah.edu/psychiatry>.”

Back row, from left: Jon Caldwell, M.D., Bill Bunn, M.D., Chris Gross, M.D., Greg Baca, M.D., Chris Vinegra, M.D. Second row from top, from left:
Dawn Stewart, M.D., Laura Markley, M.D., Brent Fletcher, M.D., John Thatcher, M.D., Jennifer Gordon, M.D. Third row from top, from left: Katie Sherry,
M.D., Caroline Merveille, M.D., Kristi Kleinschmit, M.D., Lee Wheeler, M.D. Front row, from left: Bernard Grosser (chair), M.D., Sajid Faizi, M.D., Noel
Schenk, M.D., Rene Valles, M.D., Jenny Starr, M.D., Meredith Alden, M.D. (training director and president of the Utah Psychiatric Association).

More information about the 100% Club
is available from Nancy Delanoche of APA’s

Division of Education and Career Devel-
opment at (703) 907-8635. Programs that

are interested in signing up all their resi-
dents should also contact Delanoche. ■

Another Residency Program Joins APA’s 100% Club
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judgmental about unconventional treat-
ments may benefit patients from certain
cultures. If Inuit patients want to talk about
shamanism to understand the voices they
hear, Cotton is open to it. But if they want
to talk with her about serotonin, that is fine,
too. “That is their choice, and the healing
factor,” she said. She also tells them about
the medications she can offer them, but
adds that if they want to go to a shaman or
a priest for help, she will not be angry at
them for doing so. 

In fact, unconventional treatments may
help such patients. Cotton had an Inuit pa-
tient who had been sexually abused and who
sought exorcism as a means of healing psy-
chologically. After the exorcism she got bet-
ter and has remained well for three years.
“It left me quite speechless,” Cotton ad-
mitted.

All in all, Canada is a country not just
of incredible diversity, but of considerable

and also demonstrates that he is inter-
ested in them) and asks what their cur-
rent cultural identification is (which
helps him decide how he is going to treat
them).

on medications because the labels are
not in their native language, said Jose
Silveira, M.D., also of Toronto Western
Hospital, whose mental health clinic
serves about 280,000 Portuguese-speak-
ing people.

Patients from other cultures may have
unconventional ideas about the causes of
mental illnesses. One Inuit (Eskimo) pa-
tient with schizophrenia told Quebec psy-
chiatrist Marie-Eve Cotton, M.D., that he
wondered whether his “voices” meant that
he was an Inuit shaman—that is, had the
power to heal. Some Christian Inuits be-
lieve that mental illness is due to posses-
sion by the devil and that exorcism can
heal it.

Not a few ethnic patients are troubled
by identity, a concept that has to do with
where they come from and where they are
going, their social position, experiences that
have affected their lives, and their perspec-
tive on the world. Trying to help ethnic pa-
tients redefine themselves is not easy, Kir-
mayer conceded.

Nor is it easy to help patients from
other cultures deal with their social
predicaments. Sometimes people of vari-
ous ethnic backgrounds make an appoint-
ment with Andermann not because they
are mentally ill, but because they have a
social need, such as housing, and hope that
she will provide them with a letter of rec-
ommendation.

Migration has not been found to be a
risk per se for mental illness, but some fac-
tors associated with migration, such as a
drop in socioeconomic status, are. “It is
not unusual in Toronto to find physicians
driving cabs,” said Kussin. One can’t help
but wonder how they’re faring mentally,
he said.

Morton Beiser, M.D., a professor of psy-
chiatry at the University of Toronto, and
his colleagues studied Southeast-Asian
refugees who were admitted to Vancouver
from 1979 to 1981. The researchers found
that unemployment in this group could lead
to depression, as well as that depression
could lead to unemployment.

In contrast, many people in this group
were not depressed, purportedly because
they concentrated on the present and re-
pressed many aspects of their lives in their
home country. Thus, repressing the past
may be one way that refugees cope with
their precarious situation and are able to
find their way in their new country.

One reason to think that this is the case
is that when Beiser and his team followed
the fate of the Vancouver refugees from
1981 to 1991, they found that the refugees
had lower rates of depression and anxiety
than Canadians in general, that the refugees
had done “exceptionally well” regarding
employment, and that the refugees’ stories
were “generally happy ones.”

Some ways in which Canadian psychia-
trists can help people of various cultures
achieve “happy endings” were also discussed
at the CPA meeting.

One is to conduct a good cross-cul-
tural patient interview. Adam Quastel,
M.D., a University of Toronto psychia-
trist who works with peoples who were
in Canada before the arrival of European
settlers, determines what language or
languages patients speak and whether an
interpreter is needed. He then asks pa-
tients what brought them to see him and
why (this way he constructs their stories

Psychiatrists can also assist immigrants
in establishing a new identity. The more
you know about the circumstances of where
they come from, the better you can help
them redefine themselves, Kirmayer ad-
vised.

One consideration is the cytochrome
P450 enzymes, which are crucial for me-
tabolizing psychotropic drugs and can vary
dramatically among ethnic groups. There
are now labs in both Canada and the United
States that test for differences in the genes
that make these enzymes, and such tests can
reveal whether the patient can metabolize
a particular drug, Joseph Sadek, M.D., a
Dalhousie University psychiatrist and psy-
chopharmacologist, reported. “This is a
new direction in psychopharmacology serv-
ice,” he added. He and his colleagues have
also “used the tests successfully” in their
clinics, he told Psychiatric News.

A psychiatrist’s being open and non-

ELI LILLY CYMBALTA
ISL 4C
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Laurence Kirmayer, M.D.: The more
psychiatrists know about the circumstances of
where immigrants come from, the better they
can help immigrants redefine themselves.

Canadian
continued from page 1
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tolerance. Thus, if any psychiatrists can
offer some good suggestions on how to be
culturally competent, it is probably Cana-
dian psychiatrists. “We are uniquely posi-
tioned to make a contribution globally,”
Kirmayer contended. ■

tain ethnic groups appear especially sus-
ceptible to obesity.
• Results from studies of the emotional
well-being of obese children are difficult to
summarize given differences in subjects and
outcome measures used, among other fac-
tors. Nonetheless, findings generally indi-
cate a link between obesity and low self-es-
teem. However, such low self-esteem
appears to be more prevalent among girls
than among boys, and more common
among Hispanic and white girls than among
African-American ones.
• Stigmatization of obese children appears
to have increased over the past 40 years.
Thus, there is a need to reduce negative at-
titudes toward overweight youth and the
teasing that results.
• Scientific efforts to reduce obesity among
American youth have had varying results.
For example, in one study cited in the re-

counter it. That report has now been pub-
lished.

The following are some of the findings
and recommendations in the 461-page re-
port, especially information on the psy-
chological difficulties that overweight chil-
dren experience and efforts to change their
behaviors so that they will lose weight.

• American children from lower socioeco-
nomic strata, from the South, and from cer-

clinical & research news
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Marie-Eve Cotton, M.D., a Quebec psychiatrist,
has worked with the Inuit peoples for six years.

American youngsters are not escaping
the fattening of America, which is
causing not just a major public health

crisis, but a resizing of clothes, public seats,
ambulances, and even coffins. In fact, child-
hood obesity is reaching epidemic propor-
tions in all 50 states.

Thus Congress and the Centers for Dis-
ease Control and Prevention asked the In-
stitute of Medicine to produce a report on
the childhood obesity epidemic and how to

Although some strategies to reduce obesity among American youth
have led to positive results, more research—especially behavioral re-
search—on ways to prevent childhood obesity is urgently needed.

BY JOAN AREHART-TREICHEL

Government Seeks Strategies
To Reduce Obesity Epidemic

please see Obesity on page 34
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the National Center for
Health Statistics of the
Centers for Disease Con-
trol and Prevention, the
suicide rates among older
Asian or Pacific Islander
(API) women consistently
topped those for elderly
women from other ethnic
groups. 

For example, in 1995,
there were 8.6 suicides per
100,000 people among
API women over age 65,
compared with 5.8 sui-
cides for age-matched
white women and 2.1 sui-
cides for age-matched
African-American women.

(Suicide rates for Latino women over age 65
were listed as unreliable due to the low fre-
quency with which such events were re-
ported.)

Elderly Asian patients also had the high-
est rates of death ideation—passive death
wishes—and suicidal ideation in one pri-
mary care study, according to Chung. 

In the Primary Care Research in Sub-
stance Abuse and Mental Health for the El-
derly study published in 2002, psychiatrist
Stephen Bartels, M.D., examined more than
2,000 primary care patients aged 65 and older
with depression, anxiety, and risky alcohol
use. He found that Asians had the highest
rate of death ideation (37.8 percent) when
compared with Latinos (34.8 percent), whites
(27.2 percent), and blacks (21.76 percent),
and the highest rate of suicidal ideation (18.9
percent) when compared with whites (13.5
percent), blacks (5.3 percent), and Latinos (5
percent). 

“These are our elderly folks walking
around in the community,” Chung said.
“These are your parents and my parents.” 

Depression, in particular, often goes un-
noticed in the primary care setting, he
noted. 

Chung conducted a study of 252 Asian
and Latino patients entering a public am-
bulatory medical clinic over a six-month
period and found that 41.6 percent of the
Asian patients had symptoms of depression,
yet only 23.6 percent of them were identi-
fied as such by primary care physicians
working in the clinic. 

“The problem was not that we had bad
doctors,” Chung remarked, “but that these
patients did not come in complaining of
psychological problems—they didn’t say
they were worried or sad.” 

Asian patients with depression instead
tend to complain of backaches, headaches,
or other somatic complaints, he said, “and
if they don’t volunteer information about
their depression, it can be difficult to rec-
ognize it.” 

Chung also emphasized the impact of
stigma on Asian Americans with mental ill-
ness. Many are hesitant to acknowledge
symptoms of mental illness because such
admissions may damage the reputation of
the person’s family in their community. 

As a result, utilization rates of mental
health services are low among Asian Amer-
icans. 

For instance, Chung cited data from a
study conducted by Sheying Chen, Ph.D.,
showing that although Asian Americans
comprised 9.1 percent of the San Diego
County population, they only represented
3.6 percent of those receiving mental health
services in the county. 

Removing cultural and language barri-

tal illness at a meeting whose theme was
“Overcoming Stigma in Asian American
Mental Health” in New York City in Oc-
tober. The meeting was sponsored by the
New York Coalition for Asian American
Mental Health, an organization established
in 1988 to improve the quality of mental
health care services available to Asian Amer-
icans in the New York City area.

“Are we not restigmatizing Asian-Amer-
ican patients again by telling them, ‘I know

Although Asian Americans
have some of the highest sui-
cide rates in the United
States, many are reluctant to
access mental health services

due to stigma and shame. Those who do
seek treatment must often wait for months
before sitting down with a psychiatrist or
mental health practitioner. 

Henry Chung, M.D., illuminated the
problems facing Asian Americans with men-

you need help, but you
must wait three to six
months before you can
get care?’ ” asked Chung,
who is a clinical associate
professor of psychiatry at
New York University
School of Medicine and
senior director of research
and strategic management
at the Charles B. Wang
Community Health Cen-
ter in New York. 

One mental health
problem that must be
dealt with immediately is
suicide, and Asian-Amer-
ican women commit sui-
cide at higher rates than
women from other ethnic groups in the
United States, Chung said.

In data compiled from 1990 to 2001 by

Ignoring Asian Patients’ Values
Jeopardizes Treatment Success
To successfully engage Asian-American patients who need mental
health care, one expert advises clinicians to set treatment goals that
are closely aligned with values that are vital in those patients’ culture.

ELI LILLY CYMBALTA
ISL BW
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BY EVE BENDER 

Henry Chung, M.D.: Despite high
rates of mental health problems
among Asian Americans, mental
health services are underutilized
among this population.

please see Asian Patients on page 37
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When people of South-
Asian descent begin
to experience men-
tal health problems,
a psychiatrist or

mental health professional is usually among
the last ones to whom they will turn for help.

The majority first consult a family mem-
ber or a religious elder, explained Nalini
Juthani, M.D., a professor of clinical psy-
chiatry at the Albert Einstein College of
Medicine in New York and an examiner for
the American Board of Psychiatry and Neu-
rology. 

Juthani, who is also a member of the Psy-
chiatric News Editorial Advisory Board, ap-
peared at the meeting, “Overcoming Stigma
in Asian-American Mental Health” in New
York in October to discuss issues impact-
ing South Asians who have immigrated to
the United States from countries such as
India, Pakistan, and Sri Lanka. 

“Identification of mental illness in this
population is a slow process because their
families tolerate, rationalize, and deny dis-
torted thinking, depression, and anxiety,”
Juthani explained. 

Only when mental health problems sig-
nificantly interfere with a person’s func-
tioning at school or work do they come to
the attention of a family member, a trusted
elder in the community, or a mental health
clinician.

People of South-Asian descent “tend to
conceal the pathology and suffer quietly,”
Juthani noted. 

“Mental illness carries tremendous stigma,
which prevents patients and families from
coming forward for treatment,” she said. 

South Asians living in the United States
may cope with their distress by becoming
deeply involved in religion, using homeo-
pathic treatments, or Ayurvedic medicine,
which Juthani defined as an “ancient In-
dian science of life that focuses on the bal-

ance between mind, body, and spirit.” 
Ayurvedic medicine teaches that each

person has a certain body type with its own
remedies to restore the balance between
the three domains, she said. 

According to Ayurveda, mental illness
falls into two categories. 

Nija, or endogenous type, causes symp-
toms such as inappropriate behavior, anger,
excitement, and violence and is usually
treated with a variety of Ayurvedic medi-
cines, a restricted diet, massage therapy, and
reassurance. 

Agantu, the exogenous form of mental
illness, is caused by the wrath of gods or
ancestors or by possession by various spir-
its, and it warrants the same treatments used
for Nija, Juthani noted.

If the person in distress is Hindu, he or
she may believe the symptoms are caused by
bad karma from this or a previous life, she
explained. 

Juthani also addressed the all-important
role of family in South-Asian culture and
expectations South Asians have of psychi-
atrists who treat a family member with men-
tal illness. 

For instance, psychiatrists should be
aware that South-Asian families often do
not accept theories relating to the genetic
basis of mental illness, Juthani said, because
“hereditary aspects of the illness bring
shame to the entire family,” and as a result,
marriage proposals to the patient’s siblings
may be jeopardized. 

Family members and patients, however,
accept a condition that “can be accounted
for as short-lived and curable” and expect
that the psychiatrist will prescribe medi-
cines to relieve the symptoms of mental ill-
ness, Juthani said. 

In terms of psychotherapy, short-term
cognitive-behavioral therapy is generally
better accepted by South-Asian patients and
their families than are longer forms of psy-
chotherapy.

Ideally, Juthani noted, psychiatrists and
other mental health clinicians should “com-
bine traditional forms of healing such as
yoga and meditation with Western modal-
ities of mental health treatment. A clinician’s
approval of such faith-based practices and
willingness to collaborate with spiritual lead-
ers and family members is the best way to
achieve a positive outcome,” she said. ■

‘Tremendous Stigma’ Keeps
Some Asians From MH Care
By allying themselves with spiritual leaders and family members of pa-
tients of South-Asian descent, psychiatrists have a better chance to
help these patients to recover from mental illness.

NEVADA 
1/4 BW

HS--APF (PROPOSALS) 
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Nalini Juthani, M.D.: Among South-Asian
immigrants, “mental illness carries
tremendous stigma that prevents patients and
families from coming forth for treatment.”

The National Association of Psychiatric
Health Systems (NAPHS) has published

its 2005 Membership Directory. The direc-
tory is a comprehensive referral resource
providing information on the nation’s be-
havioral health care systems. The NAPHS
directory is intended to help those who must
quickly identify sources of help for individ-
uals with psychiatric and addictive disor-
ders. The directory includes the name, ad-
dress, phone/fax numbers, and officers of
each behavioral health system. The facili-
ties operated by each system are also listed.
To help locate services in particular states,
a geographical listing of facilities is included. 

Copies of the directory may be ordered
from NAPHS for $35 (shipping and han-
dling included) by calling (202) 393-6700.
An order form is posted on the NAPHS
Web site at <www.naphs.org/news/
documents/orderformmembershipdir05_
000.pdf>. ■

NAPHS Directory
Professional News

19November2004.qxd  11/10/2004  2:33 PM  Page 21



22 PSYCHIATRIC NEWS / November 19, 2004

quate treatment, said James Chou, M.D.,
an associate professor of psychiatry at New
York University School of Medicine.

Chou appeared at the meeting “Over-
coming Stigma in Asian American Mental
Health,” with Ramaswamy Viswanathan,
M.D., to discuss issues related to the psy-
chiatric treatment of Asians. The meeting
was held last month in New York.

In practice settings around the world,
it is not uncommon for psychiatrists
to prescribe Asian patients low doses
of psychotropic medication with the
understanding that Asians metabo-

lize these medications at slower rates than
patients of other ethnicities.

As a result of this practice, however,
these patients may not be receiving ade-

Ethnicity Shouldn’t Determine
Dosage Decisions 
When treating Asian patients with psychotropic medications, it is al-
ways best to determine dose based on individual response and avoid
generalizations based on ethnicity, an expert advises.

PRMS
1/2H BW

ese patients receiving lower dosages. 
Ching-Piao Chien, M.D., reported in

1993 that Asian and Hispanic immigrants
who had been in the United States less than
five years received lower dosages of med-
ication than those who had been in the
country longer than five years. 

Chou reviewed several studies investigat-
ing Asian patients’ responses to a number of
psychotropic medications but warned that in
the majority of the studies small sample sizes
mitigated the impact of any conclusions.

For instance, Keh-Ming Lin, M.D.,
M.P.H., and colleagues found in 1989 that
when they administered fixed doses of
haloperidol to 13 Caucasian and 16 Asian
patients with schizophrenia, the Asian pa-
tients had a 10 percent to 15 percent higher

While it is true that
some people of Asian de-
scent, as well as those from
other ethnic groups, may
not metabolize psy-
chotropic medications at
the same rate as Caucasians,
there is no basis for auto-
matically prescribing half
the recommended dosage
to a patient because he or
she is Asian, Chou said.
“You have to base the drug
dosage on individual re-
sponse and avoid general-
izations based on ethnicity.”

Chou explained that
people belonging to certain
ethnic groups produce
lesser amounts of enzymes,
such as CYP2D6, which
break down toxins in the body. This can re-
sult in higher blood levels of certain psy-
chotropic medications and more side effects
for the patient. 

However, he cautioned, practitioners
can’t judge how quickly a patient will me-
tabolize the medications based solely on the
color of their skin or the country in which
they were born. 

A number of studies from the 1970s
through the 1990s show that Asians receive
lower doses of benzodiazepines, mood sta-
bilizers, and antipsychotic medications than
do white Americans, Chou said. 

For instance, Teruo Okuma, M.D., and
other researchers found that therapeutic
dosages of chlorpromazine and lithium
were different in Japan from those in West-
ern countries in the early 1980s, with Japan-

clinical & research news

BY EVE BENDER

Culture May Be Reflected in Symptoms

While treating Asian patients with mental illness, psychiatrists may encounter some of the
following culture-bound syndromes, according to Ramaswamy Viswanathan, M.D.:

• AAiinnuu  occurs in Japanese women and includes startle responses, automatic response to
commands, and utterances of obscenities.
• HHssiieehh--PPiinngg  is a trancelike state in which Chinese men believe they are possessed by
dead relatives.
• KKoorroo is a panic state experienced by Southeast-Asian men who believe their penis is
shrinking.
• HHwwaa--BBuunngg affects people from Korea and includes symptoms that overlap with the DSM-
IV criteria for major depression, including dysphoric mood, irritability, anxiety, and difficulty
concentrating.
• DDhhaatt  syndrome occurs in Indian men and is characterized by the belief that semen is lost
in the urine, resulting in a depletion of physical and mental energy.

James Chou, M.D.: The practice of prescribing reduced doses of
medication to Asian patients may be leading to inadequate
treatment of their mental illness.

please see Dosage on page 37
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God-given facts,” Akhtar said, “but hy-
potheses evolved from certain observations
that need to be further tuned and modified
without pathologizing alternate ways of re-
sponding.”

Moreover, much of the language of psy-
choanalysis—drawing on what Akhtar called
antiquated notions about the primacy of
the body and anatomy in psychoanalytic
thought—is received as lewd and offensive
in Eastern societies, where the native lan-
guage often lacks terms that are not con-
sidered obscene for private anatomy and
sexual functions.

He cited as typical a Western academic
interpretation of an ancient mythical tale
about the god Shiva and his consort, Par-
vati, that relied on such concepts as Oedi-
pal desire, erotic jealousy, and castration
anxiety and that succeeded mainly in infu-
riating Eastern readers. 

In its place Akhtar offered his own in-
terpretation, drawing on more universal
emotional motivations and longings un-
derstood within the specific cultural con-
text of the story. “When we use psycho-
analysis in antiquated, bodily oriented ways
across cultures about sacred objects, with a
language that is not transferable except in
lewd terms, we lose our audience and we
hurt people,” Akhtar said. ■

“I think there is a lot of scope for dia-
logue and enrichment, provided the East-
ern peoples give up their defensiveness and
provided the Western people give up their
colonial tendencies,” he told his audience. 

Akhtar may be especially suited to open
a discourse between East and West. Born
in Lucknow, India, in 1946, he came to the
United States in 1973. He trained in psy-
chiatry at the University of Medicine and

Dentistry of New Jersey
in Newark, the University
of Virginia in Char-
lottesville, and the
Philadelphia Psychoana-
lytic Institute. Today, he is
a lecturer in psychiatry at
Harvard Medical School,
a professor of psychiatry
at Jefferson Medical Col-
lege, and a training and
supervising analyst at the
Philadelphia Psychoana-
lytic Institute. 

Akhtar is the author of
numerous scientific papers
and books, as well as six
volumes of poetry. He is
the recipient of the Mar-

garet Mahler Literature Prize and the
American Psychoanalytic Association’s
Edith Sabshin Award. He is also a scholar
in residence at Interact Theater Company
in Philadelphia.

Akhtar said the Kun-Po Soo Award and
lecture is itself a sign of a developing dia-
logue within psychiatry between East and
West. And he added that psychoanalysis is
today more willing to challenge some of its
own notions, once considered sacrosanct,
making the field far better prepared to de-
velop an international language and per-
spective. 

“Things are much more open today,” he
said. “This talk could not have been given
by a psychoanalyst some years ago.”

Akhtar noted that at least four separate
and distinct concepts are implied in psy-
choanalysis: a theory of mental function-
ing, models of development that vary de-
pending on the school of psychoanalysis to
which one adheres, concepts of psy-
chopathology, and the technique and prac-
tice of analysis with a patient. 

Of these, only the theory of mental func-
tioning—conscious and unconscious forces,
projection, internalization, regression,
among all the numerous other terms for
how the mind operates—is universally ap-
plicable across cultures and ethnic groups. 

The other aspects of psychoanalysis are
culture bound and encounter difficulty
when an attempt is made to transport them
across ethnic and cultural boundaries. This
is especially true of developmental models,
which have been all but uniformly devel-
oped from empirical observation in West-
ern settings, Akhtar said. 

He cited as an instance the develop-
mental model of separation and individua-
tion espoused by Margaret Mahler, which
he noted was derived largely from obser-

Is a dialogue possible between psy-
choanalysis, with its explicitly West-
ern language and assumptions, and
the Eastern cultures of the world?
The chances are good for at least a

start if the psychoanalyst doing the talking
is Salman Akhtar, M.D. 

In his lecture last month at APA’s Insti-
tute on Psychiatric Services (IPS) in Atlanta
titled “Psychoanalysis and Eastern Cultures:

Adversaries or Allies?” Akhtar held out the
promise of something like a rapprochement
between the ancient cultures of the East
and the depth psychology of the West. 

Akhtar received APA’s Kun-Po Soo
Award, which recognizes an individual who
has made significant contributions toward
understanding the impact and import of
Asian cultural heritage in areas relevant to
psychiatry.

In an address salted with trademark good
humor, wit, and poetry, Akhtar offered a cri-
tique of tendencies within psychoanalysis,
and within the cultures of the East, that have
stymied communication between the two. 

In particular he cited an early, antiquated
emphasis within psychoanalysis on the body
and anatomy as masters of the mind, an em-
phasis that has caused it to speak in a lan-
guage that falls on Eastern ears as lewd and
obscene. Moreover, he said the effort to im-
pose developmental theories derived from
empirical observations in narrowly West-
ern contexts on non-Western subjects can
have only disastrous results.

Akhtar said certain Eastern traits that
have been considered inimical to psycho-
analysis and to the Western spirit gener-
ally—silence, inactivity, and acceptance of
death as part of life—are already being in-
corporated into, and enriching, psychoan-
alytic theory and practice. 

In turn, Akhtar said Eastern cultures
should welcome Freud’s admonition to not
be afraid of one’s thoughts and should re-
linquish the propensity to seek violent ret-
ribution against those who dare to say or
write what is considered unthinkable or
sacrilegious. He also said Eastern societies
need to develop a vocabulary for talking
about sexual and anatomical functions that
is not considered obscene by their own
people. 

vation of white, upper-class children in
Manhattan. Had she moved instead to rural
Japan or India, “Margaret Mahler’s theory
and observations would be very different,”
he said.

“To take a theory developed from the
observation of little white children from
upper-middle-class Manhattan and gener-
alize to all the world is a problem,” he said.
“If we try to transport lock, stock, and bar-
rel developmental models evolved from the
empirical observation of one set of situa-
tions to another set of situations, we are
going to create problems. And from that
we will create injurious models of psy-
chopathology.”

Concepts such as regression or the need
for transitional objects, as well as corre-
sponding formulations about what consti-
tutes normal or abnormal behavior with re-
gard to these and other developmental
concepts, are apt to be very different from
one culture to the next, Akhtar said. 

Even the pace at which a child consoli-
dates gender identity may be influenced by
such culturally idiosyncratic factors as the
internal structure of the language in which
a child is raised—for instance, whether the
language employs masculine and feminine
verb forms. 

“These developmental theories are not

Analyst Heals Divide Between
Eastern, Western Mind Sets
Psychoanalysis is today more willing to challenge some of its own no-
tions, once considered sacrosanct, making the field far better pre-
pared to develop an international language and perspective.
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Functional outcome, not merely symp-
tom relief, should be the clinical focus
in the treatment of schizophrenia, said

Stephen Marder, M.D., in an address titled
“Recovery in Schizophrenia” at last month’s
Institute on Psychiatric Services in Atlanta. 

Marder called for a new focus by psy-
chiatrists on the physical health of patients
with schizophrenia and incorporation of
the broad range of proven psychosocial
treatments. He also called for a new re-
search agenda aimed at developing drugs
to treat cognitive deficits—the feature of
schizophrenia most strongly associated with
functional outcome (see box on page 37). 

The sum of those recommendations is
a new orientation toward recovery, which
Marder described as a process—not an end-
point—in which a patient can engage
throughout the stages of illness even as he
or she retains some symptoms. 

This orientation marks a fairly major de-
parture from standard psychiatric care,
which Marder said has overemphasized
pharmacotherapy of positive symptoms and
underutilized proven psychosocial treat-
ments, while all but ignoring the substan-
tial medical complications confronting pa-
tients with schizophrenia. 

“We need to have a paradigm of treat-
ment that focuses on functional outcome
as the most important outcome, with symp-
toms as things to be concerned about,”
Marder said. “We need to use both psy-
chosocial and pharmacologic treatments.
And I believe that psychiatrists and mental
health care providers need to take more re-
sponsibility for the physical health of our
patients, a serious problem that up until

now has not been adequately addressed.”
Marder is director of the section on psy-

chosis of the UCLA Neuropsychiatric In-
stitute and a professor of psychiatry at the
David Geffen School of Medicine at
UCLA.

For five decades, treatment of people
with schizophrenia has largely relied on
pharmacotherapy, and while those drugs
have relieved much suffering, functional
outcomes are not much improved from the
point when antipsychotics were first intro-
duced, Marder said. 

“If a goal is [getting patients back to]
work, only about 20 percent of patients with
schizophrenia are currently working,”
Marder said. “And clinical practice, as it is
engaged in clinics and hospitals, is largely
focused on symptoms.”

Marder emphasized that better treat-
ment of cognitive deficits—not merely ame-
lioration of symptoms—is the key to im-
proving functional outcomes in people with
schizophrenia. 

“Symptoms can be handicaps on the way
to recovery, but people can recover who
have symptoms,” he said.“People can work
who experience hallucinations and have sus-
picious thoughts, just as people can recover
and prosper if they are missing a limb. It’s
a handicap, not the endpoint of treatment.

“Patients need to be at the center and
be active partners in setting goals of treat-
ment,” he said. “But one of the obstacles is
American psychiatry. Our focus on symp-
toms and away from the functional recov-
ery that patients are asking for is why there
is this controversy. Patients and families are

BY MARK MORAN

Schizophrenia Treatment Should Focus
On Recovery, Not Just Symptoms
Psychiatry has overemphasized pharmacotherapy of symptoms and
underutilized proven psychosocial treatments, while paying little at-
tention to the substantial medical complications confronting patients
with schizophrenia, says one expert.

Salman Akhtar, M.D.: “To take a theory developed from the
observation of little white children from upper-middle-class
Manhattan and generalize to all the world is a problem.”

BY MARK MORAN 

please see Schizophrenia on page 37
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Limitations Noted
“Since this study was conducted on

treatment-refractory epileptic patients,
the findings may not be generalizable to
healthy subjects,” Konasale Prasad, M.D.,
a research fellow at the University of Pitts-
burgh and one of the investigators who
linked entorhinal cortex abnormalities
with schizophrenia delusions, said in an
interview. “Besides, we are not sure
whether the raters who documented and
interpreted the findings were blind. A con-
trol subject group or within-group con-
trol subjects with sham stimulations could
have also been used to make the findings
more robust.”

Nonetheless, Prasad continued, “the
findings are not only very interesting, but
very strong and significant for the field of
cognitive neuroscience. . . . This is the best
direct evidence of entorhinal involvement
in déjà vu states.” 

“The Bartolomei finding in a way ex-
plains our entorhinal cortex findings in
schizophrenia,” Matcheri Keshavan, M.D.,
a professor of psychiatry at the Univer-
sity of Pittsburgh and another of the sci-
entists who linked entorhinal cortex ab-
normalities with schizophrenia delusions,
told Psychiatric News.

“Perhaps an increased activation of
the entorhinal cortex in some schizo-
phrenia patients makes them attach a false
sense of familiarity to otherwise neutral
events, leading to delusion formation.
Thus, in a classic example of a delusion,
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In the murky interior of the brain’s
left and right temporal lobes can be
found the entorhinal cortex. This
structure is located not far from the
hippocampus and is known to be

vital for memory processing.
As the Alzheimer’s disease process gets

under way in the brain, the entorhinal cor-
tex may be the first brain structure to de-
teriorate (Psychiatric News, September 1,
2000). Also, small left and right entorhinal
cortices have been associated with the delu-
sions of schizophrenia (Psychiatric News, Oc-
tober 1). And now, the entorhinal cortex
has been linked with déjà vu phenomena—
that is, the feeling of having already expe-
rienced the same place or event before.

The finding comes from Fabrice Bar-
tolomei, M.D., Ph.D., an associate profes-
sor at the Service de Neurophysiologie
Clinique in Marseille, France. Results ap-
peared in the September Neurology.

Déjà vu experiences are a common fea-
ture of temporal lobe seizures and have often
been reported after stimulating healthy sub-
jects’ medial temporal lobes. Such evidence
suggests that the middle area of the tempo-
ral lobes gives rise to such experiences. But
where in the middle region of the temporal
lobes might déjà vu phenomena arise? Some
research has suggested that it might be in
the hippocampus and amygdala since elec-
trical stimulation of these structures has, on
occasion, provoked déjà vu experiences in
subjects. However, the possibility that déjà
vu experiences might arise from two other
structures located near each other in the
middle area of the temporal lobes—the en-
torhinal cortex and the perirhinal cortex—
has not been explored. So Bartolomei and
his colleagues decided to do so.

From 2000 to 2002, some 100 patients
with drug-resistant epilepsy had a compre-
hensive evaluation at the clinic where Bar-
tolomei and colleagues worked. This in-
cluded the placement of electrodes in
various areas of their temporal lobes to de-
termine where their seizures were triggered
and also to map areas in their temporal lobes
involved in memory or language. The brain
areas stimulated included not just the hip-
pocampus and amygdala, but the entorhi-
nal cortex and the perirhinal cortex.

Bartolomei and his team then focused
on 24 of these patients or, more specifically,
on the 280 electrode stimulations that these
subjects had received to the hippocampus,
amygdala, entorhinal cortex, and perirhi-
nal cortex.

Déjà vu states, they found, were mostly
associated with the entorhinal cortex. They
occurred with 14 stimulations of the en-
torhinal cortex. In contrast, only two stim-
ulations of the perirhinal cortex, two stim-
ulations of the amygdala, and one stimulation
of the hippocampus led to déjà vu.

Interest in Reminiscences
The investigators were also interested

in locating the brain source of reminis-
cences. One subject, for instance, upon

the patient sees a silver spoon on the
table. Rather than dismissing it as an or-
dinary spoon of no relevance, his en-
torhinal cortex may attach a déjà vu–like
feeling. The corrupted retrieval of the
autobiographic memory system, perhaps
involving the parahippocampal gyrus,
weaves a delusion around that feeling—
‘This must mean that I have royal an-
cestry.’ ”

The study was funded by the Institut
National de la Santé et la Recherche Sci-
entifique and the University of the Mediter-
ranean.

An abstract of the report, “Cortical
Stimulation Study of the Role of Rhinal
Cortex in Déjà Vu and Reminiscence of
Memories,” is posted online at <www.
neurology.org/cgi/content/abstract/63/5/
858>. ■

stimulation of the amygdala, thought that
she smelled the scent of burnt wood. This
olfactory hallucination reminded her of sit-
ting around a campfire on a beach in Brit-
tany when she was 14 years old.

However, it was only this one-time stim-
ulation of the amygdala in one subject that
produced such reminiscences, the re-
searchers found. Stimulations of the hip-
pocampus or entorhinal cortex provoked
no such reminiscences. Yet, in contrast, five
stimulations of the perirhinal cortex led to
such reminiscences.

“Our study shows that an illusion of fa-
miliarity is often obtained after stimulation
of the rinal cortices (entorhinal cortices or
perirhinal cortices) and more rarely after
hippocampal or amygdala stimulation,” the
scientists observed in their study report. How
stimulation of the entorhinal cortex or
perirhinal cortex actually produces such il-
lusions is still a mystery, though, they stated. 

Déjà Vu Experiences
Linked to Brain Region
Alzheimer’s disease, schizophrenia, and déjà vu experiences have
something in common—all involve the entorhinal cortex region of the
brain. In fact, findings linking déjà vu to the entorhinal cortex may ex-
plain how schizophrenia delusions are formed.

clinical & research news

BY JOAN AREHART-TREICHEL

This image of the human brain shows the
location of the entorhinal cortex.

anxiety far below those of whites and Amer-
icans with more education. For example,
the national rates per 100 persons treated
for anxiety disorders in 1999 were 1.03 for
whites, but only 0.37 for Hispanics and 0.24
for blacks.

These are among the other results of the
outpatient treatment of anxiety:

• In 1987 anxiolytics such as benzodia-
pezines were the most commonly prescribed
medications for the treatment of anxiety.
By 1999, antidepressants were. This shift
can probably be explained by various fac-
tors. For example, benzodiazepine use car-
ries the risk of abuse and dependence, es-
pecially in patients with comorbid alcohol
use disorders. In contrast, clinical trials have
come to demonstrate the safety and effi-
cacy of SSRI antidepressants for a range of
anxiety disorders. In fact, since the com-
pletion of the 1999 survey, several of the
newer antidepressants, including venlafax-
ine–extended release, sertraline, and parox-
etine, have received Food and Drug Ad-
ministration approval for the treatment of
additional anxiety disorders.

• Nonetheless, nearly one-third of anxiety
patients treated in 1999 were given benzo-
diazepines. One reason may be because some
psychopharmacologists continue to endorse
benzodiazepines as a primary or adjunctive
treatment for several anxiety disorders.

Anxiety disorders are among the most
prevalent psychiatric conditions in
the United States, yet people with

anxiety disorders have tended to be under-
diagnosed and undertreated (Psychiatric
News, August 20).

Now there is some good news: The out-
patient treatment of people with such con-
ditions nearly doubled between 1987 and
1999—from 0.43 per 100 Americans to 0.83
per 100 Americans, a highly significant dif-
ference.

This finding has emerged from a study
headed by Mark Olfson, M.D., a professor
of clinical psychiatry at Columbia Univer-
sity and reported in the September Journal
of Clinical Psychiatry.

Several factors may have contributed to
this increase in treatment. For example,
during the 1990s the drug industry intensely
promoted the treatment of anxiety. The
National Anxiety Disorders Screening Day
program, which started in 1994, now op-
erates in more than 1,200 sites in the United
States. The Anxiety Disorders Association
of America, which reorganized and ex-
panded in 1990, provides consumer educa-
tion material and a national network to fa-
cilitate local mental health referrals.

The study also contains some less up-
beat results for the years 1987 to 1999, how-
ever—African Americans, Hispanics, and
Americans with less than a high-school ed-
ucation had outpatient treatment rates for

• Patients treated for anxiety in 1999 were
about half as likely to receive psychotherapy
as they were in 1987. This decline occurred
despite accumulating evidence of the effi-
cacy of specific psychotherapies, especially
cognitive-behavioral therapy, for anxiety con-
ditions. In contrast, the treatment of anxi-
ety with a combination of psychotherapy and
psychotropic medication increased signifi-
cantly between 1987 and 1999.

• In 1987, 76 percent of anxious patients
were treated by a physician, 18 percent by
a psychologist, 5 percent by a social worker,
and the remaining by other providers. In
1999, in contrast, 78 percent were treated
by a physician, 12 percent by a psycholo-
gist, 15 percent by a social worker, and the
remaining by other providers.

Data for this study were drawn from the
1987 National Medical Expenditure Sur-
vey and the 1999 Medical Expenditure
Panel Survey, two nationally representative
surveys sponsored by the Agency for
Healthcare Research and Quality to pro-
vide national estimates of the use, expen-
ditures, and financing of health services.
Some 35,000 individuals participated in the
1987 survey, some 24,000 in the 1999 one.
Survey staff contacted medical providers to
supplement and validate diagnostic and
other clinical information given by partic-
ipants.

The study had certain limitations. For
example, whereas data about survey re-
spondents’ outpatient visits for the treat-
ment of panic disorder, generalized anxi-
ety disorder, phobias, obsessive-compulsive
disorder, acute stress disorder, other anxi-
ety states, and anxiety disorders, unspeci-
fied, were available for analysis, no infor-
mation was accessible about respondents’
visits for the treatment of posttraumatic

Treatment of Anxiety Increases,
But Some Groups Left Out
Although more Americans are being treated for anxiety than in the
past, there is still room for improvement—especially in the case of
African Americans, Hispanics, and people with less education.

BY JOAN AREHART-TREICHEL

please see Anxiety on page 28
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clinical & research news
Neuroticism, Anxiety Disorder
Share More Than Symptoms
The same genes that cause neuroticism may cause generalized anx-
iety disorder. So highly neurotic people might be a good place to search
for genes for generalized anxiety disorder.

BY JOAN AREHART-TREICHEL

High levels of the personal-
ity trait of neuroticism
have been observed in pa-
tients with anxiety disor-
ders, suggesting that the

trait and such disorders might be related.
In fact, the trait and generalized anxiety dis-
order could well be due to the same genes.

This hypothesis comes from a study
headed by John Hettema, M.D., Ph.D., an

assistant professor of psychiatry at Virginia
Commonwealth University. A report of the
results is published in the September Amer-
ican Journal of Psychiatry.

Generalized anxiety disorder is charac-
terized by excessive, chronic worry regard-
ing multiple areas of life and includes symp-
toms such as irritability, muscle tension,
sleep disturbance, and difficulty concen-
trating.

To find out if generalized anxiety disor-
der and neuroticism are genetically related,
Hettema and his colleagues conducted a
large twin study.

They studied about 8,000 identical
and fraternal twins, including twins of
both genders. Subjects participated in ei-
ther face-to-face or phone interviews to
find out whether they had had general-
ized anxiety disorder at some point in
their lives. The Structured Clinical In-
terview for DSM-III-R was used for this
purpose. They were also assessed for neu-
roticism with the short form of the
Eysenck Personality Questionnaire,
which contains 12 items that overlap with
some of the diagnostic criteria for gen-
eralized anxiety disorder such as irri-
tability, nervousness, and excessive wor-
rying.

The researchers then used the interview
results to determine whether subjects who

stress disorder or about respondents’ visits
for the treatment of anxiety due to specific
medical illnesses. It was also not possible
to determine whether respondents who re-
ceived treatment for anxiety actually met
diagnostic criteria for the selected anxiety
disorder codes.

“It was encouraging to see the extent to
which advances in treatment, especially ad-
vances in the use of antidepressants to treat
anxiety disorders, have been disseminated
into routine practice,” Olfson said in an in-
terview. Nonetheless, “little is currently
done in a systematic manner to detect anx-
iety disorders in primary care. . . . Because
many socioeconomically disadvantaged
groups receive much of their mental health
care within primary care settings, efforts
should be made to improve the recogni-
tion of anxiety disorders in primary care
together with referrals as appropriate to
psychiatric care.”

The study was funded by Wyeth Re-
search.

The study, “National Trends in the Out-
patient Treatment of Anxiety Disorders,”
is posted online at <www.psychiatrist.
com/privatepdf/2004/v65n09/v65n0903.
pdf>. ■

Anxiety
continued from page 25

scored high on the personality trait of neu-
roticism had also experienced generalized
anxiety disorder at some point in their lives.
They found that was the case in many sub-
jects, suggesting that neuroticism and gen-
eralized anxiety disorder might be geneti-
cally related.

They then looked to determine whether
a coexistence of neuroticism and generalized
anxiety disorder occurred more often in
identical than in fraternal twins. They found
that there was such a relationship, suggest-
ing that the same genes that cause neuroti-
cism could cause generalized anxiety dis-
order, since identical twins share 100
percent of their genes.

“Our results suggest that the genetic
factors underlying neuroticism are nearly
indistinguishable from those that influ-
ence liability to generalized anxiety disor-
der,” Hettema and his colleagues con-
cluded in their study report. 

One of the implications of their find-
ings, they added, is that people with high
levels of neuroticism might be a useful
starting point to hunt for genes for gen-
eralized anxiety disorder.

As for the study’s implications for cur-
rent psychiatric practice, “Although most
psychiatrists do not routinely measure neu-
roticism,” Hettema told Psychiatric News,
“if there are indications of high neuroti-
cism by whatever means, this would sug-
gest that screening for generalized anxi-
ety disorder would be a good practice.
However, patients do not generally pres-
ent with complaints of being neurotic, but
rather because they have actually devel-
oped a psychiatric syndrome like general-
ized anxiety disorder, so the cat’s already
out of the bag.”

The study was financed by the National
Institute of Mental Health.

The study, “Genetic and Environ-
mental Sources of Covariation Be-
tween Generalized Anxiety Disorder
and Neuroticism,” is posted online at
<http://ajp.psychiatryonline.org/cgi/
content/full/161/9/1581>. ■
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robiology of Interpersonal Experience, and Lou
Cozolino’s The Neurobiology of Psychother-
apy. The current competency standards in
my view are a superficial attempt by the
RRC to paper over a larger problem.

BARRY F. CHAITIN, M.D.
Newport Beach, Calif.

FOREST NAMENDA
ISL BW

Readers are invited to submit
letters not more than 500 words long for
possible publication. Psychiatric News
reserves the right to edit letters and to publish
them in all editions, print, electronic, or other
media. Receipt of letters is not acknowledged.
Letters should be sent by mail to Psychiatric
News, APA, Suite 1825, 1000 Wilson
Boulevard, Arlington, Va. 22209 or by e-mail to
pnews@psych.org. Clinical opinions are not
peer reviewed and thus should be
independently verified.

letters to the editor

I read the article “Need to Prove Psy-
chotherapy Competence Fuels Heated

Debate” in the June 4 issue with great in-
terest and found myself agreeing more
strongly with the Yager/Rubin team. 

The problems within our current train-
ing paradigms stem from the lack of agree-
ment on what is the basic nature of current
psychiatric treatment. Research has pointed
to young psychiatrists having difficulty in-
tegrating the biologic and psychothera-
peutic perspectives. Most training in what
is called “psychodynamics” involves the re-
hashing of tired psychoanalytic concepts
rather than conveying a modern under-
standing of the neurobiologic dynamism of
mental life. Despite having the most recent
annual meeting focused on the theme “Dis-

solving the Mind-Brain Barrier,” we are not
any closer in our consensual practice ex-
pectations to such an undertaking.

In my view, the teaching of psy-
chotherapy should be subsumed under an
overarching biologic framework such as
“interpersonal neurobiology.” This would
put it squarely in the middle of the domi-
nant thrust of the psychiatry of the 21st
century. A rich body of literature from neu-
roscience offers insight into psychological
change (changing one’s mind-brain system).
Specific technical modalities could be taught
to mitigate dysfunctional states with the
goal of mind-brain optimization. This
would be both comprehensible to trainees
and patients and would clearly be integrated
within neuroscience.

A good introduction for residents might
be Jerome Frank’s Persuasion and Healing:
A Comparative Study of Psychotherapy, Daniel
Siegel’s The Developing Mind: Toward a Neu-

Psychotherapy
Competency Debate

Clinical Trials
Controversy

I very much appreciated the article in the
July 16 issue titled “Clinical Trials Con-

troversy Spotlights Flawed System.” I con-
cur that the problem also exists in medical
specialties other than psychiatry. The first
three paragraphs of the article do indeed
echo the feelings of clinicians like me (“in the
trenches,” as the article states) about the
lack of reliability of data from pharmaceu-

tical companies, causing us to “wonder what
we really know, or perhaps don’t know . . .
[ and] seriously challenges physicians’ com-
fort level with prescription drugs . . . .”

These three carefully worded paragraphs
do not point blame at individuals. In fact,
the article makes a show of even-handedness
in its reference to the article in the April
Lancet by Jon Jureidini, M.D., of Australia,
who blew the whistle on this latest example
of egregious behavior. 

In contrast to the Aussie proclivity for
bluntness, the article states: “At best, Ju-
reidini’s conclusions were direct and to the
point, but by some people’s estimation the
conclusions seemed inflammatory, with
abundant references to the individuals who
led the research or wrote the articles, rather
than to the research methods, data analysis,
or conclusions.”

Come on. When individuals signed
their names to misleading material, why
shouldn’t they be named in a rebuttal? It
is a cheap shot to label this kind of di-
rectness “inflammatory.” I say three cheers
for the Aussies, who, after all, have their
heads on right side up.

MALCOLM A. SOWERS, M.D.
Castro Valley, Calif.

This article points out the dangers of psy-
chiatrists’ being wedded to pills instead

of skills. Although better clinical data will
tell us more about the benefit and safety of
antidepressants, they will do nothing to dis-
pel the idea that child psychiatrists now
favor medication over therapy. This is the
reversal of a time-honored perspective
about work with children, which has ex-
isted since the dawn of civilization. 

Cognitive-behavioral therapy (CBT) for
childhood depression has shown efficacy in
clinical trials; is easy to learn and teach; ex-
ists in manual form, which can be adapted
to most clinical situations; and is useful with
most children and adolescents of average
intelligence who can grasp mental reason-
ing concepts. 

Why not have child psychiatrists use
CBT with depressed patients in place of
or in addition to medications? That way
one might increase treatment success rates.
At least it would empower children and
parents to do something while waiting to
see what happens to their children. And
please, let’s not cede this treatment to
other therapists without trying it first our-
selves.

One way to encourage this “skills and
pills” practice is to get it incorporated in
the Texas Medication Algorithm Project
for depressed children. It could require
CBT whenever possible in place of, and in
addition to, any antidepressant trial. What
harm would it do? I cannot think of any. As
far as I am aware, no suicide has been re-
ported as a side effect of CBT. What good
would it do? A lot—especially to restore
the balance in treatment between active
therapy and passive pill taking.

KIM MASTERS, M.D.
St. Simons Island, Ga.
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ing and intellectually challenging” expe-
riences with patients he encountered as a
medical student at the University of Vir-
ginia made his decision to enter psychia-
try an easy one. 

For instance, during one of his psychi-
atry rotations, he met a patient who had a
deeply held delusion about a certain facial
feature and spent hours scrutinizing himself
in the mirror. 

Tong recalled the patient as a “polite and
well-put-together kind of person who was
otherwise coherent.” Tong recalled, “I
thought in my own naive way—‘this guy
isn’t really that sick. Let me just sit down
with him and correct his misunderstand-
ing.’ ”

Soon Tong realized the depth and in-
tractability of the patient’s delusion, which
was related to other psychotic symptoms. 

“Everything else I learned as a medical
student made too much sense to me,” Tong
told Psychiatric News. “I knew everything
about bacteria, and I understood blood
cells,” he recalled. “But no one could ex-
plain why he had this delusion, and I was
challenged intellectually in a way I’d never
been before.” 

Tong enjoys his roles at the University
of California, San Francisco, as a clinical
professor of psychiatry, director of medical
student education in psychiatry, and prin-
cipal career advisor for medical students
who are interested in psychiatry. “My goal
is to give all students a solid understanding
of psychiatry,” he said. 

He also enjoys life outside of work with
his partner, Alasdair Neale, a symphony
conductor. “We’re both very busy but
cherish the time we have together,” Tong
said. 

A free copy of “Real Psychiatry: Doc-
tors in Action” is available by calling APA
toll free at (888) 35-PSYCH or sending
an e-mail request to apa@psych.org. Each
additional copy of the video costs $10 for
VHS and $15 for DVD. APA members can
also view the video on APA’s Web site at
<www.psych.org>. ■

borhoods and an overabundance of liquor
stores. It’s very difficult.”

In his role as senior psychiatrist at Car-
ruthers Clinic, Adams can be seen remov-
ing sutures, giving injections, and taking
blood from patients. “We do primary care,
essentially,” he said of his work there. 

“People don’t think we are in the busi-
ness of saving lives in psychiatry, and we
absolutely are,” he added. “Many psychi-
atric illnesses carry a risk of death by sui-
cide—so if you are able to intervene and
prevent suicide, that is lifesaving.”

Adams told Psychiatric News he became
a psychiatrist because “I love people’s sto-
ries. . . .I love to know where people come
from and maybe have an influence on where
they are headed.”

Adams has two children and thinks of
psychiatry as a “family-oriented specialty.
. . . We allow one another to be good par-
ents,” he said. 

Psychiatry Runs in Family
Having a positive impact on her patients

is also one of the most satisfying parts of
the job for Mercedes Martinez, M.D., a
child and adolescent psychiatrist in
Chicago. 

“I’ve always said if I can help one child
turn his or her life around, I’ve done some-
thing productive,” she said in an interview
with Psychiatric News.

Martinez said she has always been fas-
cinated by child development and has three
children of her own who keep her
grounded. 

In addition to her role as a clinical as-
sistant professor of psychiatry at the Ros-
alind Franklin University of Medicine and
Science (formerly known as Chicago Med-
ical School) and senior fellow with the Na-
tional Center for Health Behavioral Change
at Morgan State University in Baltimore,
Martinez works at several Chicago-area
health clinics, including Circle Family Care
Health Clinic and Salud Family Health
Care Clinic, where she trains family prac-
tice residents. 

She also works at Allendale, a residential
facility in Lake Villa, Ill., for children and
adolescents with serious emotional distur-
bances. 

Martinez said there is an urgent need
for child and adolescent psychiatrists in
inner-city and rural areas, especially those
who are bilingual and understand the is-
sues faced by minority youth with mental
illnesses. “Universities need to be held ac-
countable for recruiting, retaining, and
graduating Hispanic doctors,” she said, “es-
pecially in the area of child and adolescent
psychiatry.”

Psychiatry is in Martinez’s blood, one
might say.

Her father, Emilio Espindola, M.D.,
completed his psychiatry training in Mex-
ico before coming to the United States at
a time when accreditation from foreign
medical schools was not accepted by U.S.
programs. “He loved psychiatry so much
that he completed a second residency in the
U.S.,” Martinez explained. 

Part of her childhood was spent on the
grounds of a state hospital in Elgin, Ill., one
of the places where Espindola practiced. 

“Seeing how much his patients loved
him and how much he gave of himself to
the community” inspired her to pursue a
medical career in psychiatry, she said. 

Practicing Without Reservation
Two father figures from different

worlds propelled Mary Roussel, M.D.,
down the path to a psychiatry career. The
first was her grandfather, a Navajo med-
icine man, and the second was famed psy-
chiatrist Karl Menninger, M.D., who

marginalized groups” and “helps to place
psychiatry in a favorable light as a medical
specialty, demystify the profession, and re-
duce the stigma of mental illness.”

The following psychiatrists are featured
in the film, which was produced and di-
rected by Ginny Durrin of Durrin Pro-
ductions Inc. in Washington, D.C.

Psychiatrists Save Lives
During a typical week, Curtis Adams,

M.D., has the capacity to reach as many as
60,000 people—though admittedly, the ma-
jority of these aren’t his patients. 

In addition to his roles as an assistant
professor in the University of Maryland’s
Division of Community Psychiatry, senior
psychiatrist at the Carruthers Clinic in Bal-
timore, and member of the Programs for
Assertive Community Treatment (PACT)
team at the University of Maryland, he can
be heard on the radio discussing mental
health issues and how they impact African
Americans.

Each Wednesday afternoon, Adams takes
his seat at the microphone as a guest on the
radio show “Mind, Money, and Medicine”
on WOL 1450-AM in the Baltimore-Wash-
ington, D.C., area. During the weekly
broadcast, Adams has a chance to teach the
public about what psychiatrists do when
they treat patients. 

“I know there is a lot of stigma sur-
rounding mental illness,” Adams explains
in the video. “But this is no different from
having heart disease or hypertension—
we’re talking about the presence or absence
of an illness, and if it’s an illness, we can
treat it.” 

As a member of the Maryland PACT
team, Adams is filmed climbing the stairs
of a rundown apartment building to give
one of his patients a monthly injection of
antipsychotic medication. 

Of his surroundings, Adams says, “These
folks are at the mercy of competing chal-
lenges—people selling drugs in their neigh-

founded the Menninger Clinic in Topeka,
Kan., and died in 1990. 

Menninger was fascinated with the
Navajo healing process, Roussel said, and
began a professional relationship with
Roussel’s father, who was director of an In-
dian education center at Arizona State Uni-
versity. 

Menninger soon became a family friend,
and Roussel said she can remember him
conversing with her grandfather with the
help of an interpreter about the art of
Navajo healing.

According to Roussel, Navajo medicine
involves ensuring that “mind and body are
in harmony, and people are in harmony with
the world around them.” 

So it was not a leap for Roussel, as a
Navajo woman, to enter a medical specialty
in which treatment takes into account mind,
body, and spirituality, she said. She is also
married to a psychiatrist.

Roussel treats American Indian patients
from different tribes at the Santa Fe In-
dian Hospital. She also works at clinics as-
sociated with the hospital, such as the Santa
Clara Clinic, which is adjacent to the Santa
Clara Pueblo reservation, 30 miles north
of Santa Fe. 

In addition, she is chair of the steering
committee on Native American Psychiatry
at the University of New Mexico. 

Roussel encouraged American Indians
to get involved in medicine, and in partic-
ular psychiatry. 

She noted that although nonnative
physicians come to practice on Indian reser-
vations, “they are not familiar with Native-
American people and have never lived on
a reservation. . . .These things are hard for
them to get used to,” Roussel said. 

Many leave the reservations after a year
or so, and as a result Native-American pa-
tients lack much-needed continuity of care,
she added. 

Stimulating the Intellect
Lowell Tong, M.D., a psychiatrist in

the San Francisco area, said the “fascinat-

Video
continued from page 1

NAMI
continued from page 2

take McGraw’s statements as a sign that
mental health care may not be an urgent
consideration for their troubled child as
long as they adopt better parenting skills.

In a written response to NAMI, Mc-
Graw’s executive producer, Carla Pen-
nington Stewart, and the show’s psycho-
logical consultant, G. Frank Lawlis, Ph.D.,
suggested that NAMI leaders’ response was
“the result of a lack of information,” and
that McGraw did not blame the parents for
their child’s illness. “We never discouraged
alternative treatments” for Eric, they said.
“The parents ruled out potential biologi-
cal causation through comprehensive eval-
uations with appropriate doctors. No treat-
ment was available due to the absence of a
diagnosable biological/organically based
condition. Having exhausted all other av-
enues of intervention, they sought our
help.” They added that the doctors who
had assessed Eric “ruled out” the presence
of a mental illness, “including bipolar and
related disorders.”

NAMI’s response to the Dr. Phil show
can be accessed online at <www.nami.
org/template.cfm?section=press_room> by
clicking on “NAMI Blasts CBS. . . .” In-
formation about the “Dr. Phil” program,
including parenting advice, is posted at
<www.drphil.com>. ■

port, the Child and Adolescent Trial for
Cardiovascular Health, efforts were made
to improve diet and increase physical exer-
cise among children at 48 elementary
schools and then to compare them with chil-
dren at 48 elementary schools where such ef-
forts were not made. Although the young-
sters in the intervention schools ate less fat
and exercised more than youngsters in the
control schools, at the end of the study they
did not weigh less than the latter.

In the Planet Health Trial, in contrast,
10 schools were randomized to classroom-
intervention sessions or control sessions for
a two-year period. Behaviors targeted for
change in the intervention sessions included
increased fruit and vegetable intake, in-
creased physical activity, and decreased tel-
evision viewing time. At the end of the
study, obesity prevalence among girls in the
five intervention schools was significantly
less than among girls in the five control
schools. (There was no significant differ-
ence in obesity prevalence between boys in
the two schools.)

• Efforts to prevent childhood obesity are
getting under way in the United States.
They range from state legislation regard-
ing school physical education requirements
and nutrition standards for beverages and
foods sold in schools to new school-board
policies and community initiatives to ex-

pand bike paths and improve recreational
facilities.

The Institute of Medicine report also
contains some compelling recommenda-
tions, notably:
• The president should ask the secretary
of the Department of Health and Human
Services to convene a high-level task force
to establish goals for countering childhood
obesity.
•Medical organizations should make child-
hood obesity prevention a high-priority
goal. (For example, the report noted that
the American Academy of Pediatrics has
created a task force to deal with child obe-
sity and is involved in a public-private part-
nership to counter excess weight, poor nu-
trition, and lack of physical activity among
America’s youth.)
• There are currently no legal restrictions
on the marketing of unhealthy foods to chil-
dren. However, good evidence suggests that
such restrictions could slash childhood obe-
sity.
• More research on the prevention of child-
hood obesity needs to be undertaken, es-
pecially research examining factors that
might improve youngsters’ dietary and
physical behaviors. 

A copy of the report, “Preventing Child-
hood Obesity: Health in the Balance,” can
be purchased from the Institute of Medi-
cine–National Academy of Sciences by call-
ing (202) 334-3180. ■

Obesity
continued from page 19
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asking for a recovery model, and we need
to respond.”

Marder outlined the psychosocial treat-
ments that have a literature of efficacy be-
hind them when combined with antipsy-
chotic medication. These include illness
education, family interventions, supported
employment, assertive community treat-
ment, skills training, and cognitive-behav-
ioral therapy. 

He emphasized that evolving research
on psychosocial therapies has shown that
they act on different aspects of the patient’s
illness than do medications. For instance,
he described studies showing that skills
training had no impact on relapse, but had

ers that keep many Asian Americans away
from the mental health system may improve
utilization of mental health services in this
population, Chung said. “An ethnic match
between clinicians and patients can increase
treatment utilization and retention.” 

Individually, clinicians can more suc-
cessfully engage Asian-American patients
by helping them to achieve goals valued in
Asian culture. 

“Asian patients value employment, a
concrete means of demonstrating their value
to society and to their families,” Chung said.
“One way to engage Asian patients is to ask,
‘What if I were to tell you that by getting
treatment, I could help you to be more sat-
isfied with your job and family?’ ”

Chung recalled antidepressant adver-
tisements in which consumers wore wide
smiles after receiving treatment. “That
does not work for this community,” he said.
“ ‘Don’t worry about the smile—I want a
job, a future for myself, and a future for my
family. Do that for me, and maybe I’ll lis-
ten to you.’ ”

a profound effect on social outcome and
patient quality of life. 

He also stressed that the effects of psy-
chosocial treatment are generally not seen
in the short term. “Psychiatrists underes-
timate the effectiveness of these treatments
because patients don’t receive them long
enough,” Marder said. 

He especially highlighted the importance
of supported employment. “No treatment I
have seen is as effective as a part-time job,”
Marder said. “Nothing contributes as much
to self-esteem and community integration
than being able to interact with co-workers
on a regular basis, and there is nothing more
reinforcing to a patient than being given a
positive review by a supervisor and being
paid for one’s work.” 

Marder said a most urgent change nec-
essary in the treatment of schizophrenia is

mean serum haloperidol concentration and
higher rating for extrapyramidal symptoms
than did white patients.

When a larger group of Taiwanese pa-
tients and Caucasian patients were admin-
istered fixed doses of clozapine, researchers
found that serum levels of the drug were
30 percent to 50 percent higher in the Asian
patients, Chou said. 

Metabolism varies from drug to drug,
he added. “Asians have reduced metabo-
lism of haloperidol, risperidone, and cloza-
pine, but not of olanzapine,” Chou said. 

In a small, unpublished study of olanza-
pine, Chou cited, Asians and Caucasians
metabolize the drug at similar rates. 

Chou concluded that the literature on
psychopharmacology for Asians is “weak,”
and although there is evidence that Asian
patients do metabolize some medications
more slowly than Caucasian patients, he
advised psychiatrists to “dose based on the
response of the individual patient.”

Medications are only part of the treat-
ment for Asians with mental illness, of
course. Psychotherapy may be an impor-
tant part of the recovery process for many
Asian patients, and psychiatrists and men-
tal health professionals should be mindful
of certain elements of Asian culture when
conducting psychotherapy, according to
Ramaswamy Viswanathan, M.D., an asso-
ciate professor of psychiatry at the State

Schizophrenia
continued from page 24

clinical & research news

Asian Patients
continued from page 20

Dosage
continued from page 22

Developing Drugs to Target Cognitive
Deficits

Efforts are under way to attract drug company interest in developing medications to im-
prove the cognitive functioning of patients with schizophrenia, the feature of the disease
most strongly associated with functional outcome.

Stephen Marder, M.D., described several efforts in this area, including a program at the
National Institute of Mental Health known as the Measurement and Treatment Research to
Improve Cognition in Schizophrenia (MATRICS). These are the specific goals of MATRICS:

• To catalyze regulatory acceptance of cognition in schizophrenia as a target for drug reg-
istration.
• To promote development of novel compounds to enhance cognition in schizophrenia.
• To leverage the drug industry’s economic research power to focus on important but neg-
lected clinical targets.
• To identify lead compounds and, if deemed feasible, support human proof of concept tri-
als for cognition in schizophrenia.

Marder also cited another NIMH-funded program called Treatment Units for Research on
Neurocognition in Schizophrenia (TURNS). The TURNS program will provide an infrastructure
for clinical studies of pharmacological agents for enhancing neurocognition in patients with
schizophrenia.

MMaarrddeerr  iiss  tthhee  pprriinncciippaall  iinnvveessttiiggaattoorr  iinn  bbootthh  ooff  tthhoossee  pprrooggrraammss..  IInnffoorrmmaattiioonn  aabboouutt  tthheemm  iiss
ppoosstteedd  oonnlliinnee  aatt  <<wwwwww..mmaattrriiccss..uuccllaa..eedduu>>  aanndd  <<wwwwww..ttuurrnnss..uuccllaa..eedduu>>..

a new attention on the part of mental health
professionals to the medical complications
typically seen in the disease. 

Patients with schizophrenia have a high
smoking rate and are at higher risk for obe-
sity, diabetes, and hypertension. He said
the average lifespan for a patient with schiz-
ophrenia is 15 years less than the general
population. “The increased risk for suicide
has little to do with it,” he said. “Our pa-
tients are dying of heart disease.” 

Marder described a conference on the
subject in late 2002 at Mount Sinai Uni-
versity School of Medicine in New York
that brought together a host of experts on
schizophrenia, diabetes, heart disease, and
preventative health, among other topics. 

Consensus recommendations developed
at the conference called for regular moni-
toring of body mass index, plasma glucose
level, lipid profiles, and signs of prolactin
elevation or sexual dysfunction—all of
which should guide the selection of an-
tipsychotic agents (Psychiatric News, March
5, September 17).

Specific recommendations were made
for cardiac monitoring of patients who re-
ceive medications associated with QT in-
terval prolongation and for monitoring for
signs of myocarditis in patients treated with
clozapine. Patients who receive both first-
and second-generation antipsychotic med-
ications should be examined for extrapyra-
midal symptoms and tardive dyskinesia. Pa-
tients with schizophrenia should also receive
regular visual examinations, according to
the recommendations. These recommen-
dations appeared in “Physical Health Mon-
itoring of Patients With Schizophrenia” in
the August American Journal of Psychiatry.

“Implementing these recommendations
in a psychiatric setting isn’t going to be easy,
but it is self-evident that it should be hap-
pening,” Marder said. “The treating psy-
chiatrist may not be able to manage many
of these medical problems, but they need
to be certain that someone does.” ■

ples are similar to Eastern philosophy, and
relaxation is similar to meditation.”

He added that “interpersonal therapy,
which emphasizes roles and social relations,
may also resonate with Asian traditions.” ■

HIPAA
continued from page 15

government news

As of April 2003 physicians were re-
quired by the law to notify patients of their
privacy rights under the law and how their
information will be used, to document pro-
cedures for protecting and securing health
information and train employees in the pro-
cedures, to designate a privacy officer, and
to secure patient records. 

But Harding stressed that the privacy and
security requirements in HIPAA are pre-
empted by state laws that may be much
stricter. “HIPAA is a floor,” he said. “You may
be doing what HIPAA says, but there may
be state laws that say you have to do better.
HIPAA isn’t the ultimate, but the base on
which all of us are encouraged to practice.”

A number of questions about the law
await resolution, most likely in the courts.
Among them: Who is responsible for
breaches of privacy and security of infor-
mation by business associates who have ac-
cess to patient information? How much in-
formation are patients’ relatives entitled to?
How much and what kind of information
can be divulged to public health agencies
or to schools seeking immunization records?

In the case of the latter, Harding said it
has happened that children have had to re-
ceive all new vaccinations after they move
with a family to new location because a physi-
cian in the former location refuses to release
vaccination records on the grounds that a
school is not a covered entity under the law. 

He described a scenario in which a fam-
ily moved from Chicago to Atlanta with
three school-age children. From the new
location, the parents called the physician in
Chicago and requested that he send vacci-
nation records for the children to the new
school in Atlanta. The physician refused to
do so without written authorization, signed
by the parents; the parents asked whether
they could fax the authorization, but the
physician insisted that they return to
Chicago to provide a “live” signature. 

“Some lawyer convinced that doctor that
if he gives away that information, he will
go to jail and get fined a quarter-million
dollars,” Harding said. “Now many doc-
tors refuse to divulge any health informa-
tion without authorization.”

In the meantime, Harding advised that
the surest path to securing information was
to formalize policies and distribute those
policies to employees. Files should be locked
and access should be limited. Workstation
guidelines should be developed, as should
a system for tracking who has access to pa-
tient information. And policies should be
developed around terminated, possibly dis-
gruntled, employees who may have had ac-
cess to patient information, Harding said. 

Updated information on HIPAA is
posted at the HHS Web site at <www.
hhs.gov/ocr/hipaa/>. ■

University of New York, Downstate Med-
ical Center. 

Viswanathan emphasized that clinicians
should also be attentive to individual and
subcultural differences when working with
Asian patients.  

While American society tends to stress
the value of freedom and individuality, Asian
society “stresses conformity and obedience
to authority,” he said. 

The value of privacy is critical in Amer-
ican society, but in Asian communities,
“your family knows everything about you,
and even your neighbors know a lot about
you,” he said. 

In Western societies, it may be accept-
able to express negative emotions, but this
is not so in Asian culture. Talking about
negative emotions “is a disgrace to the pa-
tient and family” he noted. “Somatization
of illnesses such as depression is much more
acceptable.” 

Viswanathan also noted that “an Asian
patient’s first mental health visit is likely to
be initiated by a family member, and the
majority of Asian patients are accompanied
by one or more family members.” 

When this happens in his practice,
Viswanathan said he gently suggests to the
family members that he needs to be alone
with the patient “to give the patient a chance
to express things they don’t want to express
in front of the family,” he said. 

He also noted that Asian patients are re-
ceptive to problem-focused cognitive-be-
havioral interventions “because the princi-

Chung encouraged clinicians to “organ-
ize ways of engaging patients and improv-
ing coordination of care,” for Asian patients,
which includes streamlining treatment plans
that are unnecessarily complex. 

He also advised them to adopt evidence-
based treatments. “We need to take what
works, adapt it to our practices, and then
put it to work in our communities,” he said. 

More information about the New York
Coalition for Asian American Mental
Health is posted online at <www.asian-
mentalhealth.org/>. ■
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ceived treatment for mental health prob-
lems. About 1.8 million adults were hospi-
talized for mental health problems, ac-
cording to the survey. 

When researchers analyzed demographic
information for those who received treat-
ment, they found the rates of treatments
were highest for those reporting that they
belonged to two or more ethnic groups (17.5
percent) or who were white (15.3 percent). 

Ethnic Differences Found
African Americans had lower rates of

mental health treatment (8.5 percent) than
did whites; the same was true for Latinos
(8 percent). Asian Americans had the low-
est treatment rates (4.9 percent). 

Among the 19.6 million adults with se-
rious mental illness in the United States, 9.3
million, or 47.3 percent, received treatment. 

As for the 5.9 million people with seri-
ous mental illness who perceived an unmet
treatment need, cost or insurance issues
were cited most often for not receiving pro-
fessional help (see chart on page 6). 

The survey also found that an estimated
21.6 million Americans had a substance de-
pendence or abuse problem in 2003, rep-
resenting about 9 percent of people aged
12 or older. 

The majority were dependent on or
abused alcohol (14.8 million), while 3.1 mil-
lion were dependent on or abused both al-
cohol and drugs, and 3.8 million were de-
pendent on or abused drugs alone. 

Only about 3.3 million people aged 12
or older received some kind of treatment
for a problem related to alcohol and/or drug
use the previous year, the survey found, yet
an estimated 20.3 million people needed
such treatment but did not receive it. 

Stigma, Costs Deter Many
Of the 20.3 million Americans who

needed but did not receive treatment in
2003, only about 1 million said they felt they
needed treatment for their alcohol and/or
drug problem at the time of the survey. 

Need was determined by virtue of meet-
ing DSM criteria for substance abuse or de-
pendence.

Of this latter group, 273,000 reported
they had made an effort to get treatment
but did not get it for various reasons.

The majority of those who said they made
an effort to get treatment felt they were not
ready to stop using the substance (41.2 per-
cent), cited barriers related to high costs of
treatment or problems with insurance (33.2
percent), said they were afraid of being stig-
matized (19.6 percent), or reported that they
believed that they could handle the problem
without treatment (17.2 percent). 

More information about the 2003 Na-
tional Survey on Drug Use and Health is
posted online at <www.oas.samhsa.
gov/nhsda.htm#NHSDAinfo>. ■

Cost Factors
continued from page 6

professional news

Jonathan F. Borus, M.D, a professor of
psychiatry at Harvard Medical School

and chair of the Brigham and
Women’s/Faulkner Hospitals department
of psychiatry, was presented with the Life-
time Achievement Award of the Associa-
tion for Academic Psychiatry, the national
organization of psychiatric educators, at the
association’s annual meeting in Albuquerque
last month. ■

Borus Honored Professional News
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17.7 percent to 24.7 percent during the
years analyzed.

Medicaid is also an important payer for
child psychiatrists and for those who work
in clinics. 

A report issued on October 13, after the
KCMU briefing, by the National Association
of State Budget Officers found that Medic-
aid costs increased more than any other area
of state spending in Fiscal 2003 and are ex-
pected to consume a greater proportion of
states’ total spending than elementary and
secondary education in Fiscal 2004. 

The factors that account for the growth

that they did not understand APA’s concerns.
He explained the objections by emphasiz-
ing that despite TSPP’s claims, the academy
is in essence competing for psychiatrists with
the district branch and thus “negating the
dual-membership requirement” that the
Board believes is “essential for the future of
organized psychiatry.” 

If other district branches follow TSPP’s
lead, he said, it could siphon off APA mem-
bers, leaving “both the DBs and the na-
tional APA with fewer resources and fewer
members” and serve as the “opening wedge
in what could be the devastation of APA.”

After the presentations and questions,
the Board went into executive session to
discuss the situation further. Following that
closed-door session, the Board issued a
statement saying it “anticipates that a fur-
ther response to the TSPP action will be
forthcoming shortly.”

At press time, the Assembly planned to
discuss the developments in Texas at its No-
vember meeting. A report of that meeting
will appear in the next issue.

Other Actions
The Board also had several other issues

on its agenda, voting to

• implement a one-year formula that
APA would use to provide grants to the
district branches (DBs). Every DB except
those in California, New York, and Mis-
souri (the only states with multiple DBs)
will receive $2,500 in 2004. In California
and New York, $2,500 will be given to each
state association. In Missouri, which has no
state association, the three DBs will receive
equal shares of the $2,500 grant. The re-
mainder of the $280,000 budgeted for DB
grants will be distributed according to the
number of voting members in each DB.

• support requests for funds to support
advocacy and educational activities by

tions and, TSPP leaders hope, will raise the
visibility of organized psychiatry in Texas,
Sawyer said.

Denney told the Trustees that TSPP
members “don’t want to be disengaged from
APA” and warned that any such disaffilia-
tion will end up damaging APA, as well as
the district branch. APA might want to con-
sider becoming a member of the Texas fed-
eration, he suggested.

Of the 13 members the academy had as
of the October Board meeting, he added,
seven had resigned from APA and TSPP or
had their memberships terminated because
of failure to pay dues. The latter category
included the academy’s president, Sanford
Kiser, M.D., Sawyer told the Board.

Trustees Explain Concerns 
The presentations by the three TSPP

leaders left many Board of Trustees mem-
bers concerned about the implications for
APA and the future of the Texas district
branch. Area 5 Trustee Jack Bonner, M.D.,
whose Area includes Texas, said that despite
protestations to the contrary from Sawyer,
the new structure still seems designed “to
circumvent the intent of the dual-mem-
bership requirement.”

Immediate past president Marcia Goin,
M.D., raised the issue of use of funds that
APA provided TSPP for state-level lobby-
ing on scope-of-practice issues, since it was
explained that the federation, not the TSPP,
would become the chief advocacy group for
psychiatrists in Texas. The TSPP leaders
did not respond to her concern during the
session. 

Paul Appelbaum, M.D., who preceded
Goin as APA president, suggested that the
“surprise” that TSPP leaders had expressed
in response to APA’s strong objection to this
and the affiliate proposal was an indication

in expenditures suggest that this scenario
is likely.

Smith said that Medicaid officials re-
ported that spending growth was driven by
“three key things:” enrollment growth, in-
creasing costs of prescription drugs, and in-
creasing costs of medical services in gen-
eral. Costs related to each of those factors
are increasing. 

A new factor will be the impact on states’
spending of the implementation of the new
prescription drug benefit under Medicare.
Under the new law, states will be required
to pay the federal government for the drug
costs associated with over six million low-
income seniors who quality for both Med-
icaid and Medicare (dual eligibles). Their
prescription drug coverage will be shifted
from Medicaid to Medicare in 2006.

According to the KCMU-commissioned
survey, more than three-quarters of states
were concerned about the costs of this pay-
ment and the administrative burdens and
other net costs they may occur due to the
implementation of this benefit. 

Health care advocates have challenged
the most controversial methods to contain
Medicaid costs. 

At the end of September, Tennessee
Gov. Phil Bredesen (D) sent the Centers
for Medicare and Medicaid Services (CMS)
his plan, which requires federal approval,
to restrain costs by limiting doctor visits
and other medical treatment and increas-
ing copayments and premiums. 

Board
continued from page 9

association news

DBs in Florida, Iowa, Kentucky, and New
Mexico.

• support the idea of amending APA’s
Bylaws to make the APA medical direc-
tor the Association’s chief executive of-
ficer. Currently, the chief executive officer
is the president, who changes every year.
The Bylaws Committee will begin the
process of preparing to change this section

of the Bylaws; such amendments require a
vote of the membership or Board of
Trustees with ratification by the Assembly.

• require that annual budget surpluses
not earmarked for current or future As-
sociation activities be applied to APA’s
reserve replenishment fund. This will be
in effect until that fund is equal to 40 percent
of APA’s unrestricted operating expenses.

• have appropriate APA components de-
velop a position statement supporting
the right of same-sex couples to marry.
The Board wants to have a draft statement
to review at its December meeting.

• write off APA’s remaining valuation of
Medem, which is $856,000. APA remains
a Medem stockholder, but the Board took
this action since the shares have almost no
value at this time and thus should not con-
tinue to be listed as an asset on APA’s bal-
ance sheet.

• approve a resolution opposing the im-
position by the federal government of
additional controls on the availability of
the opioid treatment buprenorphine,
emphasizing that such restrictions “would
be unwarranted and detrimental to the pub-
lic health.” The resolution, developed by
the APA Council on Addiction Psychiatry,
notes that “various forces” are trying to
convince government officials to reclassify
buprenorphine as a Schedule 2 narcotic,
which would bar its use in office-based set-
tings. A 2000 law approved the drug’s use
as an office-based treatment for opiate ad-
diction if physicians were certified to use it
in outpatient settings.

• approve a Presidential New Initiatives
Fund, which will make $25,000 available
each year for the president to use for spe-
cial projects. The money will be available
for three years, beginning in the president-
elect year. ■

government news
Medicaid
continued from page 16

Summary of Texas Organizations

Leaders of the Texas Society of Psychiatric Physicians (TSPP) and other Texas psychiatrists
have participated in the formation of a new structure for organized psychiatry in the state
that has drawn a strong, negative reaction from the APA leadership (see story on page 9).
The three key components in this structure are the TSPP, Texas Academy of Psychiatry, and
Federation of Texas Psychiatry.

• TSPP is the state’s APA district branch (DB), and APA policy requires, as is the case for
all DBs, that a psychiatrist join both the district branch and the national APA. TSPP mem-
bers continue to receive the benefits of both DB and APA membership.

• The Texas Academy of Psychiatry, formed during the summer, is an organization for indi-
vidual psychiatrists whose dues are the same as those for TSPP, but which does not require
membership in APA. The academy’s members will receive benefits that are similar to those
TSPP members get from the DB. Academy members will not, however, receive APA benefits
such as subscriptions to the American Journal of Psychiatry and Psychiatric News and re-
duced fees for CME activities and registration at APA annual meetings.

• The Federation of Texas Psychiatry is a nonprofit umbrella group whose members are or-
ganizations in the psychiatric field, though it may open membership to interested nonpsy-
chiatric organizations such as those involved in advocacy. The federation’s staff is the for-
mer staff of the TSPP, who resigned their posts and now provide administrative support to
the TSPP under a contract between the federation and TSPP. TSPP is sharing office space
with the federation and the academy. The exact services that the federation will provide to
TSPP had not been finalized at press time.

“The federation will provide the means for TSPP and the academy to share programs
and work together,” wrote Conway McDanald, M.D., chair of the Federation Delegate As-
sembly, in the October/November Texas Psychiatrist. “Thus, by uniting the two major psychi-
atric organzations in Texas, the voice and influence of psychiatry will be strengthened. . . . How
you choose to participate is your choice. TSPP and the academy are both outstanding or-
ganizations working for Texas psychiatry.”

Free Subscription 

U.S. and Canadian members of APA can
receive a free subscription to Psychiatric
Services as a benefit of membership. To
subscribe, go to the Web site <www.
psych.org/ps> and access the “request
for subscription” form. After printing out
and completing the form, fax or mail it as
instructed. Your free subscription will begin
in six to eight weeks. International mem-
bers have free online-only access to the
journal. To activate your online subscription,
go to <http://ps.psychiatry online.org> and
follow the instructions.

The plan also includes a definition of
“medical necessity” that would require doc-
tors to use “the least costly alternative” for
a treatment that is “adequate” to the med-
ical problem (Psychiatric News, August 20). 

Jacobs said, “That definition is particu-
larly troubling because it could undermine
existing statutory protections for Medicaid
patients. The weakening of those protec-
tions coupled with states’ budgetary prob-
lems could result in real harm to them.”

Since the plan was first proposed, Bre-
desen has exempted children from some of
the proposed restrictions, but not from the
definition of medical necessity. 

Forty-six national advocacy organiza-
tions, including the National Mental Health
Association, the National Council for Com-
munity Behavioral Healthcare, and the
American College of Obstetricians and Gy-
necologists, sent a letter to Bredesen in Sep-
tember pointing out dangers of his pro-
posal, and they plan a letter to CMS. 

In late September, the Mississippi Cen-
ter for Justice, AARP Foundation Litiga-
tion, National Senior Citizens Law Cen-
ter, and National Health Law Program filed
a lawsuit challenging the state’s elimination
of Medicaid benefits for about 50,000 ben-
eficiaries. In mid-October, a Mississippi
judge granted a temporary injunction pro-
hibiting the change until January 31, 2005.

“The Continuing Medicaid Budget
Challenge” is posted at <www.kff.org/
medicaid/kcmu100404nr.cfm>. ■
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