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APA is “cautiously optimistic” that patients with mental illness cov-
ered under the new Medicare Part D prescription drug benefit will have
broad access to most psychotropic medications. However, there are
some important exceptions.

BY JIM ROSACK

Medicare Part D Plans Likely
To Cover Most Psychiatric Meds

essary, beneficiaries should be permitted to
continue utilizing a drug that is providing
clinically beneficial outcomes.”

While the FAQ suggests that patients
will have access to a variety of psychiatric
drugs, it has no bearing on the exclusion of
benzodiazepines from Part D coverage.
That exclusion is mandated by the law that
created Part D, the Medicare Moderniza-
tion Act of 2003. As this issue went to press,
Rep. Benjamin Cardin (D-Md.) introduced
HR 3151 to reverse the exclusion of ben-
zodiazepines. More information on the bill
will appear in the next issue.

After the FAQ was posted, questions
quickly arose regarding its language. For
example, what does “contain a majority of
drugs” really mean? CMS acknowledged
that in training sessions and phone calls,
PDPs had asked for an explanation of how
a formulary could meet the “inclusion” stan-
dard expected by CMS while continuing to
make use of “utilization management tools
or exceptions processes.” In short, critics
said, the policy appears to be contradictory.

CMS said in the FAQ that it has “con-
sistently explained that [the policy] meant
that access to all or substantially all drugs
in these specific categories needed to be ad-
dressed by plan formularies.” 

The FAQ goes on to say that “‘substan-
tially all” in this context means that all drugs
in these categories are expected to be in-
cluded in plan formularies, with the “spe-
cific exceptions noted” at the end of the

Selective serotonin reuptake inhibitors
(SSRIs) should remain available for
use in children and adolescents, in-

cluding for unlabeled uses, according to a
report adopted by the AMA House of Del-
egates at the organization’s annual policy-
making meeting in Chicago last month.

The report was written by the AMA’s
Council on Scientific Affairs (CSA) in re-
sponse to a resolution brought to the house
at last year’s meeting by APA and the Amer-
ican Academy of Child and Adolescent Psy-
chiatry (AACAP).

The report also states that current clin-
ical evidence indicates that fluoxetine is an
effective SSRI in children and adolescents
with major depressive disorder, and it calls
for a review of how FDA regulatory actions
impact prescribing patterns, patient com-
pliance, and access to medications. 

“A causal role for antidepressants in in-
creasing suicides in children and adoles-
cents has not been established,” the CSA
report states. 

The council’s report was adopted with-
out debate on the floor of the house and
had widespread support from pediatricians
and other physicians during reference com-
mittee hearings. Along with several other
actions that originated with the APA Sec-

The House of Delegates adopts an
APA-AACAP resolution endorsing
the training of investigators to
study the effects of psychotropic
drugs in children, adolescents, and
young adults.

BY MARK MORAN

AMA Opposes
Restrictions
On SSRI Use 
In Youngsters

Prescription drug plans participating
in the new Medicare Part D pre-
scription drug benefit must include

“all or substantially all” antidepressant and
antipsychotic medications on their preferred
drug lists.

That directive came last month from the
Centers for Medicare and Medicaid Ser-
vices (CMS) in the “Frequently Asked
Questions (FAQs)” section of its Web site
in answer to the question “Why is CMS re-
quiring ‘all or substantially all’ of the drugs
in the antidepressant, antipsychotic, anti-
convulsant, anticancer, immunosuppressant
and HIV/AIDS categories?”

The FAQ was posted in response to sig-
nificant concerns and questions raised since
January, when the agency issued its final
guidance to prescription drug plans (PDPs)
on the development of Part D formularies
(Psychiatric News, March 4). While trying to
answer some questions, however, CMS
seems to have raised some new ones.

In the final guidance, CMS noted that
its “expectations are that best-practice for-
mularies contain a majority of drugs within
the following classes: antidepressants, an-
tipsychotics, anticonvulsants, antiretrovi-
rals, immunosuppressants, and antineo-
plastics. Following common best practices,
CMS will check to see that beneficiaries
who are being treated with these classes of
medications have uninterrupted access to
all drugs in that class via formulary inclu-
sion, utilization management tools, or ex-
ceptions processes. When medically nec-

Against a backdrop of genetic code, Thomas Insel, M.D., tells psychiatrists at APA’s 2005
annual meeting in Atlanta that in the not-too-distant future, they will be able to treat
patients based on their unique genetic variations. Insel is the director of the National
Institute of Mental Health. See page 12.
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please see Medicare on page 30

Carolyn Robinowitz, M.D. (left), greets well-
wishers at a reception in her honor after she
was reelected to AMA’s prestigious Council on
Scientific Affairs (now the Council on Science
and Public Health). Robinowitz is APA’s
secretary-treasurer.
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Former Olympic Gold Medalist
Discusses Battle With Depression

BY TARA BURKHOLDER

A young man who seemingly had so much going for him found it hard
to swim against the current of depression.

out the gold medal, he felt as though he
had failed.

Louganis’s coping mechanisms included
staying busy and getting plenty of exercise. In
a follow-up interview with the APA News
Network, he said, “I had my dance, acrobat-
ics, gymnastics, and diving to keep me phys-
ically active, which I think helped in basically
my survival.”

He learned that he was HIV-positive
in 1988 as he prepared for the Olympic
games in Seoul. For years, he did not talk

about it out of fear that it
would cost him his diving
career. Eventually, he
went public with his HIV
status and began touring
the country to share his
life experiences. 

Today Louganis spends
much of his time speaking
to youth groups, drug and
alcohol rehabilitation groups,
and organizations that help
people with dyslexia. His
autobiography, Breaking the
Surface, was first published
in 1995 and spent five
weeks at the top of the New
York Times bestseller list.

“Conversations” is
supported by a grant from
AstraZeneca Pharmaceu-
ticals. The foundation
launched the series at the
2002 annual meeting in
Philadelphia to provide an
opportunity for psychia-
trists to hear from people
whose lives are touched
every day by mental illness.
The event is conducted as

an interactive interview to allow for freer
conversation between the featured guest
and an interviewer. Previous speakers in-
cluded Tipper Gore, Carrie Fischer, and
George Stephanopolous. ■

More than 500 people at-
tended a discussion be-
tween Olympic gold
medalist Greg Louga-
nis and former APA

President Mary Jane England, M.D., at the
American Psychiatric Foundation’s fourth
annual “Conversations” event held at APA’s
2005 annual meeting in Atlanta. The two
discussed Louganis’s history of depression,
substance abuse, abusive relationships, and
HIV infection.

For a long time, Greg Louganis appeared
to have it all. At the 1976 Olympic games,
when he was 16, he won a silver medal, and
at 24 he was the first man in 56 years to win
two gold medals in diving by winning both
the platform and springboard events. But
unbeknown to his worldwide audience,
Louganis was suffering from depression.

His depression was driven by late-de-
tected dyslexia, prejudice about his dark
skin color, and ambivalence about his sex-
ual orientation, he said. Louganis told Eng-
land that a lot of his success came from a
desperate place. He felt that to be worthy
of love, he had to win. Louganis said that
when he won the silver medal, instead of
feeling pride, he felt disappointment. With-

Greg Louganis shares his story at the American Psychiatric
Foundation’s “Conversations” event at APA’s 2005 annual meeting.
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The XIII World Congress of Psychiatry,
organized by the World Psychiatric As-

sociation, will be held in Cairo from Sep-
tember 10 to 15. The congress offers a rare
opportunity to learn from experts in psy-
chiatry from all over the world, to share
knowledge with colleagues, to socialize, and
to visit Cairo’s and Egypt’s cultural jewels.

Further information is posted online at
<www.wpa-cairo2005.com>. ■

WPA to Meet in Cairo

Tara Burkholder is the American Psychiatric Foun-
dation’s marketing communications manager.

Professional News
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For more than 30
years, I have happily
paid my APA dues.

My membership in the
national APA and my local
district branch has been
part of my identity as a
psychiatrist and my com-
mitment to professional
standards and ethics that
transcend economic self-
interest. It is one way of
giving back. I believe my
membership in APA has
served as a means to ex-
press my views in the po-
litical marketplace and to develop an advo-
cacy agenda that puts my patients and access
to quality care first. Now, as president of
this wonderful organization, I plan to make
advocacy the central theme of my year in
office.

The Oxford English Dictionary states that
“to advocate is to publicly defend, main-
tain, recommend, stand up for, or raise one’s
voice on behalf of a proposal. . . . ” As psy-
chiatric physicians, I believe we are the nat-
ural advocates for our patients because of
our special, hard-earned knowledge and ex-
pertise and our sacrifice and commitment
to putting patients first. Medicine needs a
strong APA today more than ever.

The American health care system is in
crisis. Americans are the least satisfied health
care consumers in the English-speaking
world. Despite the fact that we spend more
than any other country on health care (ap-
proaching 15 percent of the gross domes-
tic product), we are doing worse. Accord-
ing to the World Health Organization, life
expectancy in the United States measured
in healthy years ranks 29th in the world,
between that of Slovenia and Portugal.
With the number of uninsured Americans
now at 45 million and growing, and the
number of underinsured at many millions
more, especially for mental health care, one
can see the dimensions of the crisis that led
President Bush’s New Freedom Commis-
sion on Mental Health to declare “the men-
tal health system is in shambles.”

Since 1980 American health care has
radically changed. Before then we were a
system that was largely not for profit,
driven by the doctor-patient relationship
and in the public interest. Over the last
quarter century, we have succumbed to
market-driven strategies—for-profit, cor-
poratized, managed health care. Publicly
held corporations accountable to Wall
Street and stockholders ration care in
America where the for-profit health main-
tenance organizations (or managed be-
havioral health care companies) decide
who receives care, how much care one can
receive, whether one can see a specialist,
how long one stays in the hospital, how
many therapy sessions one receives, and
what medications one may take—and
these decisions apply to the lucky indi-
viduals, those with health insurance.
Those without insurance are out luck.

We have the world’s largest, costliest
health care bureaucracies, estimated to
cost in the tens of billions of dollars. There
is colossal administrative waste in our sys-
tem today, which includes countless hours

spent by the average
American health care
consumer on the tele-
phone correcting billing
mistakes, arranging med-
ical appointments, ob-
taining tests, and getting
referrals. It also includes
the time and expense of
dozens of billing special-
ists at hospitals and doc-
tors’ offices trying to col-
lect from the more than
1,000 insurance plans
that people have and
hope will actually cover

their expenses, not to mention the hours
spent on the phone or filling out forms
justifying “medical necessity.”

There is basic anxiety among Americans
about access to health care. If they have
health insurance, they worry they will lose
it. If they don’t have health insurance, they
know they are close to financial ruin. The
most common cause of personal bankruptcy
in America today is medical expenses.

APA’s agenda for advocacy must be to
fight for the integrity of the medical sys-
tem and the public health. Advocating for
universal access to health care and parity of
benefits along with utilization-review meth-
ods for psychiatric and other medical con-
ditions is not only just, it is a moral imper-
ative that also makes sense clinically and
financially.

At the national level, APA has one of the
finest government relations teams among
medical specialty organizations, but APA’s
advocacy also depends on our district
branches as more and more health deci-
sions are made in state capitals, and that
means we need you, as individual physicians
and members, to step out of your office and
get into the political arena for the good of
our patients and our profession.

Articulating the case for access to
quality psychiatric care is the advocacy
leadership I ask of each of you. Today, to
paraphrase President John Kennedy, it’s
not enough to just pay your dues and ask
APA to do the advocacy for you. What
can you do for APA and our patients?
Being a member of APA is a calling to al-
ways do more. If you are interested in
getting involved, please contact me at
SSharfstein@sheppardpratt.org. ■

Every Psychiatrist Needs 
To Be an Advocate

BY STEVEN S. SHARFSTEIN, M.D.

from the president

APA’s Council on Aging invites nomi-
nations for the 2006 Jack Weinberg

Memorial Award. The award was estab-
lished to honor the late Jack Weinberg,
M.D., a past president of APA and a long-
time leader in the field of geriatric psy-
chiatry. The award is given to a psychiatrist
for special leadership or outstanding work
in clinical practice, training, or research
initiatives in geriatric psychiatry anywhere
in the world. The deadline for submission
is July 31. 

Further information is available from
Emory Rogers at (703) 907-8575. ■

Nominations Invited
For Weinberg Award

Association News

15July2005.qxd  7/7/2005  2:42 PM  Page 3



4 PSYCHIATRIC NEWS / July 15, 2005

the medical director’s desk

APA Uses Multiple Strategies
To Eliminate MH Disparities

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

new initiatives to in-
crease diversity in the
psychiatric workforce;
inspire and recognize
minority psychiatrists
and those from under-
represented groups; and
serve as a clearinghouse
for information on
mental health care dis-
parities.

Here are just a few
examples of how
OMNA is working on

behalf of our members and the communi-
ties we serve. 

• OMNA’s long history of promoting and
helping to recruit a culturally competent
and diverse psychiatry workforce is evident
in numerous programs. These include the
Minority Fellowships Program in con-
junction with the Substance Abuse and
Mental Health Services Administration and
AstraZeneca, GlaxoSmithKline Leadership
Program, Jeanne Spurlock Congressional
Fellowship, Minority Medical Student
Summer Mentoring Program, and Sum-
mer Externship in Addiction Psychiatry.
These programs have supported more than
600 psychiatry residents, fellows, and med-
ical students. OMNA is also working to ex-
pand further the pool of psychiatry fellows
through the new Minority Fellowship on
Gay, Lesbian, and Bisexual Mental Health,
for which it is seeking funding support. 

• OMNA teamed up with the Division of
Education and Career Development last
October to release a dynamic recruitment
video that has proven to be a highly effec-
tive marketing tool for the field of psychi-
atry. “Real Psychiatry: Doctors in Action”
is a half-hour video that was developed to
increase the diversity of the psychiatric
workforce and raise awareness about men-
tal health issues in patients from diverse
backgrounds (Psychiatric News, January 21).
Copies of the video on either DVD or VHS
are free and can be ordered by sending an
e-mail request to dvd@psych.org.

• The OMNA on Tour initiative was
launched earlier this year as a series of
town-hall-style meetings to inform un-
derserved communities about mental
health disparities and their impact on
overall health, economic productivity, and
societal well-being. The meetings pro-
duce collaboration among stakeholder
groups in developing local action plans
to eliminate mental health disparities.
The tour began in Washington, D.C., in
January (Psychiatric News, March 4) and
will continue later this year with stops in
Memphis and the Delaware Valley area. 

• Earlier this year OMNA convened a
roundtable on racial and ethnic disparities
with 25 mental health advocates from gov-
ernment agencies, mental health organiza-
tions, and consumer groups to develop rec-
ommendations in support of APA’s initiative
to reduce mental health care disparities
among racial and ethnic minorities (Psychi-
atric News, May 6). This effort yielded rec-
ommendations for expanding the role of

While there have
been substantial
advances in men-

tal health treatment in re-
cent years, one area in
which we still have a lot of
work to do is in eliminat-
ing the disparities that often
characterize the care re-
ceived by those who are
members of racial or ethnic
minority groups, are eld-
erly, or live in rural areas.

A large portion of the
46 percent of Americans who suffer from
a mental disorder at some point in their
lifetime but receive no or inadequate
treatment are in one or more of these
population groups. Several years ago, in
response to a national challenge to help
reform and repair the nation’s crumbling
mental health system, APA unveiled a
blueprint for mental health care titled “A
Vision for the Mental Health System.”
This blueprint includes the principle that
mental health care should be patient and
family centered, community based, cul-
turally sensitive, and easily accessible
without discriminatory administrative or
financial barriers or obstacles. 

The Office of Minority and National
Affairs (OMNA) has responded to the
blueprint by developing various strategies
to eliminate mental health care disparities
and implementing recommendations in
APA’s “Action Plan to Reduce Mental
Health Disparities for Racial and Ethnic
Minorities.” 

OMNA’s mission—to meet the profes-
sional needs of minority psychiatrists and
improve the quality of care for under-
served people—is being fulfilled through
new strategic plans under the leadership
of Annelle Primm, M.D., M.P.H. Thanks
to OMNA staff and APA minority coun-
cils, caucuses, and committees, our mem-
bers are able to expand their reach into
communities across the country through

minorities in mental health research and
the publication of best-practice guidelines
for mental health services for minority and
underrepresented groups. These and other
recommendations will be made available in
the future on a section of the APA Web site
dedicated to OMNA initiatives.

I encourage every APA member to ask:
“What can I do to make a difference in these
communities?” You can make a difference
by, for example, supporting an OMNA

event in your community and by volun-
teering to serve as a mentor to a minority
medical student or resident. Members who
are black, Asian American, Hispanic, Amer-
ican Indian/Alaska Native/Native Hawai-
ian, international medical graduates,
women, or gay, lesbian, or bisexual may
choose to join one of the APA minority cau-
cuses representing the concerns of these
groups.

As your Association, we value your ideas,
support, and membership! ■

MIT Trustee-Elect
Recommendations for candidates for the
position of APA member-in-training (MIT)
trustee-elect are now being sought. The
MIT position is a two-year commitment.
The resident elected in the 2006 election
will serve on the Board for one year with-
out a vote (May 2006 to May 2007) and
then advance to the MIT trustee position
with a vote (May 2007 to May 2008).

Position requirements are posted
online at <www.psych.org/edu/res_
fellows/mitnominees.cfm>. Applicant in-
formation may be submitted at this site.

TThhee  ddeeaaddlliinnee  ffoorr  rreecceeiipptt  ooff  ssuubbmmiissssiioonnss
iiss  AAuugguusstt  55..  FFuurrtthheerr  iinnffoorrmmaattiioonn  iiss  aavvaaiill--
aabbllee  ffrroomm  CCaarrooll  LLeewwiiss  bbyy  pphhoonnee  aatt  ((770033))
990077--77885522  oorr  bbyy  ee--mmaaiill  aatt
cclleewwiiss@@ppssyycchh..oorrgg..  

T he American Psychiatric Foundation’s
annual benefit proved to be an excel-

lent mix of fine art, southern cuisine, and
highly successful fund raising.

The benefit, whose theme was “Geor-
gia on My Mind,” was held May 21 at the
High Museum of Art in Atlanta. The event,
held the evening before the APA annual
meeting’s opening, brought together clini-
cians, mental health care administrators,
advocates, and patients to further efforts of
the foundation and APA to spread the mes-
sage to the public that mental illness is not
only real, it is treatable.

Foundation Benefit
Financial, Artistic
Success

The evening turned out to be quite suc-
cessful, taking in more than $160,000.
Support came from both individuals and
corporations. A silent auction brought in
an additional $2,500 that will go to the
artists whose works were featured and
sold.

Each of the artists who contributed
works to the silent auction is a patient at
Skyland Trail, a nationally recognized
mental health treatment facility in Atlanta.
The foundation invited Skyland Trail to
cohost the benefit after the facility won
the APA 2004 Psychiatric Services Gold
Achievement Award for its outstanding
and innovative community-based treat-
ments.

More information on the foundation is
posted online at <www.psychfoundation.
org>. Information on Skyland Trail is
posted at <www.skylandtrail.org/>. ■

Association News

Professional News
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South Carolina Proposes Health Accounts 
South Carolina submitted to the CMS a

plan that would provide Medicaid benefi-
ciaries with personal health accounts to pur-
chase public or private health insurance,
according to the Web site <www.kaiser
network.org> on June 21. The plan would
also include higher copayments for serv-
ices.

The proposal assumes that insurers
would offer a variety of plans, ranging
from those with low costs and limited
services to comprehensive HMO plans.
Beneficiaries would receive debit accounts
to pay for additional out-of-pocket costs
and copays.

For each debit account, the state would
earmark an amount similar to the amount
state residents spend on private-sector
health care. 

Michigan Promotes Healthy Lifestyles
The Michigan Senate approved a

Medicaid bill that would charge benefi-
ciaries an average $5 monthly premium,
but would reduce that premium if a ben-
eficiary agrees to sign a pledge to lead a
healthy lifestyle. A healthy lifestyle would
include abstinence from tobacco and an
annual checkup, for example.

Beneficiaries who are pregnant, are in
nursing homes, or have disabilities are ex-
empt from the premium.

The bill would establish a $10 copay for
a brand-name prescription medication if a
generic is available and a $25 copay for non-
emergency visits to emergency rooms.

The Senate failed to approve Medicaid
enrollment reductions that were in the
House version of the bill. ■

The Oregonian, however, had harsh
words about the process. “If this sausage
making is hard for the public to stomach,
imagine how it looks to the exhausted fam-
ilies that have spent themselves into bank-
ruptcy trying to get care for their mentally
ill children.”

The column, part of a series titled “Ore-
gon’s Forgotten Hospitals,” describes the
struggles of two families to get help for their
sons. The unnamed author wrote that the
bill “is a declaration that Oregon families
should not have to lose everything, even
custody of their children, to the hell of a
mental illness.”

House Republican leaders refused to let
the bill come to the floor for a vote and
were holding out for concessions on a pro-
posed capital gains tax cut, according to the
column.

States Add Medication Limits
Mississippi has imposed additional lim-

its on access to medications for Medicaid
beneficiaries, according to the Web site
<www.kaisernetwork.org> on June 16. 

Under the policy, which was scheduled
to take effect July 1, beneficiaries will be

New Jersey Acting Gover-
nor Richard Codey (D)
signed an executive order
last month to implement
some of the recommen-

dations of the Governor’s Task Force on
Mental Health submitted to him on March
31 (Psychiatric News, May 20).

The order authorizes expenditures of
$250,000 to establish the Governor’s
Council on Mental Health Stigma. That
body will develop and implement a mas-
ter plan to increase public awareness and
understanding of mental disorders.

The order also elevates the profile of
mental health within the state government
by creating the position of special assistant
commissioner for mental health services
and expands access to the state’s mental
health hotline so residents can get help
from a clinician 24 hours a day, seven days
a week. 

Fate of Oregon Parity Bill Uncertain
Oregon’s Senate passed a parity bill (S 1)

in June that got “caught up in the deal mak-
ing of the last days of the Legislative As-
sembly,” reported the Oregonian on June 13.

allowed prescriptions for five drugs a
month, two of which are brand-name med-
ications and three of which are generic med-
ications. Beneficiaries had been allowed up
to seven prescriptions a month.

The HIV Medical Association sent Gov.
Haley Barbour (R) a letter charging that
the policy could result in “substandard HIV
care” because generic antiretrovirals are not
available, and most HIV/AIDS patients
need at least three antiretrovirals to treat
the virus effectively.

Restrictions on access to medication also
are a part of Tennessee’s effort to restruc-
ture TennCare, its Medicaid program.

The most recent proposal of Gov. Phil
Bredesen (D) to the Centers for Medicare
and Medicaid Services (CMS) for changes
to TennCare would limit monthly pre-
scription coverage to two brand-name
medications and three generic medica-
tions and introduce copayments of $3 for
brand-name medications for beneficiaries
with incomes above 100 of the poverty
level. The proposal would permit estab-
lishment of a preferred-drug list and limit
rights to appeal. Nearly 400,000 adult
beneficiaries would be affected by the
change.

In Louisiana, physicians prescribing
medication for Medicaid patients must
receive prior authorization for medica-
tions not on a preferred drug list. How-
ever, antipsychotic medications and those
used to treat hepatitis C had been exempt
from these requirements, but last month
a bill to eliminate that exemption received
final legislative approval. The bill will go
to Gov. Kathleen Blanco (D), who is ex-
pected to sign it. 

N.J. Bucks National Trend, 
Enhances MH Services
New Jersey officials move ahead with mental health reform, while other
states add copays and new restrictions on access to medications for
Medicaid beneficiaries.

government news
States, in fact, have already begun to pro-

mote “consumer choice” and to increase
copays for Medicaid beneficiaries (see ar-
ticle below).

The NGA also noted problems with the
distinctions between “mandatory” and “op-
tional” populations. For a state to participate
in Medicaid, it must serve “mandatory” pop-
ulations and provide “mandatory” services,
according to the current law.

But, the NGA pointed out, many rela-
tively healthy children and families techni-
cally are in mandatory populations, and
many of the optional populations are among
the “frailest” in the program.

For more “medically fragile populations,”
the NGA advocated increased chronic-care
management and other services that can im-
prove health outcomes and reduce costs.

The NGA also recommended “more
tools” to encourage home- and commu-
nity-based care and the elimination of the
need for a waiver to provide those services.

The NGA’s recommendations concern-
ing costs of prescriptions drugs have earned
the most publicity. The NGA wrote, “States
and the federal government have long sus-
pected that Medicaid overpays for pre-
scription drugs.”

It offered a multipronged attack on those
prices that includes the following recom-
mendations: 

• Increasing the minimum rebates that states
collect on brand-name and generic drugs.
• Forcing discounts on the front end of
drug purchases rather than waiting an av-
erage of six months to receive rebates.
• Using closed formularies to drive bene-
ficiary utilization and decrease costs simi-
lar to those that will be used in the new
Medicare Part D plans.

In testimony presented on Capitol Hill
last month, the National Governors As-
sociation (NGA) offered a plan to re-

form the Medicaid program that seems to
contain something to please and to offend
nearly everyone. 

NGA Chair Mark Warner (D), governor
of Virginia, and Vice Chair Mike Huckabee
(R), governor of Arkansas, presented a bi-
partisan proposal that aims to restrain ex-
penditures and provide governors more flex-
ibility to administer the program. The NGA
noted in written testimony that it is “difficult
to overstate the impact of Medicaid on state
budgets.” On average, Medicaid accounts
for about 22 percent of a state’s budget and
is the largest single item of expenditure. 

Even more important, however, are
trends that portend a worsening of the fis-
cal dilemmas that Medicaid currently poses
for state officials. 

The program, which is funded jointly
by the federal and state governments, in-
creasingly serves populations with “very se-
rious and expensive health care needs,” such
as individuals with serious mental and phys-
ical disabilities. The proportion of older
people and persons with disabilities, who
already account for 70 percent of Medic-
aid’s $330 billion annual budget, will grow
considerably over the next 20 years.

The overall Medicaid caseload has in-

creased 40 percent over the past five years.
Some of that increase can be linked to a de-
cline in the percentage of people under 65
covered by employer-provided insurance.

In addition, the Medicaid program, like
all other insurers, has been faced with ris-
ing costs of health care. According to the
NGA, the consumer price index for health
has been increasing at a rate two to three
times that of the average price index. 

The result will be a three-pronged attack
on the capability of states to fund Medicaid
and maintain their own financial viability. 

In “Medicaid Reform: A Preliminary Re-
port,” the NGA provided extensive rec-
ommendations that address both short- and
long-term problems with the program.

The NGA wrote, “For individuals with
disabilities who have no other recourse than
to rely on Medicaid, reforms should en-
courage more consumer choice and bene-
fit packages that improve the quality of their
care where possible. . . .”

In a later section, the NGA challenged
the validity of a law prohibiting copays for
some populations and services and restricts
the amount of copays for other populations.

Instead, the NGA advocated “broad dis-
cretion [for the states] to establish any form
of premium, deductible, or copay for all
populations, for all services. . . . ” Some fi-
nancial caps would apply.

Governors Seek Escape Route
From Medicaid Funding Crisis
Governors want more flexibility to decide who gets what in terms of
Medicaid benefits and lower costs for prescription drugs.

BY KATE MULLIGAN

• Allowing states to join multistate pur-
chasing pools and to combine Medicaid
with other state-funded health care pro-
grams to improve leverage.

The Pharmaceutical Research and Man-
ufacturers of America (PhRMA) responded
to the recommendations by claiming that
drug costs “make up only 14 percent of
Medicaid’s expenses this year,” according
to an article in the Hill on June 21.

Jeffrey Young, in the same article, re-
ported that Rep. Heather Wilson (R-N.M.)
said, “We need to make these types of
changes.” Wilson led a Republican Energy
and Commerce Committee working group
on Medicaid in 2003.

Families USA, a major health advocacy
organization, issued a written statement
calling the proposal a “mixed bag.” The or-
ganization applauded the efforts to decrease
the costs of prescription drugs and sup-
ported proposals to improve access to
home- and community-based care.

But, Ron Pollack, its executive director,
expressed concern that increased premiums,
deductibles, and copayments could “make
health care services unaffordable. . . .” 

He also argued that it “made no sense”
to enact structural changes in Medicaid be-
fore policy changes are carefully examined.
Congress is requiring up to $10 billion in
Medicaid cuts over the next five years.

Rep. Joe Barton (R-Tex.), chair of the
House Energy and Commerce Commit-
tee, said, “I applaud the governors and gen-
erally support the reforms they are bring-
ing to us,” according to the June 16 New
York Times.

Some Democrats, including Sen. John
Kerry (Mass.) and Sen. Jay Rockefeller

BY KATE MULLIGAN

please see Governors on page 30
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APA’s prestigious Jacob K. Jav-
its Public Service Award was
presented to New York State
Attorney General Eliot
Spitzer in his office last

month. 
Each year the Javits Award is given to a

public official whose service in office has
had a significant, positive impact on the
field of psychiatry and the quality and ac-

cessibility of mental health care.
“The public and APA are indebted to At-

torney General Spitzer for his work to give
people greater access to information on the
safety and effectiveness of medications,” said
Tom Noyes, M.D., chair of APA’s Commit-
tee on Government Relations, which bestows
the award. “Through the power of his office,
Mr. Spitzer has helped physicians and pa-
tients—in New York and all across the coun-

try—make more informed
treatment decisions. Mr.
Spitzer’s actions benefit pa-
tients no matter what ill-
nesses they confront.”

The Javits Award is
named for the late U.S.
Sen. Jacob K. Javits of New
York. Javits, a Republican,
served in the Senate from
1957 to 1981 and dedi-
cated his decades-long
public service career to is-
sues ranging from civil
rights to health care.

Like Spitzer, Javits was
a lawyer and attorney gen-
eral of the state of New
York (1954-1957). ■

N.Y. Attorney General Honored
For Drug-Safety Crusade 
Eliot Spitzer was recognized for his work in ensuring that the public has
access to accurate information on drug safety and effectiveness.

government news

APA Leader Meets With Key Senator

Joseph Rubin, M.D.,
speaker of the APA Assem-

bly, meets with Sen. Olympia
Snowe (R-Maine) in Portland,
Maine. Snowe, who serves on
the Senate Finance Commit-
tee’s Healthcare Subcommittee,
introduced the Medicare Co-
payment Equity Act of 2005 
(S 1152) in the Senate in late
May with Sen. John Kerry
(D-Mass.). The bill seeks to re-
duce the current discriminatory Medicare 50 percent copayment for outpatient psy-
chiatric services to 20 percent. A companion bill was introduced in the House of
Representatives in March. The visit with Snowe is part of an ongoing program at
APA—through its political action committee, APAPAC—in which APA members
educate federal legislators and policymakers about mental health issues.
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New York State Attorney General Eliot Spitzer (left) poses with
Barry Perlman, M.D., president of the New York State Psychiatric
Association and a member of APA’s Committee on Government
Relations, after receiving APA’s 2005 Jacob K. Javits Award.

Legislation based on an inaccurate as-
sertion that the 2003 landmark report
of the President’s New Freedom

Commission on Mental Health calls for
mandatory screening of children for men-
tal illness and their forced medication with-
out informed parental consent was defeated
last month in the House of Representatives
for the second year in a row.

The legislation, introduced both years
by Rep. Ron Paul (R-Texas), was in the
form of an amendment to the House Labor,
Health and Human Services (LHHS) Fis-
cal 2006 legislation (HR 3010). It prohib-
ited the use of federal funds to create or
implement a universal mental health screen-
ing program.

The amendment was defeated by voice
vote and later a recorded vote of 304-97.

APA led the latest effort to secure the

legislation’s defeat. Paul initially introduced
the legislation earlier this year as the
Parental Consent Act of 2005 (HR 181).
At that time APA and the American Acad-
emy of Child and Adolescent Psychiatry
sent a letter to members of the House and
Senate calling on them to oppose the leg-
islation (Psychiatric News, March 18).

Before the vote on the amendment was
taken, Rep. Ralph Regula (R-Ohio), chair
of the Appropriations Subcommittee on
LHHS, spoke in opposition to the amend-
ment, saying that there are no federal funds
that can be used for screening without
parental consent. He also noted that Mike
Leavitt, secretary of Health and Human
Services, had testified before the subcom-
mittee that the Bush administration never
has and never will support screening with-
out parental consent. ■

Bill Barring MH Screenings Defeated
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The AMA will advocate for
dropping a section of the
U.S. Patriot Act that allows
the government to seize pa-
tients’ medical records

while also prohibiting physicians from in-
forming patients about the seizure.

If those sections are renewed by Con-
gress, they should be amended substantially
to better protect medical privacy and pa-

tient confidentiality, according to an AMA
Board of Trustees report approved by the
AMA House of Delegates at its annual pol-
icymaking meeting last month in Chicago.

The report was written in response to a
resolution brought to the house last year
by APA and the American Academy of
Child and Adolescent Psychiatry (AACAP). 

Section 215 of the Patriot Act provides
that the FBI may require production of
“tangible things” (including books, records,
papers, documents, and other items) for an
investigation to protect against interna-
tional terrorism or clandestine intelli-
gence activities. The act further states
that “[n]o person shall disclose to any
other person. . .that the FBI has sought or
obtained tangible things under this section.”

At the AMA’s interim meeting last De-
cember, then APA President-elect Steven
Sharfstein, M.D., told delegates that the
Patriot Act is unique from other laws re-
quiring disclosure of patient records be-
cause of what amounts to a gag order—a
provision forbidding the physician from in-
forming the patient or anyone else that
records have been taken. 

“It would mean the treatment relation-
ship would have to end,” Sharfstein said. 

The section is scheduled to “sunset” at
the end of 2005. The AMA board report
suggests that if the section is not dropped
altogether, it should be amended in any of
the following possible ways: 

• The term “tangible things” should be
narrowed.
• Only specific, discrete, and relevant por-
tions of patient medical records should be

disclosable. 
• Patients subject to dis-
closures should have to be
shown to be the focus or
target of a terrorist or clan-
destine intelligence inves-
tigation. 
• Orders should be issued
only with the knowledge of
the patient to whom the or-
dered disclosure pertains.
• The gag provision
should be limited to only
the most extraordinary cir-
cumstances, and the attor-
ney general should be re-
quired to disclose publicly
order requests and grants
on a periodic basis, among
other safeguards men-
tioned above.

Despite some testi-
mony during reference
committee hearings that
counseled caution when
treading on matters related
to national security, the
House of Delegates passed
the report without debate.
It was one of a number of

items of importance to psychiatry that were
readily approved—a sign, APA leaders say,
of the continuing and growing influence
within the house of medicine of the psy-
chiatry delegation. (See related stories else-
where in this issue: AMA actions regarding
SSRIs in children and adolescents on page
1; and on suicide and depression on college
campuses and pay for performance on fac-
ing page.)

John McIntyre, M.D., chair of the Sec-
tion Council on Psychiatry and head of
APA’s delegation, said the action taken by
the house on the Patriot Act is evidence of
the AMA’s staunch defense of medical pri-
vacy. 

“This was really an issue affecting the
doctor-patient relationship, and it demon-
strates the willingness of the AMA to stand
in defense of that relationship even in the
face of controversy,” he said. 

The board report states, “Even without
hard data, it can be assumed the act will
cause some patients to avoid seeking care
or to be less than forthcoming in the physi-
cian’s office. Quality of care may suffer. Un-
able to protest or even publicly acknowl-
edge a disclosure, medical professionals
stand to lose the trust and confidence of

AMA Endorses Several
APA-Sponsored Proposals

BY MARK MORAN

The AMA House of Delegates took action on a number of issues im-
portant to psychiatry: medical-record privacy, physician access to FDA
data, direct-to-consumer ads, Medicare’s new prescription drug ben-
efit, and licensure considerations when a physician has depression.

their patients and undermine the patient-
physician relationship.”

Other Actions
These are other items of interest to psy-

chiatry on which the House of Delegates
acted:

• Enhancing access to FDA data: Also
written in response to an APA/AACAP res-
olution and approved by the house was a
report by the Council on Scientific Affairs
titled “Enhanced Physician Access to Food
and Drug Administration Data.” 

That report calls on AMA to (1) urge the
Food and Drug Administration (FDA) to
issue a final rule, as soon as possible, imple-
menting modifications to the format and
content of the prescription drug package in-
sert with the goal of making the informa-
tion more useful and user-friendly to physi-
cians; (2) urge the FDA to collaborate with
physician organizations to develop better
risk communication vehicles and approaches;
(3) urge the FDA to apply new tools to gather
data after drugs are approved for marketing,
including a broader use of targeted postap-
proval studies, institution of active and sen-
tinel-event surveillance, and data mining of
available drug-utilization databases; (4) mon-
itor the design and implementation of any
independent drug-safety board that may be
instituted within the FDA, or external to the
agency, and respond as appropriate; and (5)
support adequate funding to implement an
improved FDA postmarketing prescription
drug surveillance process.

• Direct-to-consumer advertising
(DTCA): A number of resolutions on drug
marketing to consumers, including one sub-
mitted by APA and AACAP, were debated
during the meeting. Some of those resolu-
tions called for an outright ban on direct-
to-consumer advertising. 

The APA/AACAP resolution asks for an
AMA report on the subject that would ex-
plore strategies for minimizing the potential
harmful effects of DTCA. Among these pos-
sible strategies is a “quiet period” immedi-
ately following drug approval during which
advertising would not be permitted, allow-
ing time to monitor patient safety and efficacy.

During reference committee hearings,
David Fassler, M.D., the AACAP delegate

Psychiatrists Reelected to AMA Positions

APA members Jeremy Lazarus, M.D., and Car-
olyn Robinowitz, M.D., have been reelected to
positions they hold at the AMA. 

Lazarus, a former speaker of APA’s Assembly,
was reelected the vice speaker of the House of
Delegates. He also serves as chair of the AMA
Board Task Force on Medicare/Health System
Reform and is a member of the Board Audit and
Organization and Operations committees.

Robinowitz,
APA’s secretary-
treasurer, was
elected to an-
other term on
the AMA’s prestigious Council on Scientific Af-
fairs (now to be called the Council on Science
and Public Health). The council reports on med-
ical, scientific, and public health issues that af-
fect the practice of medicine, the quality of pa-
tient care, and the translation of scientific
research into patient treatment. At last month’s
meeting, the AMA adopted a critical council re-
port on the use of SSRIs in children and ado-
lescents (see story on page 1).

professional news

David Fassler, M.D.: “We have clear and consistent data that
[direct-to-consumer advertising] has a significant impact on
patient requests for specific medications and on the prescribing
patterns of physicians.”
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and a member of the Section Council on
Psychiatry, noted that at least one drug
company had already voluntarily agreed to
such a policy. 

All of the resolutions on DTCA were
referred to the AMA Board of Trustees with
the likelihood that they would be consid-
ered together in a report by the Council on
Scientific Affairs, as requested by the
APA/AACAP resolution. 

• Educating physicians about Medicare
Part D: Rounding out the list of psychia-
try-sponsored actions approved by the AMA
last month was a resolution requesting the
AMA to prepare a report on educational
programs for physicians around issues re-
lated to the new Medicare Part D pre-
scription-drug benefit. That resolution also
asks the AMA to “make available appro-
priate educational materials targeted for
physicians on Medicare Part D issues, so
that they may best assist patients and ef-
fectively meet their responsibilities under
Medicare Part D laws and regulations.”

• Benzodiazepine restrictions under
Medicare: The resolution asks the AMA to
“work to end the exclusion of medications of
the benzodiazepine class from reimburse-
ment” under the new Part D benefit.

• Depression and physician licensure:
This resolution asks the AMA to “recom-
mend that physicians who have major de-
pression and seek treatment not have their
medical licenses and credentials routinely
called into question but instead have deci-
sions about their licensure, credentialing,
and recredentialing be based on professional
performance.” 

It further calls on the AMA to make the
resolution known to state medical licens-
ing boards and to hospitals and health plans
involved in physician credentialing and re-
credentialing. 

More information about these and other
actions taken at the AMA’s 2005 annual
meeting are posted online at <www.ama-
assn.org/ama/pub/category/14887.html>.
“Enhanced Physician Access to Food and
Drug Administration Data” is posted on-
line at <www.ama-assn.org/meetings/
public/annual05/csa6a05.doc>. ■
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AMA to Develop Guidelines
On College MH Care
The AMA action is a victory for APA’s initiative on college mental health,
one goal of which was to bring the issue of suicide and depression on
college campuses to the attention of the AMA.

The AMA will advocate for
developing guidelines on
appropriate access to psy-
chiatric and other mental
health services on college

campuses, as part of a comprehensive re-
port the organization has agreed to prepare
on depression and suicide on college cam-
puses. 

The AMA House of Delegates last
month approved a resolution calling for
the report, which will include a review of
scientific data on the efficacy of preven-
tion programs aimed at reducing the in-
cidence of suicide on college campuses.
The AMA has also agreed to review the
data on access to—and utilization of—col-
lege mental health services.

The resolution was brought to the house
by APA, the American Academy of Child
and Adolescent Psychiatry, the American
Academy of Pediatrics, and the American
Academy of Psychiatry and the Law. 

The AMA action is a victory for APA’s
own initiative to address depression, sui-
cide, and other mental health issues on col-
lege campuses. In January, Michelle Riba,
M.D., then APA president, established the
Presidential Task Force on Mental Health
on College Campuses, one goal of which
was to bring the issue to the attention of
the AMA (see box).

Task force co-chair David Fassler, M.D.,
AACAP’s delegate and a member of the Sec-
tion Council on Psychiatry, told delegates
at the meeting that psychiatric illness is in-
creasingly prevalent on college campuses. 

“The incidence of significant psychiatric
illness, including depression, is increasingly
common on college campuses, in part be-
cause we are doing a better job of recog-
nizing the signs and symptoms of mental
illness at an earlier age,” Fassler said. “As a
result, more and more young people are
coming to college with an existing diagno-
sis. Some of those young people may not
have made it beyond high school in previ-
ous generations. The ability to attend col-
lege is due in part to early and effective psy-
chiatric treatment. 

“We now have close to 16 million college
students, and more of these young people
need access to comprehensive mental health
care, including psychiatric and substance
abuse services,” Fassler said. 

Jeremy Veenstra-VanderWeele, M.D.,
a resident member of the Section Coun-
cil on Psychiatry, testified about  his own
experience as a “dorm parent” working
the night shift at the University of
Chicago.

“There really is a sense of panic on col-
lege campuses about suicide,” he said.
“The staff members take very seriously any
indication for suicide without any knowl-
edge of what to take very seriously and
what to take somewhat seriously. I think
our AMA could use its medical knowledge
to provide guidance to college staff mem-
bers who lack our level of clinical train-
ing.”

Veenstra-VanderWeele added that par-
ents of new college students may not ask
about the availability of mental health serv-

ices on campus or inform staff that their
children have been receiving such services,
making continuity of care difficult or im-
possible. 

“There really is no clear way to transi-
tion these kids into college and into treat-

BY MARK MORAN

ment within the new community they are
a part of,” he said. 

“Depression and Suicide on College
Campuses” is posted online at <www.ama-
assn.org/meetings/public/annual05/
425a05.pdf>. ■

Jeremy Veenstra-VanderWeele, M.D.: “Our AMA could use its medical knowledge to provide
guidance to college staff members who lack [psychiatrists’] level of clinical training” concerning
behaviors they should look for in students that might indicate suicidal thoughts or intent.

APA Launches College 
Mental Health Campaign

APA is sponsoring a campaign this summer to promote mental health on college campuses
that will include outreach by APA staff and district branches and state associations to
media, colleges and universities, and other interested organizations.

Free information for the public about college mental health issues is posted on APA’s
consumer Web site, <www.HealthyMinds.org>.

The campaign is part of a larger overall strategy aimed at addressing suicide, de-
pression, and general mental health issues on college campuses. To carry out this
work, Michelle Riba, M.D., then APA president, established the Presidential Task
Force on Mental Health on College Campuses earlier this year. The task force is
charged to do the following:

• Review and summarize the existing data on college mental health and on access to psy-
chiatric services on college campuses.

• Review existing guidelines regarding college mental health and draft a policy statement on
the role of the psychiatrist in the delivery of mental health services on college campuses.

• Develop a resource guide on college mental health to identify services that should be avail-
able to college students.

• Collaborate with other professional and advocacy groups working on college mental health
issues.

• Develop a plan to support psychiatrists who are working in college settings.
• Develop a policy regarding discrimination against college students with mental illness.
• Develop a media strategy to enhance public awareness about college mental health issues.

APA members interested in becoming involved in the campaign locally should
send an e-mail to Hillarie Turner, senior communications specialist in APA’s Of-
fice of Communications and Public Affairs, at hturner@psych.org or contact their
district branch or state association.

I f pay for performance is a fast-moving
train, then the AMA appears to have
made a move to ensure it does not be-

come a runaway. Following what was eas-
ily the most extensive and exhaustive de-
bate of the AMA’s policymaking meeting
last month in Chicago, delegates approved
detailed principles and guidelines for pay-
for-performance programs. The principles
and guidelines were part of an AMA Board
of Trustees report and follow a white paper
produced by a special task force convened
last year by AMA Board Chair J. James Ro-
hack, M.D. 

During reference committee hearings
prior to the convening of the House of Del-
egates, some physicians clearly expressed
the desire that pay for performance—or
P4P as it is known in shorthand—would go
away. But the majority acknowledged that
it is inevitable and focused attention on en-
suring that P4P programs are not used as
cost-cutting tools by government or pri-
vate payers to penalize physicians. 

“The members of the AMA are strongly
supportive of quality-improvement efforts,
and pay for performance is a potential qual-
ity tool,” said AMA Trustee John Arm-
strong, M.D., in a press conference after
the house adopted the report. “But pay for
performance must be designed so that the
patient remains the focus, and the outcome
is quality, using relevant quality-improve-
ment measures. 

“Is there a concern about pay for per-
formance? There is a potential concern
when there is another intent behind pay for
performance,” Armstrong said. “Some so-
called pay-for-performance programs are
a lose/lose proposition for patients and their
physicians, with the only benefit accruing

to health insurers. We believe that pay-for-
performance programs done properly have
the potential to improve patient care, but if
done improperly can harm patients.”

Few ideas in American medicine today
are moving with as much momentum as
P4P, the concept of paying hospitals and
physicians for adhering to practice guide-
lines and meeting standards for quality im-
provement. It is part of a broad movement
in both the public and private sectors to-
ward the incorporation of “performance in-
dicators,” an effort to create greater ac-

countability and transparency in the practice
of medicine. 

Performance indicators are under de-
velopment by organized medicine, includ-
ing the AMA, as well as many private health
plans, the federal government, and accred-
iting agencies. The federal Centers for
Medicare and Medicaid Services recently
announced a demonstration project for pay
for performance (Psychiatric News, March
18). The concept has been greeted with sus-
picion by some physicians, however, and a
great many uncertainties remain to be re-
solved before it becomes the norm. 

Prominent among the concerns is the
fact that public-sector dollars for reim-
bursing physicians come out of a finite
budget, so that increases in payment are

Pay for Performance Must Be 
Quality Issue, AMA Says
Reservations about pay for performance are tied to the AMA’s long-
standing opposition to the current physician payment formula, espe-
cially the formula for calculating “sustainable growth rate.”

BY MARK MORAN

please see Performance on page 11

“Pay-for-performance
programs done properly

have the potential to 
improve patient care,
but if done improperly
can harm patients.” 
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In the past decade, the use of mental
health treatment in the United
States has dramatically increased.
Still, many Americans are not re-
ceiving minimally adequate care for

mental illness.
That’s one of numerous findings from

the National Comorbidity Survey Replica-
tion (NCS-R), published in the June
Archives of General Psychiatry in four papers.
The NCS-R is a follow-up of the National
Comorbidity Survey, whose results pro-
vided an overview of Americans’ mental
health a decade ago.

The lead author of the NCS-R was
Ronald Kessler, Ph.D., a professor of health
care policy at Harvard Medical School.
Other researchers, including psychiatrists,
were involved as well.

Although results from the survey are ex-
tensive, five major findings stand out:

• Almost half of all Americans (46 percent)
will meet criteria for a DSM-IV disorder
sometime in their lifetime. 

“The public and policymakers need to re-
alize that the high prevalence is not surpris-
ing,” Harold Pincus, M.D., executive vice
chair of psychiatry at the University of Pitts-
burgh and one of the survey authors, told
Psychiatric News. “All you have to do is think
about the people you know—family, friends,
neighbors, coworkers—and how many of
them go through some significant emotional
turmoil over the course of their lives.”

• Mental disorders usually have their onset
in childhood or adolescence. Such early onset,
the researchers wrote, is “opposite the pat-
terns found for almost all chronic physical
disorders. . . . Whatever else we can say about
mental disorders, then, they are distinct from
chronic physical disorders because they have
their strongest foothold in youth.”

• Although mental disorders are wide-
spread in the U.S. population, the most se-
rious ones are concentrated among a rela-
tively small proportion of cases. Of cases
that occur during a 12-month period, about
22 percent can be classified as serious, 37
percent as moderate, and 40 percent as mild.
Twelve-month cases were classified as se-
rious if they had any of the following: a sui-
cide attempt with serious lethality intent;
work disability or substantial limitation due
to a mental or substance disorder; positive
screen results for nonaffective psychosis;
bipolar I or II disorder; substance depend-
ence with serious role impairment; an im-
pulse-control disorder with repeated seri-
ous violence; or any disorder that resulted
in 30 or more days out of role in the year.

• While the vast majority of people with
lifetime psychiatric disorders eventually re-
ceive treatment, the delay in doing so can
be long, on average six to eight years for
mood disorders and from nine to 23 years
for anxiety disorders.
• Survey respondents who had a mental

disorder that met DSM-IV criteria during
the preceding 12 months were asked about
any mental health treatment they had re-
ceived during that time. Only 41 percent
reported receiving treatment, and only
about one-third of those were classified as
having received at least minimally adequate
treatment. Minimally adequate treatment
was defined as receiving either pharma-
cotherapy (two months or more of an ap-
propriate medication plus four or more vis-
its to some type of physician) or
psychotherapy (eight or more visits with a
health care professional lasting on average
at least 30 minutes).

Pincus said that he was surprised at “how
few people had minimally adequate care—
even those seen by psychiatrists, and even
those with pretty significant conditions.” 

Philip Wang, M.D., Ph.D., told Psychi-

atric News that he was surprised by this find-
ing as well. Wang is an assistant professor
of psychiatry at Harvard Medical School
and one of the survey authors.

The irony, Wang said, is “that despite
the fairly dramatic increase in the use of
mental health treatments that has occurred
over the past decade, the adequacy of treat-
ments received by individuals really hasn’t
improved.” 

Nonetheless, while increased use of men-
tal health treatments does not appear to have
benefited the public as a whole, undoubt-
edly individual patients have improved be-
cause of them, Kenneth Wells, M.D., be-
lieves. Wells is a professor in residence in
psychiatry at the University of California at
Los Angeles and one of the survey authors.

“The NCS-R study offers some new ex-
ploratory data that, along with other re-
search studies, stand to have an impact on
the mental health field and need to be fur-
ther validated in order to understand the
greater implications of the findings,” Dar-
rel Regier, M.D., said in an APA press re-
lease issued in conjunction with publica-
tion of the NCS-R results. “It is important
to note that new findings typically need
replication and validation.” 

Regier is director of the APA Division
of Research and the American Psychiatric
Institute for Research and Education.

“The findings reported here are the first
of what promises to be a bountiful harvest,”
Thomas Insel, M.D., and Wayne Fenton,
M.D., wrote in an editorial accompanying
publication of the results. “The NCS-R is
one element in a coordinated program of
new psychiatric epidemiological studies that
will be completed over the next several

Mental Illness Treatment
Still Elusive for Many
Over the past two decades, NIMH has supported various epidemio-
logical efforts to measure the prevalence of mental illness and its treat-
ment in the United States. The latest effort is the National Comorbid-
ity Survey Replication.

BY JOAN AREHART-TREICHEL

please see Treatment on facing page

“[M]ental disorders. . .
are distinct from chronic

physical disorders 
because they have 

their strongest 
foothold in youth.”
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professional news

certain to be taken from somewhere else.
And some fear that P4P can be used to pe-
nalize hospitals and physicians that fail to
meet performance measures. 

Also potentially problematic is that ad-
herence to measures will require ability to
track performance over time; physician
practices that do not have electronic record
collection will have to rely on office per-
sonnel to pull and review charts—a labor-
intensive exercise that is likely to go un-
compensated.

The principles and guidelines adopted
by delegates last month mark an attempt
to address these and other issues related to
the adoption of pay for performance.

At the press conference, Armstrong em-
phasized that reservations about P4P, par-
ticularly as it may be implemented in the
Medicare program, are tied to the AMA’s
longstanding, vociferous opposition to the
current physician payment formula, espe-
cially the formula for calculating “sustain-
able growth rate.” 

That component is built into the pay-
ment formula to compensate for increases
in utilization of services by forcing a re-
duction in physician payments. Since in-
troduction of P4P is likely to increase the
volume of some appropriate services, the
payment formula would then work to pe-
nalize physicians inappropriately.

“That formula is flawed at its founda-
tion and does not reflect practice costs in
any measure,” Armstrong said. “We see the
negotiations on the sustainable growth rate
as an important focus for access to care, and
we see pay for performance as a potential
tool for quality.”

Ultimately, P4P programs will require
up-front resources, especially for technol-
ogy required to track quality-improvement
data. 

“Health-information technology re-
quires a significant investment,” he said.
“Right now in the practice environment we

have a flawed Medicare reimbursement for-
mula and a liability crisis. The burdens in
practice have become so extreme that it
makes it hard for physicians to have the re-
sources to invest in health-information tech-
nology. 

“We cannot make [P4P programs] yet
another unfunded mandate,” Armstrong
said. 

The board report stated, “Physician pay
for performance (P4P) programs that are
designed primarily to improve the effec-
tiveness and safety of patient care may serve
as a positive force in our health care sys-
tem. Fair and ethical P4P programs are pa-
tient centered and link evidence-based per-
formance measures to financial incentives.” 

The report went on to enumerate the
following five principles by which P4P pro-
grams should abide: 

• Ensuring quality of care: Fair and eth-
ical P4P programs are committed to im-
proved patient care as their most impor-
tant mission. Evidence-based quality of care
measures, created by physicians across ap-
propriate specialties, are the measures used
in the programs. Variations in an individual
patient-care regimen are permitted based
on a physician’s sound clinical judgment
and should not adversely affect P4P pro-
gram rewards.

• Fostering the patient/physician rela-
tionship: Fair and ethical P4P programs
support the patient/physician relationship
and overcome obstacles to physicians treat-
ing patients, regardless of patients’ health
conditions, ethnicity, economic circum-
stances, demographics, or treatment com-
pliance patterns.

• Offering voluntary physician partici-
pation: Fair and ethical P4P programs offer
voluntary physician participation and do
not undermine the economic viability of
nonparticipating physician practices. These
programs support participation by physi-
cians in all practice settings by minimizing
potential financial and technological bar-
riers.

• Using accurate data and fair report-
ing: Fair and ethical P4P programs use ac-
curate data and scientifically valid analyti-
cal methods. Physicians are allowed to
review, comment, and appeal results prior
to the use of the results for programmatic
reasons and any type of reporting.

• Providing fair and equitable program
incentives: Fair and ethical P4P programs
provide new funds for positive incentives to
physicians for their participation, progres-
sive quality improvement, or attainment of
goals within the program. The eligibility
criteria for the incentives are fully explained
to participating physicians. These programs
support the goal of quality improvement
across all participating physicians.

In addition, the House of Delegates also
approved much lengthier and detailed
“guidelines” to govern the intricate mech-
anisms of how P4P programs might work.
Broad categories covered by the guidelines
include quality of care, physician-patient
relationship, physician participation, physi-
cian data and reporting, and program re-
wards. 

“Pay-for-Performance Principles and
Guidelines” is posted online at <www.ama-
assn.org/meetings/public/annual05/bot5
a05.doc>. ■

Performance
continued from page 9

Treatment
continued from facing page

years.” Insel is director of the National In-
stitute of Mental Health (NIMH); Fenton
is director of the Division of Adult Trans-
lational Research and associate director for
clinical affairs at NIMH.

The NCS-R was based on interviews of
a nationally representative sample of Amer-
icans conducted from 2001 to 2003. More
than 9,000 subjects aged 18 and older were
interviewed using the World Mental Health
Survey version of the Composite Interna-
tional Diagnostic Interview, which gener-
ates diagnoses of mental disorders in ac-
cord with DSM-IV.

The study was funded by the NIMH,
National Institute on Drug Abuse, Sub-
stance Abuse and Mental Health Services
Administration, Robert Wood Johnson
Foundation, and John W. Alden Trust.

Abstracts of the four survey papers from
the NCS-R are posted online at <http://
archpsych.ama-assn.org/cgi/content/
abstract/62/6/593>, <http://archpsych.
ama-assn.org/cgi/content/abstract/
62/6/603>, <http://archpsych.ama-assn.
org/cgi/content/abstract/62/6/617>, and
<http://archpsych.ama-assn.org/cgi/content/
abstract/62/6/629>. ■
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Breakneck advances in genomics
promise to usher in an era of
“individualized medicine”
based on a thorough under-
standing of the molecular

pathophysiology of mental illness. 
So said Thomas Insel, M.D., director of

the National Institute of Mental Health, in
the Judd Marmor Award Lecture at APA’s
2005 annual meeting in May in Atlanta. 

Insel sketched a portrait of a not-too-
distant future when clinicians will treat pre-
cise targets along a pathophysiological chain
from genes to cells to distributive systems
within the brain based on a patient’s unique
genetic variation.

This is an ambitious, even visionary, por-
trait, but one that Insel said is already tak-
ing shape in the treatment of cancer, dia-
betes, and cardiovascular disease. While
this vision depends on some technological
virtuosity yet to be attained in psychiatric
research, he noted that these advances are
already being pursued with “breakneck
speed.”

For instance, merely knowing the loca-
tion of genes, as was achieved with the com-
pletion of the Human Genome Project, is
barely a beginning. That accomplishment
has been likened to writing the “White
Pages,” a “text” made up of 3 billion base-
pairs of DNA, with every gene having an
address and a phone number to locate it
within the text.

But what is really necessary, Insel ex-
plained, is the “Yellow Pages”—a catalog
of where and how genes are expressed and
how they function. So a critical research
goal is to go “gene by gene along the White
Pages, ask if the gene is expressed in the
brain, and if so where.” 

That goal is being advanced by the Gene
Expression Nervous System Atlas (GEN-
SAT) Initiative at Rockefeller University,
among other places. 

And that is not all. Insel noted that sci-
entists possess a “consensus” genome se-
quence derived from the handful of people
who contributed their DNA to the public
and private arms of the Genome Project. 

purpose of the great bulk of nongenetic ma-
terial in the genome, and Insel said much re-
cent research is focused on these noncod-
ing areas: What are they there for? And
what are they doing? 

Research within the last year reveals
that it is in the process of transcription
(by which an RNA copy is built from a
DNA sequence) and translation (the
process by which the RNA copy is trans-
lated into the amino acid sequence of a
protein) that these noncoding regions play
a critical role. 

For instance, “promoter” regions of
DNA appear to influence where and how
much of a protein is read out, so that a vari-
ation in a promoter region can have an
enormous influence on cell and system
function, he said. 

For this reason, Insel said it is the com-
plex processes of transcription and transla-
tion—not merely the gene itself—that holds
the key to understanding how the genetic
blueprint expresses itself in cells, systems,
and function.

Putting It All Together
Some recent and ongoing research is

managing to put all the pieces of this puz-
zle together, a model for a true molecular
genomic understanding of mental illness
(see box). 

Insel suggested that a midterm goal of
this revolution-in-progress would be the
development of “biodiagnostics” using, for
instance, neuroimaging tools as biomark-
ers for specific mental illness.

“What we are talking about is develop-
ing treatments that go after the core pathol-
ogy,” Insel said. 

But the real breadth of his vision for the
revolution in molecular neurobiology was
suggested in his comments about the
“endgame”—when psychiatrists could use

But, like the proverbial snowflake, no
two people who are not identical twins will
ever have the exact same genome. What is
really necessary to close the link between
the genome and human health or disease is
a map of variations across the 3 billion base-
pairs of DNA.

“That is the challenge,” Insel said, “mak-
ing the leap between genomic variation and
behavioral or functional variation at the
level of individuals.” 

Fortunately, variations in genomic se-
quence (known as single nucleotide poly-
morphisms) occur in inherited units known
as “haploid genotypes,” or haplotypes—
meaning that scientists do not have to map
all 3 billion base-pairs of DNA for varia-
tions; they only have to map the haplotypes. 

Spearheading this project is the Inter-
national HapMap Project, a multicountry
effort to identify and catalog haplotypes.
The next version of the map is scheduled
to be completed this summer, Insel said. 

“This tells us for the first time that we
can begin to study individual variation at a
level and a speed and at a lower expense
than we ever thought possible,” he said.
“The question of how you relate individ-
ual variation in sequence to function is now
a tractable question.” 

The upshot of these developments is
likely to be transformative. 

“Where this may take us is to a very dif-
ferent vision of what psychiatry could look
like in a postgenomic era,” Insel said. “We
are talking about moving us from where we
currently diagnose by symptoms and treat
empirically to an era where we really do
understand something about the molecu-
lar pathophysiology of [psychiatric] disor-
ders.”

Turning a Paradigm on Its Head
Insel predicted that the current and long-

standing strategy by which treatments for
mental illness are derived will be looked
back on as anachronistic—and somewhat
illogical.

Today, he said, the pathophysiology of
mental illness is surmised from the mech-

anism of action of pharmaceutical com-
pounds that are themselves chanced upon
serendipitously, as a result of tweaking
other formulations already proven suc-
cessful. 

It is a process that stands scientific logic
on its head. “It’s like trying to find out if
the mechanism of aspirin is related to the
pathophysiology of headache,” Insel said.
“Thinking that way is not going to lead you
to new discoveries, but to a lot of knock-
offs of aspirin. Yet that is very much what
has happened in psychiatric research. We
haven’t had any new classes of compounds
in 30 years.” 

The modern molecular genomic model
reverses this paradigm. Already, in areas
of research such as cancer, diabetes, and
cardiovascular disease, scientists are elu-
cidating specific variations in genetic se-
quence that result in alterations in cellu-
lar and systems functioning; then animal
studies are designed to test targets along
the chain from genes, to cells, to systems,
to function. 

“That’s the way you get to new classes of
drugs—not by taking drugs we already have
and modifying them to find a market,” he
said.

In psychiatry, the task is complicated by
the fact that all of the psychiatric condi-
tions are considered “complex” disorders
involving multiple genes and multiple brain
systems.

The way in which the genomic text it-
self is “read out” in cells, systems, and func-
tioning is proving more baroque than pre-
viously imagined. One curiosity emerging
from the completion of the Human
Genome Project, for instance, is the rela-
tively small number of genes; of 3 billion
base-pairs of DNA, there are just 23,000
genes, or intelligible “sentences” in the
text. 

A question this raises is the nature and

Genomics Promises Revolution
In Psychiatric Treatment
The challenge today is making the leap between genomic variation
and behavioral or functional variation at the level of individuals.

professional news
From Genes to Cells to Systems 
To Behavior

The pieces of the puzzle are coming together—some of them anyway—toward a true neu-
robiological understanding of mental disorders, said Thomas Insel, M.D., director of the Na-
tional Institute of Mental Health (NIMH).

In an address to psychiatrists at APA’s 2005 annual meeting, Insel cited recent ground-
breaking research from which has emerged the beginnings of a molecular pathophysiology
for depression—from genes to cells to systems to functioning.

He described an often-cited study by Caspi and colleagues in the July 2003 Science
showing that a functional polymorphism in the promoter region of the serotonin transporter
(5-HTT) gene was found to moderate the influence of stressful life events on depression. In-
dividuals with one or two copies of the short allele of the 5-HTT promoter polymorphism ex-
hibited more depression and suicidality in response to stressful life events than individuals
with the long allele.

“This is a gene-environment interaction, and it suggests one way in which these genetic
variations may play out,” Insel said.

A new report by psychiatrist Daniel Weinberger, M.D., and colleagues at the NIMH builds
on the finding to extend it to structural changes in a specific area of the brain.

In a paper published online in May in Nature, Weinberger and colleagues used neu-
roimaging to show reduced gray matter volume among individuals with the short form of the
5-HTT gene in limbic regions of the brain critical for the processing of negative emotion, es-
pecially the perigenual cingulate and amygdala—areas that had previously been associated
with decreased volume and changes in metabolism among individuals with depression.

The researchers then performed functional MRI analysis of those regions as subjects
were being shown images of a threatening face. In individuals with the long form of the 5-
HTT gene, there was increased activity in the perigenual cingulate and amygdala, but in
those with the short form there was significantly decreased activity directly related to the
variation in temperamental anxiety experienced by subjects.

“The concept is that having this variation along the course of development leads to
changes in cells—in this case, cells that express the serotonin transporter,” Insel explained.
“That could lead to a different pattern in the way connectivity happens in the brain. At the
systems level it would give you a very different way of processing negative stimuli and make
you vulnerable for a complex disorder such as depression.

“This begins to provide a molecular pathophysiology [for depression] from genes to cells
to systems to behavior,” Insel said.

BY MARK MORAN

Thomas Insel, M.D., says that a “midterm goal” of the revolution now under way in psychiatry is
the development of “biodiagnostics” to identify biomarkers for specific mental illnesses.
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of what’s happening with a patient, but the
system can confirm that or offer a differ-
ent opinion or treatment plan.”

Patients in Rapid City have already seen
Garry or another psychiatrist before the
telepsychiatric consultation. Each patient
receives an 80-minute initial evaluation by
the UCHSC team assessing the child and
a caregiver. Those sessions are followed by
40-minute case discussions with local doc-
tors, nurses, and social workers. The
telepsychiatry group performed 21 evalu-
ations in its first year, most extremely com-
plex, given Sioux San’s status as a tertiary
hospital, said Novins.

“Patients and caregivers said it helped
to have their own clinician in the room and
to know that an expert was involved,” said
Novins. “Clinicians reported that the
UCHSC group helped with diagnoses.
They learned by watching the child psy-
chiatrists and felt less isolated and more
comfortable seeing these patients.” 

The child psychiatrists in Denver said
they took longer to establish rapport with
patients over the video link and found the
session less emotionally satisfying and harder
to remember. There was an average of one
disconnection per session, which added to
the sense of discontinuity, said Novins.

Technical problems remain the biggest
concern for Garry in Rapid City, who re-
counted three line failures in one session
on the day he spoke with Psychiatric News.
“You can be in a long, sensitive discussion
with a patient when the line goes down, so
you need a technical person who can get
things reconnected quickly.”

He noted, however, that he and the other
general psychiatrists at Sioux San can usu-
ally maintain the discussion in the room
during any outages.

Technical issues aside, patients and their
families say they are satisfied with the pro-
gram. Adolescents sometimes relate to the
screen and camera even better than to a cli-
nician in the room, said Garry. “They look
at it like another video game.”

Some Barriers Remain
The operating costs of the UCHSC

telepsychiatry system were less than six face-
to-face consultations a year ($744 versus
$932), but the $8,500 in initial equipment
costs represented a significant difference. Al-
locating those hardware costs among other
disciplines would ease the financial burden.

“It’s hard to convince other UCHSC
providers to use the system,” said Shore. “If
we could spread the fixed costs across mul-
tiple clinics, the cost per unit would drop.” 

Although the demonstration funds ran
out in February, Sioux San eventually funded
the fixed costs and uses the equipment to
consult with a small Indian reservation.

Money is only one issue that must be ad-
dressed for telepsychiatry to work, said Shore.
Nearly as much administrative time goes into
the project as clinical time, he said. Licens-
ing for physicians working across state lines
is another question. Psychiatrists treating vet-
erans can sidestep that since they fall under
the federal umbrella, but some system of
shared state licensing, national licensing, or
limited telemedicine licensing is needed in
the long run, he said. Integration inside and
outside the system is essential, he added.

“You need to develop both the technol-
ogy and the program in parallel,” he said.
“And you need cooperative, dedicated peo-
ple at both ends.”

Further information is posted online at
<www.uchsc.edu/ai/cnatt/cnattindex.htm>. ■

clinics on the Rosebud, Wind River, Crow,
and Northern Cheyenne reservations.
Trained outreach workers like Gilbert Jarvis
help persuade tribal members suf-
fering from PTSD to come to the
local clinics for evaluation and ther-
apy. Contemporary telepsychiatry is
integrated with a native-healer pro-
gram that uses sweat lodges, talking
circles, and healing ceremonies, said
Jarvis, a Shoshone tribal outreach
worker and a veteran well connected
to the veteran community in rural
Wyoming.

“Indian culture says you can’t let
other people know your problems,”
said Jarvis, who appeared with the
UCHSC doctors in Atlanta. Many
would fear exposure if they were seen
coming out of a mental health clinic,
but are willing to visit a Veterans Af-
fairs center with the proper encour-
agement, he said. American Indians
served in disproportionately large num-
bers in the military and have had greater ex-
posure to trauma and higher PTSD rates
than the U.S. norm, he added. Distance cre-
ates a barrier to care because so many also
live in remote areas, but outreach workers
like Jarvis can connect with the vets and get
them to the clinic door.

“We have one 83-year-old who thinks
he’s a movie star,” said Jarvis.

Practicing psychiatry hundreds of
miles away from your patient
over a video link means marry-
ing technology and medicine
with mundane subjects like

funding and credentials, said Jay H. Shore,
M.D., M.P.H., an assistant professor of psy-
chiatry at the University of Colorado Health
Sciences Center in Denver (UCHSC), at
APA’s 2005 annual meeting in Atlanta.

The center runs telepsychiatry programs
from Denver serving American Indian pa-
tients hundreds of miles away in several sur-
rounding states. These services include a
posttraumatic stress disorder (PTSD) clinic
for north Plains Indian military veterans
and a child and adolescent consulting prac-
tice at a South Dakota hospital.

Both services operate with the Univer-
sity of Colorado psychiatrists in a room in
Denver, while the patients go to sites
equipped with a video linkup near their
homes. The Indian Telehealth Network
uses an integrated digital services network
(ISDN) or a Department of Veterans Af-
fairs intranet, not the open Internet.

“Video conferencing over the Internet
is not secure, the quality is not that good,
and it varies with the amount of traffic,”
said Douglas K. Novins, M.D., an associate
professor of psychiatry at UCHSC. “ISDN
gives us much better quality.”

Remote setups for veterans are located at

Service Has Built-In Advantages
In the weekly telepsychiatry clinics, the

psychiatrists in Denver provide individual
therapy, group therapy, and medication man-
agement, said Shore. They may take two
hours to evaluate a new patient, half an hour
for a follow-up session, or one hour for a
weekly group therapy session. The program
has logged 1,000 patient contacts in two years.

“The biggest goal in the first session is
developing rapport with the patient, even if
we’re not getting at all the issues,” said
Shore. “Trust is critical.”

The tribal outreach workers like Jarvis

help with “system transference,” vouching
for the doctor and cementing the thera-
peutic relationship. In some ways, the dis-
tance between doctor and patient may even
help, said Shore: “You won’t run into the
patient in the grocery store.”

The physicians may miss some subtle cues
by not being in the room, but they may gain
objectivity, he said. Doctors can tolerate
more intense affect: the patient may get
angry, but therapy needn’t stop. Nonethe-
less, they must establish protocols covering
what to do when the line goes down in the
midst of a session with a suicidal patient.

Service Fills Gap for Child Psychiatrists
The separate child psychiatry program

operates in cooperation with the Sioux San
Hospital in Rapid City, S.D. A former Pub-
lic Health Service tuberculosis sanatorium,
Sioux San is operated by the federal Indian
Health Service. Sioux San’s last child psy-
chiatrist left in 2001 after eight years. Cur-
rently, no child psychiatrists work for the
Indian Health Service in North Dakota,
South Dakota, Iowa, and Nebraska, the four
states Sioux San serves.

Obstacles to telepsychiatry arose when
it was first proposed after 2001, said Novins.
The hospital could offer no funds to support
the program, but federal funds were found
for a pilot demonstration project, and the
project moved ahead.

The UCHSC group hesitated to pro-
vide direct child psychiatric services at first.
However, the Sioux San staff was experi-
enced in general psychiatry and envisioned
telepsychiatry as adding specialist expert-
ise to its own work.

“For us, the telepsychiatry program es-
sentially serves as a second opinion,” said
adult psychiatrist Mark Garry, M.D., Sioux
San director of behavioral health, in an in-
terview. “We usually have pretty good idea

Telepsychiatry Bridges Gap
In Indian MH Care
Hundreds of miles may separate psychiatrists and patients, but tech-
nology links them for evaluation, treatment, and consultation in an in-
novative program based at the University of Colorado.

professional news

Massachusetts District Branch Honors Outstanding Members

Several Massachusetts psychiatrists were recently honored by their district
branch, the Massachusetts Psychiatric Society (MPS), for outstanding contri-

butions to their field.
The winners of the 2005 Outstanding Psychiatrist awards were (from left in

photo) Ross Baldessarini, M.D., John Herman, M.D., Alan Brown, M.D.,
Aaron Lazare, M.D., Leon Eisenberg, M.D., and Carola Eisenberg, M.D.
Not pictured are Elizabeth Childs, M.D., and Maurizio Fava, M.D.

The awards were presented at the MPS’s annual meeting in May at Bentley
College in Waltham, Mass. The keynote speakers were two state legislators, Sen.
Steven Tolman and Rep. Ruth Balser. The two co-chair the legislature’s Joint
Committee on Mental Health and Substance Abuse. 

Balser discussed the continuing legislative efforts to gain full parity for mental
health care, and Tolman focused on the need to draw attention to the substance abuse
problem, particularly that involving abuse of prescription drugs, among young adults.

BY AARON LEVIN
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staff supervision in supported and perma-
nent housing. Approximately 100 individ-
uals are served in those programs. 

Section 8 vouchers, which are funded
through the U.S. Department of Housing
and Urban Development (HUD) and au-
thorized by the U.S. Housing Act of 1937,
are key to the provision of many of those op-
portunities for low-income people with men-
tal illness. A recipient of a Section 8 voucher
pays 30 percent of his or her income as rent,
with public funds paying the remainder.

Ziegler said, “There is not nearly enough
adequate and affordable housing now. It’s
difficult for anyone to remain healthy who
is living in an unsafe environment. Any cuts
to the program would hamper our ability
to serve people with serious mental illness.”

Like Horizon House CEO Jeffrey
Wilush, however, Ziegler believes that re-
sources must be flexible, as well as adequate.

“We need the ability to use resources in
ways that work for the consumer,” he said. 

Information about Horizon House is
posted at <www.hhinc.org>. ■

ber approval, and staff evaluations soon will
include member comments.

Smith has traveled a long road to get to
Providence House. Beginning in 1979, he
worked for 15 years as a case manager in a
joint effort between Columbia University
medical school and Harlem Hospital to pro-
vide community-based treatment.

He remembers that period as a time
when a patient released from the psychi-
atric ward of the hospital often had no place
to live and was offered medication and lit-
tle else in terms of treatment or support 

“We were telling people what to do,” he
said. “We weren’t helping them find a way
to get better.” 

Smith moved to Philadelphia and
worked in another capacity at Horizon
House until he earned a master’s degree in
human services.

Richard Ziegler, director of Delaware
and Chester County Services for Horizon
House, can trace his professional involve-
ment with the mental health system back
nearly three decades.

Two decades of that experience took place
as a Horizon House employee. He now has
overall supervisory responsibility for Prov-
idence House, as well as various housing pro-
grams in both counties and a mobile psy-
chiatric service that provides services to
consumers in a setting of their choice. 

Ziegler can recount a long list of efforts
to involve recipients of mental health serv-
ices in the decisions that affect them.

Recently, staff convened separate focus
groups of consumers and family members
as part of their preparation for a response
to a Request for Proposal from the
Delaware County Office of Behavioral
Health. That agency undertook a compet-
itive process to select an organization to
operate a Program of Assertive Commu-
nity Treatment (PACT).

“It’s the same approach we use when de-
veloping an individual service plan,” Ziegler
said. We ask, ‘What will work for you?’ ”

He said common themes emerged from
the two groups. Family members and re-
cipients of mental health services empha-
sized the importance of “caring, competent
staff” and of continuity of PACT team
members. They worried about “staff

One constant in the 50-year
history of Horizon House,
a multiservice mental health
center headquartered in
Philadelphia, is the strug-

gle to find ways of meeting the needs of
each individual who comes for services.

Efforts to translate that core concept
into practice are highly visible at Provi-
dence House, a clubhouse in Chester, Pa.,
that is one of the agency’s many programs.

“Many people don’t understand the club-
house model,” said Courtney Smith, the di-
rector. “They think it’s just a drop-in cen-
ter, where people come to sit around.”

To receive certification from the Inter-
national Center for Clubhouse Develop-
ment (ICCD), however, a clubhouse must
meet standards set by a committee made
up of members and staff of ICCD-certified
clubhouses from around the world.

Those standards promote self-determi-
nation and respect for the capabilities of
members as a means of promoting their re-
covery.

Membership is voluntary and open to
anyone with a history of mental illness, un-
less the person poses a significant and cur-
rent threat to the general safety of the club-
house community. There are no agreements,
contracts, schedules, or rules intended to en-
force participation of members. 

Members and staff work side by side and
are involved in all aspects of clubhouse op-
eration. All meetings are open to both
groups. The clubhouse offers transitional,
supported, and independent employment
outside the clubhouse.

“You don’t just ‘do clubhouse,’ ” said
Smith. “It’s a whole culture in which every-
one is valued. We don’t focus on the illness.”

Creating that culture is a daily enter-
prise that requires a constant emphasis on
promoting empowerment of clubhouse
members (see box).

How, for example, does staff approach
the issue of medication compliance? “We
would help a member advocate for him- or
herself with the doctor about side effects or
other problems,” said Smith. “But no one
would be barred from clubhouse for non-
compliance unless it is an issue of danger.”

No staff member is hired without mem-

burnout” and low pay. And they urged flex-
ibility in providing services and supports.

Horizon House, which ultimately re-
ceived the contract, includes a peer spe-
cialist as part of its PACT team. Peer spe-
cialists are or have been recipients of mental
health services. 

Their involvement in the provision of
mental health services raises issues about
roles, said Ziegler, but they bring an im-
portant perspective to treatment.

He was also part of an earlier effort to
provide community-based support for peo-
ple who were discharged from Haverford
State Hospital when it closed in 1998.

“We went to the hospital and talked with
them about what they wanted,” Ziegler said.
“Many of them wanted to be in single-per-
son apartments, rather than group homes.”
They recognized their need for privacy and
the problems that can result when another
resident regresses.

Horizon House offers a variety of living
arrangements in Chester and Delaware
counties that include varying degrees of

Clubhouse Members Design
Their Road to Recovery
In the second of a two-part series about Horizon House, staff explain
their rehabilitative approach. The first part appeared in the May 20 issue. 

community news

For new college students, adjusting to
academic demands and new social sit-
uations can be difficult. For those with

serious mental illness, however, these as-
pects of undergraduate life can seem like
insurmountable obstacles.

They’re not. That is the philosophy be-
hind Education Plus, a supported-education
program designed to help people with seri-
ous mental illness earn associate’s, bache-
lor’s, and master’s degrees by providing them
with psychosocial and academic support. 

Education Plus is a program of Horizon
House, a Philadelphia mental health agency
that operates a variety of psychiatric reha-
bilitation programs, including a supported-
employment program (see story above and
in June 3 issue). 

“Education Plus is helping people to by-
pass entry-level jobs so that they can em-
bark on successful careers,” the program’s
director, Arlene Solomon, M.S., told Psy-
chiatric News. 

Education Plus was established in 2002
with funding from the Pew Charitable Trust
and the Philadelphia Office of Mental
Health. Services are free to people with men-
tal illness who live in Philadelphia. Students
come to Education Plus through referrals
from one of the Horizon House rehabilita-
tion programs, local psychiatrists and men-
tal health professionals, college disability of-
fices, and other sources. The majority of
students in the program have schizophre-
nia, schizoaffective disorder, bipolar disor-
der, or major depression, Solomon noted.

Program Overcomes Obstacles
To College Education
Students with mental illness are emerging from a supported-educa-
tion program in Philadelphia with good job prospects and renewed
hope for the future.

BY KATE MULLIGAN

Clubhouse Member Describes 
Her Journey Forward

June Sams responded with a one-word answer when asked for the secret of Providence
House’s success.

“Empowerment,” she said.
Sams went on to describe her own experience with the clubhouse. “I was very de-

pressed and spent a lot of time sitting at home in my bathrobe.” She didn’t want to go to a
day-hospital program and was reluctant at first when a social worker at a local hospital
suggested Providence House.

“My husband told me, ‘Your insecurities are showing,’ ” she said.
But Sams soon undertook progressively more difficult responsibilities at the clubhouse.

She began with the daily newsletter and recently was asked to compile the monthly and an-
nual reports that document use and activities at the clubhouse. A self-described “comput-
erphobic” upon her arrival, she now fills in spreadsheets.

Sams also contributes in ways that express her creative nature and interest in different
cultures. She reenacts historical figures at various holidays throughout the year at Horizon
House events and is a member of the organization’s Cultural Diversity Council.

“You learn how to live and go forward,” she said. “You learn how to live with your problems.”
Sams emphasized that those lessons apply to everyone, not only to clubhouse mem-

bers. She participates in the NAMI Walk each year to make a public statement that people
with mental illness look like everyone else.

After two years at Providence House and a period in a supported-education program, Sams
is ready to go forward. Her goal is to get a full-time job as a peer specialist at Horizon House.

BY EVE BENDER
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Education Plus Helps Dream Come True

In May “Christine Jones” stood before a group of peers and staff from the Education Plus
program to express her gratitude a week after receiving her associate’s degree from the
Community College of Philadelphia.

Education Plus is a supported-education program offering students with mental illness
the academic and psychosocial support they need to reach their educational goals (see arti-
cle above).

Without Education Plus, she acknowledged, “I’m not sure I could have graduated.”
The confidence she gained through the program enabled her to go from “waking up and

watching TV all day to earning good grades and acting in a play at college.”
Jones, 46, told Psychiatric News that she entered college as a freshman at Drexel Uni-

versity in 1975.
High school had not been a good experience for her, she admitted. “I was depressed.

After high school, I thought college would be the answer.” Her depression worsened after
she received a failing grade, and she began to withdraw from her classes before she eventu-
ally stopped taking classes altogether.

Jones, who has bipolar disorder, said that for years after she left school, she “lived an
isolated life” and felt the world was an “untrustworthy place.”

“I always had a vague desire to return to college, but the realization of that dream resided
somewhere in the distant future,” she said.

At the suggestion of her psychiatrist, Jones began taking classes at a community college
a couple of years ago and registered with its Center on Disability, where she learned about
Education Plus.

Gradually Jones noticed that her self-esteem improved, and she began to feel connected
to those around her.

According to Jones, education specialist Sue Edwards, M.A., “constantly reminded me of
my abilities when I could only see my disability.” She also described Edwards as “a great
sounding board not only about school-related issues but general life issues.”

Of the Education Plus support group, Jones said, “I felt relaxed among people who were
struggling with similar issues. . . .I was no longer isolated.”

Jones now has plans to get her bachelor’s degree in psychology at a school in the
Philadelphia area. “I feel like I’ve lived this life of mine for a reason,” she said. “A certain
knowledge has been borne out of my experiences, and I can empathize with others in my
situation. I want to be able to give back.”

See Obstacles on page 30

Students are assigned to one of two ed-
ucational specialists who meet with them
once every week or two during the semes-
ter, usually on the student’s campus. To-
gether they discuss the student’s educational
goals and begin to tackle issues that may
hamper his or her ability to meet those
goals.

Academic Pressures Magnify Symptoms
GinaMarie Centanni, an educational

specialist and Education Plus coordinator,
helps students manage their time effectively,
communicate with their instructors, and
cope with anxiety around exam time, she
said. 

“Procrastination is a big problem with
our students,” she acknowledged. 

Whether in high school, college, or grad-
uate school, most people can recall waiting
until the last minute to begin an assignment
and pull an “all-nighter” to hand it in on
time, but these tactics can exacerbate psy-
chiatric symptoms, Centanni noted.

“Our students can make themselves sick
by placing extra pressure on themselves,

and when they don’t get the assignment
done, some students slip into depression
and stop going to class.” 

Part of Centanni’s job involves helping
students to cope with psychiatric and other
medical problems, medication side effects,
and problems that arise with housing or
family members.

Challenges Are Formidable
Students are faced with formidable chal-

lenges. “We had one woman who was liv-
ing in a homeless shelter with her two chil-
dren while attending classes,” Solomon
recalled. 

Mornings are the worst time of day for
some Education Plus students, Centanni
noted, because that is when they most often
hear voices or feel fatigued from their med-
ications. In these cases, Centanni advises
them to register for afternoon and evening
classes. 

The majority of Education Plus students
need special accommodations to succeed in
their courses. 

This may, for example, mean having a
classmate take notes for
them during a brief psychi-
atric hospitalization, pro-
viding them with extra time
to finish an exam, or allow-
ing them to take a test in a
room by themselves to con-
centrate better. Some must
bring fluids in class to alle-
viate dry mouth. 

Centanni said she regu-
larly refers students to the
campus disability office,
which offers services such
as career or course-selec-
tion advice. It is through the
disability office that many

The staff of the Education Plus program in Philadelphia notes that
people with serious mental illness can achieve their educational
goals with academic and psychosocial support. From left:
GinaMarie Centanni, Arlene Solomon, M.S., and Susan Edwards.
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counseling or psy-
chotherapy. Their per-
ceived helpfulness of
these strategies was in
the medium to lower
range.

Sixty-seven percent
of the subjects indi-
cated that they would
like more help in deal-
ing with performance
anxiety.

“We were surprised
by the rather high pro-
portion of pupils re-
porting impairment
due to their anxiety,”
Fehm told Psychiatric
News. “We would have
guessed that students
would become more

impaired once they decide to become pro-
fessionals.”

“This study points to the insidious im-
pact of the early expression of anxiety and
again raises the possibility that early de-
tection and intervention may improve the
long-term course of affected individuals,”
Mark Pollack, M.D., added. Pollack is an
associate professor of psychiatry at Har-
vard Medical School and director of the
Center for Anxiety and Traumatic Stress
Disorders at Massachusetts General Hos-
pital.

When asked whether musicians with
performance anxiety often suffer from other
kinds of social anxiety as well, Fehm replied:
“To my knowledge, there is no conclusive
evidence regarding this issue.”

An abstract of “Performance Anxiety
in Gifted Adolescent Musicians” can be
accessed online at <www.sciencedirect.com>
by clicking on “Browse A-Z of journals,”
“J,” and then “Journal of Anxiety Disor-
ders.” ■

clinical & research news

Many Young Musicians Troubled
By Performance Anxiety
Performance anxiety is the bane not only of professional musicians, but
of teen musicians as well. Early detection of their problem and effec-
tive treatment for it might strike a beneficial chord.

The subjects were assessed with the Ger-
man version of the Performance Anxiety
Questionnaire. It contains 20 items, tap-
ping cognitive as well as bodily symptoms
of performance anxiety. The frequency of
each symptom is indicated on a five-point
Likert scale.

A self-rating of performance anxiety was
included, along with the questionnaire as a
global measure of performance anxiety.
There were questions about short-term and
long-term strategies that the subjects used
to cope with performance anxiety and
whether they believe that they needed more
help in dealing with it.

About one-third of the subjects reported
being at least moderately distressed by per-
formance anxiety. Ten percent said that per-
formance anxiety was negatively impacting
their music careers. Among the physical
symptoms reported, nervousness and sweaty
palms were the most frequent. Among the
cognitive symptoms, fear of making errors
and being overly critical of one’s perform-
ance were most frequent.

The subjects indicated that they were
more on edge when giving a solo perform-
ance than when playing chamber music or
participating in an orchestra. Their angst
also varied depending on their audience;
teachers especially distressed them.

Interestingly, no link could be found be-
tween how long subjects had been per-
forming publicly and how much they suf-

Performance anxiety—classified as a
variant of social anxiety in DSM-IV-
TR—is relatively common among

adult professional musicians. In the largest
study of the subject to date, 16 percent of
some 2,000 professional musicians reported
that performance anxiety was a serious
problem for them. 

Performance anxiety among college-age
music students has also been found to be
quite high—with about 21 percent to 23
percent reporting suffering from it, and
about 17 reporting that it has had a nega-
tive impact on their careers.

And now a new study in press with the
Journal of Anxiety Disorders suggests that
performance anxiety is quite common
among teen musicians as well. It was con-
ducted by Lydia Fehm, Ph.D., and Katja
Schmidt, Ph.D., of the Technical Univer-
sity of Dresden in Germany.

Fehm and Schmidt explored perform-
ance anxiety in 74 pupils attending a Dres-
den high school specializing in music edu-
cation. In addition to pursuing a regular
academic curriculum, pupils at this school
attend music classes and receive instruction
in playing various instruments. Most of the
students have been playing musical instru-
ments since they were about 7 years old,
and nearly half made their first public debut
as musicians before age 8. Most plan to con-
tinue studying music after graduating from
the school.

fered from performance anxiety. “This is
in line with the findings of other studies,
and it points to the fact that mere exposure
to public performance does not automati-
cally lead to a decrease in anxiety,” Fehm
and Schmidt wrote in their report.

Short-term coping strategies that sub-
jects used to counter performance anxiety
included rehearsing difficult parts of a com-
position, positive thinking, praying, smok-
ing, and practicing relaxation techniques.
Only four of the subjects said they resorted
to alcohol or illegal drugs for sedation. Sub-
jects reported that rehearsing, positive
thinking, and praying were moderately
helpful in quelling performance anxiety;
that practicing relaxation techniques was
rather helpful, but that smoking was not
very beneficial.

Long-term coping strategies that sub-
jects used to combat performance anxiety
included relaxation techniques; talking with
classmates, friends, or teachers about their
apprehensions; and seeking professional

BY JOAN AREHART-TREICHEL

Source: Fehm and Schmidt, Journal of Anxiety Disorders, in press, 2005

How Do Teen Musicians Cope?
Seventy-four students attending a German high school specializing in 
music education were administered the German version of the 
Performance Anxiety Questionnaire. Below are the most common 
short-term strategies that the teens reported using to cope with 
performance anxiety.

Rehearsing

Positive thinking

Praying

Smoking

Practicing
Relaxation

0 20% 40% 60% 80% 100%

Never useRarely/sometimes useFrequently/always use

Anew type of psychotherapy
created specifically to target
symptoms of complicated
grief appears to be more ef-
fective than interpersonal

psychotherapy at helping patients recover
after the death of a loved one.

Researchers at the University of Pitts-
burgh Medical Center are hopeful that
complicated grief will be listed as a disor-
der in DSM-V, which is scheduled to be
published around 2011. 

Complicated grief occurs after the death
of a loved one, and symptoms (which per-
sist for more than six months after the
death) include a sense of disbelief about the
loved one’s death, anger and bitterness over
the death, yearning for the deceased per-
son, and preoccupation with thoughts of
the loved one, including distressing intru-
sive thoughts related to the death itself. 

According to Katherine Shear, M.D.,
who is lead author of a study published in the
June 1 Journal of the American Medical Asso-
ciation, complicated grief shares elements of

would be if their grief wasn’t so intense.
All patients were independently rated be-

fore and after receiving IPT or CGT using
the Clinical Global Improvement (CGI)
scale, which measures clinical improvement
from baseline on a scale of 0 to 7. 

Shear found that 51 percent of those
who received CGT reported “very much
improvement” (CGI score of 1) or “much
improvement” (CGI score of 2) in their
clinical functioning, whereas just 28 per-
cent of those receiving IPT did. 

Researchers also found that 55 percent
of the CGT group experienced a 20-point
improvement on the CGI compared with
25 percent of the IPT group.

Shear noted that about 45 percent of her
sample was taking an antidepressant
throughout the study, but that there was lit-
tle difference between the two groups in the
number of patients using such medication. 

“These people were on antidepressant
medications at the time they were recruited
for the study,” and it would have been un-
ethical to ask them to stop taking the med-
ications for the sake of the study, she noted. 

“People who were on antidepressants
had the same mean CGI score as those who
weren’t on medications,” she added, “so the
medications didn’t seem to relieve symp-
toms of complicated grief.”

The study was supported by grants from
the National Institute of Mental Health. 

An abstract of “Treatment of Complicated
Grief: A Randomized Controlled Trial” is
posted online at <http://jama.ama-assn.org/
cgi/content/abstract/293/21/2601?>. ■

major depression (sadness, guilt, and social
withdrawal) and posttraumatic stress disor-
der (disbelief, intrusive images, and avoid-
ance behaviors), but treatments typically
used for these disorders don’t work well for
people with complicated grief. Shear is a
professor of psychiatry at the University of
Pittsburgh and director of the Panic, Anx-
iety, and Traumatic Grief Program at West-
ern Psychiatric Institute and Clinic. 

In addition, since complicated grief isn’t
listed in the DSM, many clinicians may mis-
diagnose patients who are experiencing
traumatic grief with depression, Shear
added. “Helping clinicians to identify com-
plicated grief is crucial to successful treat-
ment.”

Shear and her colleagues recruited 95
bereaved patients aged 18 to 85 through ads
or professional referrals for treatment of
grief from April 2001 through April 2004.
To be included in the study, subjects had to
meet a criterion for complicated grief, which
the researchers defined as a score of 30 or
more on the Inventory of Complicated

Grief, a 19-item scale whose scores range
from 0 to 76. The scale asks patients to rate
the frequency of certain symptoms on a scale
of 0 to 4, such as avoidance behaviors or
feeling bitter about the person’s death. 

She then randomized the sample into two
groups. The first group of 46 received in-
terpersonal therapy (IPT) and the other 49
received complicated grief treatment (CGT),
which Shear developed with her colleagues. 

Both types of treatment were adminis-
tered in 16 sessions for 19 weeks, on average.

All therapists were master’s-level or doc-
toral-level clinicians with at least two years
experience conducting psychotherapy.

IPT included discussion of how patients’
symptoms related to their grief, according
to the report. In addition, “the IPT thera-
pist helped patients to arrive at a more re-
alistic assessment of the relationship with
the deceased. . .and encouraged the pursuit
of satisfying relationships and activities,”
the authors wrote. 

CGT therapists helped patients recall
stories of their loved one’s death while the
therapist tape-recorded the patient’s recol-
lections. Periodically, the therapist would
ask patients to report their levels of distress. 

Patients listened to the tape between ses-
sions. Therapists tried to reduce distress
levels during each session by “promoting a
sense of connection” to the loved one. 

These connections included imagined
conversations with the deceased and a dis-
cussion of positive and negative memories
about him or her. CGT therapists also asked
patients to discuss what their plans and goals

Innovative Therapy Shows
Efficacy in Complicated Grief
Researchers test a psychotherapeutic approach designed to help peo-
ple who are experiencing complicated grief come to terms with the
death of their loved one.

BY EVE BENDER
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Psychiatric advance directives
can help patients express treat-
ment preferences and guide
physicians in moments of cri-
sis, but both groups need more

help understanding and using them, said a
panel of researchers at APA’s 2005 annual
meeting in May.

A psychiatric advance directive (PAD) is
an alternative to coercion, a document that
allows competent persons to state their psy-
chiatric treatment preferences for times
when they are not competent, said Marian
Butterfield, M.D., M.P.H., an associate pro-
fessor of psychiatry at Duke University. The
directive covers hospital admission, med-
ication administration, use of other inter-
ventions such as electroconvulsive therapy,
and may authorize a surrogate agent to act
on the patient’s behalf. Twenty states now
have laws authorizing some form of PAD.

“A psychiatric advance directive is com-
pleted before a mental health crisis in which
the patient loses the capacity to make de-
cisions,” said Butterfield. “The PAD is then
consulted by treating physicians when the
patient is in an impaired condition.”

PADs are intended to help patients by
giving them a voice in their treatment and
support in times of crisis. Physicians, too,
could benefit by better coordinating care
with family and primary care doctors and
targeting treatment more exactly, knowing
what has or hasn’t work in the past.

That’s the theory. In practice, compli-
cations arise in creating and implementing
PADs. Patients may need help in under-
standing their value and in filling them out.
Some physicians fear that a PAD will re-
strict their treatment choices. Law-en-
forcement and hospital authorities may be
unfamiliar with them and ignore them in
the very times of crisis when they are in-
tended to help.

PADs bear similarities and differences
with general medical advance directives,
said former APA President Paul Appelbaum,
M.D., chair of the Department of Psychi-
atry at the University of Massachusetts and
chair of APA’s Council on Psychiatry and
Law. Both types of documents meet with
general approval by the public, but few in-
dividuals actually have them. Neither can
cover every contingency, so that designat-
ing a health care proxy may be just as im-
portant. They are also often unavailable
when they are most needed, and it may be
hard to get officials or medical personnel
to even read them, much less follow their
directions, he noted.

Competency Questions May Arise
Unlike general health directives, the

question of patient competence hangs over
a PAD, although there is a presumption that
the patient was competent when signing it.

Physicians also fear that the content of
a PAD will be “crazy” and that patients will
use them to refuse treatment. “In fact, pa-
tients are doing a good job of filling them
out, especially if facilitators are involved,”
said Appelbaum.

All subjects mentioned at least one factor
likely to cause a relapse. Also, 77 percent
rejected at least one medication, but 94 per-
cent gave advanced consent for treatment
with at least one drug. “No one refused all
medications, but no one liked Haldol,” said
Elbogen.

Half of the patients studied instructed
staff on how to avoid use of restraint and
seclusion, and three-quarters listed side ef-
fects they experienced on particular med-
ications. Sixty-two percent refused to have
electroconvulsive therapy. All gave emer-
gency contacts, usually family members.

The facilitators helped focus the docu-
ments by asking open-ended questions, El-
bogen said.

“There were few medically inappropri-
ate treatment requests in the directives, and
they included much relevant information
that would be valuable to clinicians,” said
Elbogen. The most unrealistic response
was, “I need a cigarette in intake because I
can’t calm down without a smoke.”

The authority of the PAD, however, is
not absolute, said Elbogen. It does become
part of the patient’s chart, and if one sec-
tion of the PAD can’t be carried out, the
rest is not invalidated. Furthermore, invol-
untary commitment overrides the PAD.

Clinicians have little experience with
PADs so far, and they are ambivalent about
them, said Marvin Swartz, M.D., professor
and head of social and community psychia-
try at Duke. Swartz and Elbogen are co-in-
vestigators with Swanson on the Duke study.

“About two-thirds of psychiatrists say
they would honor a PAD, although many
think that patients would use it to inscribe

Picking the right time to fill out a PAD is
another key issue. Following passage of the
federal Patient Self-Determination Act of
1990, hospitals began asking patients to com-
plete advanced directives at admission, the
worst time for any patient but especially for
psychiatric patients, said Appelbaum. Com-
pleting a directive at the first outpatient visit
or upon hospital discharge would be better.

PADs Can Be Empowering
A team from Duke University School of

Medicine studied 1,000 outpatients in men-
tal health clinics in Chicago, Tampa, San
Francisco, Durham, N.C., and Worcester,
Mass., and found that few (4 percent to 13
percent) had PADs but that 65 percent to
77 percent said they wanted one, once the
idea was explained to them, said study leader
Jeffrey Swanson, Ph.D., an associate pro-
fessor of psychiatry at Duke. The study will
be published shortly, he said.

“There’s a large, latent demand,” said
Swanson. “The PAD gives patients some
sense of empowerment at very vulnerable
moments in their lives.”

Patients interested in PADs tended to be
female, nonwhite, suicidal, with a low sense

of mastery, and a history of feeling pressured
to take medications and an arrest in the prior
six months, according to the Duke study.

Patients in the study who had completed
a directive were more likely to have high
insight (odds ratio, 1.9), a representative
payee managing their money for them (3.0),
been transported by the police to treatment
(2.3), and feel pressure from clinicians and
others to keep their appointments at com-
munity mental health clinics (1.8).

Eric Elbogen, Ph.D., an assistant pro-
fessor of psychiatry at Duke, has studied 121
advanced-instruction documents produced
by patients randomized from public-sector
settings. The patients were assigned a bach-
elor’s-level facilitator who helped explain
their options in completing a PAD.

Most of the patients made clear the op-
tions they preferred, Elbogen noted.

For instance, 98 percent alerted doctors
to at least one crisis symptom. “I want to
hurt myself because the television is talk-
ing to me,” said one. “I have racing thoughts
and become aggressive, especially in the
emergency room,” wrote another. This kind
of prior knowledge of violent history can
help hospital staff and reduce risk when the
patient appears again, said Elbogen.

Seventy-five percent of the patients said
they wanted to be treated with respect and
listened to if brought to the hospital.
Eighty-eight percent mentioned at least
one hospital to which they were willing to
go, while 62 percent documented a refusal
to go to a specific hospital, usually giving
reasons for doing so.

Some Stated Medication Choice
PADs may help guide treatment as well.

Psychiatrists Often Reluctant
To Encourage PADs
Advocates of psychiatric advance directives say that working with pa-
tients to draft these directives and with physicians to accept them
might lead to better care and less friction between the two.

clinical & research news

siderable weight from it. Thus, “longer-
term observations to determine the clini-
cal significance of weight gain as well as
other adverse events are needed to evalu-
ate the risk-benefit ratio for risperidone
treatment in children with autistic disor-
der,” the investigators said.

The National Institute of Mental Health
is supporting a new study to see whether
combining behavior therapy with initial
risperidone treatment might help prolong
improvement well beyond the withdrawal
of the medication. That study should be
completed in about two years. “The new
study could have an important impact on
recommendations for the use of these med-
ications in autism,” McCracken told Psy-
chiatric News.

McCracken and his group, as well as oth-
ers, are conducting trials to look more
closely at the cognitive effects of these drugs
in children with autism. For example, might
they be able to facilitate learning in some
areas? Or could they impair learning in
some children?

Another area they are exploring involves
the provocative field of psychiatric pharma-
cogenomics—using patient’s genes to predict
medication response (Psychiatric News, May
20). “We have some new data that suggest
that this area may be very fruitful in relation
to atypical-antipsychotic effects in children
with autism,” said McCracken.

The study was financed by the National
Institutes of Health and the Korczak Foun-
dation.

“Risperidone Treatment of Autistic Dis-
order: Longer-Term Benefits and Blinded
Discontinuation After Six Months” is posted
online at <http://ajp.psychiatryonline.org/
cgi/content/full/162/7/1361>. ■

A utism is characterized by impaired
social interaction, abnormal language
development, repetitive patterns of

behavior, and serious behavioral problems
such as self-injurious behavior, aggression,
and tantrums.

Although second-generation antipsy-
chotics do not seem to improve social in-
teraction and communication in children
with autism, they do appear to dampen the
repetitive behavior patterns, Christopher
McDougle, M.D., chair of psychiatry at In-
diana University, and colleagues reported
in the June American Journal of Psychiatry
(Psychiatric News, June 3).

Moreover, second-generation antipsy-
chotics appear to be capable of countering
serious behavioral problems in children with
autism, James McCracken, M.D., a profes-
sor of child psychiatry at the University of
California at Los Angeles, and his team now
report in the July issue of that journal.

In the first arm of their study, 101 children
with autism received either risperidone or a
placebo for eight weeks. Risperidone was
found to reduce aggression, tantrums, and
self-injurious behavior substantially. The re-
searchers thus decided to see whether such
improvement would endure over a longer
time period.

Sixty-three subjects who responded pos-
itively to risperidone in the first trial agreed
to participate in a longer one, which con-
sisted of a 16-week open-label treatment
with risperidone. Eighty-three percent were
found to be much improved or very much
improved as far as maladaptive behaviors
were concerned.

Thirty-eight of the subjects were then
enrolled in an eight-week, randomized,
placebo-controlled discontinuation trial.
Half of the subjects continued to receive
risperidone, and half were given a placebo.
Sixty-three percent of the placebo group
resumed maladaptive behaviors, whereas
only 13 percent of the risperidone group
did—a significant difference. The return
of aggression, tantrums, and agitation was
five times as great in the placebo-substitu-
tion group as in the subjects who contin-
ued to take risperidone.

“Taken together, these data strongly sug-
gest that risperidone is an efficacious treat-
ment for short- and intermediate-term
management of serious behavioral prob-
lems in children with autism,” the re-
searchers concluded.

Although the average daily dose of
risperidone used in the study—about 2
mg—was relatively low, subjects gained con-

Newer Antipsychotics Show Promise
In Treating Autism Behaviors
Second-generation antipsychotics can help children with autism in a
number of domains. More trials are underway to further explore the
atypicals’ potential for helping such youngsters.

BY AARON LEVIN

BY JOAN AREHART-TREICHEL

please see PADs on page 29
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clinical & research news

“First, these subjects were recruited from
a newspaper ad that began by stressing the
money that was being offered rather than,
for example, the opportunity to contribute
to advancing knowledge of hormone re-
sponses. . . .Thus, the findings of a high
prevalence of personality disorders in the
resulting group of volunteers may be spe-
cific to the means used here to recruit them.
Focus on a desire for money when you re-
cruit subjects, and you may get what you
pay for. Second, the accuracy of the data is
entirely dependent on the validity of the di-
agnostic method used. Structured instru-
ments like the SIDP are known to overes-
timate—sometimes markedly—the rate of

They found that 45 percent of these vol-
unteers had a lifetime history of one or more
Axis I disorders and that 48 percent of these
volunteers had a personality disorder.

Moreover, the most frequent personal-
ity disorder diagnosis was personality dis-
order not otherwise specified (25 percent
of those with a personality disorder), fol-
lowed by obsessive-compulsive disorder (7
percent), narcissistic personality disorder
(6 percent), and paranoid personality dis-
order (almost 6 percent).

Furthermore, volunteers with personal-
ity disorders were found to differ from vol-
unteers without such disorders in clinically
significant ways. For example, they tended
to exhibit more impulsivity, affective labil-
ity, trait anxiety, hostility, and aggression
than the latter group did.

These findings have important implica-
tions, the researchers believe. For example,
with regard to Axis I disorders, the lifetime
history of psychiatric disorders found in these
subjects is quite close to the 48 percent found
in studies of the general American popula-
tion. Thus the subjects may well represent
the general population on this comparison.
However, while 48 percent of the subjects

One of the hallmarks of med-
ical research, including psy-
chiatric studies, is the use of
“healthy control” subjects
against which a population

of interest is compared.
Yet it looks as though a large number of

persons who volunteer to serve as control
subjects have personality disorders, a new
study suggests.

The study was conducted by Emil Coc-
caro, M.D., chair of psychiatry at the Uni-
versity of Chicago, and colleagues. Results
appear in the July Journal of Psychiatric Re-
search.

Some 340 individuals who answered a
newspaper ad looking for people to partic-
ipate “in a medical research study of hor-
mone response” and to be paid for it were
the focus of the study. Coccaro and his
coworkers used structured clinical inter-
views—the Structured Clinical Interview
for DSM Diagnoses and the Structured In-
terview for the Diagnosis of DSM Person-
ality Disorder (SIDP)—to determine
whether any of the volunteers currently had
or had a history of any psychiatric disor-
ders, and if so, which ones.

were found to have a per-
sonality disorder, only 15
percent of the general
American population
meets criteria for such a di-
agnosis (Psychiatric News,
September 3, 2004).

And even if such indi-
viduals were a true ran-
dom sample of Americans,
investigators would prob-
ably not want to use them
as “healthy controls” since
there is reason to believe
that some of the charac-
teristics they possess could
bias study outcomes, Co-
carro and his coworkers
indicated in their report.
For instance, studies have
shown that trait anxiety
can influence hyperten-
sion, and impulsiveness
can alter neurotransmit-
ter activity.

The problem, Cocarro and his team con-
cluded, is that while most scientists screen
potential control subjects for Axis I disor-
ders (at least in psychiatric research), they do
not screen them for Axis II disorders. Hence
individuals with personality disorders can
easily be enrolled to serve as controls and
thus may bias research outcomes.

“Two methodologic issues may compro-
mise these data to some extent,” Paul Ap-
pelbaum, M.D., told Psychiatric News. In ad-
dition to being chair of psychiatry at the
University of Massachusetts and a former
APA president, Appelbaum has written ex-
tensively on the use of mentally ill subjects
in research studies. 

Psychiatric Illness May Affect
Data on ‘Healthy’ Subjects
Some people who volunteer to be “healthy” controls in psychiatric or
other medical research may have personality disorders. Most such
volunteers, however, are not screened for Axis II disorders before the
study begins.

BY JOAN AREHART-TREICHEL

Source: S.C. Bunce et al., Journal of Psychiatric Research, July 2005

Personality Disorders Common
Researchers who recruited 340 volunteers through a newspaper ad to 
participate in a "medical research study" found that almost half of the 
subjects had some kind of personality disorder.

Any personality disorder

PD not otherwise specified

Obsessive-compulsive PD

Narcissistic PD

Paranoid PD

Antisocial PD

Schizoid PD

Avoidant PD

Histrionic PD

Schizotypal PD

Borderline PD

Dependent PD
0% 10% 20% 30% 40% 50%

48.4%

24.9%

7.0%

6.2%

5.9%

5.6%

2.9%

2.6%

2.3%

0.9%

0.6%

0.3%

please see Subjects on page 29
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• Modafinil, in a once-daily pediatric for-
mulation, was found to be both safe and ef-
fective in children with ADHD aged 6 to 17
in terms of improving behavior and less-
ening the severity of symptoms associated
with ADHD, reported Laurence Green-
hill, M.D., of the New York State Psychi-
atric Institute, and colleagues. 

For the nine-week study, 163 patients
were randomly assigned to either modafinil
or placebo. Modafinil was associated with
robust improvement (effect size 0.69) in
ADHD symptoms measured on the ADHD
Rating Scale, the Connors’ Parent-Rating
Scale, and the clinician-rated Clinical
Global Impression–Improvement (CGI-I)
subscale. Modafinil was associated with sig-
nificant improvements in overall condition
(CGI-I score of 1 or 2) in 48 percent of pa-
tients, compared with 17 percent for those
taking placebo. 

The most common adverse events in pa-
tients taking modafinil were insomnia (29
percent compared with 4 percent in
placebo), headache (20 percent vs. 15 per-
cent), and decreased appetite (16 percent
vs. 4 percent). Similar results were reported
by James Swanson, M.D., of the Univer-
sity of California-Irvine, and colleagues, in
a trial using the same protocol involving
128 patients. Effect size in the second study
was 0.64 for modafinil.

APA 2005: Scientific & Clinical Report Ses-
sion 4, No. 13, and Session 16, No.47; Fund-
ing: Cephalon

Bipolar Disorder
• Intramuscular aripiprazole appears to
be as effective as lorazepam at reducing ag-
itation in patients with bipolar I disorder
with either mixed or manic episodes, re-
ported Dan Oren, M.D., of Bristol-Myers
Squibb Co. and colleagues at BMS and Ot-
suka Pharmaceuticals. In a randomized, dou-
ble-blind trial, 301 voluntarily hospitalized
patients with acute agitation associated with
bipolar disorder were administered either
placebo, 10 mg IM aripiprazole, 15 mg IM
aripiprazole, or 2 mg IM lorazepam. 

Two hours after injection, patients who
received 10 mg aripiprazole saw a mean im-
provement of 8.7 points on the Positive and
Negative Syndrome Scale–Excited Com-
ponent, compared with 8.7 points for those
receiving 15 mg aripiprazole, 9.6 points for
those receiving 2 mg lorazepam, and 5.8
points for those receiving placebo. 

At two hours, 37 percent of those on
placebo were classified as responders (CGI-
I score of 1 or 2) compared with 69 percent
of those receiving 10 mg aripiprazole, 63 per-

with once daily in the evening. 
The results are from a randomized, dou-

ble-blind, placebo-controlled trial that in-
volved 288 children with ADHD. The six-
week study compared a group who took
atomoxetine in the morning with a group
who took the drug in the evening, and com-
pared both groups with a placebo-control
group. Children in both drug-dosing sched-
ules did statistically significantly better than

Attention-Deficit/Hyperactivity Disorder
(ADHD)
• Atomoxetine significantly reduces core
symptoms in children with ADHD for as
long as 24 hours compared with placebo,
reported Humberto Quintana, M.D., of
Louisiana State University, and colleagues.
In a secondary analysis, the team found
some differences in the drug’s effects when
given once daily in the morning compared

those on placebo.
The group on the morning dose did bet-

ter than the group on the evening dose as
measured by the ADHD Rating Scale, the
hyperactive/impulsive subscale of the
ADHD-RS, and on Clinical Global Im-
pression–Severity Scale. In addition, the
children on the evening dose were more
likely to experience an adverse event than
the children on the morning dose. How-
ever, no differences were seen in the two
groups in terms of the children’s behavior
in the morning and in the evening as as-
sessed by their parents. Further, both groups
displayed clinically significant improvement
24 hours after receiving a dose. 

The most common adverse events noted
in those taking atomoxetine were abdomi-
nal pain, decreased appetite, vomiting,
headache, somnolence, and nausea.

APA 2005: NR 467 & NR 469; Funding:
Eli Lilly and Co.

This is the second of a Med Check series featuring new research presented at APA’s 158th An-
nual Meeting, held May 21 to 26 in Atlanta. New research presentations are generally prelim-
inary in nature and involve research that has yet to be peer reviewed for publication. Reports may
involve the use of medications for purposes that the Food and Drug Administration has not ap-
proved and are largely funded by product manufacturers.

This Med Check features new research reports on the use of medications to treat attention-
deficit/hyperactivity disorder and bipolar disorder. New research reports on pharmacotherapy tar-
geting depression/anxiety, psychotic disorders, and substance use disorders will be presented in sub-
sequent columns.

PFIZER GEODON
ISL BW

COMPILED BY JIM ROSACK

med check

please see MedCheck on page 30

Medication 
Names and 
Manufacturers

The following medications appear in 
this edition of Med Check:

• Aripiprazole: Abilify (Bristol-Myers 
Squibb)
• Atomoxetine: Strattera (Lilly)
• Lamotrigine: Lamictal (GSK)
• Lorazepame: Ativan (Wyeth); generics
• Modafinil: Provigil (Cephalon)
• Olanzapine: Zyprexa (Lilly)
• Olanzapine/fluoxetine combination: 
Sumbyax (Lillye)
• Quetiaipine: Seroquel (AstraZeneca)
• Risperidone: Risperdal (Janssen)
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Some of us can’t believe that APA’s
2005 Institute on Psychiatric Ser-
vices is our 57th. Community
psychiatry has come of age, and
we are enjoying our performance.

Community psychiatrists share a lot in
many ways, such as support of community
efforts, interest in new ideas for better clin-
ics in poor areas, casual clothing, and, of

course, casual eating. While I intended to
write only about high-end restaurants in
this article, my resolve didn’t last long. I
grew up on rice and beans and still relish
going to places where I can enjoy a simple
but delicious meal.

Expensive restaurants in San Diego are
keeping up with expensive restaurants else-
where. Not being used to them, I usually

avoid them. To the con-
trary, places that offer
sound, decent, reliable
food are close to my heart.
Take the case of Chuy’s in
National City. It was there
for migrant neighbors
when they couldn’t pay,
and it is still there today,
offering the same carnitas,
tacos, enchiladas, and
tamales to a more pros-
perous but equally selec-
tive clientele. I want to in-
vite you there. Next door
is Family Health Centers,
the clinic for Latinos
where I have been in-
volved for almost 30 years.

Come and see a center run, staffed, and en-
hanced without control by the local gov-
ernment. (Viva la Raza!) 

Our very special import from Georgia,
Jimmy Carter (no relation, but same poli-
tics), runs the community center, political
forum, and best restaurant in my neigh-
borhood downtown. For a while we had
Howard Dean campaign meetings there
every Wednesday. Jimmy offers typical
American, Indian, Chinese, and, of course,
Mexican fare. My Latin friends, my friends
from elsewhere (Harold Eist), and my pa-
tients have declared that Jimmy’s carne
asada is the best on the planet. My dis-
criminating friends encourage me to ask for
the Indian dishes, which I consider superb.

I highly recommend the Prado. It has
the best cuisine of many of the high-end
restaurants and a distinctive international
character (try the international drinks). The
restaurant is located in the House of Hos-
pitality, a classic example of the Spanish
Colonial Revival–style buildings constructed
for the 1915 Panama-California Exposi-
tion. Wrote one restaurant reviewer about
Prado, “Yes, a restaurant can have brains as
well as beauty.” You can come with a few
friends at minimal cost by taxi and open
yourself to all the amenities of Balboa Park,
ending with one of the best dinners in town.
Balboa Park is the home of more than 85
performing arts and international cultural
organizations, 15 museums, the San Diego
Zoo, and extensive gardens painstakingly
maintained.

San Diego has been enriched by the in-
dustrious Thai and Vietnamese cuisine mas-
ters who have come to our city determined
to succeed. Many of their restaurants are
very good and not expensive. My favorite is
A Taste of Thai. The delicacy of Eastern
cooking and the excellent quality of the
basic products used in its dishes work to-
gether to satisfy the taste of even the most

demanding Californians.
California is a melting pot, and unusual

events occur in the pot. Take the case of the
Mexican chef who comes to California, works
at a Mediterranean restaurant, and produces
incredible Mexican-Mediterranean dishes.
That’s the case at Candelas.

Perhaps you want a completely differ-
ent experience. If you want to drive north
to be in communion with the ocean while
enjoying your dinner, just take Highway 5
to Solana Beach, go to the venerable High-
way 101, continue north, and soon you will
see the Chart House and the Poseidon a
few inches from the ocean. If you decide

In San Diego, Fine Dining
Doesn’t Mean High Cost
The San Diego area can satisfy the most demanding palate in every
price range and many traditions.

apa institute

Many San Diego–area restaurants serve up beautiful waterside
views along with their carefully prepared dishes.
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BY RODRIGO MUÑOZ, M.D.

Plan Ahead

AA  TTaassttee  ooff  TThhaaii
527 University Avenue, San Diego
(619) 291-7525

CCaafféé  PPaacciiffiiccaa
2414 San Diego Avenue, San Diego
(619) 291-6666

CCaannddeellaass  RReessttaauurraanntt
416 3rd Avenue, San Diego
(619) 702-4455

CChhaarrtt  HHoouussee
2588 South Highway 101, Encinitas
(760) 436-4044 

CChhuuyy’’ss
1894 Main Street, San Diego
(619) 234-6937

JJaakkee’’ss  SSaann  DDiieeggoo  BBaayy
570 Marina Parkway, Chula Vista 
(619) 476-0400 

JJiimmmmyy  CCaarrtteerr’’ss  CCaaffee
3172 5th Avenue, San Diego
(619) 295-2070

PPaacciiffiiccaa  DDeell  MMaarr
1555 Camino Del Mar, Del Mar
(858) 792-0476

PPoosseeiiddoonn  RReessttaauurraanntt
1670 Coast Boulevard, Del Mar
(858) 755-9345 

TThhee  PPrraaddoo
1549 El Prado, San Diego
(619) 557- 9441

MMoorree  iinnffoorrmmaattiioonn  oonn  rreessttaauurraannttss  iinn  tthhee
SSaann  DDiieeggoo  aarreeaa  iiss  ppoosstteedd  oonnlliinnee  aatt
<<wwwwww..ssaannddiieeggoorreessttaauurraannttss..ccoomm//>>  aanndd
<<wwwwww..ssaannddiieeggoo..oorrgg//ddiinniinngg//iinnddeexx..aasspp>>..
OOnnlliinnee  rreesseerrvvaattiioonnss  mmaayy  bbee  mmaaddee  ffoorr
mmaannyy  SSaann  DDiieeggoo  rreessttaauurraannttss  aatt
<<wwwwww..ssaannddiieeggoorreessttaauurraannttss..ccoomm>>..

A forum that will provide APA mem-
bers with the practical information
they need to help their patients nav-

igate Medicare’s new Part D pharmaceutical
benefit has been added to the schedule of
APA’s 2005 Institute on Psychiatric Services.

The institute will be held in San Diego
from October 5 to 9 (see above box for reg-
istration information).

The forum, “Readying for the New
Medicare Pharmacy Benefit: The Part D
Challenge,” will be sponsored by APA’s Of-
fice of Healthcare Systems and Financing
and chaired by Director Irvin “Sam”
Muszynski. It is part of APA’s ongoing ef-
fort to educate members about Medicare’s
new prescription drug benefit, which be-
gins on January 1, 2006.

The forum will be held on Friday, Oc-
tober 7, at 10 a.m.

Said Muszynski, “Deciding which Part
D pharmacy plan to participate in will be a
daunting task for almost all Medicare ben-
eficiaries, but especially for dual-eligible
beneficiaries, whose drug benefit will be
transferred from their state’s Medicaid pro-
gram to Medicare. We anticipate that pa-
tients will be very dependent on their physi-
cians to help them make the right decision. 

“Although the implementation timeline
of Part D is in place, the details are still being
worked out by the Centers for Medicare
and Medicaid Services. We’re hoping that by
October 7 we’ll have more hard informa-
tion to provide to IPS attendees.” 

Part D will be administered by com-
mercial prescription drug plans (PDPs).
Beneficiaries will be able to select the plan

Forum Will Help Psychiatrists 
Explain Medicare Part D
Psychiatrists will learn the nuts and bolts of the new Medicare Part D
drug benefit so that they can help their patients select the plan that best
fits their needs.

BY ELLEN JAFFE

Register Now!

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

RReeggiisstteerr  iinn  oonnee  ooff  tthhrreeee  wwaayyss::
• Register online by going to the Web site <www.psych.org/edu/ann_mtgs/ips/

05/index.cfm> and click on “Registration Form.”
• Download a registration form from the above site and mail or fax the completed form to

APA.
• Use the registration form found in the preliminary program booklet and mail or fax the

completed form to APA.

RReeggiisstteerr  bbeeffoorree  SSeepptteemmbbeerr  66  aanndd  ssaavvee  oonn  ffeeeess..  AA  ddiissccoouunntteedd  ffeeee  iiss  aavvaaiillaabbllee  ffoorr  rreessiiddeennttss;;
mmeeddiiccaall  ssttuuddeennttss  aatttteenndd  ffrreeee..

that you would rather see than feel the ocean,
come back to Del Mar and be dazzled by
ocean as far as you can see while enjoying
the wonderful hospitality and good food of
Pacifica Del Mar.

I have been at Jake’s in Chula Vista and
Del Mar. Jake’s is a charming waterfront
restaurant specializing in fresh seafood. I
appreciate the restaurant’s attention to qual-
ity, good service, and great vistas, along
with its open space and elegance. ■

that they believe best meets their needs be-
ginning on November 15.

Starting in late October, dual-eligible
beneficiaries will be enrolled automatically
in one of the PDPs in their region with the
lowest premiums. Although they have the
right to switch to another plan with an
equivalent premium prior to January 1,
2006, their ability to do so greatly concerns
patient advocates, given the amount and
complexity of information that must be con-
sidered in selecting a plan. ■

Rodrigo Muñoz, M.D., is a local arrangements
consultant for the 2005 Institute on Psychiatric
Services and a past president of APA.

Ellen Jaffe is the Medicare specialist in APA’s
Office of Healthcare Systems and Financing.
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tion Council on Psychiatry and were ap-
proved virtually without opposition (see
story on page 8), the council’s report on
SSRIs is evidence of the growing influence
of psychiatry within the house of medicine,
APA leaders say.

“This is an excellent example of the im-
portance of psychiatry’s involvement in the
house of medicine,” said John McIntyre,
M.D., chair of the Section Council on Psy-
chiatry and head of APA’s delegation. “This
issue was identified by APA and AACAP
last year, and as the report was being pre-
pared, there was dialogue between the
AMA and APA around the content of the
report.

“This is a major issue for our patients,”

he added. “We are now at a level of partic-
ipation that when issues come up that in-
volve our patients, we can be confident that
we will be part of the solution.” 

David Fassler, M.D., vice chair of the
Section Council on Psychiatry and
AACAP’s delegate, was the author of the
original resolution calling for the report.
He said during reference committee hear-
ings that the report would likely do much
to dispel public and professional confusion
that has surrounded the FDA’s action re-
garding antidepressants and children. 

“The conclusions and recommenda-
tions. . . confirm that medication can be an
effective and important component of
treatment for children and adolescents with
depression,” Fassler said. “The report also
acknowledges the importance of continued
access to the full range of these medica-
tions, and it calls for ongoing research with
an emphasis on larger studies and long-term
follow-up, which will ultimately give us
more clinically relevant data regarding both
the safety and efficacy of these medications.”

(Reference committee hearings are held
prior to the convening of the House of Del-
egates and offer an opportunity for any
AMA member and invited public repre-
sentatives to voice opinions on all reports
and resolutions brought to the House. On
the basis of testimony heard at the refer-
ence committee, a recommendation is made
to the full house to adopt, amend, or not
adopt those reports and resolutions; a de-
cision is also sometimes made to refer an
item for deliberation to the AMA Board of
Trustees or to an appropriate council.) 

Melvyn Sterling, M.D., an internist and
chair of the CSA, urged adoption of the re-
port during reference committee hearings,
saying the issue was one of the most im-
portant facing physicians who treat chil-
dren and adolescents. 

“As director of an emergency depart-
ment of a university medical center, I have
treated thousands” of people who have
made suicide attempts, Sterling said. “I view
this as one of the most important condi-
tions that we as physicians and a society
have to deal with. We have to deal with sui-
cidality and with the awesome social and
economic impact of depression on our so-
ciety. For us to deny patients access to what
could be the most important medication in
their lives, when the data [about suicide]
are actually equivocal, I think would be very,
very sad.” 

The CSA report summarizes recent reg-
ulatory actions related to the labeling of an-

AMA
continued from page 1

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

There should be a new edition of the Di-
agnostic and Statistical Manual of Mental

Disorders (DSM) each year. The present
DSM has diagnostic criteria last updated in
the early 1990s, with text last updated in the
late 1990s. The clinician turning today to
the DSM-IV-TR does not know whether the
conceptualization of the criteria over the
past dozen years has changed and does not
know the currency of the text. Examples of
the need for diagnostic criteria classification
are in the areas of childhood bipolar disorder
and adult attention-deficit/hyperactivity dis-
order, where DSM-IV-TR is unenlightening.
In addition, disorders have emerged and
grown, such as fetal alcohol syndrome, on
which the DSM-IV-TR is silent.

Some say that the costs of such an en-
deavor would be astronomical and that to
develop each new criterion set would be a
million-dollar project. That is not true. APA
can and should do what other medical spe-
cialties do: have the experts state where the
field is today—not require the development
of new science.

Some say that publishing a new DSM
each year would be seen as a revenue-driven
initiative. That is not true. Each year the
specific changes could be placed on the APA
Web site for those not wanting to buy the
book.

APA does not plan to complete a sub-
stantial revision of the DSM until about
2012. We should not assume that the growth
of knowledge in psychiatry is so minimal
that we are justified in waiting until then.

ROGER PEELE, M.D.
Rockville, Md.

MARYAM RAZAVI, M.D.
Washington, D.C.

Darrel Regier, M.D., M.P.H., responds. He is
director of APA’s Division of Research and ex-
ecutive director of the American Psychiatric In-
stitute for Research and Education.

The possibility of developing a process

More Frequent DSM
Updates Recommended

for more frequent updates of the DSM has
been discussed with APA’s Committee on
Psychiatric Diagnosis and Assessment and
the Board of Trustees on several occasions
over the past two to three years. Models for
such updates are the AMA’s CPT procedure
codes, APA’s practice guidelines, and the Na-
tional Center for Health Statistics’ ICD-9-
CM annual updates of diagnostic codes.
These organizations and agencies have es-
tablished a permanent infrastructure to sup-
port regular reviews of emerging medical
procedures, the clinical trials and other re-
search bases to support treatment modifica-
tions, and proposals from the scientific com-
munity for changes in diagnostic names or
code numbers. However, modifications of
explicit diagnostic criteria in the DSM-III,
DSM-III-R, DSM-IV, and DSM-IV-TR have
not been made between revisions because of
the absence of a credible, established scien-
tific review structure and because of a concern
that each change could have significant im-
pacts on national and international research
studies, which include the clinical trials that
lend support for treatment guidelines. 

The Division of Research is currently
reviewing the research base for modifying
diagnostic concepts and criteria in DSM-
V with a $1.2 million grant from the Na-
tional Institutes of Health. At the same time,
we are examining alternatives both for mod-
ifying the text more frequently to reflect
new associated features and for consider-
ing changes in the criteria for individual
disorders when substantial scientific evi-
dence supports such changes. ■

treatment refusal,” he said, drawing from
his random sample of psychiatrists in North
Carolina, where PADs have been author-
ized since 1997.

Responses from the psychiatrists sur-
veyed varied depending on hypothetical cir-
cumstances, said Swartz. Asked if they
would follow a PAD if a patient were con-
cerned about drug side effects, 70 percent
of the doctors said yes. But if the PAD as
written sounded “psychotic,” and the pa-
tient had a history of violence, only 40 per-
cent said they were likely to follow it. Pub-
lic-sector psychiatrists were less positive
about PADs and more certain that they
would have no impact on their practice.

In the end, the value of a PAD may lie
as much in its role as a form of communi-
cation with future clinicians as in the fact
that it is a legally binding document, said
Appelbaum. A purely informational system
does exist in the United Kingdom, he said,
where “crisis cards” serve as nonbinding di-
rectives, telling clinicians in effect: “If I get
in trouble, here’s what helps me. . . .”

Information about psychiatric advance
directives is posted online at <http://
ps.psychiatryonline.org/cgi/content/full/56/
5/592?> and <http://ps.psychiatryonline.
org/cgi/content/full/55/7/751>. ■

personality disorders in a sample.”
Yet assuming that the findings are valid,

Appelbaum said, “they do suggest reason
for caution in recruiting and screening sub-
jects. . . .The authors suggest more intensive
screening for personality disorders, but there
are other solutions too. It may well be worth
experimenting with the recruitment mes-
sage, for example, stressing altruism versus
self-interested motives, to see the effect on
who volunteers. Or more epidemiologically
valid methods of recruiting samples from
the general population might be employed,
rather than relying on newspaper ads.”

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

An abstract of “High Prevalence of Per-
sonality Disorders Among Healthy Volun-
teers for Research: Implications for Con-
trol-Group Bias” can be accessed online at
<www.sciencedirect.com> by clicking on
“Browse A to Z of journals,” then “J,” then
“The Journal of Psychiatric Research.” ■
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knowledge of individual genomic variation
to prevent and cure major mental disorders,
rather than merely manage and treat them. 

“The endgame is individualized care,”
Insel said. “It is not hard to imagine a time
when you would know which person was
at very high risk for schizophrenia, and you
would have the neuroimaging data you
would need to watch a patient very care-
fully. At age 16 when the patient begins to
develop a sleep disturbance and ideas that
are even stranger than those of his peers,
you would know that this was a patient with
whom you would want to intervene.”

He asked, “Why aren’t we thinking
about preventing the first break and put-
ting together the kind of science that we
need to do that?” 

Information about the International
HapMap Project is posted online at
<www.hapmap.org/>. ■

tidepressants and their use in children and
adolescents; evaluates the apparent safety
and efficacy of antidepressants, particularly
the SSRIs in children and adolescents; and
reviews the evidence on whether these drugs
may have a causal role in the emergence of
suicidality or other harmful behavior dur-
ing treatment.

The report concludes with four recom-
mendations:

• That SSRIs should remain available for
use in children and adolescents, including
unlabeled uses, subject to the exercise of
prudent clinical judgment and development
of clinical guidelines for treatment. Cur-
rent clinical evidence indicates that fluox-
etine is an effective SSRI in children and
adolescents with major depressive disorder,
the report states. 
• That the AMA urge the Food and Drug
Administration (FDA) to ensure that stud-
ies conducted by sponsors in pursuit of pe-
diatric exclusivity be adequately designed
and of sufficient duration to answer clini-
cally relevant efficacy and/or safety ques-
tions that have evolved in a particular ther-
apeutic area. 
• That the AMA recognize that the cur-
rent product labeling (package insert) of
antidepressant drugs, including the black-
box warnings, is a precautionary statement

intended to reinforce the need for careful
monitoring of patients with depression and
other psychiatric disorders during the ini-
tiation of treatment. This product label-
ing should not be interpreted in a way that
would decrease access for patients who
may benefit from these drugs, the report
states.
• That the FDA evaluate the impact of la-
beling changes it mandates for antidepres-
sants, including the black-box warnings and
patient medication guide on treatment pat-
terns, patient compliance, and patient access. 

In related action, the House of Dele-
gates adopted, without debate, a second res-
olution put forward by APA and AACAP
that asks the AMA to endorse efforts to train
additional qualified clinical investigators in
pediatrics, child psychiatry, and therapeu-
tics to conduct studies related to the effects
of psychotropic drugs in children, adoles-
cents, and young adults. 

That resolution also asks the AMA to
promote efforts to educate physicians about
the appropriate use of psychotropic med-
ications for children, adolescents, and young
adults.

More information about these and other
actions taken at the AMA’s 2005 annual
meeting are posted online at <www.ama-
assn.org/ama/pub/category/14887.html>. ■
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stitutes in the Philadelphia area.
Solomon described supported educa-

tion as a “burgeoning” field and said she
knew of only about 30 across the country.
“It was once thought that people with men-
tal illness were incapable of holding down
a job,” a notion that proved incorrect with
the advent of supported-employment pro-
grams. “Supported education is the next
step,” she said.

Mark Selzer, Ph.D., who helped develop
Education Plus with Solomon, said he be-
lieves that supported-education programs
are essential to professional advancement
for those with serious mental illness. 

Selzer is director of the UPenn Collab-
orative on Community Integration, which
promotes community integration for peo-
ple with mental illness, and an assistant pro-
fessor of psychiatry at the University of
Pennsylvania School of Medicine. 

“Instead of viewing mental illness as the
primary source” of problems with job at-
tainment and/or career advancement, he
said, “we need to look at other things that
may hamper professional success.” 

Selzer noted that research has demon-
strated that people with serious mental ill-
ness have lower educational levels than the
general population, and “we know that ed-
ucation is probably the number-one factor
in obtaining employment for anyone.” 

“A good number of people with serious
mental illness do have the ability to return
to college and reach their educational goals
with the right supports,” he said. 

Information about Horizon House and
its programs is posted online at
<www.hhinc.org>. ■

(W.Va.), blamed the impact of federal and
state tax cuts for the depletion of revenue
needed for Medicaid, according to the Web
site <www.kaisernetwork.org> on June 16.

Lizbet Boroughs, deputy director of gov-
ernment relations in APA’s Department of
Government Relations (DGR), said that
DGR agreed with Families USA’s assess-
ment that the NGA proposal is a mixed bag.

“We remain concerned with the NGA’s
emphasis on closed formularies but are
somewhat heartened by its discussion of
medically fragile populations and improv-
ing care coordination since many adults
with severe and persistent mental illness
may benefit from such coordination,” she
commented. 
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accommodations can be made for Educa-
tion Plus students, she added. 

“I’ve seen students’ self-esteem improve
a great deal” since starting with Education
Plus, Centanni said. 

Students in the program have met re-
quirements for honor roll and the dean’s
list, she noted. After graduating, some have
become emergency medical technicians, in-
surance agents, and personal trainers, for
instance. 

Students Benefit From Social Support
Some students may have trouble form-

ing friendships on campus or feel as though
they can’t fit in with their classmates, Cen-
tanni said. 

They and others are encouraged to at-
tend a peer support group for Education
Plus students held each week during the
school year. “It’s not a therapy group,” Cen-
tanni emphasized, but “a place where stu-
dents can meet others who face similar dif-
ficulties. . . . It’s also a friendship network.” 

The majority of Education Plus students
are in their late 20s, but the age range is
wide. 

Since the program began 2002, more
than 60 students have received supported-
education services, and about 30 are cur-
rently participating.

Most are seeking associate degrees from
the Community College of Philadelphia.
Other students have enrolled at Temple
University, Drexel University, DeVry Uni-
versity, LaSalle University, and career in-

FAQ in the section headed “Note (Attach-
ment I).” One of the five exceptions listed
is of particular interest to the mental health
community. The note states that “all for-
mularies must include either escitalopram
[Lexapro] or citalopram [Celexa].”

CMS states that the list of exceptions
should not be viewed as a list of exclusions
and that each PDP’s Pharmacy and Ther-
apeutics Committee will have the final say
on whether the plan covers only escitalo-
pram or citalopram, or both.

Choice Sparks Concern
In the FAQ document posted on June

15, CMS did not explain why formularies
are directed to include escitalopram or
citalopram, but not both. However, a ver-
sion of the FAQ posted on June 10 stated,
“Either escitalopram or citalopram may be
left off formularies since escitalopram is the
component of citalopram that is responsi-
ble for the antidepressant effect.”

Pharmacologically, the agency is correct
about escitalopram’s antidepressant effect.
Escitalopram, which was developed by For-
est Laboratories as a successor to citalo-
pram, contains half of the active ingredient
found in the older product. The active in-
gredient occurs as nearly identical chemi-
cal isomers, which exist as mirror images of
one another. Escitalopram—designated
chemically as “S-citalopram”—is the half
thought to be responsible for the medica-
tion’s antidepressant effect. However, citalo-
pram is roughly half S-citalopram and half
R-citalopram. The R-isomer, which does
not have antidepressant effects, is thought
to interfere somewhat with the S-isomer’s
beneficial effects. In addition, the R-isomer

is thought to be responsible for many of the
adverse effects of citalopram. By eliminat-
ing the R-isomer from the parent com-
pound, Forest aimed to produce a better
tolerated and more effective antidepressant.

Coalition Still Concerned
After reviewing the FAQ posted on June

10, mental health advocacy organizations,
including APA, the National Alliance for the
Mentally Ill, the National Mental Health
Association, and the Treatment Effective-
ness Now Project, brought their concerns
to CMS. They fear that PDPs will choose to
cover the less-expensive generic citalopram
over escitalopram, which is available only as
the Lexapro brand, despite the fact that the
two drugs are not interchangeable, phar-
macologically or therapeutically.

The final FAQ eliminated the sugges-
tion that the two drugs are therapeutically
interchangeable and noted that all formu-
laries had to include only one.

Overall, the policy as stated in the FAQ
appears to ensure broad access to nearly all
psychotropic medications through the
PDPs approved by CMS to participate in
Medicare Part D, noted Irvin L. “Sam”
Muszynski, J.D., director of APA’s Office
of Healthcare Systems and Financing. The
policy also appears to protect patients who
are now covered under Medicaid and will
transition to Part D on January 1, 2006, by
ensuring that their existing medications will
continue to be covered—even escitalopram. 

Muszynski added, however, that it re-
mains to be seen whether patients who are
prescribed escitalopram for the first time
after January 1, 2006, will be able to get it
through their PDP.

“The policy expressed in the CMS
guidance and clarified in the FAQ docu-
ment clearly represents a major step for-
ward in ensuring continuity of care for

Medicare
continued from page 1

In related news, Sen. Gordon Smith (R-
Ore.) declined an invitation from Senate
Majority Leader Bill Frist (R-Tenn.) to par-
ticipate in a commission established by
Michael Leavitt, secretary of Health and
Human Services, to make recommenda-
tions about ways to reduce Medicaid spend-
ing.

Smith spearheaded the effort to estab-
lish a commission to study Medicaid before
making program cuts. Democratic legisla-
tors had already refused to participate in
the commission after Leavitt announced
that he would appoint the 15 voting mem-
bers and that the eight members of Con-
gress on the commission would serve only
in nonvoting advisory positions. 

“Medicaid Reform: A Preliminary Re-
port” and related Congressional testimony
are posted at <www.nga.org>. ■

dual-eligible patients transitioning to the
new benefit,” Muszynski said. “The pol-
icy generally reaffirms the position APA
and our partners. . . have been strongly
advocating from the beginning: that [in-
dividual medications within the antide-
pressant and antipsychotic classes] are not
therapeutically interchangeable. We re-
main concerned, however, about how to
interpret certain parts of the guidance

[that] continue to appear problematic.”
Muszynski and the staff in APA’s Divi-

sion of Advocacy are continuing to moni-
tor and analyze CMS’s developing policies
regarding the implementation of Part D.

The CMS FAQ document can be ac-
cessed online at <http://questions.cms.hhs.
gov/cgi-bin/cmshhs.cfg/php/enduser/std—
alp.php> by searching on the word “anti-
depressants.” ■

cent of those receiving 15 mg aripiprazole,
and 69 percent in those receiving lorazepam.

The most common adverse events seen
with aripiprazole were nausea, headache,
dizziness, and somnolence. The most com-
mon adverse events seen with lorazepam
were sedation, dizziness, and somnolence.

APA 2005: NR 275; Funding: BMS/Otsuka

• Lamotrigine alone may be as effective as
lamotrigine combined with other psy-
chotropics in stabilizing patients with bipo-
lar disorder who are in a depressive
episode, reported Beth Bentley, Pharm.D.,
of GlaxoSmithKline. 

Data from two eight- to 16-week open-
label phases of two long-term lamotrigine
maintenance trials were combined. Of the
1,305 patients in the combined trials, 897
had depressive symptoms.

In the first study, 161 patients received
lamotrigine as monotherapy. In the sec-
ond study, 736 patients received lamot-
rigine plus other psychiatric medications
(most commonly antidepressants). Com-
pared with patients who received lamot-
rigine as adjunctive therapy, patients who
entered the clinical trial on no medication
and received only lamotrigine experienced
statistically significantly greater rates of
stabilization and improvement in scores
on the Hamilton Rating Scale for De-
pression. In addition, none of the
monotherapy patients exhibited signs of
switching to mania.

APA 2005: NR 306; Funding: GSK

• Olanzapine/fluoxetine combination
(OFC) produced significantly greater im-
provement in patients with bipolar depres-
sion in overall severity of illness, depres-
sive symptoms, and manic symptoms
compared with lamotrigine therapy in pa-
tients with bipolar depression, reported Paul
Keck Jr., M.D., of the University of Cincin-
nati and colleagues at Eli Lilly. 

During the acute phase of a randomized,
double-blind comparator study, 410 pa-
tients were randomly assigned to either
OFC or lamotrigine. The OFC group saw
greater improvement on average across the
seven-week acute phase of the study (as
measured by Clinical Global Impres-
sion–Severity scores). In addition, the OFC
group had greater improvement on the
Montgomery-Asberg Depression Rating
Scale, Global Assessment of Function Scale,
and Clinical Global Impressions–Im-
provement Scale.

Significantly more patients treated with
OFC reported somnolence, increased ap-
petite, dry mouth, sedation, weight gain,
and tremor. Those taking lamotrigine re-
ported significantly higher rates of serious
adverse events, such as rash.

APA 2005: NR 376; Funding: Eli Lilly

• Olanzapine, quetiapine, and risperi-
done are not significantly different from
one another with respect to patients’ self-
reported levels of function and overall
measures of health-related quality of life,
reported Krishnan Ramaswamy, Ph.D., of
Janssen Medical Affairs and colleagues. 

The researchers used the Short Form-8
Health Survey to measure mental and phys-
ical health status, including a wide array of
adverse effects, and the Psychological Gen-
eral Well-Being Scale to measure patient
functioning. There were 240 subjects (81
taking olanzapine, 95 quetiapine, and 64
risperidone). 

Patients taking any of the three experi-
enced sedation and decreased libido at vary-
ing rates; however, the differences were not
statistically significant. Only two adverse
events, insomnia and concentration diffi-
culties, were statistically significantly dif-
ferent between the three drugs. There were
no statistically significant differences in over-
all quality of life or functioning between the
three groups of patients.

APA 2005: NR 394; Funding: Janssen
Medical Affairs ■
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