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D isturbing reports about the impact
of Michigan’s newly instituted drug
formulary for Medicaid patients are

beginning to surface.
Last year a committee of physicians and

pharmacists chose so-called best-in-class
drugs in 40 categories covering a range of ill-
nesses across all of medicine. The formulary
policy stipulated that if a physician wanted
to prescribe a drug not on the list, he or she
must “call a state technician and get ap-
proval,” which would be granted only if the
drug was considered “medically necessary.”

The effort was budgeted to generate $42
million annually in savings, which were pro-
jected to result from supplementary rebates
extracted from pharmaceutical companies
in return for a place for their medications
on the preferred drug list (Psychiatric News,
June 21, April 19).

On April 22 the Mental Health Associ-
ation of Michigan (MHA of Michigan) and
the Michigan Association for Children with
Emotional Disorders (MACED) established
a toll-free hotline to receive patient and
provider complaints about the program.
During its eight weeks of operation, the
hotline received 455 calls.

The hotline, which was funded by Pfizer
Inc., was also supported by the Michigan

Partners for Patient Advocacy. The Michi-
gan Psychiatric Society (MPS) is one of the
members of that coalition. 

Mark Reinstein, president and CEO of
the MHA of Michigan, told Psychiatric News,
“Many patients have experienced dangerous
medication delays and/or been switched off
drugs on which they were stable. Physicians
and other medical professionals are incur-
ring tremendous expense to deal with the
new layers of bureaucracy and problems
that have been created.”

He also pointed out that funds were
available to publicize the hotline only in a
limited geographic area, so the number of
reports of problems likely were skewed
downward. The hotline was not publicized
in Detroit because of cost constraints.

Three hundred and sixty calls came from
patients or family members of patients. Of
these calls, 66 percent reported medication
delay, denial, or switching with negative
consequences. 

Examples of problems cited in an MHA
report summarizing data from the hotline
include subsequent hospitalization, forced
switching to a product causing allergic or
other negative reaction, period of time with-
out medication, and lack of continuity in

AMA Warns of
Mental Health
Consequences 
Of Bullying
A landmark report from the AMA
asks all physicians to probe for
signs and symptoms of bullying
in America’s youth, calling the
problem complex, significant,
and serious.

Patients Paying Price for
Medicaid Savings Scheme
Psychiatrists and mental health professionals are beginning to iden-
tify the hidden costs to patients and doctors of the Medicaid drug for-
mulary program in Michigan.

BY KATE MULLIGAN

A t the June meeting of the American
Medical Association’s (AMA) policy-
making body, the House of Dele-

gates, an unprecedented report was ap-
proved recognizing bullying as “a complex
and abusive behavior with potentially seri-
ous social and mental health consequences
for children and adolescents.”

The report, presented to the House by
the AMA’s Council on Scientific Affairs
(CSA), is in response to a request by the
American Academy of Child and Adoles-
cent Psychiatry (AACAP) and the Ameri-
can College of Preventive Medicine, along
with the support and endorsement of APA
and the AMA Section Council on Psychi-
atry, that the AMA study the troubling sub-
ject.

Carolyn Robinowitz, M.D., a former
APA deputy medical director, is a member
of the CSA and cowrote the report on bul-

BY JIM ROSACK

please see Medicaid on page 29
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please see Bullying on page 28

While fewer teens are contemplating suicide
compared with a decade ago, the percentage
is still quite high at 19%. In addition, more
teens are engaging in behaviors that are
harmful to their health. See story on page 17.

“see” references appear
on pages 4,15,17,28
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M.D.s May Soon Be Free of
Current E&M Guidelines
An APA expert applauds a government advisory committee’s recom-
mendation to drop the burdensome E&M coding guidelines.

Ten years of making—and re-
making—the federal gov-
ernment’s guidelines for how
physicians must document
“evaluation and manage-

ment” of patients for Medicare payment
could be unmade entirely. 

That’s if the government heeds its own
broad-based advisory committee on regu-
latory reform urging that the “E&M” doc-
umentation guidelines be scrapped. 

The Department of Health and Human
Services (HHS) Advisory Committee on
Regulatory Reform recommended dump-
ing the guidelines at a recent meeting in
Denver. The 21-member committee has
five physicians, including Nancy Nielsen,
M.D., vice speaker of the AMA’s House of
Delegates, as well as administrators of the
Centers for Medicare and Medicaid Ser-
vices (formerly the Health Care Financing
Administration).

The recommendation awaits action by
HHS Secretary Tommy G. Thompson.

The guidelines for evaluation and man-
agement of patients are part of the gov-
ernment’s resource-based relative value scale
for determining physician payment under
the Medicare program and have been the
object of heated controversy. Physician
groups hailed the recommendation as long
overdue.

“The AMA has repeatedly informed
HHS and the Regulatory Relief Advisory
Committee that physicians identify E&M
documentation guidelines as the single,
largest paperwork burden imposed by the
Medicare program,” the AMA said follow-
ing the committee’s recommendation. 

Chester Schmidt, M.D., chair of APA’s
Committee on RBRVS, Codes, and Reim-
bursement, echoed that view. 

“This is a very positive development,”
he said. “The reason this panel is backing
off is the very intense pressure that has been
brought to bear to change the documenta-
tion requirements. Physicians believe that
the guidelines are not clinically relevant and
that they are merely a means for the gov-
ernment to do audits and to find fault, re-
sulting either in civil or criminal actions
[against doctors] because of documentation
deficiencies.”

Schmidt added, “The outcry from all
specialties has consistently been that the
E&M coding guidelines are not clinically
relevant, are onerous, and impose on physi-
cians extra paperwork for which there is no
reimbursement.” 

Psychiatrists use the E&M codes for in-

BY MARK MORAN

patient and partial hospitalization, consul-
tation, nursing home visits, and some of-
fice visits. Especially controversial are the
guidelines for determining the level of
“medical decision making,” which is one of
the three E&M components, along with
history taking and examination. The guide-
lines for that component use a four-by-four
grid designed to produce a numerical ap-
proximation of medical decision making. 

Schmidt has called the system so com-
plex “it bears no resemblance to the actual
practice of medicine.”

Douglas L. Wood, M.D., chair of the
advisory committee and a physician at the
Mayo Clinic, summed up the view that the
decade-long effort to revise or improve the
guidelines has been exhausted.

“The documentation guidelines that
have been used are unworkable, and I
think 10 years of effort to try to find one
that works is a pretty strong statement
that there is something fundamentally dif-
ficult or fundamentally impossible about
trying to create documentation guidelines
for evaluation and management services,”
Wood said, according to transcripts of the
advisory committee meeting in Denver. 

“The fact that no other commercial in-
surer uses them should be a pretty strong
statement that they’re probably not appli-
cable anyway,” Wood said. “And indeed,
there is now and has been an adversarial
environment that’s based on fraud and abuse
actions and the actions of Medicare carrier
medical directors.”

The transcript of the Denver meet-
ing is posted on the Web at <www.
regreform.hhs.gov/sacrr5_16.htm>. ■

Government News
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from the president
Building Alliances 

BY PAUL APPELBAUM, M.D.

please see From the President on page 29

W hat’s the best strat-
egy for achieving
our advocacy

agenda? How do we get fed-
eral parity legislation, stop
psychologist prescribing,
and increase funding for psy-
chiatric services? No matter
how active our members are
or hard working our staff,
these are not things that we
can accomplish on our own.
We need allies. 

Fortunately, there are other groups that
share our interests in protecting the men-
tal health and improving the psychiatric
care of the citizens of the United States.
The best allies, though, are often found
closest to home. In our case, the first place
we ought to look is to the rest of organized
medicine. The American Medical Associ-
ation, state medical societies, and other spe-
cialty groups have been invaluable collab-
orators with us over the years on countless
advocacy efforts. And we need their help
now more than ever.

These thoughts come in the wake of my
visit, a few weeks ago, to the AMA’s annual
House of Delegates meeting in Chicago
(Psychiatric News, July 19; see related story
on page 1). I accompanied the Section
Council on Psychiatry, composed of dele-
gates and alternates from APA and the
American Academy of Child and Adoles-
cent Psychiatry, soon to be joined by a del-
egate from the American Academy of Psy-
chiatry and the Law. As other psychiatric
subspecialty organizations (several of which
are members of an AMA-related specialty

society group) reach ap-
propriate levels of AMA
membership among
their own members,
they too will be entitled
to representation and
may apply for seats in
the House of Delegates.
There is also a Psychi-
atry Caucus, compris-
ing all AMA delegates
and alternates who are
psychiatrists, many of

whom represent their state medical soci-
eties or other specialty organizations. 

In some medical venues, psychiatrists
may feel out of the mainstream, though I
think that unfortunate phenomenon is be-
coming less common as we draw closer to
our medical roots. At the AMA meeting,
however, psychiatry is in the thick of things.
Our delegation, led by Jay Scully, M.D., is
large and influential, and has worked hard
over the years to build bridges and win al-
lies among other delegate groups. Thus,
this meeting saw the House of Delegates
reassert its rejection of psychologist pre-
scribing and urge all state and specialty
groups to form a common front against psy-
chologists’ legislative efforts. As delegates
expressed their concern about the bureau-
cratic burdens that will derive from the rules
embedded in the new HIPAA regulations
on medical privacy and data transmission,
they nevertheless—at APA’s urging—reaf-
firmed their commitment to the principle
of maintaining the confidentiality of med-
ical treatment. These examples represent
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ing. He is a cosponsor
of HR 3215. 

Guschwan com-
mented that other
measures are needed
to combat the prob-
lem of pathological
gambling including
public education,
prevention strate-
gies, and funding for
treatment. “A 1985
study found that for
every dollar spent
on treatment of
pathological gam-
bling, the benefit to
society was $20,”
said Guschwan.

The National Council on Gambling re-
ported in 1993 that there were more than
13,000 treatment programs for alcoholism
but only 100 treatment programs for patho-
logical gambling. 

The APA Advisory on Internet Gambling
is posted on the APA Web site at <www.
psych.org/news_stand/internetgambling
advisory11601.pdf>. The FTC consumer
alert on online gambling is posted on the
FTC Web site at <www.ftc.gov/gamble>.
The 1999 National Gambling Impact
Study Commission Report “The Gambling
Debate” is posted at <www.umc-gbcs.org/
csasep992.htm>. ■

were easy to [access]. In addition, some sites
posted warnings that underage gambling is
illegal, but the warnings were in fine print
or hidden from view,” said Muris.

Most of the sites the FTC surveyed were
operated from servers outside the United
States, thus evading federal and state regu-
lations, said Muris. He added that every state
has laws barring minors from gambling. 

Internet gambling differs from other
forms of gambling because there are few, if
any, regulations to assure the fairness of
games or establish the responsibility of
game operators. There is no control on the
hours of availability, age of participants, or
type of games offered, according to the 2001
APA Advisory on Internet Gambling, which
was developed by the committee that
Guschwan chairs. 

With online gambling, “an unscrupu-
lous operator can merely close down a site
or move its base to another country,” the
advisory states.

The FTC plans to work with the gam-
bling industry’s trade organization to en-
courage its members to block online access
to minors and curtail advertising to them,
said Muris. “We have taken a similar ap-
proach in working with the alcohol, to-
bacco, and entertainment industries to pro-
tect children from being exposed to harm-
ful products and advertising.”

He also released the FTC consumer alert
“Online Gambling: A Bad Bet for Kids” to
educate parents and children about the dan-
gers of online gambling. An estimated 1
million adolescents between the ages of 12
and 18 may be pathological gamblers, ac-
cording to the National Gambling Impact
Study Commission 1999 Report.  

To meet the DSM-IV criteria for a patho-
logical gambling disorder, five or more of the
following 10 symptoms must be present:

Hundreds of gambling sites
operate on the Internet to
which teenagers can gain
access. Restricting this ac-
cess to Internet gambling

is essential to reduce the risk of exposure
to gambling, especially for young children,
warned experts at a Federal Trade Com-
mission (FTC) briefing on online gambling
held in June on Capitol Hill.

Responding to the same issue, the House
Judiciary Committee passed a bill (HR
3215) to combat illegal gambling on the In-
ternet in June (see box). 

Adolescents use the Internet more than
any other age group, and recent studies have
found that about 3 percent of adolescents and
8 percent of college students have gambled
on the Internet, according to the National
Council on Problem Gambling. The term
“problem gambling” refers to pathological
gambling and gambling-related problems.

In addition, regular or heavy Internet
users are more likely to participate in In-
ternet gambling than infrequent users, said
Marianne Guschwan, M.D., chair of the
APA Committee on Treatment Services for
Patients With Addictive Disorders, at the
FTC briefing.

Web sites geared to adolescents that fea-
ture adventure, sports, and action figures
often advertise online gambling sites with
direct links to Web sites. “Many gambling
sites entice young people with offers of ‘free-
bies’ and other supposed discounts to get
them started on gambling,” said Guschwan.

The FTC conducted an informal survey
of more than 100 gambling and nongam-
bling Web sites at the request of Congress
about a year ago, said FTC Chair Timothy
Muris at the briefing. “It was easy for us to
enter online gambling sites. Sites that at-
tempted to prevent minors from entering

• Preoccupation with gam-
bling-related thoughts, plans,
or activities.
• Need to gamble with in-
creased sums to produce the
desired excitement.
• Restlessness or irritability
when attempting to cut down
or stop gambling.
• Gambling to escape from
problems or relieve an unde-
sired mood such as helplessness,
guilt, anxiety, or depression.
• After losing money gam-
bling, often returning to try to
win it back.
• Lying to conceal gambling
activities or consequences.
• Committing illegal acts to
finance gambling.
• Jeopardizing or losing a significant rela-
tionship, job, or educational or career op-
portunity because of gambling.
• Relying on money from others to relieve
a desperate gambling-related financial sit-
uation.
• Having made repeated unsuccessful at-
tempts to control, cut back, or stop gambling.

“Just as with traditional forms of gambling,
online gambling can result in addiction, bank-
ruptcy, divorce, crime, and suicide—the costs
of which must ultimately be borne by soci-
ety,” said Rep. Frank Wolf (R-Va.) at the brief-

Internet Gambling Alarms
Addiction Experts, Government
An addiction expert urges the federal government to regulate Internet
gambling, educate the public about its potential harm, and invest in
treatment, while a congressional committee approves a bill that
would ban Internet gambling.

government news

Marianne Guschwan, M.D.:
“Many gambling sites entice
young people with offers of
‘freebies’ and other supposed
discounts to get them started on
gambling.”

BY CHRISTINE LEHMANN

Congress Attacks Web Gambling

The House Judiciary Committee voted 18-12 to pass the “Combatting Illegal Gambling Re-
form and Modernization Act” in June. HR 3215 would prohibit gambling businesses from
operating Web sites if they are located in a state or nation other than that of the bettor.

Gambling Web sites would be required to verify that the person placing the bets is not a
minor and resides in the same state as their business, according to the legislation.

Gambling enterprises located on Native-American tribal lands that are licensed for gam-
bling under the Indian Gaming Regulatory Act would be exempt.

Rep. Robert Goodlatte (R-Va.) introduced the bill last year, which updates the 40-year-
old Interstate Wire Act to encompass online lotteries and other games of chance.

“Illegal gambling on the Internet has expanded into a lucrative business that drains bil-
lions of dollars out of the U.S. economy every year and costs tens of thousands of jobs,”
said Goodlatte in a press release. “Illegal gambling sites evade existing gambling laws by
operating off shore, providing a nearly undetectable harbor for criminal enterprises.”

The Federal Communications Commission (FCC) would be charged with enforcing the
law. Violators could be fined and or imprisoned for up to five years. The FCC could obtain a
court order against banks and credit-card companies to force them to stop working with ille-
gal gambling enterprises that accept bets across state or national lines, the legislation says.

Web sites could also be ordered to stop working with illegal gambling enterprises and
remove banner advertisements of illegal online gambling sites.

As of July 10 the bill had 155 cosponsors in the House, which is short of the 218 votes
needed to pass the House.

The text and status of HR 3215 can be accessed on the Web at
<http://thomas.loc.gov> by searching on the bill number, HR 3215.

Supervising Sex Offenders Will
Prevent Recidivism, Congress Believes
Judges would have greater leeway in deciding how long a sex offender
should be supervised under a bill passed by the House of Represen-
tatives in June.

are troubling because they “establish a non-
medical definition of what purports to be
a clinical condition without regard to sci-
entific and clinical knowledge. In doing so,
legislators have used psychiatric commit-
ment to effect nonmedical societal ends that
cannot be openly avowed.”

The APA task force was created and
the report developed in response to a 1997
Supreme Court ruling (Kansas v. Hen-
dricks) that said it is legal for states to com-
mit sex offenders to psychiatric hospitals
once they have completed prison sen-
tences if state officials believe they are a
continuing danger to the community. No
finding of a DSM-IV psychiatric disorder
was required for such a commitment. By
1999, several states had joined Kansas in
enacting such laws, often called “sexual
predator” statutes.

The Court’s majority was unswayed by
arguments made by APA and other organ-
izations that such forced commitments were
inappropriate since the convicted sex of-
fenders covered by the laws do not neces-
sarily suffer from a treatable psychiatric dis-
order. APA insisted that if states want the
option of continuing confinement for dan-
gerous sex offenders, they should pass laws
increasing prison sentences rather than
dumping these individuals in a mental
health system that is already overburdened
and unprepared to treat them.

The House bill was referred to the Sen-
ate Judiciary Committee, which as of July
15 had not taken it up. 

The text of the bill can be accessed on
the Web at <http://thomas.loc.gov> by
searching on the bill number, HR 4679. ■

Sex offenders could be required to be
supervised for a lifetime if a bill passed
by the House of Representatives in

June is enacted.
The Lifetime Consequences for Sex

Offenders Act of 2002 would allow fed-
eral judges to impose supervision terms on
sex offenders once they are released from
prison that are longer than the five-year
maximum supervision time judges can im-
pose now.

Rep. George Gekas (R-Pa.), who intro-
duced the bill, said in a press release, “This
is a common-sense measure aimed at pro-
tecting potential victims of sexual preda-
tors. The high rate of recidivism among sex
offenders makes this legislation a necessary
tool in protecting the innocent from repeat
criminals.”

The judges with whom Gekas said he
spoke on the issue “expressed grave con-
cern about releasing serious sex offenders
without the ability to check on their
progress,” he indicated.

Howard Zonana, M.D., former chair of
APA’s Commission on Judicial Action and
editor of a 1999 report by the APA Task
Force on Sexually Dangerous Offenders,
commented to Psychiatric News, “Studies
have shown that increasing sex offenders’
supervision can have some impact on re-
cidivism, but it also depends on the extent
of the supervision and whether treatment
is also provided. Many programs require
treatment and supervision now.”

The task force’s report condemns these
civil commitment statutes and the motiva-
tion behind them. It points out that “their
broad definitions of mental abnormality”
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Abill to renew a state-operated
program that puts interna-
tional medical graduates
(IMGs) in underserved areas
passed the House of Repre-

sentatives in June. In mid-July, the bill, HR
4858, was pending before the Senate Judi-
ciary Committee.

More than 20 million Americans live
in areas where there are not enough physi-
cians to meet their medical needs, said Rep.
Jerry Moran (R-Kan.), the bill’s chief spon-
sor, in a press release. “Enactment of this
bill would clear the way for nearly 1,400
new doctors to practice in our nation’s rural
and underserved communities,” said
Moran.

Forty-six states participate in the J-1
visa program, which was established in
1993. Each participating state can recruit up
to 20 IMGs who complete residency train-
ing in their state to practice in underserved
areas for at least three years. In exchange
for agreeing to serve, the IMG physicians
are eligible for a waiver of the J-1 visa re-
quirement that they return to their home
country after they complete their residency
for two years before they can seek to return
to this country. 

Chowallur Chacko, M.D., a member of
APA’s Committee of International Medical
Graduates, reacted positively to the passage
of the bill in the House. “Communities with
shortages of psychiatrists benefit from the
program, and IMGs benefit by having the
option to remain in this country after res-

waiver program, citing increased security
concerns following September 11 and “a
lack of authority to conduct adequate back-
ground checks on applicants” (Psychiatric
News, May 17).

Moran and congressional colleagues
from rural states protested the USDA’s ac-
tion in March. In April the USDA reversed
its decision temporarily and processed the
86 pending applications, according to the
USDA.

In the meantime, Moran has been meet-
ing with a federal interagency task force in-
cluding the INS, State Department, and
USDA to resolve how the J-1 visa applica-
tions will be handled in the future, accord-
ing to Moran’s legislative assistant, Kim-
berly Rullman. As of July 10, no decision
had been announced.

HR 4858 can be accessed on the Web at
<http://thomas.loc.gov> by searching on
the bill number. ■

idency training. Most IMGs would rather
practice in the United States because the
opportunities for employment are better
here than in their home country, and their
families benefit,” said Chacko in an inter-
view. 

Moran’s bill would renew the state-op-
erated program, which expired on May 31,
retroactively for an additional two years. It
would also increase the number of IMGs

that states can recruit to 30.  
James Scully, M.D., chair of the APA

Committee on Workforce Issues, applauded
the House passage of the bill.  But it is “only
a stopgap measure given the widespread
lack of access to affordable health care in
many states. More measures need to be im-
plemented, including parity and programs,
that forgive medical student loans in ex-
change for service,” Scully told Psychiatric
News.

The states in the J-1 visa-waiver pro-
gram submit applications on behalf of IMGs
to the U.S. Department of Agriculture
(USDA), which recommends them for a
waiver to the Department of State. The
Immigration and Naturalization Service
(INS) grants the waivers and notifies the
states, according to a USDA fact sheet.

Just two weeks after the September 11
attacks, however, the USDA abruptly
stopped recommending IMGs for the

House Renews IMG
J-1 Visa-Waiver Program
The House of Representatives cleared a bill in June to renew J-1 visas
for IMGs who finish residency training and agree to practice for three
years in underserved areas. 

government news

BY CHRISTINE LEHMANN
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Parish plans to embark
on another fellowship in
the fall—this time in foren-
sic psychiatry at Tulane
University. She said she
also hopes to finish her
master’s degree in public
health by December. 

“After my fellowship,
I hope to return to Wash-
ington to work in health
policy—in particular, I
hope to work on public
and international health
care issues,” Parish said.

“I have been honored
to spend six months

learning more about the political system,
and I hope to be able to help other doctors
understand what I learned. I feel it is im-
portant for doctors to be involved. The
health of America depends on it.” ■

ice system.” Parish also conducted research
for more than 20 bills related to women’s
health while on the Hill. The bills, still in
committee, included components on breast
cancer and domestic violence, for instance.

Parish also attended a number of con-
ferences with Senate staff members and in-
terest groups in which she helped to review
the wording of these bills. She said that
meeting with different interest groups pro-

Psychiatry resident Brooke
Parish, M.D., has been able to
put her budding interest in dis-
aster psychiatry to work in a
way that most residents only

dream of.
Parish has spent the past six months on

Capitol Hill sharing her medical and men-
tal health experience with senators and Sen-
ate staff as they work to develop mental
health legislation and get it passed.

Her work on the Hill was made possible
by the American Psychiatric Foundation’s
Daniel X. Freedman Congressional Fel-
lowship. Now in its eighth year, the fel-
lowship pays living and relocation expenses
for senior residents while they work in the
office of a House or Senate member or on
the staff of a health-related committee of
Congress. Fellows typically receive a
$20,000 stipend, and the funds are provided
through the American Psychiatric Foun-
dation and Eli Lilly and Company.

Parish, who is a fourth-year resident at
Tulane University, has been working closely
with Sen. Mike Enzi (R-Wyo.), who is a
member of the Senate Health, Education,
Labor, and Pensions Committee and the
ranking member of the Employment,
Safety, and Training Subcommittee.

“I’ve been treated well on Capitol Hill,”
she told Psychiatric News, “and I only wish
I could stay longer.”

For the most part, Parish has lent her
expertise in public health to politicians
working on the conference report for the
Bioterrorism Preparedness Act of 2001. In
addition, she has advised politicians about
the mental health aspects of bills relating
to Native Americans. 

One such bill, she said, “will allow In-
dian tribes to set their own priorities in pre-
ventative and primary health care, and
streamline their health care delivery serv-

vided her with a multi-
tude of perspectives about
these bills.

Parish said that her
prior experience in public
health and disaster psy-
chiatry had prepared her
well for her work on
Capitol Hill. For in-
stance, she is chair of the
Louisiana State Medical
Society’s Subcommittee
of Disaster and Mass Ca-
sualty Preparedness and
a member of that organi-
zation’s Subcommittee on
Hazardous Materials and
Terrorism Response. 

She advised future Freedman fellowship
awardees to “be enthusiastic, for this is a
great opportunity to see how this country
is run.”

Hill Experience Makes
Resident Want to Do More
One APA member-in-training has been able to help craft mental health
legislation by way of the American Psychiatric Foundation’s Daniel X.
Freedman Congressional Fellowship.

members in the news

Brooke Parish, M.D.: “I’ve
been treated well on Capitol
Hill, and I only wish I could
stay longer.”

BY EVE BENDER
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Sheppard Pratt’s inpatient
days were covered by that
insurance company.

By 1992, when Sharf-
stein became medical di-
rector, the hospital was
awash in a “sea of red
ink.” Sheppard Pratt was
losing $5 million annu-
ally on a budget of $50
million.

“We were closing
units and beds on a regu-
lar basis,” said Sharfstein.
The average length of
stay decreased from 73.5
days to 33 by 1992. The
figure continued declin-

ing until it stabilized at the current figure
of nine days.

Some members of the hospital’s board

2002 annual meeting in Philadelphia.
Sharfstein, who is also an APA vice pres-

ident, traced the history of an institution
that upon his arrival in 1986 was wedded
to the value of long-term hospitalization
for patients with serious mental illness. The
average length of stay at Sheppard Pratt
then was 73.5 days.

Ninety percent of the hospital’s revenue
came from inpatient care, and 92 percent

of the budget came from
private sources. Coverage
from insurance had ex-
panded during the 1960s
and 1970s and typically
covered all inpatient
charges. For 98 out of the
institution’s 100 years, it
had been profitable.

“No one envisioned
the hurricane that would
result from managed
care,” Sharfstein empha-
sized.

In 1989 Green Spring
Health Services, a behav-
ioral managed care com-
pany, or carveout, that was
later bought by Magellan Behavioral
Health, received a contract to administer
mental health benefits for Blue Cross and
Blue Shield of Maryland. One-third of

Sharfstein Gives Survival Tips
For Troubled Hospitals
Administrative Psychiatry Award winner Steven Sharfstein, M.D., ad-
vises psychiatrists to pay attention to public-sector funding, locating
new customers, and coalition building to ensure institutional survival.

Sheppard Pratt CEO Steven
Sharfstein, M.D., tells an annual
meeting audience how the
institution grew its way out of the
dilemmas posed by managed care.

BY KATE MULLIGAN

Does the psychiatric hos-
pital have a future?,”
asked Steven Sharfstein,
M.D., president and
chief executive officer of

the Sheppard Pratt Health System in Mary-
land.

He gave an affirmative, but guarded, re-
sponse during his delivery of the Adminis-
trative Psychiatry Award Lecture at APA’s

“

please see Sharfstein on page 10
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professional news
Psychiatrists Not Immune 
To Mental Illness—or Stigma
Psychiatrists may be more cognizant than most people of the devas-
tating effects of stigmatizing the mentally ill, but that does not prevent
them from suffering its consequences when they develop a mental
illness.

The stigma attached to men-
tal illness is certainly not an
abstract concept to psychi-
atrists. Their patients deal
with it almost every day.

But psychiatrists can be startled by how
devastating stigma can really be when they
are the ones on the receiving end. 

When those psychiatrists are also mem-
bers of a minority group, coping with and

overcoming the effects of stigma add diffi-
cult, and often unexpected, challenges to
the recovery process.

Three psychiatrists who have endured
stigma from the public as well as their med-
ical colleagues participated in an APA an-
nual meeting workshop cosponsored by the
National Alliance for the Mentally Ill. The
psychiatrists described the anguish they ex-
perienced as they tried to recover from

mental illness and overcome stigmatizing
behavior.

Michelle Clark, M.D., began to experi-
ence some classic symptoms of major de-
pression several years ago after a serious
physical illness, but despite being an expe-
rienced psychiatrist who has treated many
people with depression, she convinced her-
self that her symptoms were not signs that
she needed treatment, but the result of the
stress she was under. 

A psychiatrist colleague at the University
of California, San Francisco, where Clark is
an associate clinical professor and has de-
veloped culture-based treatment programs,
noticed her symptoms and eventually pre-
scribed an SSRI for her, Clark said. She
began to improve. Even after she acknowl-
edged that she was suffering from depres-
sion, her family “remained clueless,” about
what the illness entailed and how some of
her behaviors were manifestations of it. 

It took a long time, Clark emphasized,
but she finally realized that the stigma at-
tached to having a mental illness, added to
the stigma that comes with being African
American in this country, left her in the po-
sition of “colluding with” the stigmatizers.
She came away from the experience with a
vivid picture of how stigma and the result-
ing failure to recognize symptoms that
would have been evident in patients she
treats had slowed her recovery process.

Suzanne Vogel-Scibilia, M.D., is also fa-
miliar with the devastating effects of stigma,
having had bipolar illness so severe since
she was a child that she has had several psy-
chotic episodes. After the birth of her third
child, she told the workshop audience, she
experienced a period of catatonia.

Now medical director of a consumer-
run mental health center in Beaver, Pa.,
Vogel-Scibilia stressed that psychiatrists

who are minority-group members can in
fact confront a triple stigma—that of being
a minority, a person with mental illness,
and, in some communities, a psychiatrist.

She believes that as a psychiatry resident
with a serious mental illness, she also was
stigmatized by supervisors and other resi-
dents. One residency supervisor, she said,
told her that other residents believed she
needed ECT. While that supervisor agreed
that such a response was “probably overkill,”
he advised Vogel-Scibilia to “stay away”
until her symptoms abated and she was no
longer “scaring the other residents,” she
said.

Too many physicians, and particularly
psychiatrists, are convinced they’re im-
mune from mental illness, she said. When
it strikes, an additional source of stigma
often keeps psychiatrists and mental health
professionals from acknowledging it and
getting treatment. That, she stated, is the
belief that many people inside and outside
of medicine harbor that a mentally ill psy-
chiatrist “must have done something to
cause it or isn’t qualified to be a psychia-
trist.” When a clinician is part of a minor-
ity group, it gives people an additional rea-
son to distance that person from other psy-
chiatrists, Vogel-Scibilia suggested, since
it supplies some people with a reason to
explain why a psychiatrist can end up with
a mental illness.

She also warned that mentally ill psy-
chiatrists should not expect to find empa-
thy in the “ex-patient community.” Many of
those former patients refuse to view psy-
chiatrists with mental illness as part of them,
harboring resentment from what they con-
sider to have been coercive medical treat-
ment. Vogel-Scibilia calls these psychia-
trists who have or have had mental illness
“prosumers”—a blend of providers and con-
sumers—and urged them to look for sup-
port in several arenas. These include
through APA, which puts on educational
workshops such as this one, and through
the AMA, which is “welcoming of con-
sumer-providers, especially those with mi-
nority status,” she said. 

One of the worst things psychiatrists can

“We have a long way to
go. . .” when psychia-
trists and other physi-

cians with mental illness
are still forced to over-

come stigma directed at
them by their colleagues. 

please see Stigma on page 10

BY KEN HAUSMAN
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People visiting thousands of
screening sites on this year’s
National Depression Screen-
ing Day (NDSD) will for the
first time receive screening for

generalized anxiety disorder and PTSD, in
addition to mood disorders, such as de-
pression and bipolar disorder.

The new and improved screening form
incorporates elements of four different di-
agnostic tools, including the Harvard De-
partment of Psychiatry/National Depres-
sion Screening Day Depression Test, Mood
Disorder Questionnaire, Carroll-Davidson
Generalized Anxiety Disorder Screen, and
SPRINT-4 questionnaire for PTSD, which
was created specifically for NDSD by
Jonathan Davidson, M.D. 

The screening will take place on Octo-
ber 10, just a month after the one-year an-
niversary of the September 11 terrorist at-
tacks in New York City and Washington,
D.C., and the related plane crash in Penn-
sylvania.

Each year since 1991, Screening for
Mental Health Inc., a nonprofit agency
based in Massachusetts, has organized
NDSD. The event, which is held at nearly
6,000 screening sites throughout the United
States and Canada, aims to help those with
mood and anxiety disorders find treatment,
educate the public about those disorders,
and combat the stigma of mental illness.
Last year about 100,000 people received
screening for mood disorders. A similar
number of people are expected to attend
screenings this year. 

“We wanted to create one simple
screening form that effectively screens for
a range of commonly underdiagnosed dis-
orders and reflects current psychiatric un-
derstanding that these illnesses and symp-
toms frequently occur concurrently,” Dou-
glas Jacobs, M.D., founder and executive
director of NDSD and Screening for
Mental Health Inc., told Psychiatric News.

“We wanted to create a mechanism that
would allow the screening clinician to get
a fuller picture of the person’s sympto-
matology, which will lead to earlier iden-
tification, and hopefully better treatment,”
he said. 

Jacobs said he believes that the timing
of this year’s NDSD is “fortuitous,” because
“it is a perfect opportunity for people still
struggling with the events of 9/11 and the
economic upheaval of the past year to seek
help in a nonthreatening format.” 

He added that many people with no
psychiatric history who were affected by
the attacks either directly or indirectly
may be experiencing symptoms that they
don’t understand or are embarrassed to
discuss. “We hope that NDSD is able to
connect them with their local treatment
services.”

As NDSD has incorporated screening
for different disorders into its annual event,
it is also accounting for the specific needs
of its diverse participants. 

For instance, in 1999 NDSD spotlighted
the mental health needs of high school stu-
dents with the creation of the Signs of Sui-
cide (SOS) High School Suicide Preven-
tion Program.

In addition to screening tools, the SOS
program includes educational materials for
teaching teens to recognize the warning
signs of depression and suicide in their peers
and to alert a responsible adult about the
problem. The materials include a video
about teen depression and suicide and a dis-
cussion guide to help students better un-
derstand the video. A grant from Ronald
McDonald House brought the program to
1,000 high schools last year, and that num-
ber is expected to double this year. 

Elderly people who come in for screen-
ing have the option of completing screen-
ing forms printed in large type and receive
brochures about mood and anxiety disor-
ders in geriatric populations. 

NDSD also includes a Spanish-language
kit for screening sites that primarily serve
Latino populations. 

Patients visiting some primary care
physicians and nonpsychiatric specialists
will also receive screening for depression
and related disorders. Since 1998 primary
care doctors have been included in NDSD
in hopes that they will incorporate the
screening into their everyday practices.

“The U.S. Preventative Services Task
Force recently recommended that primary
care physicians screen all adult patients for
depression,” said Jacobs. “We hope that this
recommendation will motivate our primary
care colleagues to screen and refer patients
with complicated, comorbid, or severe psy-
chiatric disorders.”

Jacobs explained that an important com-
panion piece to the screening form is a ref-
erence guide to assist primary care clini-
cians in screening, diagnosing, and initiat-
ing treatment for clinical depression.

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

Primary care patients and people with anxiety disorders could bene-
fit from new and improved screening during National Depression
Screening Day, to be held this year on October 10.

BY EVE BENDER

professional news
Depression Screening Day Adds
Anxiety Disorder Assessment
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Hollywood continues to be
fascinated with psychiatric
themes. At least 10 movies
that featured different
kinds of relationships be-

tween therapists and patients were box-of-
fice hits in the 1990s, said Maj. Steven
Pflanz, a psychiatrist who led a workshop on
psychiatry and film at APA’s 2002 annual
meeting in May in Philadelphia. 

Among these films were “Good Will
Hunting,” “Analyze This,” “As Good as It
Gets,” “Don Juan DeMarco,” and “Grosse
Pointe Blank.”

“Psychotherapy appeals to filmmakers
because it deals with powerful human emo-
tions, and art is really about human emo-

Positive Psychiatry Portrayals
A Rarity in Hollywood
Psychiatrists find accurate portrayals of their profession the excep-
tion rather than the rule after watching clips from popular films at APA’s
2002 annual meeting.

tions at its core,” said Pflanz, who has pre-
sented numerous workshops at previous an-
nual meetings.

Pflanz is chief of mental health serv-
ices and deputy squadron commander of
the 90th Medical Operations Squadron at
F.E. Warren Air Force Base in Cheyenne,
Wyo.

But when does artistic license cross the
line and become an irresponsible misrep-
resentation? The answer is not always clear.

For example, in the 1997 movie “Good
Will Hunting,” Robin Williams plays psy-
chotherapist Shawn McGuire, who helps
Will Hunting, a troubled math genius,
come to terms with his abusive past. Pflanz
and others at the workshop characterized
the therapeutic relationship as a positive
one that “transformed the patient and ther-
apist.”

However, the movie also includes a
scene early in Will’s therapy in which he
insults McGuire’s wife. McGuire responds
by pushing Will against the wall and
threatening to hit him if he ever again in-
sults his wife, who is deceased. Later in
the film, there are scenes of McGuire
hugging Will and visiting each other at
home.

“We are supposed to be the agency of
compassion,” said one psychiatrist who
attended the session. “People seeing a

therapist assault a patient might wonder if
that would happen in therapy and feel un-
safe.”

Another audience member said, “Hug-
ging a patient and visiting the patient in his
home is clearly a line that many therapists
would not cross.”

In the 1999 movie “Analyze This,”
Robert de Niro plays a Mafia boss who
consults a psychiatrist, played by Billy
Crystal, to help him deal with his emo-
tional problems. To avoid being “whacked
by the mob” for revealing secrets to a psy-
chiatrist, de Niro insists on clandestine
meetings with the psychiatrist, including
impromptu visits while the psychiatrist is
on vacation and at the psychiatrist’s home
after breaking in.

Crystal’s character “seemed weak and
intimidated by de Niro,” commented an
audience member. “There were numerous
violations of professional boundaries,” said
another.

By contrast, the 1997 film “As Good as
It Gets” got high marks from the workshop
audience for depicting the psychiatrist in
the movie as a professional who set bound-
aries with patients and providing a more
realistic portrayal of how psychiatry is prac-
ticed. 

In one scene, for example, Melvin Udall,
played by Jack Nicholson, barges into the
psychiatrist’s office without an appointment
and clearly expects to be seen immediately.
The psychiatrist patiently but firmly ex-
plains to Udall that he will not make an ex-
ception for him and instead schedules an
appointment.

Hollywood movies tend to portray
women therapists in more compromising
roles than men, said Pflanz. As of 1989,
there were twice as many films portray-
ing unethical sexual behavior by women
therapists as male therapists, according to

the 1999 book Psychiatry and the Cinema
by Gabbard and Gabbard (American Psy-
chiatric Press Inc., 1999). 

That pattern continued in the 1990s with
such movies as “The Prince of Tides.” Bar-
bra Streisand plays a psychiatrist who be-
comes romantically involved with the
brother of a suicidal patient. The brother is
played by Nick Nolte.

Portrayals of psychotherapists as dark
characters who murder their patients in
movies such as “Dressed to Kill” and
“Whispers in the Dark” are examples of
art misrepresenting psychotherapy, said
Pflanz. 

“We should let producers know when
they portray the profession in a responsi-
ble manner and when they don’t. We should
also educate them about the profession so
they have a better understanding of psy-
chotherapy,” said Pflanz. ■

Maj. Steven Pflanz: “Psychotherapy appeals
to filmmakers because it deals with powerful
human emotions, and art at its core is about
human emotions.”

Stigma
continued from page 8

BY CHRISTINE LEHMANN

do in response to having suffered a mental
illness, she stressed, is to change the way
they practice. Doing so “becomes a knife
you’ve sharpened for others to use.” 

A few years ago, when he worked at a
Pennsylvania hospital, Raymond Reyes,
M.D., refused to order restraints for a
nonpsychotic patient who was exhibiting
disruptive behavior. His refusal got him
in hot water with his supervisor. Reyes, a
son of Phillipine immigrants, wondered
whether he would have taken such a stand
if he had not suffered from a mental illness
himself. Reyes explained that he has suf-
fered from dysthymia and major depres-
sion, first realizing that he needed psy-
chiatric treatment after he graduated from
residency and joined the Air Force, where
he supervised an inpatient unit.

After believing that as a physician he was
expected to be “stoic” about his depression
symptoms, he told a superior at the air base
that he needed treatment. He asked the su-
perior, who was also his friend, to treat him.
“That ended both the friendship and our
working relationship,” Reyes said. At that
point he had second thoughts about
whether he should have put himself on the
line by admitting he had a serious psy-
chiatric disorder, but he explained that he
didn’t want to self-medicate or “do any-
thing under the table.” 

He said that he has identified one “sil-
ver lining” in his continuing battle with
mental illness, namely, that he has even
more empathy with other people suffering
from similar disorders than he might oth-
erwise. He wonders, he noted, whether he
would have refused to restrain that patient
in Pennsylvania if he had not seen mental
illness from the inside. He currently works
at a community mental health center in
Solano County, Calif.

Workshop cochair Michael Myers,
M.D., pointed out, “We have a long way to
go in the house of medicine” when psychi-
atrists and other physicians with mental ill-
ness are still forced to overcome stigma di-
rected at them by their colleagues. ■

of trustees wanted to close the hospital and
develop a small residential institution.
Sharfstein disagreed and turned to a man-
agement approach he had learned during a
four-month stint at the Advanced Man-
agement Program at the Harvard Business
School.

“[That program] gave me an apprecia-
tion of the creativity of the marketplace and
capitalistic approaches to coping and sur-
vival,” he noted.

Sharfstein decided his institution had to
“grow its way out of the dilemma,” and he
focused his energies on  identifying new
“customers” and eliminating costs.

Today, he calls Sheppard Pratt a “hos-
pital without walls,” or, more formally, a
“comprehensive behavioral health care sys-
tem.” 

Only 40 percent of the revenues for the
Sheppard Pratt Health System come from
payment for inpatient treatment. Seventy
percent of its revenues come from public
sources. Medicare and Medicaid are the pri-
mary funding sources. 

“Today, we treat 40,000 individuals in
20 locations,” said Sharfstein. Through five
wholly owned affiliates, Sheppard Pratt pro-
vides rehabilitation, outpatient care, and
housing for nearly 1,000 individuals with
severe and persistent mental illness. The
institution has more than 100 children and
adolescents in residential treatment and 300
in special schools.  

In 1986 the hospital treated about 4,000
patients, of whom 1,200 were in the hospi-
tal.

In a sign of optimism about the future,
the institution’s board of trustees recently
voted to invest up to $90 million to build a
new hospital.

Sharfstein recognizes, however, that the
survival of any psychiatric hospital is not
assured, although there will always be a
need for institutions that offer a safe envi-
ronment in which a person with mental ill-
ness can be stabilized and re-evaluated. 

He also recognizes that the fate and role
of psychiatric hospitals will continue to be
impacted by larger social forces. 

“As states continue to downsize public
facilities, and as most patients begin to lose
private insurance after one or two acute
episodes involving inpatient care, the im-
portance of funding in the public sector can
not be overemphasized,” he said.

More specifically, Sharfstein believes that
treatment for persons with serious and per-
sistent mental illness will continue to be a
“major public health burden.”

Up to 20 percent of patients cannot be
treated effectively in the few days or even
weeks of hospitalization that are permitted
by public and private programs. Many of
these patients end up in the criminal jus-
tice system.

Public and private payment for inpatient
treatment have been cut dramatically, but
resources for outpatient treatment did not
expand sufficiently to compensate, he ar-
gued. “More and more community clinics

are on the verge of extinction because of
nonreimburseable items like missed visits
and time spent on coordination of care,”
said Sharfstein.

The cost constraints are exacerbated by
rising pharmaceutical costs. “The pharma-
ceutical industry is bankrupting limited
budgets with medications of marginally im-
proved benefit. . . . This short cut of medica-
tion strategies is a great overpromise,” he said.

Sharfstein described strategies that offer
promise in addressing some of the most se-
rious problems with the mental health sys-
tem. Because Sheppard Pratt had become
the largest provider of acute services funded
by Medicaid in Maryland, Sharfstein was
able to negotiate with state officials for
higher reimbursement rates.

“Develop a coalition,” he advised.
“Some of our best allies in the struggle over
Medicaid were the Alliance for the Men-
tally Ill, On Our Own [a consumer group],
and the Maryland Psychiatric Society.” 

He believes that the daily utilization re-
views that are associated with managed care
will give way to more evidence-based, dis-
ease-management approaches. This trend,
however, will require psychiatric hospitals
to learn to control costs and improve care
through more aggressive management of
inpatient stays.

Sharfstein concluded by answering an-
other question.

“Ask me what I do,” he said. “I run a
large, nonprofit public/private partnership,
community mental health center in Balti-
more called Sheppard Pratt.” ■

Sharfstein
continued from page 7
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had collected 519,887 needles when I was
there. The center itself is shabby but homey,
with sofas set around a coffee table, topi-
cally relevant literature organized in racks
on the walls, and a chalkboard noting drugs
to avoid, for example, “Stay away from Fen-
tanyl—six deaths in one week.” Tourni-
quets, sterile water, alcohol preps, cotton
balls, cookers, condoms, and dental dams
are provided in addition to sterile syringes.
Neighboring restaurants donate food, and
the center offers movies, self-defense classes,
and free dog food for participants’ pets.

New enrollees are required to sit
through a demonstration of safe injection
techniques. The demographics of the cen-
ter’s population defy stereotype; the only
thing that clients appear to have in com-
mon is pinpoint pupils. 

Nonetheless, it can be a stretch to feel on
solid ethical ground in an environment that
does so much to improve the quality of the
addict’s experience of addiction, to partic-
ipate actively in abetting overtly self-
destructive behavior. Our culture’s position
on immoderation has never been ambigu-
ous. Historically, we have deemed “out-of-
control” behavior immoral, and on the sub-
ject of inebriety we have been consistently
punitive. On the one hand, for an adoles-
cent to be protected against the possibility
of infection with a devastating virus while
he or she “experiments” with IV heroin use
is a worthy effort. On the other hand, with
a disease that is to a large degree tempered
by social reinforcement, are we encourag-
ing use by not discouraging it? 

Yet despite society’s consistently un-
equivocal discouragement, heroin addic-
tion is on the rise. And as the greatest risk
factor for the most devastating and expen-
sive to treat of infectious diseases, intra-
venous drug use continues to move up on
the list of public health concerns.

The onus of addressing these issues falls
largely on psychiatry—where else can
chronic, maladaptive behavioral issues be
addressed in a clinical and nonjudgmental
environment? And if total sustained absti-
nence is the highest goal to which we can
aspire, isn’t the disease-free addict more
likely to attain it?

Models of chronic medical conditions
such as diabetes and hypertension are fre-
quently used as analogies for better under-
standing the nature of addictive disease, and
the parallels are striking. Often the best we
can do as physicians is to mitigate outcome
by managing symptoms. Still in its infancy,
the field of addiction psychiatry is faced
with ever-increasing prevalence of disease,
limited treatment options, and insufficient
resources.

If the harm-reduction approach lies close
to the boundaries of our ethics, perhaps our
ethics need to be reevaluated to compen-
sate for the inadequacies of what we
presently have to offer those of us who suf-
fer from substance use disorders. ■

tion psychiatrist, I often wonder whether
the problems may lie in our formulation of
the illness and our expectations of ourselves
as physicians. How comfortable can we
make addicts without being complicit in
their self-destruction? How far can we rea-
sonably go to “meet the patient on his/her
own terms”? These questions are unavoid-
able as we develop treatment strategies to
address the complex and refractory nature
of substance use disorders.

Harm reduction represents the most po-
litically radical approach to addiction. It
stands on the principle that total, sustained

T reating addicts poses major ethical
ambiguities. Behavior-related diseases
have always been a source of frustra-

tion for health care practitioners, and sub-
stance use disorders, particularly heroin ad-
diction, are especially problematic.

The addict’s compulsive pursuit of dis-
ease over health defies many of the basic
tenets of our profession and provokes con-
flict in us. As I train to become an addic-

abstinence is but one of many favorable out-
comes. Being addicted to heroin but not
contracting HIV, hepatitis C, cellulitis, en-
docarditis, and so on are others. As a part
of my fourth-year elective in addiction psy-
chiatry, I had the opportunity to spend time
in the Lower East Side Harm Reduction
Center in New York City, a needle-ex-
change program that is funded largely by
the city’s Department of AIDS Services.

The center serves as a needle exchange
and provides many ancillary services to ad-
dicts, including infectious disease tests, pri-
mary care medicine, massage and acupunc-
ture, detox support, and referral to treat-
ment. Studies have shown that needle-ex-
change programs prevent HIV infection
and hepatitis—and at a very modest cost.
Evidence refutes the fear that these pro-
grams promote IV drug use. 

The exchange, one of 12 in New York
City, serves 2,814 enrolled participants and

Conflicting Social Forces Impede
Addiction Treatment

residents’ forum

BY BREALYN SELLERS, M.D.

Dr. Sellers is a second-year fellow in addiction
psychiatry at New York University and a former
APA/CMHS substance abuse fellow.
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must have been published no longer than
five years ago or officially accepted for pub-
lication in the near future.

The award is funded by a grant from the
Ittleson Foundation and is named for
Blanche F. Ittleson, who was a friend of
mental health over many decades, especially
concerned with the mental health and well-
being of children. 

A prize of $2,000 and a plaque will be
presented to the winner at the Convoca-
tion of Fellows at APA’s next annual meet-
ing. The deadline for submissions is Sep-
tember 12.

Nominations for the Blanche F. Ittleson
Award must include four copies of the pub-
lished or soon-to-be-published research, a
cover letter, and a curriculum vitae and sent
to Peter Jensen, M.D., Chair, Blanche F.
Ittleson Award Board, c/o Jane Edgerton,
APA, 1400 K Street, N.W., Washington,
D.C. 20005.

The deadline for the three awards is
September 12. More information is avail-
able by contacting Jane Edgerton by e-mail
at jedgerton@psych.org. ■

APA invites nominations for
the three awards it presents
each year to child and ado-
lescent psychiatrists in recog-
nition of their outstanding

work in research, prevention, teaching, ad-
vocacy, or clinical care.

The Agnes Purcell McGavin Award for
Distinguished Career Achievement in Child
and Adolescent Psychiatry and the Agnes
Purcell McGavin Award for Prevention rec-
ognize psychiatrists who have performed
notable work in child and adolescent psy-
chiatry. One McGavin Award was presented
from 1964 through 1999 “to honor a psy-
chiatrist who has made significant contri-

butions to the prevention of mental disor-
ders in children.” 

Beginning in 2000, two awards were
presented. The distinguished career award
is given to recognize a child/adolescent
psychiatrist whose career has included
noteworthy achievements in teaching, re-
search, writing, clinical care, and advo-
cacy in the care of children and adoles-
cents. The prevention award honors a
child/adolescent psychiatrist who has been
successful with research or programs in
primary prevention for children and ado-
lescents.

Each award will include a $1,500 prize
and a plaque to be presented at the 2003

annual meeting in San Francisco. The
deadline for nominations is September
12.

Nominations for both awards should in-
clude six copies of a letter from an APA
member telling how the nominee’s work
has had proven success in either research
or policy that promoted primary preven-
tion among children and adolescents or pur-
suing a career noted for significant contri-
butions in teaching, research, and care for
children and adolescents; and six copies of
the nominee’s curriculum vitae. 

Nominations should be sent to Jerry M.
Wiener, M.D., Chair, Agnes Purcell Mc-
Gavin Awards Board, c/o Jane Edgerton,
APA, 1400 K Street, N.W., Washington,
D.C. 20005.

The Blanche F. Ittleson Research Award
is given to a psychiatrist or a group of psy-
chiatric investigators for published results
of research in child psychiatry. This research
has led, or may lead, to an important ad-
vance in promoting the mental health of
children. Results of the applicant’s research

association news

Child, Adolescent Psychiatrists
Eligible for APA Awards
APA has three awards for recognizing the outstanding contributions of
child and adolescent psychiatrists. Nominations are due September 12. 

Are piles of journals taking over
your office? APPI offers APA mem-
bers a convenient, high-tech way
to learn the latest developments
in a burgeoning specialty.

BY KEN HAUSMAN

APPI Online
Library Offers
Multiple Benefits

A PA is making it easier for members
to sift through the daunting volume
of new data and reports that psychi-

atrists need to process to stay current in a
field where knowledge is exploding.

The American Psychiatric Online Li-
brary (APOL) provides easy and conven-
ient Web access to the full text of articles in
the American Journal of Psychiatry, Psychi-
atric Services, Academic Psychiatry, American
Journal of Geriatric Psychiatry, Journal of
Neuropsychiatry and Clinical Neurosciences,
and Psychosomatics. A subscription to the
APOL comes with access not only to cur-
rent issues, but to four years of back issues
as well.

American Psychiatric Publishing Inc.
(APPI), which operates the online library,
is now offering a special subscription price
for APA members who also belong to one
of five other psychiatric associations whose
journals are published by APPI. These or-
ganizations are the Academy of Psychoso-
matic Medicine, American Association for
Geriatric Psychiatry, American Neuropsy-
chiatric Association, American Association
of Directors of Psychiatric Residency Train-
ing, and Association for Academic Psychi-
atry.

APA members who also belong to one
of these associations can subscribe to the
APOL for only $45. Of course, APA mem-
bers can access the APA journals—the
American Journal of Psychiatry, Psychiatric
Services, and Psychiatric News—at no charge
as a member benefit. 

Psychiatrists who are members of APA
but not one of the five other organizations
can subscribe to the online library for $90.
Print subscriptions to these seven publi-

please see Online Library on page 14
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“go upstream” from man-
aged care and insurance
companies and persuade
corporate decision makers
of the value of providing
accessible, high-quality
mental health benefits, ex-
plained Sederer.

The initiative operates
through the Committee on
APA/Business Relation-
ships, a component of the
Council on Healthcare
Systems and Financing. 

Committee Chair Nor-
man Clemens, M.D., told
Psychiatric News, “Lloyd’s
contribution was enor-
mous. He was respected by

business leaders as a clinician, but he also
could speak about how to assess the value
of mental health services in terms those

den to doctors or other clinicians. It aims to
be fair and transparent in terms of the
rules,” he said.

Since 1983 medical and surgical
Medicare services at general hospitals have
been reimbursed through a PPS based on
diagnosis-related groups (DRGs). Psychi-
atric hospitals and units have been exempt
since 1985 because of work done by APA

On July 1 Lloyd Sederer,
M.D., former director of
APA’s Division of Clinical
Services, became New York
City’s executive deputy

commissioner for mental hygiene. In the
newly created position, Sederer oversees
the delivery of mental health, mental re-
tardation, and addiction services in New
York City.

In announcing the appointment, Steven
Mirin, M.D., APA’s medical director,
wrote, “Since coming to APA two years
ago, Lloyd and the staff of the division,
which includes the Office of Healthcare
Systems and Financing and the Office of
Quality Improvement and Psychiatric Ser-
vices, have made a tremendous impact on
the central office, our Association, and the
field.”

Prior to joining APA, Sederer was med-
ical director of McLean Hospital, a non-
profit teaching hospital of the Harvard
Medical School.

In a farewell interview with Psychiatric
News, Sederer discussed his thoughts about
his activities at APA and the Association’s
future. 

Sederer described his work with APA’s
Committee on Psychiatric Reimbursement
to develop a prospective payment system
(PPS) for inpatient psychiatric care of
Medicare patients as an effort that is “com-
ing along nicely” (Psychiatric News, January
18). The committee is chaired by Joseph T.
English, M.D.

“We advanced a model at the Centers
for Medicare and Medicaid Services for pay-
ment that involves no administrative bur-

demonstrating that
DRGs could not effec-
tively distinguish varia-
tion in psychiatric treat-
ment cost among hos-
pitals, but federal legis-
lation set a deadline of
October 2002 to imple-
ment a new system.

“The model we pro-
posed was well received,
but there is still plenty
of room for mischief,”
said Sederer. He antici-
pates implementation in
2004. 

Sederer also focused
considerable attention
on the APA Business Re-
lations Initiative, which was launched in
2000.

The broad strategy of the initiative is to

Coalition Building Will Enhance
Psychiatry’s Future, Sederer Says
Lloyd Sederer, M.D., who recently left APA after several years as di-
rector of its Division of Clinical Services, urges the Association to
broaden its advocacy agenda and enlist support from mental health
consumers. 

association  news

BY KATE MULLIGAN
Lloyd Sederer, M.D.: “We need to
take a look at the architecture of
public funding and identify
leverage points for change, as we
did with our work on Medicare
hospital reimbursement.” 

Online Library
continued from page 13

cations would cost $772 annually.
In addition to access to four years of the

journals, an APOL subscription permits
members to search texts by keyword and
offers hyperlinks to Medline and to the full
text of many other online journals. It also
lets subscribers read a new issue of one of
the journals before print-edition subscribers
receive their copies.

Psychiatrists who want a tour of what’s
available through the online library can
check it out by going to <www.appi.org>
and clicking on “View journal abstracts and
table of contents.”

APA members who want to subscribe to
APOL have several options. They can call
APPI at (800) 368-5777 between 9 a.m.
and 5:30 p.m. Eastern time, Monday
through Friday; fax their request to (202)
789-2648; send an e-mail to
appi@psych.org; or sign up on the Web at
<www.appi.org>. Four to six weeks after
APPI receives payment, new subscribers
will receive a postcard in the mail that in-
cludes a code number and instructions on
how to activate their subscription. ■



15August 2, 2002 / PSYCHIATRIC NEWS

leaders could understand.”
APA met with major companies like

Union Pacific Railroad, Hughes Electron-
ics, Delta Airlines, Constellation Energy,
Verizon, General Electric, Merrill Lynch,

DuPont, and Dow Corning. 
In June 2001, at the invitation of the

Carter Center in Atlanta and APA, nearly
100 representatives of business, govern-
ment, and academia met for a symposium,
“The Business Case for Mental Health.”

Sederer provided a tutorial, “Demysti-

Sederer emphasized the effectiveness of
a coalition of consumer organizations and
the state psychiatric society in Maryland,
for example, in obtaining an increase in re-
imbursement for Medicaid patients (see
story on page 7).

He also described the power and influ-
ence of the Greater New York Hospital As-
sociation. “They don’t go anywhere in terms
of lobbying without legions of consumers
with and behind them,” he said.

Sederer emphasized the importance of
public funding to the future of psychiatry.
“Medicaid, in particular, is extraordinarily
important because it is the largest source
of public funds for mental health services,”
he said.

According to 1997 CMHS data, Med-
icaid was almost as important a source of
funds for mental health and substance abuse
treatment as was private insurance. Med-
icaid funds accounted for 20.3 percent of
the total dollars spent on mental health and
substance abuse, and private insurance ac-
counted for 23.8 percent. The remainder
came from other state and federal programs
and out-of-pocket funds.

Sederer said, “We need to take a look
at the architecture of public funding and
identify leverage points for change, as we
did with our work on Medicare hospital
reimbursement. Then, APA should build
a policy agenda and identify partners that
can work in coalition with our Associa-
tion.”

He was pleased that APA President Paul
Appelbaum, M.D., had used his inaugural
address in May to comment about the cri-
sis in the public mental health system (Psy-
chiatric News, June 21). 

Sederer also commended the Assembly
Task Force on Seriously and Persistently
Mentally Ill/Public Psychiatry for its re-
port issued at the APA annual meeting in
May. 

Asked if he had any final thoughts,
Sederer said, “Please convey my sadness
about leaving so many dear colleagues and
friends and our collective mission.” ■

fying Quality Measurement,” designed to
help businesses measure and determine
whether they are providing quality mental
health care to their employees (Psychiatric
News, July 20, 2001).

Disaster-Response Program
The relationships Sederer developed

through his work with the business initia-
tive proved valuable after the terrorist at-
tacks on September 11.

In December APA launched the Na-
tional Partnership for Workplace Mental
Health, a joint effort with major compa-
nies like Delta Airlines, Hughes Electron-
ics, and Dow Chemical to provide educa-
tion and resources about disaster-related
stress and trauma to employers and em-
ployees (Psychiatric News, January 4).

On April 25 APA and the national part-
nership, with support from the Center for
Mental Health Services (CMHS), hosted a

conference, “Disaster, Terror, and Trauma
in the Workplace: What Did We Know Be-
fore 9/11 and What Have We Learned
Since?”

State Advocacy Should Be Increased
Sederer urged continuation of the busi-

ness initiative and described other chal-
lenges for the organization. 

“Now that we have made progress in a
long struggle for federal parity, APA should
find ways to broaden and reinvigorate its
advocacy agenda,” he said. 

APA must pay more attention to leg-
islative and budget decisions that impact
psychiatry at the state level, Sederer said.
He thinks the organization should iden-
tify allies at that level and work in coali-
tions.

“APA has functioned too much and too
long in isolation or primarily with other
medical specialty organizations,” he said.

association news

T he following psychiatry residents have
been named the 2002-04 APA/Glaxo-

SmithKline Fellows. They were selected
by the APA/GlaxoSmithKline Corre-
sponding Committee at APA’s 2002 annual
meeting in Philadelphia.

Rebecca W. Brendel, M.D, J.D., McLean
Hospital

Jeffrey M. Friend, M.D., Columbia Uni-
versity

John W. Grace, M.D., University of South
Florida

Alec Oskin, M.D., University of Toronto
Konasale Prasad, M.D., Western Psychi-

atric Institute and Clinic
Mark N. Rudolph, M.D., Boston Univer-

sity School of Medicine
Abigail Schlesinger, M.D., University of

Michigan
Wendy Somerset, M.D., Emory Univer-

sity School of Medicine
Christine Truman, M.D., Cornell Univer-

sity
Tara Yuan, M.D., University of California,

Irvine ■

APA/GlaxoSmithKline
Fellows Named
For 2002-04

“Now that we have
made progress in a long

struggle for federal 
parity, APA should find
ways to broaden and

reinvigorate its 
advocacy agenda.”
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American Psychiatric Foundation.
Psychiatrists who specialize in the treat-

ment of Alzheimer’s disease will find “Psy-
chosis of Alzheimer’s Disease: New Knowl-
edge, Developing New Treatment Strate-
gies” a good review for topics such as the

psychosis of demen-
tia, the efficacy of an-
tipsychotic agents,
the effects of psy-
choactive medica-
tions, and practical
strategies for treating
psychosis due to de-
mentia.

The second pro-
gram, “Chemical Re-
straints: Clinical, Re-
search, and Ethical
Implications,” de-
scribes strategies for
preventing psycho-

logical trauma following forced medication,
long-acting injectable antipsychotics (an al-
ternative to forced medication), historical
legal trends and civil liberties related to
forced medications, and dealing with the
new legal framework for chemical restraints.

Both programs are supported by an un-

APA’s Department of Con-
tinuing Medical Education
has released several new
editions in the APA Clini-
cal Highlights program

based on industry-supported symposia

presented at APA’s 2001 annual meeting
in New Orleans. APA produced the pub-
lications with funds administered by the

restricted grant from Janssen Pharmaceu-
tica Products.

Physicians who participate in these pro-
grams and wish to receive CME credit can
submit a posttest and evaluation form to
earn up to one hour of Category 1 credit
per course. The CME self-test and evalu-
ation for “Psychosis of Alzheimer’s Disease”
must be received by March 31, 2004, and
for “Chemical Restraints,” April 30, 2004.
There is a $10 fee for members and a $15
fee for nonmembers for submitting the
CME posttest and evaluation.

“APA is pleased to be able to provide
wide distribution to our members of high-
quality presentations from the annual meet-
ing,” said James Thompson, M.D., director
of APA’s Division of Education, Minority,
and National Programs. “These presenta-
tions are among the most popular parts of
the meeting and contain a great deal of ‘cut-
ting-edge’ information for the practicing
physician. Already, we have received nu-
merous requests for CME credit for these
educational materials. We’re very pleased

Additions to CME Series Focus on
Alzheimer’s, Chemical Restraint
APA has released two new editions in its Clinical Highlights series
based on industry-supported symposia presentations at the 2001
annual meeting.

association  news
District Branch Celebrates Golden Anniversary

T he Psychiatric Society of
Westchester, a district

branch of APA, celebrated its
50th anniversary in late May at
the Siwanoy Country Club in
Bronxville, N.Y. During the
evening’s festivities, Maria
Tiamson, M.D. (right), the so-
ciety’s incoming president, pre-
sented a certificate of appreci-
ation to outgoing president
Jeffrey Smith, M.D. The an-
niversary celebration also included a dinner dance, a silent auction, and an exhibit ti-
tled “Psychopharmacological Progress Over 50 years.” The 50-year fellows were hon-
ored, as were the members-in-training of the district branch.The proceeds of the
silent auction will help support the society’s educational and public affairs activities.

BY LAURA BUDASH

that they’ve been so well received by APA
members.” 

The Clinical Highlights program makes
sure members can access the series through
a variety of learning media such as mono-
graph, CD-ROM, Internet, and audiocas-
sette. 

The Clinical Highlights program draws
on data from APA’s biennial membership
needs assessment, as well as annual meeting
evaluation data and other CME programs.
This is done to ensure that members are
getting current and relevant information
presented to them in a style that best suits
their learning needs.

All editions in the Clinical Highlights
series, including the two new ones, are sent
to APA members without charge. PDF ver-
sions of the Alzheimer’s and chemical re-
straints programs can be downloaded
from the APA CME Web site at
<www.psych.org/cme>. In addition, physi-
cians can download PDFs of other Clini-
cal Highlights editions, which are supported
by Cephalon Inc. and Ortho-McNeil. ■■

history notes

Many of today’s psychiatrists have
passed through the rite of “taking
the boards,” a process marked by

intense preparation and the stress of tak-
ing oral and written examinations. Today
the examination, administered by the Amer-
ican Board of Psychiatry and Neurology
(ABPN), is an integral part of a psychia-
trist’s education, but its origins 70 years ago
were controversial and acrimonious.

In 1928 Dr. Adolph Meyer, in his presi-
dential speech to the APA membership, pro-
posed the creation of a diploma in psychia-
try. “The fate of progress depends on mini-
mal standards,” he said in recommending
that intensive training should lead to the re-
warding of a diploma for special proficiency.
Qualifying boards in some medical special-
ties already existed in Great Britain and in
the United States. They had been established
in ophthalmology (1916) and otolaryngol-
ogy (1924), and boards in obstetrics and gy-
necology (1930) and dermatology (1932)
came after Dr. Meyer’s speech. 

For several years after Dr. Meyer’s pro-
posal, APA took little action on the matter,

although a committee had been appointed
to investigate certification. Meanwhile in
1932 the New Jersey Medical Society had
begun a state program of specialty certifi-
cation. Interest was shown by the AMA’s
Section on Nervous and Mental Diseases
and the National Committee for Mental
Hygiene (NCMH). Finally, in his APA pres-
idential address in 1933, Dr. James May
said that either APA would have to take ac-
tion on establishing certification or others
would make the decision for psychiatry.

Three organizations agreed to meet:
APA, the American Neurological Associa-
tion, and the AMA’s Section on Nervous
and Mental Diseases, with input from the
NCMH. The meetings were controversial.
Should psychiatry and neurology have a
single board or separate boards? The deci-
sion for a single board seemed advisable
since the American Neurological Associa-
tion had limited funds and members. And
what should the board be called—should
psychiatry or neurology be named first?

The American Board of Psychiatry and

Laura Budash is the CME program coordinator
in the APA Department of Continuing Medical
Education.

APA and ABPN: The Beginnings
BY LUCY OZARIN, M.D., M.P.H.

please see History Notes on page 26
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clinical & research news
Teens Thinking Less of Suicide Yet
Continue to Engage in Risky Behavior
Although fewer teenagers in this country are considering suicide than
they were a decade ago, teens are still putting their lives at stake by
engaging in a number of risky behaviors.

While suicidal ideation
in young people has
decreased over the
past decade, they are
jeopardizing their

lives by engaging in other types of reckless
behavior, according to the 2001 Youth Risk
Behavior Surveillance System report, re-
leased in late June.

The study, conducted by researchers at
the federal Centers for Disease Control and
Prevention (CDC), reveals trends in the ex-
tent to which high school students engage
in risky behaviors. The study, which the
CDC has conducted every other year since
1991, measures how often teens considered
or planned to commit suicide, used drugs
and alcohol, fought with peers, carried
weapons, and engaged in sexual intercourse,
among other behaviors.

The CDC report concluded that “too
many high school students nationwide con-
tinue to practice behaviors that place them
at risk for serious acute and chronic health
problems.”

In 2001 researchers received 13,601 com-
pleted surveys from high school students in
150 randomly selected schools across the
nation. The data are representative of all
high school students nationwide. 

Researchers analyzed the students’ re-
sponses and compared them with those
from past years and found that some un-
healthy behaviors have decreased in num-
ber over the past decade, while others have
increased (see graph on page 1).

One piece of good news that emerged
is that teens are thinking about and plan-
ning suicide less frequently than they were
a decade ago. The percentage of teens who
seriously considered suicide dropped 10
percent since 1991—from 29 percent to 19
percent in 2001.

About 19 percent of teens actually
planned to attempt suicide a decade ago,
and this figure dropped slightly to 15 per-
cent last year. 

In addition, the number of teens who
carried a weapon (defined as a gun, knife, or
club) dropped from 26 percent in 1991 to

17 percent in 2001. While 43 percent of
high school students engaged in physical
fights in 1991, 10 percent fewer students
did so in 2001. 

Risky sexual behavior is also on the de-
cline. The percentage of students who ever
had sexual intercourse decreased from 54
percent to 46 percent in the past decade,
and the percentage of those who had four
or more sexual partners decreased from 19

percent to 14 percent of the sample at large.
The study also tracked drug use over the

past decade. Researchers found that usage
rates of certain drugs have fluctuated. For
instance, the percentage of teens who used
marijuana at least once in the preceding
month rose from 15 percent to 26 percent
from 1991 to 1997, and then dropped
slightly to 24 percent by 2001. Cocaine use
rose from 5.9 percent in 1991 to a little over
9 percent in 2001. 

Researchers also ascertained the per-
centage of teens who used inhalants (15 per-
cent), heroin (3 percent), methampheta-
mines (10 percent), and steroids (5 percent)
but had no comparison data from 1991 since
survey questions about these drugs were
not asked then. 

The percentage of students who had five
or more alcoholic drinks within a couple of
hours on one or more occasion during the
past month has remained constant between

1991 (29 percent) and 2001 (30 percent).
The data from the bienniel survey is used

by legislators and policymakers to improve
policies and programs that reduce health
risk behaviors in teens. The data are also
used to measure progress in achieving the
national health objectives set by the De-
partment of Health and Human Services in
2000 in its Healthy People 2010 prevention
agenda (Psychiatric News, January 1, 1999).
The agenda lists 467 national health-related
objectives to lengthen the lives of Ameri-
cans and improve their quality of life.

Some of the objectives address reducing
drug abuse, physical fighting, and the car-
rying of weapons by adolescents, for in-
stance. 

The results of the Youth Risk Behavior
Surveillance Survey are posted on the Cen-
ters for Disease Control and Prevention’s
Web site at <www.cdc.gov/nccdphp/
dash/yrbs/info_results.htm>. ■

BY EVE BENDER
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clinical & research news

Several years ago, moviegoers may
recall, something quite extraor-
dinary occurred in a gracious
brown mansion in Philadelphia.
A young boy attending a birth-

day party in the mansion had a paranormal
experience that terrified him.

Yes, this was a scene from the movie “The
Sixth Sense,” and the mansion where the
scene was shot still stands on the corner of
22nd and Green streets in Philadelphia.

Thus, it is probably appropriate that only
a few blocks away from this mansion some
psychoanalysts got together recently to dis-
cuss ESP. They were attending the annual
meeting of the American Psychoanalytic
Association, which was held in Philadel-
phia’s Wyndham Plaza Hotel in May.

The discussion group, titled “Intu-
ition, Unconscious Communication,
and Thought Transference,” got off to an
awkward start. Some 30 psychoanalysts
trooped into a large room in the hotel that
had been designated for the group and sat
down at the long banquet table in the room.
One participant quipped that if they were
going to be able to communicate with each
other under such unwieldy circumstances,

they were certainly going to need ESP!
However, the chair of the discussion group,
Elizabeth Mayer, Ph.D., a psychoanalyst
from Berkeley, Calif., circumvented that
need and had the participants group them-
selves at only one end of the banquet table.

“There may be some of us in this room
who do not believe that such things as ESP
can happen,” Mayer challenged her col-
leagues. But a number of experiments sup-
port it, she pointed out. For instance, one re-
searcher arranged for some 1,000 subjects to
be called at unexpected times over several
weeks either by friends or by strangers. The
subjects guessed significantly more often
when friends rather than strangers were call-
ing them, suggesting that some form of ESP
was occurring between them and their
friends. Another investigator found that nurs-
ing mothers experienced let-down reflexes
at the times when their infants, several miles
away, experienced accidents or other mishaps.
In another study, youngsters guessed signif-
icantly more often when they were being
stared at than when they were not.

Also, Mayer continued, “I have found
that many scientifically trained people have
had an experience along the lines of ESP

Analysts Ponder Presence
Of ESP and How It Works
Some psychoanalysts wonder whether they have experienced ESP
with patients. They also wonder how it might work.

BY JOAN AREHART-TREICHEL

that they cannot explain. And I have, too.” 
Some of her experiences, she said, have

occurred with patients. For instance, a pa-
tient once told Mayer that she had dreamed
that Mayer was going to Arizona. “That is
amazing!” Mayer said. “I am going to Ari-
zona. How did you know?” The patient
replied, “I have dreams like this a lot, and
they terrify me.” Mayer said that as far as
she knew, she had given the patient no clues
that she was planning to go to Arizona.

Another psychoanalyst reported that he
too had what seemed to be an ESP experi-
ence with a patient. One evening, following
a session with a depressed patient, he
dreamed that someone committed suicide.
The patient’s roommate called him shortly
after to tell him that the patient had tried
to kill herself. The patient’s diary later re-
vealed that she had been planning to com-
mit suicide when she visited him, but as far
as he could tell, she had not given him any
indication of it.

Yet if ESP can truly occur between two
people, and especially between analyst and
patient, how might it occur? “We need a
scientific explanation for how this happens,”
asserted Sydney Pulver, M.D., a Philadel-
phia psychoanalyst. “But I do not know
where we are going to find it.”

When monks meditate, the parietal lobes
in their brains are especially active, Mayer
pointed out. So perhaps the parietal lobes
are involved in ESP, she speculated.

In fact, Mayer suggested, perhaps ana-
lysts can cultivate a state of mind that al-
lows ESP-type communication between an-
alyst and patient, and that such cultivation
might consist of meditating a few minutes

before seeing a patient. “After all,” Mayer
asked, “isn’t the analytic mind a quiet state
of mind?” 

To which another analyst replied: “Yes,
and in the process we get closer to the pa-
tient.”

Mayer also suggested that analysts start
collecting anecdotal evidence about their
ESP experiences with patients. “I think it
would be good for our field if people well
established in it pulled such data together,”
she asserted. 

Another analyst took issue with this idea,
however. “That clarity of consciousness that
occurs on a good day between analyst and
patient is certainly of interest. But if we 
really take this up as a cause célèbre, it is going
to hurt our reputations as analysts since an-
alysts have a fringe reputation already.”

To which Mayer replied: “I disagree. I
think we could have a dialogue with physi-
cists about it.”

“I don’t think modern physics can ex-
plain ESP,” Pulver commented. ■
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What more could you
ask for? A medica-
tion that effectively
and safely relieves
many of the symp-

toms of attention-deficit/hyperactivity dis-
order (ADHD) and is not a stimulant shows
little potential for abuse and can be given as
a single morning dose to avoid the need for
potentially stigmatizing dosing during
school or work.

Eli Lilly and Company believes it has
found all of that and possibly more in its
new ADHD drug, atomoxetine. Lilly ex-
pects to gain approval from the U.S. Food
and Drug Administration (FDA) in the first
quarter of 2003 to market the drug for treat-
ment of the symptoms of child, adolescent,
and adult ADHD.

If approved, it would be the first drug
approved for treatment of the disorder in
adults. 

The proposed trade name for the drug,
pending FDA approval, is Strattera. The
drug, which originally carried the generic
name tomoxetine, had the leading letter ‘a’
added (at the suggestion of the FDA) to
help avoid confusion with the cancer drug
tamoxifen. According to Lilly research sci-
entist Cal Sumner, M.D., atomoxetine is a
highly specific inhibitor of the norepi-

ication with or without food.
In four short-term (fewer than 10

weeks) clinical trials in children, the only
treatment-emergent side effects associated
with atomoxetine that are different from
those associated with placebo were
headache and appetite suppression. In
longer studies, appetite suppression has
resulted in a mild decrease in weight upon
starting the medication; however, over one
year, children on atomoxetine showed no
significant difference in trends on weight
or height curves. In addition, the drug had
no affect on sleep.

Atomoxetine does not appear to be as-
sociated with the adverse cardiac effects,
such as hypertension and tachycardia, as-
sociated with other drugs that modulate
norepinephrine (venlafaxine or certain tri-
cyclic antidepressants, for example).

“We have a huge unmet need in the un-
derstanding of this disorder across the life
span, as well as in understanding the im-
pact of medication on this disorder,” Sum-
ner said. “But when something sounds too
good to be true, you can just think of it as
being true, or you can go back and double
your efforts and find the holes in it.”

Holes will undoubtedly appear, Sumner
acknowledged, especially given the com-
plexity and comorbidity associated with
ADHD. While previous studies excluded
patients with comorbidity, studies of pa-
tients with other disorders and ADHD are
under way.

“At least we hope to find that comor-
bidities in patients with ADHD are not get-
ting worse on atomoxetine,” Sumner said.
“And at best, we’ll be able to say that not
only is atomoxetine helpful for ADHD but
for other symptoms as well.” ■

nephrine reuptake transporter, resulting in
significant increases in availability of the
neurotransmitter in brain synapses.

Current best-guess theory says that
ADHD is a constellation of symptoms re-
sulting from a “combination of norepi-
nephrine and dopamine dysfunction,” Sum-
ner explained. “Actually, attention deficit
is probably a huge misnomer. This is an or-
ganizational dysfunction of the brain, prob-
ably affecting multiple areas of the brain.
And it is an enduring brain pathology with
different signs and symptoms across the life
span, depending on [a patient’s] develop-
mental stage, experience, and external sup-
port system.”

For decades, the focus has been on stim-
ulant medications such as amphetamines
and methylphenidate. These medications,
Sumner agreed, have been very useful in
treating what he termed the “externalized
symptoms” of the disorder—for example,
the child who simply cannot sit still,
bounces around the room, is impulsive, and
is unable to focus and maintain attention—
symptoms frankly observable by others.

“Atomoxetine came about as people re-
visited the point of view that if you could af-
fect only norepinephrine,” Sumner ex-
plained, “you might not only get the ben-
efits that you see with the existing stimu-

lant medications, but you might get them
at less cost.

“When people ask me about the mech-
anism of action of this drug, I can easily tell
them what the mechanism is. What hap-
pens after that initial action is where we
start to get into a fuzzier area.”

Because atomoxetine is a “fairly clean”
norepinephrine modulator, Sumner believes
that the drug is primarily impacting infor-
mation before it even gets to higher orga-
nizational centers, allowing “better infor-
mation” to reach those organizing centers
in the brain. “We are also impacting the or-
ganizational centers themselves, modulat-
ing neurotransmitter function in the frontal
cortex,” which, he noted, impacts the
pathology early on in the pathway of the
neurotransmitter dysfunction.

“Atomoxetine improves the efficiency
of organization and also improves some of
the clarity of the brain’s signals,” Sumner
said.

In clinical trial data submitted as part of
the new drug application and presented at
APA’s 2002 annual meeting in Philadelphia
in May, atomoxetine was associated with
significant improvement in the core symp-
toms of ADHD, and surprisingly, said Sum-
ner, appears to be equally beneficial in im-
proving core symptoms in the inattentive
subtype as well as the hyperactive/impul-
sive subtype. The efficacy appears to be as
good in adults as it is in children and ado-
lescents.

Studies have compared once-a-day dos-
ing with twice-a-day dosing and found that
once-a-day dosing is as effective as taking
the drug twice a day. The new drug appli-
cation lists once-a-day dosing, in the morn-
ing, with no requirement to take the med-

New Class of ADHD Drugs
Awaits FDA Approval
A new medication option for ADHD is awaiting final FDA approval, and
in some ways it looks almost too good to be true. If the data are 
verified, it could be a major treatment advance.

clinical & research news

BY JIM ROSACK

The absorption of the two long-acting
medications used to treat symptoms
of attention-deficit/hyperactivity dis-

order (ADHD) is differentially affected by
the presence of food in the stomach, espe-
cially if that food is high in fat, according to
a new study.

The data, reported in the July issue of
Current Medical Research and Opinion, indi-
cate that serum levels of methylphenidate
in individuals taking the long-acting med-
ication Concerta are not substantially dif-
ferent when the medication is taken with
food or on an empty stomach.

In contrast, individuals in the study
who took Adderall XR, an extended-re-
lease formulation of mixed amphetamine
salts, displayed drastically lower early
blood levels when taking the medication
with food compared with taking it on an
empty stomach.

The study was conducted by researchers
at McNeil Consumer and Specialty Phar-
maceuticals, which markets Concerta.
Adderall is marketed by Shire Pharmaceu-
ticals Group.

The study compared the effect of eat-
ing a high-fat breakfast on the absorption
and distribution of a typical morning dose
of each medication (36 mg of Concerta or

20 mg of Adderall) in 36 healthy adults.
Breakfast consisted of eggs, buttered bread,
bacon, hash-brown potatoes, and eight
ounces of whole milk. Blood samples were
taken 18 times over the ensuing 28-hour
period. Subjects received either Concerta
or Adderall following either an overnight
fast or 15 minutes after eating the high-fat
breakfast.

Blood levels of methylphenidate in sub-
jects who received Concerta varied only
about 3 percent between the fasting and
post high-fat-meal dosings. Subjects who
took Adderall after the high-fat meal, how-
ever, had on average a 55 percent decrease
in their blood levels of amphetamine dur-
ing the first four hours following dosing,
compared with those who took Adderall
after fasting.

When a drug’s absorption is significantly
affected by food intake, its label usually says
it is best taken either one hour before or
two hours after a meal. The current ap-
proved labeling for Adderall does not ad-
dress any need to take the medication on
an empty stomach.

Requests by Psychiatric News for com-
ment about the data from Shire Pharma-
ceuticals Group were not answered by press
time. ■

What patients with ADHD eat for breakfast could drastically affect the
day-to-day reliability of their medication, new research indicates.

High-Fat Diet May Affect Absorption
Of Once-Daily ADHD Medications

BY JIM ROSACK
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clinical & research news
Can Antidepressants Lower
Coronary Disease Mortality?
Just as many physicians have long suspected, research shows a link
between affective disorders and heart disease—a link that just might
dramatically affect survival.

BY JAMES ROSACK

Numerous studies have
demonstrated that adding
depression to existing car-
diovascular disease signif-
icantly increases patients’

chances of dying within five years of diag-
nosis. However, new research presented in
May at APA’s 2002 annual meeting indicates
that adequate treatment of the patients’ de-
pression may significantly improve their
prognosis.

The apparent link between heart disease
and depression appears to be a two-way
street. Recent studies have provided com-
pelling evidence that otherwise healthy,
middle-aged individuals with depression
have an increased risk of developing is-
chemic heart disease compared with indi-
viduals without depressive symptoms. In-
deed, one recent study documented that in
some individuals even “mental stress”—not
necessarily anxiety or depression—can trig-
ger decreased blood flow to the heart, lead-
ing to ischemia. Individuals with stress-
induced ischemia were three times more

likely to die within five years compared with
people without ischemia brought on by
mental stress, the study concluded.

Similarly, those individuals who have
known coronary artery disease (CAD) and
suffer a heart attack or undergo coronary ar-
tery bypass surgery and then subsequently
develop depression have been shown to have
a worsened prognosis compared with those
who do not become depressed, according to
a review of related research. Studies have re-
ported that around 20 percent of persons
with coronary artery disease have depression
that meets DSM criteria for major depres-
sive disorder, and as many as 30 percent to 40
percent of patients with CAD have less-severe
symptoms. Recently, researchers reported
that in a study of more than 900 people with
CAD, followed for a minimum of nine years,
patient scores on the Beck Depression In-
ventory (BDI) were predictive of mortality
over a five-year period. Anxiety, anger, and so-
cial support were found not to be predictive
of mortality, but subjects with higher BDI
scores had an increased risk of death that was

3.5 times greater than that of the subjects
with low BDI scores.

“The crucial remaining question,” said
Alexander Glassman, M.D., a clinical pro-
fessor of psychiatry at Columbia Univer-
sity, “is whether treating depression after a
heart attack or stroke can decrease the risk
of dying” from that event.

SADHART Established
Several years ago, Glassman and his col-

leagues set out to attempt to answer that ques-
tion with SADHART—the Sertraline Anti-
depressant Heart Attack Randomized Trial.

“Our biggest initial problem was figuring
out how large a sample size we’d need in order
to show any effect,” Glassman said at the an-
nual meeting session. They wanted to estab-
lish the safety and efficacy of using an anti-
depressant in cardiovascular disease. To do
so with enough power to detect any statisti-
cally significant differences, “we were look-
ing at enrolling an absolutely huge number
of subjects.” The group settled on enrolling
200 patients in each arm of the prospective
study, one group treated with sertraline
(Zoloft) and the other treated with placebo.

“Previous work had been done with sta-
ble disease and things like Paxil and Prozac,”
Glassman noted, “but nobody had done any-
thing with unstable cardiovascular disease.”

Glassman coordinated a multicenter trial
that eventually screened 11,500 patients who
had suffered an acute myocardial infarction
(MI). Slightly more than 3,300 met eligi-
bility requirements with some symptoms of
depression. The subjects had not sought

treatment for depression and had generally
mild symptoms. However, around 1,800 of
those met criteria for major depression, and
slightly fewer than 900 met the full inclu-
sion/exclusion criteria. In the end, 186 were
randomized to sertraline, and 183 were ran-
domized to placebo for 26 weeks.

“There you see the relevance of statisti-
cal empowerment,” Glassman said. “In order
to end up with 200 patients in each arm of
the study, we had to screen nearly 12,000.”

The study used a measure of cardiac-
pumping power to follow cardiac function
following the MI and DSM criteria for de-
pression to follow the patients’ major de-
pression.

The results, now available in prelimi-
nary form, Glassman said, were interest-
ing—not quite what he expected, but very
significant. Publication of the complete data
from the trial is expected around the end
of the year.

Three Groups Assessed
The researchers broke the subjects into

three groups for analysis in each arm of the
trial: those patients who experienced their
first episode of depression following their
MI, those patients who had one prior
episode of depression, and those patients
who had two or more episodes of depres-
sion that the researchers categorized as “se-
vere” depression.

“Overall, response rates [for depression]
were 66 percent for those taking sertraline
and 53 percent for those on placebo,” Glass-
man said. “But what is very interesting is
when you look at response rates within the
three different groups.” For those patients
with their first episode of depression, there
was no statistically significant difference in
the response rates between sertraline and
placebo (59 percent versus 55 percent, re-
spectively). With one prior episode of de-
pression, the difference was very signifi-
cant, 72 percent for those on sertraline ver-
sus 51 percent for placebo. And for the “se-
vere” category, 78 percent of those taking
sertraline were responders compared with
45 percent of those taking placebo.

“These results, though, were really tied
to the recurrence of the depression, not
necessarily to the severity of depression,”
Glassman noted. There were not statisti-
cally significant differences between higher
versus moderate scores on the Hamilton
Rating Scale for Depression.

The adverse-event profile also varied
between the placebo and sertraline group,
consistent with known side effects of the
drug. The most common side effects were
nausea and diarrhea.

Interestingly, the cardiac-complications
profile also differed between the groups.
“It looked like those taking sertraline had
decreased risks for most major cardiac
events,” Glassman said, including risk of
having another MI, arrhythmias, or sudden
cardiac death. However, while these dif-
ferences did not reach statistical signifi-
cance, there was a consistent trend for those
taking sertraline to have lower rates of death
within the study period, as well as lower
rates of severe chest pain, arrhythmias, and
stroke. 

“I suspect that if we had a larger patient
base, we might have seen these reach sta-
tistical significance,” Glassman noted, “but
then we would have to have screened maybe
50,000 or 100,000 patients.

“In the end, what we saw was that ser-
traline was indeed safe and effective at treat-
ing recurrent depression following an MI,
but not in first-episode depression.” ■

Fine Line Separates Personality Quirks
From Personality Disorder
What makes people tick? When do quirky personalities constitute per-
sonality disorders? And what can be done to help people with bor-
derline personality disorder? An authority answers these questions. 

Hundreds of psychiatrists attending APA’s
2002 annual meeting in Philadelphia
in May packed a large room to hear a

lecture by a psychiatrist renowned for his
knowledge of human personality.

The psychiatrist was John Oldham, M.D.,
director of the New York State
Psychiatric Institute and chair
of the APA work group that de-
veloped the Practice Guideline
for the Treatment of Border-
line Personality Disorder (Psy-
chiatric News, August 3, 2001).

Oldham warmed his au-
dience up with the question:
“What is the best journal of
personality traits, styles,
types, and disorders?” His
answer: “The New Yorker
magazine. I have a repre-
sentative cartoon for every
single one, and they are
wonderful!” His audience broke into laugh-
ter.

The New Yorker, he continued, once ran
a cartoon that showed a woman looking at
her husband and asking, “Why are you the
way you are?” This question, Oldham said,
is of vital interest to psychiatrists. In essence,
is personality inherited or is it acquired? “I
think it is both,” he declared. “It is both a
bit of the way we are and a bit of something
we get.”

In short, personality is composed of both

temperament and character, he explained.
Temperament is the largely heritable con-
tribution to personality; character is greatly
impacted by life events. For instance, nov-
elty seeking, harm avoidance, reward de-
pendence, and persistence are temperament

traits, moderately heri-
table, and probably not
particularly influenced
by  env i ronmenta l
events, whereas self-di-
rectedness, cooperative-
ness, and self-transcen-
dence are character
traits that are mostly in-
fluenced by environ-
ment and only weakly,
if at all, heritable.

So what is the dif-
ference between per-
sonality traits and per-
sonality disorders?

“There is no bright line that distinguishes
one from the other,” Oldham stated.
Nonetheless, just as both genes and envi-
ronment undoubtedly contribute to healthy
personalities, the same is indubitably true of
unhealthy ones.

Personality disorders may be more wide-
spread than most psychiatrists realize, Old-
ham continued. A study published last year
of some 2,000 individuals in the commu-
nity suggested that the overall prevalence
of personality disorders may be as high as

13 percent. What’s more, 2.4 percent of the
subjects studied were found to have para-
noid personality disorder, which “was sur-
prising to me,” Oldham admitted. “We
think of schizophrenia as being a 1 percent
disorder. We don’t usually think of para-
noid personality disorder as being twice as
prevalent.” 

Even more of the subjects were found
to have histrionic personality disorder or
obsessive-compulsive disorder, and a sur-
prising 5 percent were discovered to have
avoidant personality disorder, he said.

True, borderline personality disorder
does not seem to be as widespread as the
above disorders, which afflicted about 2
percent of the population, Oldham said. Yet
it is the personality disorder of paramount
interest to psychiatrists because individu-
als with borderline disorder are often very
disabled.

Borderline personality disorder, he ex-
plained, lies between the neuroses and the
psychoses—“You will have periodic tran-
sient fuzziness or loss of reality, but you
maintain reality testing overall,” he said.
Yet there are many different types of bor-
derline disorder.

For instance,the affective type is mod-
erately heritable and precipitated by envi-
ronmental stress. The impulse dyscontrol
type is also moderately heritable and trig-
gered by stress. The aggressive type is due
to a moderately heritable aggressive tem-
perament and a reaction to early trauma.
“Trauma is not inevitable in patients with
borderline personality, but is common,”
Oldham said. 

Then there are a fourth type—the de-
pendent type—and a fifth type in which a
person has chronic feelings of emptiness and
identity disturbance. “You can readily see
that this last type would be a very different
type of borderline patient from the impul-

BY JOAN AREHART-TREICHEL

please see Personality on page 29

John Oldham, M.D., says a lot
can be learned about personality
disorders from the New Yorker.
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APA’s 2002 Institute on Psy-
chiatric Services (IPS), which
will be held at the Palmer
House Hilton in Chicago
from October 9 to October

13, promises to deliver a very informative,
interesting, and entertaining program. The
institute has always been a forum for those
interested in clinical and public psychiatry
issues in the friendly and relaxing atmos-
phere of a small meeting.

One of the more popular formats has
been the discussion groups. Discussion
groups allow for lively debates of hot top-
ics and controversial issues in clinical and
public sector psychiatry. Each year the in-
stitute’s Scientific Program Committee
chooses prominent experts and mentors to
lead the discussion groups. These experts
guide attendees through dynamic, informed,
and useful interactions. The discussion
groups also include valuable contributions
by the APA/Bristol-Myers Squibb Fellows
and APIRE/Janssen Fellows. This year’s
topics and facilitators promise entertain-
ing, at times controversial, and always in-
teresting exchanges.

The first discussion group, on October
9 from 1:30 p.m. to 3 p.m., will be led by H.
Steven Moffic, M.D., and Timothy Flo-
rence, M.D., and is titled, “How Can We
Resolve the Ethical Challenges of Public
Sector Managed Care?” Even health care
experts and managed care proponents are
starting to recognize that managed care has
failed.

In the discussion group on October 10
from 1:30 p.m. to 3 p.m., Jeanne E. Green-
blatt, M.D., M.P.H., and Jess Shatkin, M.D.,
will guide the audience through a discus-
sion on “Models of Providing Child and
Adolescent Psychiatric Services in Under-
served Areas.” This should yield useful in-
sights and information at a time when child
mental health care is being compromised
by a serious child/adolescent psychiatrist
shortage, a growing number of underserved
areas, and limits on immigrant visas.

“Addressing Trauma in the Context of

Ongoing Domestic Violence: Practice, Pol-
icy, and Collaboration,” led by Paula Panzer,
M.D. (chair of the institute’s Scientific Pro-
gram Committee), Carole Warshaw, M.D.,
Intikhab Ahmad, M.D., and Sata Chan-
dragiri, M.D., will be another lively inter-
change on an important clinical and public
mental health issue. This discussion group
will be held October 11 from 3:30 p.m. to
5 p.m.

“Unfunded Mandates: The Latest Chal-

lenge for Community Mental Health Clin-
ics” will be led by Julia Eilenberg, M.D.,
and Jennifer Coffman, M.D., on October 12
from 10 a.m. to 11:30 a.m. With most
states facing serious budget cuts,
this discussion will be help-
ful to many.

“Psychoeducation: Li-
ability or Asset?” will be
held October 12 from
1:30 p.m. to 3 p.m.
Larry S. Baker, M.Div.,
Karen Landwehr, M.C.,
Katherine Watkins, M.D.,
and Alison M. Barnes,
M.D., will address an im-
portant clinical issue in the
management of severely mentally ill pa-
tients, the usefulness of psychoeducation.

Other discussions groups include “Lead-
ing Large-Scale System Change, Confi-
dentiality in Psychiatric Treatment: HIPAA

Discussion Groups Promise
To Get You Talking
You never have to take a back seat at APA’s fall meeting. Come to
Chicago and share what’s on your mind with the experts in an excit-
ing series of discussion groups.

apa institute

BY RICHARD BALON, M.D.

Dr. Balon is vice chair of the Scientific Pro-
gram Committee of the 2002 Institute on Psy-
chiatric Services.

and Beyond,” led by APA President Paul
Appelbaum, M.D., and “Mental Health in
Corrections,” led by the president of the

American Association of Community
Psychiatrists, Jacqueline Maus

Feldman, M.D.
All discussion groups

will offer a great oppor-
tunity to exchange ideas
with experts and leaders
in the field and with col-
leagues in a comfortable,
relaxed setting, appro-
priate for conversation,
debate, discussion, and
opinion exchange.

Mark your calendar to
attend the 2002 institute and participate
in its exciting, timely, and controversial
discussions in the hospitable and friendly
city of Chicago. Registration information
appears below. ■

Register Now!

There are two easy ways to register for
APA’s Institute on Psychiatric Services,
which is being held in Chicago October 9
to 13:

• Register online on APA’S Web site at
<www.psych.org/sched_events/ips02/
index.cfm>

• Request a preliminary program from the
APA Answer Center at (888) 357-7924.
The program contains hotel information
and registration forms.

SSaavvee  oonn  ffeeeess  bbyy  rreeggiisstteerriinngg  bbeeffoorree  
SSeepptteemmbbeerr  99..



ings, the view of the river from the train
can be truly impressive. To the left are
the twin towers of Marina City (known
locally as the corn-cob towers), one of the
city’s distinctive landmarks. To the right,
333 Wacker reflects the river’s gentle
curve. 

Once in the Loop, the train makes a
turn east at Van Buren and passes the
Harold Washington Library. To the left
along Van Buren are two venerable old
Chicago office buildings, the Fisher and
the Monadnock. The train loops back
north on Wabash Avenue, where it runs
close enough to the buildings to allow vis-
itors a peek inside the windows. (Mystery
readers take note: the fictional Chicago
private eye V.I. Warshawski, the leading
character in dozens of novels by author
Sara Paretsky, has her offices somewhere
in here.) Heading back west on Lake
Street, the train passes the Chicago The-
atre on the left and the State of Illinois
Building. 

Then, it’s back over the river heading
north again. ■
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in a circular path around “the Loop.”
Traveling north, the Ravenswood inter-
sects with other train lines for easy access
to North Side landmarks, restaurants, and
parks. 

As the editors of Sweet Home Chicago:
The Real City Guide (Chicago Review
Press, 1993) note, a ride on the
Ravenswood El is not unlike taking a dou-
ble-decker tour bus in London—but with-
out the tour fee. For the price of a CTA
fare card ($1.50) you can conduct your
own tour, with a vista of the city both east
and west, riding above the noise and traf-
fic of the city. 

The Real City Guide, taking the reader
on a ride from north to south, captures it
well: “Starting out at almost any station
on the North Side, you’ll pass blocks of
typical Chicago residential streets. Loop-
bound between Belmont and Armitage,
the buildings get increasingly elegant; the
view in both directions at the Armitage
stop shows gracious two-flats with orna-
mentation just about at eye level. Look-
ing forward, you get a good glimpse of

A PA members visiting
Chicago for this year’s Insti-
tute on Psychiatric Services
can count on plenty of the
usual fare—bus tours and

boat rides—to see the town.
But one of the best and cheapest ways

to get an introduction to Chicago (at least
its North Side and downtown) is to take
a ride on the Ravenswood Elevated train.
For three years, when I lived in Chicago,
I commuted downtown by catching the
Ravenswood El (also known as the Brown
Line) at Addison. While it was for me—
as for thousands of daily commuters—
principally a way to get to work, it was
also an inspiring, daily reminder of the
vastness and variety of the city. 

And when visitors who wanted a re-
laxing way to get a feel for Chicago but
who didn’t have time for lengthy tours (or
the patience for city traffic), I always told
them to hop the Ravenswood line. 

APA members staying at hotels in or
near downtown will find stops at the Mer-
chandise Mart or any of several stations

Want to See Real Chicago?
Then Hop on the El!
APA members will be coming to Chicago in the fall for one of the As-
sociation’s premier educational meetings, but it’s also a good time to
get an insider’s view of one of the country’s leading cities.

the approaching Chicago skyline, with the
John Hancock building off to the left and
the Sears Tower straight ahead. Between
the Armitage and Sedgwick stops, the
track takes a few twists and turns, so you
get a little roller-coaster action along with
the sightseeing experience.”

The track straightens and heads south
after Sedgwick, with the River North
gallery district immediately ahead, Old
Town and the high-priced Gold Coast to
the left, and the Cabrini-Green housing
project to the right. After the Chicago
stop, the train heads straight for the mam-
moth Merchandise Mart. 

“Above the broad brick expanse of the
mart you’ll see a sliver of green glass, the
333 West Wacker Building, and on top of
that hovers the Sears Tower. Three gen-
erations of Chicago architecture in a sin-
gle slice.”

And then, as the Real City Guide notes,
comes the best part of the ride: crossing
the Chicago River into the urban canyon
that is the Loop. On a bright day, with the
sun illuminating the bridges and build-

apa institute

Find Your Voice in APA

The APA Special Caucus Program 
Was Designed for You

The APA Caucus Program was developed by members, for members to explore and
focus on concerns and challenges in special practice settings. Through twice-yearly
meetings, list serves, and newsletters, the caucus program offers an opportunity for
practitioners to come together and share information. Six caucuses report to the Council
on Social Issues and Public Psychiatry—for psychiatrists working in state hospital, VA,
rural, and correctional settings and psychiatrists who treat patients with mental retarda-
tion and developmental disabilities and those with eating disorders. The Caucus for Psy-
chiatrists Treating Patients Covered by Managed Care reports to the Council on Health-
care Systems and Financing.

All seven caucuses will meet during APA's Institute on Psychiatric Services in Chicago.
Participants do not have to be registered for a caucus to attend a caucus meeting; how-
ever, one must be an APA member to join a caucus.

All meetings will be held at the Palmer House Hilton.

Friday, October 11 
8:30 a.m.-11:30 a.m. 2 p.m.-5 p.m.
Caucus of State Hospital Psychiatrists Caucus of VA Psychiatrists
Salon V, Third Floor Salon III, Third Floor

Saturday, October 12
8:30 a.m.-11:30 a.m. 10 a.m.-11:30 a.m.
Caucus of Rural Psychiatrists Caucus for Psychiatrists Treating
Salon V, Third Floor Persons With Eating Disorders

Cresthill Room 11, Third Floor

1:30 p.m.-3 p.m. 2 p.m.-5 p.m.
Caucus of Psychiatrists Treating Patients Caucus for Psychiatrists Treating Mental 

Covered by Managed Care Retardation/Developmental Disabilities
Salon III, Third Floor Cresthill Room 11, Third Floor

Caucus of Psychiatrists Practicing in 
Criminal Justice Settings

Salon V, Third Floor

MMoorree  iinnffoorrmmaattiioonn  oonn  tthhee  SSttaattee  HHoossppiittaall,,  VVAA,,  RRuurraall,,  CCoorrrreeccttiioonnaall,,  EEaattiinngg  DDiissoorrddeerrss,,  oorr  MMRR//DDDD
ccaauuccuusseess  iiss  aavvaaiillaabbllee  ffrroomm  CChhrriiss  DDrruuhhaann  aatt  ((220022))  668822--66009922;;  mmoorree  iinnffoorrmmaattiioonn  oonn  tthhee  CCaauu--
ccuuss  ooff  PPssyycchhiiaattrriissttss  TTrreeaattiinngg  PPaattiieennttss  CCoovveerreedd  bbyy  MMaannaaggeedd  CCaarree  iiss  aavvaaiillaabbllee  bbyy  ccoonnttaaccttiinngg
KKaarreenn  SSaannddeerrss  aatt  ((220022))  668822--66110088..

BY MARK MORAN

Map copyright 1999 Chicago Transit Authority. All rights reserved. Used with permission.
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duce dislodged needles providing I took re-
sponsibility if complications ensued.)

Change began in the 1960s with the re-
port of the Joint Commission on Mental Ill-
ness and Health, which had been created by
Congress and encompassed 36 organizations.
The process of change was slow in evolving
eventually to where the landscape is littered
with nonphysician psychotherapists. Indeed,
psychiatry residencies debate whether and
the extent to which residents should have
learning experience in psychotherapy.

I predict that eventually the inherent
irrationality of today’s medical-education
hierarchical systems at various levels of ex-
pertise will be replaced by interlocking sys-
tems of permeable hierarchies of compe-
tence and certification.

SAUL I. HARRISON, M.D.
Marina Del Ray, Calif.

The findings of the study, therefore, bear
important implications for treatment plan-
ning. One wonders, indeed, what might be
the prefrontal 5HT receptor density in pa-
tients suffering from personality disorders.
Might these disorders be, in part, adapta-
tions to lifelong depressive disorder?

FRANCIS J. DURGIN, M.D.
Fayetteville, N.Y.

T he article “Serotonin Receptors Offer
Clue to Teen Suicide Risk” in the May 3

issue underscores the finding of increased
serotonin-receptor density in the prefrontal
cortex of teenage suicidal victims, as also oc-
curs in adults. This is an important finding.

Neither the reporter nor Ghanshyam
Pandey, Ph.D., however, hook this up with
the established fact of lower levels of 5-hy-
droxy-indole acetic acid, a metabolic prod-
uct of serotonin, in the cerebral spinal flu-
ids of victims of violent suicide. An up-reg-
ulation of 5HT receptors would be expected
in a serotonin deficit.

Other clinicians and I have discovered that
specific serotonin reuptake inhibitor antide-
pressants often ameliorate both irritability
and impulsivity in patients who may be ex-
hibiting no other clinical signs of depression,
including personality-disordered patients.

correcting those, a historical relic was that
to do psychotherapy in the United States,
one had to be a licensed physician. There
were a few exceptions, such as distinguished
products of European psychoanalytic edu-
cation, which credentialed nonphysicians.
The only other exceptions were psycholo-
gists who conducted testing and social work-
ers who were employed by clinics and a hand-
ful of enterprising physicians for what was
called casework. It was not uncommon that
those professionals performed psychother-
apy under the supervision of the physician.

This was the era when intravenous punc-
tures had to be done by physicians; nurses
not permitted. Hence, if an intravenous
needle got out of vein in the wee hours of
the morning, the intern had to be awak-
ened to reinsert it. (I won’t burden you here
with my grateful stories of experienced,
thoughtful nurses who made a deal with me
that they would let me sleep and reintro-

letters to the editor Readers are invited to submit
letters not more than 500 words long for
possible publication. Submission of a letter
implies consent for publication unless
otherwise indicated. All letters are subject to
editing to meet style, clarity, and space
requirements. Receipt of letters is not
acknowledged. Send submissions to Letters to
the Editor, Psychiatric News, at 1400 K Street,
N.W., Washington, D.C., 20005; fax: (202)
682–6031; e-mail: pnews@psych.org.

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

More to the Story

Better System for
Future?

T his communication was stimulated by the
headline on page 2 of the May 17 issue:

“Angry Response Follows Appointment of
Psychologist to Head Yale Center.”

As I look back on my decades in medical
education, I recall medical school quotas for
women, African Americans, and Jews. After

Neurology was established in 1934, and the
first examination was held in 1935. There were
31 applicants. Nine were certified in both psy-
chiatry and neurology, 10 in psychiatry alone,
and two in neurology alone; 10 failed.

Controversy again erupted in 1970 when
the ABPN abolished the internship incor-
porating six months of general medical ex-
perience within a four-year psychiatry res-
idency. Despite opposition from chairs of
psychiatry departments and the APA As-
sembly, the decision remains.

In an anecdotal history, Dr. Francis
Braceland (a psychiatrist and secretary of
the ABPN from 1947 to 1951) wrote that
during the early years, the neurologists
made several unsuccessful attempts to es-
tablish a separate board. The psychoana-
lytic groups made a serious bid to become
a subspecialty within the board, but after
several years of discussion and disagree-
ments, they withdrew the request.

Other groups within psychiatry and neu-
rology began to press for subspecialty cer-
tification. In 1960 the first examination in
child and adolescent psychiatry was held,
and an examination for child neurology fol-
lowed. Since then, subspecialty certificates
for diplomates in psychiatry were added for
addiction psychiatry, clinical neurophysi-
ology, forensic psychiatry, geriatric psychi-
atry, and pain management.

As of 2000, the ABPN has granted
37,967 certificates in psychiatry and 9,745
in neurology.

Today the ABPN consists of 16 mem-
bers. The nominating organizations for psy-
chiatry are APA, American College of Psy-
chiatrists, and the AMA; for neurology, they
are the American Neurological Association
and the American Academy of Neurology.
Each of these organizations proposes nom-
inees to serve on the ABPN. The ABPN is
independently incorporated. ■

history notes
continued from page 16
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lying, along with CSA
member Mary Anne Mc-
Caffree, M.D., a pediatri-
cian from Oklahoma.
AMA staff member James
Lyznicki, M.S., M.P.H.,
assisted the council mem-
bers in preparing the re-
port.

Implications
“There were several

implications for physi-
cians that were important to have in the
report,” Robinowitz told Psychiatric News.
“First of all, bullying is a sign of potential
psychiatric illness, in both the bully and
the victim. We know from our literature
review that bullies have a significant inci-
dence of physical and emotional abuse in
their past and that they have a higher in-
cidence of adjustment and conduct disor-

ders, and bullying could
be a sign of more severe
disorders as well.

“Second, we know
that bullies are more
likely to have long-last-
ing psychiatric conse-
quences” from their bul-
lying behavior.

Robinowitz added
that victims often de-
velop anxiety and de-
pressive disorders as a re-
sult of traumatization.
“But it is important to
note that bullying may
not be the standard phys-

ical form that everyone thinks of; it is
often combined with psychological bul-
lying and can be harder to detect if it is
occurring only on the psychological
level,” she explained.

Another significant implication for
physicians, she noted, is that teachers,
caregivers, and often parents are slow to
pick up on signs and symptoms of bully-

ing, relying somewhat on the old think-
ing that “kids will be kids,” often with dis-
astrous outcomes. That makes the issue

Bullying
continued from page 1 AMA’s Recommendations on Bullying

The report on bullying that the AMA adopted in June contains the following conclusions and
recommendations:

• The AMA recognizes bullying as a complex and abusive behavior with potentially serious
social and mental health consequences for children and adolescents.
• The AMA will advocate for federal support of research to develop and test programs to
prevent or reduce bullying.
• The AMA urges physicians to be vigilant for signs and symptoms of bullying and screen
for psychiatric comorbidities in at-risk patients.
• The AMA will advocate for federal, state, and local resources to increase the capacity of
schools to provide safe and effective educational programs by which students can learn to
reduce and prevent violence.
• The AMA will advocate for expanded funding for programs for assessment, consultation,
and intervention services for bullies and their victims.
• The AMA urges parents and other caretakers of children and adolescents to be actively
involved in their child’s school and community activities and teach children how to interact
socially, resolve conflicts, deal with frustration, and cope with anger and stress.

all the more important for physicians to
be aware of, so they can identify signs and
symptoms early on and try to prevent fur-
ther damage from occurring, Robinowitz
said.

“I am pleased that the problem of bul-
lying is finally receiving increased atten-
tion,” APA Trustee-at-Large David Fassler,
M.D., told Psychiatric News. Fassler, the
AACAP delegate to the AMA, was one of
the authors of the original resolution ask-
ing the AMA to conduct the study.

“As psychiatrists,” Fassler continued,
“we treat both children and adults whose
lives have been devastated by the trauma of
bullying.”

The full report, which was adopted by
the House of Delegates without amend-
ment, concludes that the complex behav-
ior of bullying involves a pattern of repeated

aggression with a deliberate intent to harm
or disturb a victim despite apparent victim
distress, and a real or perceived imbalance
of power allowing the more powerful child
(or group of children) to attack a physically
or psychologically vulnerable victim.

Recommendations
“Efforts to prevent or reduce bullying,”

the report states, “require involved and mo-
tivated parents, school administrators,
teachers, and other adults with a positive
interest in addressing the problem.” 

Firm and clear limits for unacceptable
behavior, elimination of risk factors pro-
moting bullying, and clearly defined con-
sequences for bullies are also absolutes, ac-
cording to the report. The report then out-
lines a series of six recommendations for
physicians and the AMA to help combat
bullying (see box above.)

“While we know there are no simple so-
lutions, the report highlights promising in-
tervention and prevention initiatives,”
Fassler noted. “The conclusions and rec-
ommendations will also enhance public
awareness of the issue and help encourage
ongoing research into the causes and con-
sequences of bullying.”

The report on bullying is awaiting pub-
lication in the Journal of the American
Medical Association, after which the
complete text will be available on the
AMA’s Web site. A summary of the con-
clusions and recommendations is posted
at <www.ama-assn.org/ama/pub/article/
2036-6398.html>. ■

Carolyn Robinowitz, M.D.:
“Bullying is a sign of potential
psychiatric illness, in both the
bully and the victim.”

“It is important to note
that bullying may not be
the standard physical
form that everyone

thinks of.”
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able.’ However, serious problems persist with
the administrative aspects of the program.”

Henry, medical director of the Clinton-
Eaton-Ingham Community Mental Health
Board, said that the cost savings claimed by
the state do not reflect the real costs of the
program. 

“The medical directors of the commu-
nity mental health board uniformly report
that their nursing staffs are bogged down
with the paperwork required for prior au-
thorization,” he said. That stress on staff
could be exacerbated by projected layoffs
in the Medicaid program.

Efforts to rescind or modify the drug
formulary program are taking place at sev-
eral levels, according to Reinstein. 

The MHA in Michigan has issued a se-
ries of reports on problems identified by the
hotline, including excerpts of comments
from patients. According to the July 2 Wall
Street Journal, as a result of those reports,
one “powerful early backer of the drug list,”
Sen. Alma Wheeler Smith (D), said that she
plans to support a bill to gut the program.

Reinstein commented that although such
a bill had not yet been introduced, another
bill (S 1193), which codifies procedures for
drug utilization, offers opportunities for ad-
vocates to add language that would improve
administration of the drug formulary. 

The MHA of Michigan, MACED, Al-
liance for the Mentally Ill of Michigan, and
Michigan Protection and Advocacy Service
Inc. filed suit in December 2001 in Ingham
County Circuit Court to prevent imple-
mentation of the program. 

The organizations charge that the
method by which the program was passed
by the legislature violates the state’s con-
stitution and that the state has no author-
ity to insist upon rebates in addition to those
mandated by the federal Medicaid law. 

In his January 9 ruling, Judge Lawrence
Glazer supported a third argument by the
plaintiffs. He wrote, “The system of tele-
phone appeals to a technician and then to
a pharmacist and then to a physician, only

during business hours, will undoubtedly re-
sult in delays in the dispensing of the med-
ications [that] physicians judge to be med-
ically necessary. . . .To me this constitutes
irreparable harm to those patients who
would be so affected.” 

On January 18 the Court of Appeals
lifted the injunction issued by Judge Glazer.
The decision is being appealed. Henry said,
“If there is one macro-message I would like
to get to your readers, it is that psychiatric
societies must involve themselves as early
as possible in the process of developing and
implementing drug formularies.” ■

Medicaid
continued from page 1

medication after release from a hospital.
Callers could identify the health problem
of the patient. The category with the prob-
lem most often identified was mental
health/neurological, with 62 mentions. 

Ninety-five medical personnel called the
hotline. More than half of them cited as a
primary complaint problems related to the
time required to seek authorization and
confusing administrative procedures.

One health care professional said, “Most
of our patients are on psychotropic drugs.
We now have to get approval for these from
Medicaid HMOs. It’s like a circus with this
stuff, going around and around in circles,
trying to find out who is supposed to be re-
sponsible for preauthorizations.”

Geralyn Lasher, spokesperson for Michi-
gan’s Department of Community Health,
told Psychiatric News that the program is
working well and that there is no evidence
of physicians refusing to treat Medicaid pa-
tients because of the new procedures. 

She said that the program is generating
about $800,000 in savings each week and
that the number of prescriptions written
has not declined.

Reinstein replied that many physicians
do not understand the process by which a
prescription can be judged medically nec-
essary. “The state,” he said, “has done a ter-
rible job in making known to consumers
and providers what their options are in
terms of appeals.”

Two MPS members, Oliver Cameron,
M.D., Ph.D., and Jonathan Henry, M.D.,
commented on the formulary program to
Psychiatric News.

Cameron, a professor of psychiatry at the
University of Michigan and a member of the
state’s pharmacy and therapeutics commit-
tee, said, “My sense is that the preferred drug
list has expanded and improved somewhat as
a result of negotiations and might be ‘work-

from the president
only a few of the many issues with which
our delegation was actively involved.

Why does all this matter? Of what con-
cern is it to us whether the AMA or state
medical societies support the positions we
take? The answer is that, if our advocacy
efforts are to be something more than
quixotic crusades, it is critical that we have
the support of our colleagues in the rest of
medicine. Psychiatrists represent some-
where between 5 percent and 10 percent of
practicing physicians in the United States.
When our efforts are reinforced by our
medical colleagues, our strength is multi-
plied 10- to 20-fold. In some states with
few psychiatrists and small APA district
branches, the only effective advocacy voice
for any part of the medical profession is the
state medical society, and only with the help
of our medical colleagues can we have any
chance of success at all.

Moreover, the support of the rest of
medicine is often essential for the credibil-
ity of our arguments. In New Mexico the
district branch’s opposition to psychologist
prescribing was severely undercut when the
state medical society—for inadequate rea-
sons of its own—declined to oppose the
psychologists’ bill. What were New Mex-
ico psychiatrists to respond when asked by
the governor and legislators a question that
went something like this: “If this bill would
allow psychologists who are not properly
trained in medicine to engage in medical

practice, and thereby endanger patients as
you say, then why is the state medical soci-
ety not opposing it?” Even the assistance
of the state’s family practitioners, who stood
with their psychiatric colleagues, was in-
sufficient to overcome the setback associated
with the defection of the medical society.

If this all makes sense to you, there are
some very important things that you can do
to reinforce the alliance between psychiatry
and the rest of medicine. Indeed, only you
can help us accomplish that goal. Join the
AMA and your state medical society. There’s
nothing like having proportionate repre-
sentation of each state’s and the nation’s psy-
chiatrists in these groups to motivate them
to fight for those issues of greatest impor-
tance to us. If you have the time, don’t just
be a member—be a vocal and active mem-
ber. Write to your representatives in organ-
ized medicine to urge them to support is-
sues affecting psychiatrists and their patients.
Better yet, become one of those represen-
tatives yourself. The number of psychiatrists
who are now or have recently been presi-
dents of their state medical societies is a very
heartening development and one that bodes
well for the future.

Of course, we all face limits on resources
and time. There are just so many dues bills
we can pay, and just so many meetings we
can attend. That is an argument, however,
for making our dollars and our time count.
I’d suggest to you that one of the best ways
of doing that is by actively involving our-
selves in the broader house of medicine. ■

continued from page 3

sive, self-mutilative kind of patient,” said
Oldham. “Yet they are both quite diagnos-
able using our DSM prototypic method.”

Psychiatric investigators are starting to
get some brain-imaging and neurological
information about persons with borderline
personality disorder, Oldham reported.
There seems to be a generalized reduction
in frontal cortex metabolism, an abnormally
small hippocampus, and a somewhat
smaller-than-normal amygdala. There may
also be a reduced integration of parietal
lobe function with the rest of the brain. And
persons with borderline disorders have an
increased pain threshold, so that they do
not seem to experience pain the same way
that persons without the disorder do.

Psychiatric researchers are also learning
some other interesting things about indi-
viduals with borderline personalities, Old-
ham pointed out. For instance, patients with
borderline disorders use considerably more
psychiatric residential treatment than do
patients with schizotypal, avoidance, and
obsessive-compulsive personalities or with
major depressive disorder. The same goes
for the use of medications. Also, about 8
percent of borderline patients eventually
commit suicide, which is about 400 times
higher than the general population. A sur-
prising number, however, seem to do well
over the long run (Psychiatric News, June 7).

“The core recommended treatment,” he
said, “is psychotherapy with adjunctive
symptom-targeted pharmacotherapy. We
don’t recommend in the practice guideline
one particular kind of psychotherapy but
rather suggest that psychotherapy is the
treatment of choice.”

In doing psychotherapy with borderline
patients, Oldham asserted, the therapist
must take an active role, whether it is a cog-
nitive-behavioral or a psychodynamic ap-
proach. “You can’t just sit there quietly and
say ‘Ummm’ whenever the patient says any-
thing. . . .You need to say to someone, ‘Look,
if I had had your early life, and if I had been
traumatized, as you clearly were, I under-
stand how hard it would be to trust me, to
trust anyone in the world. I think I would
have the same kinds of feelings that you
have. But the world isn’t the same one you
experienced when you were little. And peo-
ple aren’t going to expect you to treat them
with the level of mistrust that you carry
around with you. And you are going to have
to learn to remember that and act differ-
ently, whether you feel like it or not.’ ”

Oldham concluded, “We can’t treat these
patients quickly, whatever the managed care
organizations would like to say. [Yet] if we
keep them in treatment for a reasonably
substantial period of time, we think that
there is a persuasive case that they will do
better, and many of them will respond very
well.” ■

Personality
continued from page 20

clinical & research news


