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PRESIDENT’S COLUMN - SPRING 2008

Arthur Lazarus, M.D., M.B.A.

Dear Colleagues:
As we head toward the APA meet-
ing in Washington, DC and close in 
on the fi rst of my two years as your 
President, I am delighted by what 
we have accomplished, yet sobered 
by the thought of the ongoing chal-
lenges ahead.  
 The 2-day AAPA-run course “Basic Concepts in 
Administrative Psychiatry” was once again accepted 
by APA and will be given May 6 and 7.  Dr. Barry 
Herman and I will co-chair the course, which has 
been substantially revised since last year.  We have 
added faculty to teach the basics of marketing, infor-
mation technology, and performance management, 
in addition to retaining faculty to teach essential 
aspects of fi nance, human resource administration, 
and other topics.  We have also attempted to make 
the course more relevant to psychiatrist administra-
tors by presenting material in a “case” format and 
de-emphasizing a traditional didactic approach.  In 
order to cover new ground, we needed to pare down 
or eliminate some topics taught in the past, which 
meant streamlining the faculty.  My heartfelt thanks 
go to all AAPA members, past and present, who have 
been associated with the course.    
 As always, the AAPA annual educational lun-
cheon and business meeting will take place during 
the APA meeting.  Please note that this year the day 
of the luncheon has been changed from the custom-
ary Tuesday to Monday, May 5, at the Hotel Palo-
mar, from 12 noon to 2 p.m.  This scheduling change 
was necessary to avoid a confl ict with Part 1 of the 
AAPA course in administrative psychiatry, which 
occurs all day Tuesday.  
 I am pleased to announce that the guest speaker at 
our luncheon will be Dr. Geetha Jayaram, associate 
professor and physician advisor, The Johns Hopkins 
Hospital and Department of Psychiatry, Baltimore, 
Maryland.  The title of her talk is: “The Physician 
Advisor’s Role in Contemporary Psychiatry and 
Quality of Care.”  Dr. Jayaram was formerly chair 
of the APA Scientifi c Committee.  She has spoken 
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at many national and international meetings and has 
lectured throughout the country. She is involved in 
patient care, teaching and research. Dr. Jayaram’s 
administrative focus is to improve the quality of 
health care for patients, including minimizing ad-
verse events and reducing medication errors.
 The APA Committee on Psychiatric Adminis-
tration and Management will conduct a workshop 
geared toward early- and mid-career psychiatrists.  
The title of the workshop is: “From Bedside to Bal-
ance Sheet: The Many Facets of Administrative 
Psychiatry.”  I would like to encourage seasoned ad-
ministrators to attend this workshop and share their 
experiences with younger colleagues.  The workshop 
is scheduled May 5, 9-10:30 a.m., at the convention 
center, level 1, room 147A.  
 Looking beyond the APA meeting, our most press-
ing concern continues to be our fi nancial situation.  
We must try and put AAPA on a stronger footing, 
and I believe this task will predominate the agenda 
of AAPA leaders for the foreseeable future.  Toward 
that end, I am happy to report that in fi scal year 2007 
we received grant income from Wyeth Pharmaceu-
ticals as well as income from a mature certifi cate 
of deposit from the disbanded Georgia chapter of 
AAPA.  In order to qualify for additional funding 
specifi cally in the form of a charitable grant, it has 
become necessary to change the IRS tax status of 
AAPA from a 501(c)(6) organization to a 501(c)(3) 
organization.  
 Although I have taken on many “survival” initia-
tives by myself, with the much-appreciated assis-
tance of our executive team and director, I cannot 
underscore how important it is for all AAPA mem-
bers to “spread the good word” about our group.  
Clearly, increasing the membership is the most vi-
able strategy to ensure the future of AAPA.  How-
ever, we are challenged in this endeavor, as are most 
of the APA allied organizations, and we receive no 
fi nancial support directly from APA.  In addition, the 
APA Offi ce of Education may move to eliminate the 
certifying examination in administrative psychiatry.  

Continued on next page
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So please keep the future of AAPA top-of-mind, and 
remember to wear your lapel pin at the APA meeting, 
the one that says, “Ask Me About AAPA” (contact 
Frances Bell, our Executive Director, if you don’t 
have one).
 In closing, I am reminded of the hard work and 
dedication required to run an organization–any or-
ganization.  Last summer, during a fi shing trip with 
my children, I was disappointed at our catch after 
four hours of fi shing in the back bays of southern 
New Jersey.  I was hoping to come away with a few 
prized fl ounder for dinner, but all I caught was a crab 

and a sand shark.  “Scavengers and bottom-feeders,” 
I mumbled.  My kids overheard me and burst out 
laughing!  
 Looking back, I think my comment had more to 
do with the way some people behave in organiza-
tions than it did with the behavior of denizens of the 
deep.  Slackers and opportunists in the workforce 
cannot sustain an organization into the future.  The 
leadership potential of each and every one of us must 
surface to make AAPA a continued success.  I know I 
can count on your support, and I thank your for your 
help.

From Bedside to Balance Sheet:  The Many Facets of Administrative Psychiatry
Monday, May 5 – 9:00 a.m. - 10:30 a.m.

Room 147A – Level 1, Convention Center
APA Committee on Psychiatric Administration and Management

The Progress of an Democratic Organization for Young Psychiatrists and Trainees: The WAYPT
Forum

Monday, May 5 – 12:00 noon -1:30 p.m.
Room 102A/B, Level One, Washington Convention Center

Addiction and Sex:  “Spun” Out of Control
Tuesday, May 6 –  9:00 a.m. - 12 noon

Room 140B – Level 1 Convention Center
Chair, Petro Levounis, M.D. and Co-Chair. Jose Vito, M.D.

Basic Concepts in Administrative Psychiatry CME Course
Tuesday, May 6 and Wednesday, May 7 – 9:00 a.m. - 4:00 p.m. 

Renaissance Washington 2 – Meeting Room Level
Chair, Arthur Lazarus, M.D., MBA and Co-Chair, Barry Herman, M.D.

Leadership in Psychiatry
Workshop

Wednesday, May 7 – 9:00 a.m. - 10:30 a.m.
Room 147B – Level 1, Convention Center



 The heartbreaking story of Nataline Sarkisyan’s 
death and her family’s confl ict with CIGNA was 
front page news in December 2007. In this article I 
fi rst summarize the story as it exploded into the me-
dia, and then discuss potential lessons the situation 
offers to psychiatrist administrators.

The case:1  In 2004, 14 year old Nataline Sarkisyan, 
from Glendale, California, was fi rst diagnosed with 
leukemia. After a period of remission the illness re-
curred, and on November 27, 2007 she received a 
bone marrow transplant from her older brother. Af-
ter the procedure she developed acute liver failure 
and went into a coma. On December 6 her doctors at 
UCLA referred her for an emergency liver transplant, 
and a compatible donor was identifi ed. CIGNA, Nata-
line’s family’s health insurer (on an ASO/administra-
tive services only basis for one of Nataline’s parent’s 
employer), denied coverage, with the rationale that 
her benefi t plan “does not cover experimental, in-
vestigational and unproven services.” On December 
11, four doctors from UCLA, including the director 
of the pediatric liver transplant program, appealed. 
They argued that the procedure was not “experimen-
tal” and had a 65% chance of providing 6 months 
of survival. UCLA told the family that the only al-
ternative to insurance coverage would be to make a 
$75,000 down payment for the operation. The family 
could not afford this.
 The family hired attorney Mark Geragos, a promi-
nent Los Angeles lawyer, whose clients have includ-
ed former Congressman Gary Condit, actress Winona 
Ryder, and singer Michael Jackson. On December 
20, CIGNA agreed to pay for the procedure, but that 
same day Nataline’s condition deteriorated. Life sup-
port was removed, and she died with her family by 
the bedside at 5:50 PM.
 Given Nataline’s youth, her parents’ powerful 
statements about their love for her, their belief that 
a liver transplant would save her, and their lawyer’s 

MEDICAL DIRECTORS, INSURERS, AND MURDER:
LESSONS FROM THE CASE OF NATALINE SARKISYAN

James E. Sabin, M.D.

aggressive advocacy, her story touched the nation-
al heart. A widely read Daily Kos blog entry was 
headlined “Murder by Spreadsheet: CIGNA Denies 
Claim and 17-Year-Old Will Die.”2  On the morning 
of December 20, before Nataline died, the California 
Nurses Association organized a widely publicized 
protest march to CIGNA headquarters.3  After Nata-
line’s death, just before the New Hampshire primary, 
Nataline’s parents and brother spoke at a campaign 
rally with John Edwards.4  Attorney Geragos asserted 
that CIGNA “maliciously killed her” and threatened 
to bring murder or manslaughter charges.5  (To get 
a fuller sense of the wave of anger at CIGNA, do a 
Google search under “Nataline Sarkisyan.”)
 
Potential lessons for psychiatrist administrators. 
In its clinical aspects, Nataline Sarkisyan’s situa-
tion is far from psychiatry. But the basic elements 
– treatment recommendations from UCLA, passion-
ate family advocacy, insurer assessment of “medical 
necessity,” and an intense public spotlight – will be 
familiar to most AAPA members. I have distilled four 
potential lessons for psychiatrist administrators from 
the case. I am sure others will identify more.

1. Don’t hide behind insurance jargon. I have not 
seen the letters sent by CIGNA to the Sarkisyan fam-
ily or to UCLA, but most media reports suggest that 
the transplant was referred to as “experimental.” 
This is a typical term of insurance jargon, used for 
interventions that are seen as unproven and lacking 
evidence for effectiveness. A December 31 press re-
lease from Jeffrey Kang, M.D., M.P.H., Chief Medi-
cal Offi cer at CIGNA explains the term clearly: “The 
clinical determination…based on the best medical 
evidence and guidelines established by the medical 
community…concluded that this procedure would 
be unproven and ineffective in this situation and 

Continued on next page
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Continued on next page

therefore experimental and not covered under the pa-
tient’s benefi t plan.”6  (emphasis added)

 Those of us who work in managed care settings 
cannot expect the public to understand our jargon. 
The fi rst liver transplant was done in 1963. It has been 
a standard treatment since the 1980s. Liver transplan-
tation is not experimental. CIGNA concluded, quite 
reasonably I believe (as discussed below), that liver 
transplantation for a person with recurrent leukemia 
who had undergone bone marrow transplantation, 
who, if she survived the surgery, would require life-
long immunosuppression, could not reasonably be 
expected to be effective. But that doesn’t make liver 
transplantation “experimental,” except in the jargon 
meaning of the term. 
 When administrators use jargon terms like “exper-
imental,” “medical necessity,” and even “cosmetic,” 
patients, families, clinicians, and the public, can eas-
ily conclude that we are simply covering up a purely 
cost-driven decision. In psychiatry, controversy is 
more often about whether a treatment is “medically 
necessary” than “experimental.” Saying “the treat-
ment is not medically necessary” has the grammati-
cal form of a statement of fact. In truth, however, it 
is a judgment, about level of evidence, likelihood of 
success, or cost-worthiness, not a statement of fact.7  
I know from experience that it is more comfortable 
to say “X is not medically necessary,” than “I do not 
believe that there is enough evidence for X to justify 
your insurance paying for it,” or “I believe that Y 
is just as effective as X but less costly, so it is not 
reasonable to expect the insurance fund to pay for X 
rather than Y.”
 I am not suggesting these as actual scripts to use 
with patients and families. We need to learn to ex-
plain our decisions to patients and families in ways 
that help them understand the rationales behind these 
decisions. If we put the cards on the table, patients 
may disagree, but they are less likely to regard us as 
liars and murderers! 

2. Use independent external review wisely. Admin-
istrators who make determinations of “medical neces-
sity” are making judgments about clinical practice. It 

is one thing to conclude that additional psychothera-
py will not be covered because a patient’s insurance 
benefi t plan covers only 20 sessions. This amount of 
treatment may be insuffi cient and regrettable, but it 
is part of an explicit contract. It is entirely different 
to conclude that further psychotherapy is not “medi-
cally necessary.” That’s a clinical assessment, not a 
matter of contract. 

 How should this kind of clinical disagreement be-
tween providers/patients and payers be handled? 
 Patients and the public cannot and should not be 
expected to trust an insurance company’s determina-
tion of its own fi nancial liability. Since 1991, when 
William McGivney at Aetna fi rst turned to outside 
experts for independent recommendations about 
controversial, high impact decisions, independent 
external review has become a standard practice.8  
Independent review is recognized in Section 5, An-
notation 3, of the AAPA Ethical Principles for Psy-
chiatric Administrators: “In order to avoid confl icts 
of interest, which may compromise patient care, the 
psychiatric administrator should make available con-
sultants, clinicians, or reviewers outside of the sys-
tem to provide objective opinions, care, appeal, or 
review.”9  
 CIGNA appears to have applied the independent 
review process well. One of the two outside review-
ers was an oncologist specializing in hematologic 
malignancies including leukemia and bone marrow 
transplantation, and the other was a surgeon on a 
transplant team that performs almost 100 liver trans-
plants per year.6 We should not be surprised, how-
ever, that independent review did not assuage the in-
tense public reaction in December. Photographs of a 
beautiful 17 year old on the verge of death outweigh 
reference to two anonymous experts. But apart from 
the public relations challenge in negative coverage 
determinations, psychiatric administrators should see 
independent external review as a practice that pro-
motes fair resource allocation, not as divine revela-
tion. Psychiatrist medical directors should assess the 
reviewer’s reasoning, especially for negative (non-
coverage) reviews. In consulting to insurance com-
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pany appeals committees I have, at times, advised 
not accepting independent recommendations against 
coverage – even if I agreed with the conclusion – 
when these were poorly argued and could not be ex-
pected to persuade skeptical but fair-minded critics.  
And, hospital administrators should be prepared to 
ask to see the content of independent reviews, which 
will allow them to argue for their own perspectives 
on the clinical issue.

3. Don’t confuse caution or compassion with in-
surance coverage. There were two good – but very 
different – reasons for CIGNA to pay for Nataline 
Sarkisyan’s treatment at UCLA. First, given a 17 
year old in a “last chance” situation and specialists at 
a respected institution pleading for coverage, a pub-
lic relations disaster was inevitable. (In the 1990s the 
general counsel for a prominent insurer told me “I 
don’t care what the evidence is about bone marrow 
transplant for breast cancer – I am not going to court 
to argue against coverage for a 30 year old mother of 
three!” That treatment, widely covered at the time, 
was subsequently found to be ineffective.10) Second, 
compassion could reasonably lead to a decision to 
pay for a transplant having close to no likelihood 
for successful outcome, in accord with what is often 
called the “rule of rescue.” 
 CIGNA presented its decision to pay as motivated 
by compassion. The medical director put it this way: 
“Given our empathy for this family, and the unique 
circumstances of this situation, CIGNA volunteered, 
entirely independent of any plan or coverage deci-
sion and outside of the medical review process, to 
pay out of our pocket, not the employer’s pocket, for 
a transplant should Ms. Sarkisyan’s doctors decide 
to proceed.”6 I believe this was the right decision, 
but it would have been more effective if it (a) had 
been done before the explosion of protests and (b) 
was more clearly defi ned as an act of charity, as by 
saying something like “although independent experts 
have concluded that there is no evidence to suggest 
that transplant will be effective, if UCLA chooses to 
try the transplant we will make a gift to the UCLA 
transplant research fund to support UCLA’s efforts to 
devise a new treatment.”

 Limits on health care are disappointing, but they 
must be set. It is heartbreaking for a 17 year old to 
die before having a chance to live a full life. But if a 
proposed treatment does not have an evidence base, 
collective insurance funds should not pay for it. Set-
ting such a limit would be consistent with the AAPA 
Ethical Principles for Psychiatric Administrators an-
notation to the Preamble: “the psychiatric adminis-
trator will need to pay more attention to the needs 
of society…than would the typical psychiatric cli-
nician.” Individuals should be free to purchase care 
that is not covered by insurance. When they cannot 
do so, others are free to purchase the care for them as 
an act of charity. If CIGNA had defi ned its readiness 
to pay as a charitable donation to support research it 
would have contributed to a societal learning curve 
about setting limits fairly. While psychiatric admin-
istrators will rarely be dealing with end of life issues 
as occurred with Nataline Sarkisyan, they still have 
an important role to play in societal learning about 
setting limits on health care in a fair and ethically 
justifi able manner.

4. Help others understand the emotional aspects 
of administration. The fact that so many otherwise 
rational people construed CIGNA’s decision not to 
cover a treatment that had been subjected to a fair 
limit setting process as an act of murder shows how 
powerful the emotional aspects of administration 
are.*  Psychiatrist administrators can be helpful by 
interpreting these emotional forces and helping our-
selves and our colleagues understand and manage 
them.

 The interaction between UCLA and CIGNA is a 
classical situation of splitting. The transplant team 
made its treatment recommendation knowing that 
CIGNA was responsible for judging “medical neces-
sity.” The U.S. “system” typically asks providers to 
think only of the individual patient and asks insur-

Continued on next page
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Continued on next page

ers to take responsibility for the commons – for al-
locating the resources made available for the insured 
population. This division of responsibility invites the 
public to see one party as “carers” and the other as 
“bean counters.” Psychiatric administrators are in the 
middle of this split. At hospitals and provider groups, 
administrators are responsible for managing interac-
tion with payers and for structuring the advocacy 
process. At insurers, psychiatric administrators are 
responsible for utilization management and appeals.
 Over the years I have had the opportunity to ob-
serve and study hospital-based advocacy systems, 
insurer-based utilization-management systems, and 
independent external appeals. At its best, splitting 
clinical and fi nancial responsibility leads to what Saul 
Feldman, former editor of Administration and Policy 
in Mental Health called “constructive tension.” Ethi-
cal health systems must consider the numerator (the 
needs of individual patients) and the denominator 
(the needs of the total population). When construc-
tive tension prevails, we are able to deliberate about 
the evidence-base for the treatment proposal, alterna-
tive treatment approaches, the needs of the total pop-
ulation, and wise use of the available resources.  At 
its worst, splitting leads to destructive name calling, 
disinformation, and, at the extreme, threats of mur-
der charges and accusations of Nazism. Psychiatric 
administrators can play a crucial role in determin-
ing whether the split between purchaser and provider 
unfolds as constructive tension or destructive may-
hem.

Conclusion. After Senator John Edwards made 
CIGNA’s decision about Nataline Sarkisyan the focus 
of a campaign event in New Hampshire on January 
6, Dr. Jeffrey Kang, the CIGNA chief medical offi cer 
said “I’m perplexed that this has become a campaign 
issue…It is highly unlikely that any healthcare in-
surance system, nationally or internationally, would 
have covered this procedure.”11  

 If Dr. Kang had consulted with an experienced psy-
chiatric administrator when the case fi rst surfaced, he 
would not have been perplexed by what happened, 
and would have been better positioned to anticipate 

and fend off the eruption. If CIGNA chose to go with 
the non-coverage decision, he could have marshaled 
CIGNA’s public affairs specialists in crafting a series 
of messages that explained to all parties – not via 
insurance jargon – what CIGNA was doing and why 
it was doing it. At the same time, CIGNA could have 
proactively prepared its staff for the public backlash 
that was likely to ensue, and which, it was reported, 
troubled employees greatly. If CIGNA chose to make 
a charitable donation to UCLA to allow the “experi-
mental” treatment to go ahead, which is the course 
of action I would have advised, it could have done 
so promptly, before issuing a denial and experienc-
ing an explosive backlash, and could have used the 
opportunity to do some teaching of the public about 
fair resource allocation and the difference between 
insurance coverage and charity.

 Perhaps the key lesson psychiatrist administra-
tors can take from the Nataline Sarkisyan situation 
is heightened understanding of just how much they 
have to contribute to overall health system function, 
not just in their direct administrative responsibilities, 
but also as interpreters and managers of processes 
like splitting and other organizational dynamics!

Dr. Sabin is the Director of the Ethics Program at 
Harvard Pilgrim Health Care and a clinical profes-
sor in the departments of psychiatry and ambulatory 
care/prevention at Harvard Medical School

1. The case narrative was constructed from so many 
sources on the web that I have cited only a limited 
number.
2. Daily Kos, December 20, 2007. http://www.dai-
lykos.com/story/2007/12/20/92943/929/400/424700 
Accessed on March 26, 2008.
3. California Nurses Association. Life Denied. 
http://www.calnurse.org/media-center-press-re-
leases/2007/december/life-denied-nurses-family-
of-sick-teen-march-on-health-insurance-company-
thursday-17-year-old-girl-needs-liver-transplant-
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CIGNA-denies.html  Accessed March 26, 2008.
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youtube.com/watch?v=yMT_6QiaFdk&feature=rel
at-ed, mother and brother http://www.youtube.com/
watch?v=z3umpzLHCfs&feature=related. Accessed 
March 26, 2008.
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Abstract
Child mental health services in the United States began 
early in the twentieth century and over time there have 
been many challenges in serving children and youth with 
psychiatric disorders.  Since the 1990s, the Child and Ad-
olescent Service System Program has promoted the devel-
opment of local systems of care for children and families 
in order to serve this population.  Two recent reports that 
are infl uencing the further development of child and ado-
lescent systems of care include the Institute of Medicine 
initiatives and the New Freedom Commission on Mental 
Health.  These developments point to the need for a trans-
formation of the mental health service delivery system.  
Five vital components needed for the transformation of 
child and adolescent mental health services and systems 
of care are discussed including family-driven, youth guid-
ed care; cultural competence; evidence-based practice; 
interdisciplinary collaboration; and inclusion of child 
and adolescent psychiatrists in systems of care.

Introduction
 The earliest child mental health services in the United 
States were aimed at the population of homeless youth at 
the beginning of the twentieth century.  The child guidance 
movement grew out of these earlier efforts and focused 
on serving the entire population.  During this era a new 
focus on the importance of the child’s development, the 
role of the family, and the effects of societal forces on the 
child and family led to improvements in the fi eld.  Then, 
the Federal Community Mental Health Center program 
(1960s) led to the development of local mental health 
centers to serve various populations including adults with 
severe and persistent mental health problems.  Despite 
clear intentions to provide preventive services, children 
and families were not the focus of care.  Various attempts 
were made to include services for children (e.g., Part F 
amendments, Mental Health Systems Act) with variable 
success due to lack of funding.1, 2     

 Jane Knitzer’s study, Unclaimed Children3 provided an 
understanding of the state of child mental health in the 
previous two decades.  The study described a survey of 
child-serving agencies and a review of the most promis-
ing programs.  A variety of agencies (e.g., child welfare, 
education, health, juvenile justice, mental health, sub-

stance abuse) had responsibility for children with emo-
tional, mental, or behavioral disorders.  These agencies 
did not have the resources or organization to serve the 
children adequately and this resulted in the children be-
ing passed back and forth among agencies.  Of the three 
million children with the most severe disturbances, only a 
third of the children were receiving services and most of 
those were inappropriate.         
 In an effort to improve the system, the National Insti-
tute of Mental Health (NIMH) developed the Child and 
Adolescent Service System Program (CASSP).  This pro-
gram gave small planning grants to state mental health 
agencies to organize joint programming among agencies 
at the state and local level.  This framework has arisen out 
of recognition that: access to services has been limited; 
services available have not been well-coordinated, have 
been excessively restrictive, and often involved seeing 
families as part of the problem rather than as part of the so-
lution; and cultural differences in populations served have 
received insuffi cient consideration.  The goals of CASSP 
included developing interagency systems of care, enhanc-
ing the role of child mental health agencies, enhancing the 
role of the family, and promoting cultural competence.2          
 Recent developments with implications for child and 
adolescent systems of care include the Institute of Medi-
cine’s (IOM) initiatives regarding the health care system 
and the recommendations of the President’s New Freedom 
Commission on Mental Health.   The health care system is 
now facing many of the same issues seen in mental health.  
The IOM made an urgent call for change in Crossing the 
Quality Chasm: A New Health System for the 21st Cen-
tury.4    This report suggests changes to close the quality 
gap, recommends a redesign of the American health care 
system, and provides overarching principles for specifi c 
direction for policymakers, health care leaders, clinicians, 
regulators, purchasers, and others.  The new “rules” sug-
gested for a 21st Century Health Care System include the 
following: care is based on continuous healing relation-
ships; care is customized according to the patient’s needs 
and values; the patient is the source of control; knowledge 
is shared and information fl ows freely; decision making 
is evidence-based; needs are anticipated; transparency 
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is necessary; cooperation among clinicians is a priority; 
waste is continuously decreased; and safety is a system 
property.         
 Meanwhile in February 2001, President George W. 
Bush announced his New Freedom Initiative to promote 
increased access to educational and employment oppor-
tunities for people with disabilities.  The Initiative also 
promoted increased access to assistive and universally 
designed technologies and full access to community 
life.  This presented an important opportunity for those 
with psychiatric disabilities.   The President launched the 
Commission to address problems with service delivery in 
the current mental health system.  The Commission con-
cluded that the mental health system is not oriented to the 
single most important goal of the people it serves – the 
hope of recovery.  To improve access to quality care and 
services, the Commission recommended fundamentally 
transforming how mental health care is delivered.5  
 Transformation of the mental health service deliv-
ery system rests on two principles:  First, services and 
treatments must be consumer and family centered.  Sec-
ondly, these services must focus on increasing consum-
ers’ ability to successfully cope with life’s challenges, on 
facilitating recovery, and on building resilience, not just 
on managing symptoms.  The Commission identifi ed six 
goals as the foundation for transforming mental health 
care.  The goals include helping all Americans understand 
that mental health is essential to overall health; provid-
ing care that is consumer and family driven; eliminating 
disparities; providing early screening, assessment and re-
ferral to services; providing excellent mental health care 
delivery and accelerated research; and using technology 
to access mental health care and information.  These goals 
are intertwined and each one is important to achieve the 
restructuring that is needed.5

 The transformation of child and adolescent mental 
health services is dependent on further development of 
child and adolescent systems of care.  In order to support 
this progression fi ve vital components should be empha-
sized and will be discussed.
Family-Driven, Youth-Guided Care 
 Family-driven, youth-guided care is a core concept in 
systems of care and is an essential framework for all the 
child serving systems.  Family-driven care means fami-
lies have a primary decision-making role in the care of 
their own children as well as the policies and procedures 
governing care for all children in their community, state, 
tribe, territory and nation.6  This includes: choosing sup-
ports, services, and providers; setting goals; designing 
and implementing programs; monitoring outcomes; part-

nering in funding decisions; and determining the effec-
tiveness of all efforts to promote the mental health and 
well-being of children and youth.
 An important component of family-driven care is pro-
viding strengths-based care where strengths, as well as 
problems, are identifi ed and used during the evaluation and 
treatment planning process.  Services and supports must 
be individualized, built on strengths to meet the needs of 
the youth and family across all life domains in order to 
promote success, safety, and permanency in the home, 
school and community.7 In this process mental health 
professionals provide youth-guided care by supporting 
the youth to have a voice and choice within the treatment 
process.  Care must focus on increasing the youth’s ability 
to successfully cope with life’s challenges, on facilitating 
recovery, and on building resilience.  Furthermore, the in-
tegration of natural supports with professional services is 
a key element in helping youth and families achieve self 
suffi ciency. 
 Practicing family-driven care is vital as a mental health 
professional and for the child-serving systems to work 
well they need to include the many stakeholders that are 
concerned with youth and families.  A stakeholder is a 
person or a group with a direct interest, involvement, or 
investment in an issue.  There are many stakeholders con-
cerned with youth and families including the family and 
friends, local community, as well as state and national 
community.
Cultural Competence 
 The concept of cultural competence is important for all 
mental health professionals both as clinicians and advo-
cates for their patients and families.  Culture is a source 
of strength and can be promoted in clinical care.  Cross 
and colleagues8 defi ned qualities that culturally compe-
tent practitioners and agencies must embody and achieve.  
Individual practitioners should be aware and accepting of 
cultural differences, be aware of their own culture and bi-
ases it may create, understand the dynamics of working 
across cultures, acquire cultural knowledge, and acquire 
and adapt practice skills to fi t the cultural context of the 
client.  There is also a need for agencies and institutions 
to evaluate their policies and procedures to incorporate 
culturally competent practice.9

Evidence-Based Practice 
     The provision of effective evaluation and treatment ser-
vices for children and families is one of the goals of every 
mental health professional.  Tools have been developed 
by professional organizations, clinicians, policymakers, 
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and investigators to promote appropriate and high-quality 
care while also emphasizing accountability.10,11

Burns10 suggests the following six different approaches to 
deriving and implementing quality:   
1. Best practices: set out fairly general statements about 

clinical practice.
2. Practice guidelines: diagnosis-specifi c interventions 

are evidence-based and may be consensus-based too. 
3.  Clinical protocols/manuals: designed to assure adher-

ence to highly specifi c types of treatment.
4. Quality monitoring: used to monitor clinical practice, 

consists of general indicators to assess treatment or ter-
mination by level of care.

5. Fidelity/adherence measures: assess the extent to which 
a given intervention is provided as intended.

6.  Regulations: specifi ed for licensure, accreditation, or 
reimbursement by regulatory agencies.

Interdisciplinary Collaboration in Child Serving Sys-
tems 
 There are many different systems that serve children 
and families.  The ability of these systems to work togeth-
er collaboratively is crucial in helping children and their 
families.  There are eight child serving systems includ-
ing primary health care, education, mental health, child 
welfare, juvenile justice, developmental disabilities, early 
childhood and substance abuse services.  Most children 
in the U.S. are being served by a primary care physician 
for developmental screening and health needs.  A free and 
accessible public education is mandated in the U.S. and 
youth are required to be pursuing their education.  So, 
most children in the United States are involved with the 
primary health care and educational systems.  The other 
systems are involved with youth as they have specifi c 
needs related to the mandates of these agencies.  
 Children and families with more substantial mental 
health diffi culties have more challenges.  These children 
and their families often have an increased need for child 
serving agencies to provide specialized services and sup-
ports.  Successful practice with these families is depen-
dent on effective interdisciplinary collaboration.  This 
collaborative effort frequently involves an interdisciplin-
ary team that will usually be led by the care managers who 
help all parties contribute to the process.  All participants 
lend their expertise to the team, while advocating for the 
youth and family. Each and every member of the team is 
a leader and helps move the process along.  The ultimate 
goal is to help the youth and family become the leaders of 
their team.  The child and adolescent psychiatrist’s broad 
knowledge base and biopsychosocial orientation helps 

provide an important resource for the team.  Indeed, the 
broad expertise of the child and adolescent psychiatrist 
is essential to the team when there are challenges with or 
barriers to care.  
 In child outpatient clinics, residential and inpatient 
programs there has been a tradition of service models 
that enable the collaborative work of psychiatrists, psy-
chologists, nurses, social workers, and occupational and 
recreational therapists, along with other specialists.  The 
evolving standard of care requires collaboration between 
professional and paraprofessional personnel with a man-
date for comprehensive interagency cooperation.12 Multi-
disciplinary mental health treatment services are increas-
ingly collocated within other service system programs, 
such as schools or juvenile detention facilities, and other 
community settings.  The child and adolescent psychia-
trist is a vital member of all of these teams and can lend 
an important voice on multiple levels.
Inclusion of Child and Adolescent Psychiatrists in Sys-
tems of Care 
 Child and adolescent psychiatrists are physicians that 
have completed residency training in adult and child/ado-
lescent psychiatry.  This training takes at least fi ve years 
after completion of medical school.  During their training 
in child and adolescent psychiatry the resident physician 
learns a broad body of knowledge to assist them in evalu-
ating, diagnosing and treating mental illness in children 
and youth from a developmental perspective.  Part of 
this knowledge base relates to working with families and 
child-serving systems.  With this combined knowledge 
the child and adolescent psychiatrist is in a unique posi-
tion to adequately evaluate, diagnose, treat and advocate 
for their patients and families, as well as be in a position 
to promote coordination and cooperation among involved 
systems.  
 The child and adolescent psychiatrist (CAP) can have 
a variety of roles while working with a youth and family, 
as well as when working with systems:
1. CAP as treating psychiatrist
2. CAP as a member of a team (i.e., child and family 

team)
3. CAP as a consultant to a system
4. CAP as an advocate for child and family
5. CAP as a collaborator between systems
6. CAP as an advocate for the system
7. CAP as a catalyst for system improvement
8. CAP as an administrator in a system 
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 Although there are many possible roles for CAPs in 
systems of care it is unclear if this resource is being ef-
fectively integrated and utilized.  Etemad and Taccheri13 
describe the barriers to effective participation by CAPs 
in systems of care.  These include the CAP role defi ni-
tion (i.e., defi ned as one who does limited psychiatric 
evaluations and medication management); fl exibility of 
CAP function; fl exibility in the development/delivery of 
treatments; and CAP training that addresses their roles 
and function in practice.  Despite these issues the child 
and adolescent psychiatrist has much to offer systems 
and grows professionally through their interaction with 
systems9.  In order to help transform child mental health 
services and systems of care we need to encourage the 
participation of all parties, including child and adoles-
cent psychiatrists, in systems of care. 
Conclusions:
 Child and adolescent mental health services and sys-
tems of care need to be transformed in order to meet the 
needs of the children, youth and families that are served.  
To continue this process we need to stress the impor-
tance of fi ve vital components including family-driven, 
youth-guided care; cultural competence; evidence-based 
practice; interdisciplinary collaboration; and inclusion 
of child and adolescent psychiatrists in systems of care.  
Attention and dedication to promoting these compo-
nents will hopefully lead to improvements in delivery of 
mental health care and ultimately promote recovery and 
resilience in children and youth with psychiatric disor-
ders.

Dr. McGinty is an associate professor and Director of 
Residency Training for Child and Adolescent Program 
in the Department of Psychiatric Medicine at East Caro-
lina University Brody School of Medicine
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 Public advocacy by a scientist is usually possible 
only when one has achieved public fame (winning the 
Nobel Prize, identifying the AIDs virus) or because 
one’s subject of interest has already claimed the pub-
lic’s attention (the Atomic physicist after Hiroshima, 
these days scientists studying global weather trends). 
As someone who has been in neither situation, I can 
only speak for all us others. How can we become 
advocates?
 If you are young and ambitious, there is the hope 
that through hard work either you or your discipline 
can achieve public recognition and then you can be 
an advocate. But this is reminiscent of the young rad-
ical who joins Wall Street to further the Revolution. 
Ten years later Wall Street will not have changed so 
if she succeeds it will be because she changed, in 
which case she will probably have lost interest in 
supporting the revolution.
 Science is unlikely to change. It will continue to 
portray itself as objective, insisting that it only deals 
with what is, not what ought to be. Success in science 
means advancing the fi eld, practical applications are 
secondary and advocacy is generally restricted to ad-
vocating for more funding for yourself and/or your 
discipline. You succeed by doing what is fundable, 
not that for which you want to advocate.
 An alternative is to leave academia and go where 
decisions are made, government. But there you will 
fi nd that decisions are generally not made on the ba-
sis of the strongest scientifi c evidence but due to po-
litical exigencies and in response to the most recent 
crisis. Furthermore the analytic and critical skills that 
may have served you well during your formal educa-
tion, may be far less appreciated in an environment 
were you need to go along to get along.
 What to do? One option is to join a think tank, 
advocacy group or NGO that shares your values and 
which can make use of your scholarship. Since never 
offered this option, I have had to create another al-
ternative, trying to be in academia and government 
simultaneously. From 1995 through 2005, I was the 
clinical director of Illinois’ Mental Health Authority, 

which ran 10 hospitals, funded 200 CMHC and had 
a .5 billion dollar budget. On the basis of my experi-
ences there I want to address the issue of how a sci-
entist can be an advocate.
 As I have just mentioned governments do not usu-
ally make decisions based on controlled studies and 
that p<05 has statistical but no political signifi cance. 
People in government however are exquisitely sensi-
tive to publicity; they are risk aversive and always 
want to make sure their behind is well covered. In 
1995 the MHA was being sued by the ACLU for 
violating patients’ constitutional rights by providing 
substandard care. There was the prospect that this 
would cost the State millions of dollars, but even 
more importantly it was a source of both local and 
even national publicity, bad publicity. I was brought 
in to be Clinical Director, as an academic fi g leaf to 
provide respectability. I retained my tenured position 
at the University, and had the State pick up through 
a contract my salary and that of my research group. 
We established a Clinical Evaluation Unit that had 
access to a tremendous amount of clinical and ad-
ministrative data routinely collected by the MHA. 
 I would like to describe an example of how I used 
our Evaluation Unit to advocate for better care.
 About 85% of seriously mentally ill persons are 
unemployed. Illinois through its Division of Reha-
bilitation Services runs many vocational programs in 
which clients are given job counseling, job training 
or made ‘job ready.’  Although these might be help-
ful for some people they just don’t work for people 
with serious mental illness. What has been shown to 
work and leads to employment in over 50% of cases 
is ‘supported employment’ in which those who want 
to work are immediately placed in a job and given on 
going support. Unfortunately neither the MHA nor 
DRS ran such programs.
 So we analyzed outcomes for all the clients re-
ferred by CMHCs to the DRS for vocational reha-
bilitation during a single year and showed only 25% 

THE SCIENTIST AND PUBLIC ADVOCACY

Daniel J. Luchins, MD
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were accepted for ‘training’ and ultimately only 7% 
were actually employed six months later. Interesting-
ly, the programs that were least restrictive in whom 
they accepted had the overall highest success rates. 
These fi ndings were published in Administration and 
Policy in Mental Health1.
 Now the peculiar thing is that if I had run to the 
Tribune with this data, assuming they would publish 
it, I’d be out of a job. But by following a few simple 
rules I was able to publish it and put pressure on the 
system to change for the better. 
 First, don’t embarrass anyone. The article was 
published in a scientifi c journal as a study in a ‘large 
Midwestern state.’ Although it was obvious that it 
dealt with Illinois, it never actually said so. 
 Secondly make the bosses look good. Since Direc-
tors of state agencies usually turn over every couple 
of years it was easy to study a year before the Direc-
tor of RS had come into offi ce. 
 Thirdly always give things a positive spin. Before 
publishing we had received a small training grant to 
roll out a supported employment program in a few 
CMHC. Our study therefore only showed that the 
previous system hadn’t worked but we were already 
replacing it. 
 Finally, the study did not reveal a failure pointed 
out by someone else; instead it documented that Illi-
nois’ government supported critical analyses in order 
to improve itself. In fact, well before these fi ndings 
were published it was presented by the new Director 
of RS at a National meeting with other State Direc-
tors.
 Now, you could argue that this all wasn’t public 
advocacy. Perhaps it wasn’t.  I did not hold press 
conferences nor lead demonstrations. Instead I used 

the public forum to which I have access and where I 
have credibility, the scientifi c literature.
 You could also argue that this wasn’t science. This 
work was not high tech not a national epidemio-
logical nor a multisite treatment study. Our studies 
were published and are cited but far less frequently 
than much of my earlier, biological work measuring 
arginine vasopressin or the size of anterior temporal 
lobes in schizophrenia. 
 Finally, you could argue that they did not help me 
get what you need in government, a political base. In 
2003 when the Governorship went Democratic, after 
20 years of Republican control, my position and my 
contract were viewed with suspicion, and ultimately 
not continued.
 So, you have to decide, what’s most important, 
advancing in academia, advancing in government or 
advancing your cause. Only after you win the Nobel 
Prize can you have it all.

Dr. Luchins is an Associate Professor of Psychiatry at 
the University of Chicago. The article was presented 
at a Forum on Public Advocacy, Harris School of 
Public Policy, and University of Chicago on Febru-
ary 20, 2008
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GLOBAL WARMING AND PSYCHIATRIST ADMINISTRATORS

H. Steven Moffi c, M.D.

 Given the complexity of our work as psychiatrist 
administrators, it is not surprising that we have vary-
ing ethical priorities and responsibilities. As our own 
“Ethical Principles For Psychiatrist Administrators” 
states in Annotation (1) to the Preamble: “Thus, the 
psychiatric administrator will need to pay more at-
tention to the needs of society and other health profes-
sionals than would the typical psychiatric clinician.” 
Generally, this is interpreted to mean the needs of our 
organization as it serves a societal function, as well 
as the needs of the staff and colleagues who work 
there. But it can mean even more than that. This outer 
ring of ethical responsibility is spelled out in Section 
VII of the American Medical Association’s ethical 
principles: “A physician shall recognize a responsi-
bility to participate in activities contributing to an 
improved community.” In our own Annotation (2) to 
that Section, we apply it in the sense of: “Psychiatric 
administrators should use their knowledge and man-
agement of healthcare systems to improve the well 
being of our communities.” Al Gore, in his Nobel 
Prize acceptance speech for his work in addressing 
global warming, said something that complements 
this perspective: “We must abandon the conceit that 
individual, isolative, private actions are the answer. 
They can and do help. But they will not take us far 
enough without collective actions. . . When we unite 
for a moral purpose that is manifestly good and true, 
the spiritual energy unleashed can transform us.” 
Reading that, I do not think it is much of an ethi-
cal stretch to see why we psychiatrist administrators 
should be doing something to help cool down global 
warming.
 There are several ways we can do so. As we are 
often the highest – or one of the highest – medical 
personnel in our organization, we should use that au-
thority and knowledge to educate others on the health 
and, particularly, the mental health risks of global 
warming. The health risks are fairly well known: 
increased infections, new infections, heat-related ill-
nesses, and malnutrition are the most obvious. All of 
these risks depend on geographical location and time, 

of course. The mental health risks are more unknown 
and therefore need more communication. They in-
clude research that there is increased violence asso-
ciated with small, sustained increases in temperature 
(especially in warmer climates), anticipatory anxiety, 
and the PTSD and related disorders that often come 
after the trauma and dislocation of natural disasters. 
When I was in Toronto last summer, I noted that they 
were beefi ng up their health and mental health sys-
tems in anticipation of so-called “climate” refugees.
 Then there is the energy use and carbon footprints 
of the buildings we work in and the transportation we 
take to get there. It is now well established that human 
behavior is a major cause of the climate crisis, and 
we are the experts in behavior and its consequences. 
Therefore, we should try to use this expertise to help 
decide how to balance temperature control and light-
ing with the comfort of staff and patients. There is 
information to help, including the Green Guide for 
Health Care, www.gghc.org/. Small, comfortable be-
havioral steps, like recycling, can have big impact. 
 Perhaps, though, our biggest impact could be in 
the behavior we model about global warming. It is 
now known that the observable signs about how phy-
sicians take care of their own health infl uences the 
behavior of their patients. For instance, overweight 
physicians have less success in addressing the dietary 
needs of their patients. It stands to reason, then, that 
what we do in reference to global warming may have 
a modeling effect on staff and patients. That could 
include the kind of car we drive, whether we car pool 
or not, how much paper we waste (mea culpa), and 
whether we bring our lunch in a tote or plastic bag. 
For example, Rick Levin is the President of Yale 
University, one of the universities on the forefront to 
conserve energy. He drives a Prius. Or, as Mahatma 
Gandhi once said: “You must be the change you wish 
to see in the world.”
 All of this can seem frivolous in a time when we 
have never-ending, day-to-day administrative prob-

Continued on next page
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lems which need more immediate attention. Money 
is often tight, impeding diverting resources for the 
environment. Yet, isn’t that the paradox of global 
warming? Our brains are hardwired to respond to im-
mediate danger with an emotional fi ght-or-fl ight re-
sponse, which we can usually delay and polish with 
some cortical control. But nothing natural primes us 
to be very concerned with danger that may be years 
away, as is the case of global warming. Freud de-
scribed the psychological defense mechanism of de-
nial that allows us to put such problems out of our 
conscious minds. That’s why the Physicians for So-
cial Responsibility lament that the old fear strategy, 
so successful in addressing the risks of nuclear bomb 
proliferation, is failing to stir the unconcerned about 
global warming. We need other psychological strate-

gies, like visualization techniques, to help the risks 
seem more immediate.
 So, have you and your organization paid any at-
tention to global warming? If so, how? Recycling? 
Putting out brochures? A contest for the best sugges-
tion to reduce the organization’s carbon footprint? 
If not, are you planning to? Are you doing anything 
different in your personal life? Or do you think the 
topic and this column on it is just a waste of time and 
paper? Let us know. 

Dr. Moffi c is a professor in the Department of Psy-
chiatry & Behavioral Medicine at the Medical Col-
lege of Wisconsin as well as in the Department of 
Family and Community Medicine.  

CALL FOR PAPERS
The Psychiatrist Administrator invites articles 
on all areas of psychiatric administration and 
management with a focus on the roles and 
perspectives of psychiatrists in leadership and 
management roles. Please make submissions 
and inquires to:

Sy Atezaz Saeed, M.D., Editor
Professor and Chairman
Department of Psychiatric Medicine
The Brody School of Medicine at ECU
Brody 4E-100
600 Moye Boulevard
Greenville, NC 27834
O:  252-744-2660
FAX:  252-744-3815
Email:  saeeds@ecu.edu

WELCOME NEW MEMBERS!

September 2007
Michael Jean-Baptiste, MD, New Haven, CT
Patrick Runnels, MD, New York, NY

October 2007
Kurt Miceli, MD, Palmyram VA

January 2008
David Cutler, Portland, OR
Mary Diamond, DO, Mechanicsburg, PA
Harold Graff, MD, Newtown Square, PA

February 2008
Kolade Akin, MD, Martinez, CA
Samuel Klagsbrun, MD, Katonah, NY
David Mitchell, MD, Tulsa, OK
Carolyn Robinowitz, MD, Washington, DC
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Continued on next page

COLUMN EDITOR:  Kathy Cable, MLS

LITERATURE SCAN

The Literature Scan is our regular column that 
reviews recent literature of interest to admin-
istrators in behavioral health care systems. 
The column covers a period of approximately 
6 months.  Papers are selected on such topics 
as administration, consumer satisfaction, de-
livery of health care, education, effi cacy, eth-
ics, evidence-based practice, leadership, and 
management.  The daily demands of adminis-
tration and practice often leave little time for 
browsing journals.  It’s our hope that this col-
umn may fi ll the gap.

Bilkei-Gorzo A, Rácz I, Michel K, Darvas M, Maldona-
do R, Zimmer A. A Common Genetic Predisposition to 
Stress Sensitivity and Stress-induced Nicotine Craving.  
Biological Psychiatry 2008 Jan 15;63(2):164-71.                                     
In this article, the authors maintain clinical studies have 
shown that stress is one of the main causes for relapse in 
abstinent smokers.  They asked whether animals with a 
genetic predisposition to high or low stress responsitiv-
ity differ in behaviors relevant to nicotine addiction, in 
particular stress-induced reinstatement of drug addiction. 
For the study, they fi rst selected animals with high, low, 
and average stress sensitivity from the F2 generation from 
an intercross of high (C57BL/6J) and low (C3H/J) emo-
tional mouse strains. Next, these animals were trained to 
self-administer nicotine through a chronic intravenous 
catheter. After extinction of the operant behavior replac-
ing nicotine with saline, mice were stressed with a foot 
shock and the reinstatement of drug-seeking behaviors 
was evaluated. The study showed that mice with different 
stress reactivity showed no difference in the acquisition, 
extinction, or level of nicotine self-administration. Also 
found was an immediate reinstatement of drug-seeking 
behavior in high stress reactive mice, in contrast to low 
or average stress reactive animals, which showed no sig-
nifi cantly increased activity at the active (nicotine-associ-
ated) sensor. To conclude, it was suggested that a genetic 
predisposition to high stress sensitivity contributes to re-
lapse vulnerability but not to the initiation or maintenance 
of nicotine consumption.

Byford S, Barrett B, Roberts C, Wilkinson P, Dubi-
cka B, Kelvin RG, White L, Ford C, Breen S, Goodyer 
I.  Cost-effectiveness of Selective Serotonin Reuptake 
Inhibitors and Routine Specialist Care with and without 
Cognitive Behavioural Therapy in Adolescents with Ma-
jor Depression.  The British Journal of Psychiatry 2007 
Dec;191:521-7.          
The purpose of this study was to assess the short-term cost-
effectiveness of combined selective serotonin reuptake in-
hibitors (SSRIs) and cognitive-behavioral therapy (CBT) 
together with clinical care compared with SSRIs and 
clinical care alone in adolescents with major depression.  
Data was analyzed from a randomized-controlled trial 
that took place in the UK where outcomes and costs were 
assessed at baseline, 12 and 28 weeks.  The trial consisted 
of 208 adolescents, aged 11-17 years, with major or prob-
able major depression who had not responded to an initial 
psychosocial intervention. There were no signifi cant dif-
ferences in outcome between the groups with and without 
CBT. Costs were higher in the group with CBT, although 
not signifi cantly so (P=0.057). Cost-effectiveness analy-
sis and exploration of the associated uncertainty suggest 
there is less than a 30% probability that CBT plus SS-
RIs is more cost-effective than SSRIs alone. The study 
concluded that a combination of CBT plus SSRIs is not 
more cost-effective in the short-term than SSRIs alone for 
treating adolescents with major depression in receipt of 
routine specialist clinical care.

Correll CU.  Antipsychotic Use in Children and Ado-
lescents:  Minimizing Adverse Effects to Maximize Out-
comes.  Journal of the American Academy of Child & 
Adolescent Psychiatry 2008 Jan;47(1):9-20.The author of 
this article discusses how antipsychotics are being used 
in children and adolescents in large quantities for a wide 
range of disorders and psychopathology, including psy-
chotic, mood, and disruptive behavior disorders. Further-
more, antipsychotics are also being used in children and 
adolescents to treat irritability associated with autism, tic 
disorders, obsessive-compulsive disorder, post-traumatic 
stress disorder and aggression. However, the widespread 
use exceeds the database regarding effi cacy as well as 
safety and tolerability in this population. The author ex-
plains that at the time of this writing, only three antipsy-
chotics--haloperidol, thioridazine, and risperidone--have 
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been approved for use in children and adolescents by the 
U.S. Food and Drug Administration, with most random-
ized controlled data being available for risperidone. To use 
this potent class of medications appropriately, clinicians 
need to actively weigh the potential risks and benefi ts 
of individual agents. The author’s article aims to review 
available data on antipsychotic-related adverse effects in 
children and adolescents and provide a practical guide for 
the evaluation and management of antipsychotic-related 
adverse effects in this vulnerable population.

Dickinson T.  Section 5(4) of the Mental Health Act 1983: 
the Art of Applying the Act.  British Journal of Nursing 
2007 Nov 8-21;16(20):1272-8.  
The author discusses how section 5(4) of the Mental 
Health Act 1983, allows patients to be detained by nurses 
of the prescribed class for a maximum of six hours. There 
is a scarcity of research on the subject; however, the little 
research that has been conducted has shown that there are 
gaps in the knowledge of registered nurses and nursing 
students due to be registered with regard to the following 
areas of Section 5(4): duration of the holding power, can 
the client be treated against their will, eligibility for de-
tention, and criteria for implementation. The author dis-
cusses how to clarify these gaps and the need to provide 
nurses with a comprehensive systematic guide to follow 
should they have to invoke the section.

Grubaugh AL, Cain GD, Elhai JD, Patrick SL, Frueh 
BC.  Attitudes Toward Medical and Mental Health Care 
Delivered via Telehealth Applications Among Rural and 
Urban Primary Care Patients.  Journal of Nervous and 
Mental Disease 2008 Feb;196(2):166-70.                                                                               
Suffi cient health care services are often not available in 
remote and rural areas. This problem is expected to grow 
worse in the near future. The authors of this study ex-
amined how “telehealth” interventions represent a strat-
egy for addressing access to health-care problems.  They 
examined and compared attitudes toward medical and 
mental health care delivered via telehealth applications 
among adult rural (n = 112) and urban (n = 78) primary 
care patients.  They also examined attitudes toward tele-
health applications among a subset of patients with post-
traumatic stress disorder (PTSD).  Both urban and rural 
patients were receptive to receiving medical and psychi-
atric services via telehealth. There were few meaningful 
differences across variables between urban and rural pa-
tients, and there were no meaningful differences by PTSD 
status. The authors concluded that the fi ndings support the 
feasibility of telehealth applications, particularly for rural 

patients who may not otherwise receive needed services.

Kishi Y, Meller WH, Kato M, Thurber S, Swigart SE, 
Okuyama T, Mikami K, Kathol RG, Hosaka T, Aoki T.  
A Comparison of Psychiatric Consultation Liaison Ser-
vices between Hospitals in the United States and Japan.  
Psychosomatics 2007 Nov-Dec;48(6):517-22.                                                        
In this article the authors investigated psychiatric consul-
tation in two hospitals, one in the United States, the other 
in Japan. They examined similarities and differences, and 
drew conclusions on possible cross-cultural values and/
or temporary cultural conditions. As compared with the 
Japanese consultation patients, the Americans had more 
mood disorders, including anxiety and chemical-depen-
dency problems, in respective diagnostic classifi cations. 
In addition, patients in the United States showed more 
acute and more serious chronic conditions. These differ-
ences may relate to disorder base-rates in the respective 
countries. Overall, psychosocial problems emerged as in-
creasing in Japan, as compared with chemical-dependen-
cy diffi culties among American patients.  The results are 
discussed in terms of current conditions in Japan that af-
fect the mental health professions, together with attempts 
by Japanese clinicians to protect collective mores for dis-
orders to the individual, rather than the societal conditions 
often invoked in the United States.

Langdon PE, Yágüez L, Kuipers E.  Staff Working with 
People who have Intellectual Disabilities within Secure 
Hospitals:  Expressed Emotion and its Relationship to 
Burnout, Stress and Coping.  Journal of Intellectual Dis-
abilities 2007 Dec; 11(4):343-57.
Past studies involving professional carers of people with 
mental health problems have looked at the relationship 
between burnout, job satisfaction, the coping strategies 
employed by carers, and expressed emotion (EE).  The 
authors undertook a similar study involving carers of 
adults with intellectual disabilities who were detained 
within a secure hospital.  Twenty-seven nursing staff 
completed a Five Minute Speech Sample regarding a 
key-worked client. EE was coded and measures of coping 
strategies, burnout, attitudes to psychiatric treatment and 
job satisfaction were administered. Sixty-three percent of 
the sample was coded as having high EE. These subjects 
reported signifi cantly higher levels of depersonalization 
and lower levels of personal accomplishment. They used 
coping strategies more frequently: specifi cally, they re-
ported trying to reorganize their work and to seek support 
from others.  The authors note that the study was not ca-

Continued on next page
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sual and the sample size was small.

Luchins D.  Do You Need to Care to be Caring? Admin-
istration and Policy in Mental Health and Mental Health 
Services Research 2007 Nov;34(6):582-3.  
In this article the author discusses that truthfulness re-
quires not only practices that promote accuracy but also 
the intention to be sincere. In addition, questions raised 
are: do the intentions of clinicians or the organizations for 
which they work matter, and if so, how do they infl uence 
care? The author explains that with practices that have 
included spinning in a gyrator, chilling ice baths, dental 
extractions, therapeutic sterilization, malarial therapy, 
and frontal lobotomy, it is obvious that good intentions 
have not necessarily led to good practices. The author 
concludes that the architects of psychiatry’s current best 
practices would argue that caring intentions along with 
consumer preferences are built into their programs. If 
these practices are faithfully followed, better outcomes 
will follow. 

Morrato EH, Libby AM, Orton HD, Degruy FV 3rd, 
Brent DA, Allen R, Valuck RJ.  Frequency of Provider 
Contact after FDA Advisory on Risk of Pediatric Sui-
cidality with SSRIs.  American Journal of Psychiatry 
2008 Jan;165(1):42-50.  
Since the Food and Drug Administration (FDA) issued 
a public health advisory in October 2003 on the risk of 
suicide in pediatric patients taking antidepressants and 
advised maintaining “close supervision” of such patients, 
a study that compared trends in the frequency of provid-
er contacts for patients with depression before and after 
the advisory was issued.  Retrospective cohorts of chil-
dren and adults with new episodes of depression treated 
with antidepressants were created from a national claims 
database of managed care plans (1998-2005). Two stan-
dards were used in measuring patient monitoring: the 
Health Plan Employer Data and Information Set (HEDIS) 
quality-of-care criterion. Also, time-series models com-
pared post advisory trends to the expected trend based 
on pre-advisory measures.  After data was gathered and 
interpreted it was found that contrary to expectations, 
the frequency of visits by patients with new episodes of 
depression treated with antidepressants did not increase 
after the October 2003 FDA advisory was issued.

Myers KM, Valentine JM, Melzer SM.  Feasibility, 
Acceptability, and Sustainability of Telepsychiatry for 
Children and Adolescents.  Psychiatric Services 2007 
Nov;58(11):1493-6.
The objective of this study examined the feasibility, ac-
ceptability, and sustainability of telepsychiatry service for 
children and adolescents living in non-metropolitan com-
munities. Psychiatrists at a children’s hospital provided 
care to patients of primary care physicians at four non-met-
ropolitan sites by using high-bandwidth interactive video 
teleconferencing. Review of one-year utilization provided 
feasibility data.  Data collected from surveys of referring 
physicians examined acceptability of telepsychiatry and 
reimbursement records provided sustainability data.  Re-
sults found that generally 387 sessions were provided to 
172 youths (mean=2.25 sessions) whose clinical profi les 
were representative of national samples. Referring provid-
ers endorsed high satisfaction with telepsychiatric care, 
although pediatricians were consistently more satisfi ed 
than family physicians. Sustainability of telepsychiatry is 
challenged by infrastructure costs and low reimbursement 
by public payers. The authors concluded that telepsychia-
try is a feasible and acceptable approach to providing psy-
chiatric services to youths in underserved communities; 
however, sustainability will depend on developing fi nan-
cial alternatives to fee-for-service, especially if caseloads 
emphasize publicly funded programs.

Obradovic M, Mrhar A, Kos M.  Cost-effectiveness 
of Antipsychotics for Outpatients with Chronic Schizo-
phrenia.  International Journal of Clinical Practice 2007 
Dec;61(12):1979-88. 
The aim of this report was to evaluate the cost-effective-
ness of alternative treatments for outpatients with chronic 
schizophrenia from the healthcare payer’s perspective. 
The following antipsychotic drugs were evaluated for 
their cost effectiveness: amisulpride, aripiprazole, halo-
peridol (oral formulation), haloperidol (depot formula-
tion), olanzapine, quetiapine, risperidone (oral formula-
tion), risperidone (depot formulation) and ziprazidone. 
Effectiveness was measured as a percentage of patients 
in remission. Clinical parameters used included com-
pliance rates, rehospitilization rates for compliant and 
non-compliant patients, duration and frequency of hos-
pitalization, and adverse event rates. One-way sensitiv-
ity analysis was performed to test the robustness of the 
model.  Data showed that the most effective treatment 
was treatment with olanzapine and the least effective was 

Continued on next page
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quetiapine. In addition, risperidone can also be consid-
ered to be part of the cost-effective treatments based on 
the sensitivity analysis results. In the end, the study found 
that among second-generation antipsychotics, which have 
a better safety profi le than fi rst-generation antipsychotics, 
olanzapine and risperidone showed to be the most cost-
effective treatment strategies for outpatient treatment of 
chronic schizophrenia.

Pajer KA, Kelleher K, Gupta RA, Rolls J, Gardner W.  
Psychiatric and Medical Health Care Policies in Juvenile 
Detention Facilities.  Journal of the American Academy of 
Child & Adolescent Psychiatry 2007 Dec;46(12):1660-7. 
In this journal article, the authors’ objective was to de-
scribe current health care policies in U.S. detention fa-
cilities.  Telephone interviews were requested from 83 ju-
venile detention facility administrators across the United 
States. The response rate was 97.6%.  Data was collected 
over 12 months, from 2003-2004.  Additionally, data col-
lected showed that policies for admission health screening 
existed in 99% of facilities; 90% included mental health 
screening. Most sites had policies about psychopharma-
cotherapy and 92% had crisis services. Continuation of 
existing psychotropic medication treatment was provided 
at 96% of facilities. Seventy-three percent of facilities 
used physicians to manage medications in-house; in 61% 
of the centers, these physicians were psychiatrists. Medi-
cation administration policies most often specifi ed nurses, 
but 16% of facilities used guards. Provisions for discharge 
psychotropic medication existed at 84% of sites, but there 
was broad variation in dispensing policies. The authors 
concluded from the data collected that detention health 
care policies for adolescents have signifi cant gaps, par-
ticularly for mental health care.  They recommend future 
research should include an epidemiological study of de-
tained youths, evaluating their health needs and the actual 
care received.

Regehr C, LeBlanc V, Jelley RB, Barath I, Daciuk J. Pre-
vious Trauma Exposure and PTSD Symptoms as Predic-
tors of Subjective and Biological Response to Stress.  Ca-
nadian Journal of Psychiatry 2007 Oct;52(10):675-83. 
The objective of this study was to assess the impact of trau-
matic exposure and subsequent traumatic stress symptoms 
on workers’ response to acute stress situations. This study 
aimed to examine the association between prior traumatic 
exposure related to policing, current posttraumatic stress 
symptoms and biological markers of stress, and subjective 
appraisal of stress before, during, and after exposure to 
acutely stressful stimuli. The researchers created a stress-

ful policing situation through the use of a video simulator 
room. Participants’ responses to the simulated emergency 
were evaluated by monitoring heart rate, collecting saliva 
samples for cortisol analysis, and repeated administra-
tion of a subjective measure of anxiety. Results found that 
biological indicators of stress, as measured by cortisol 
level and heart rate, were not associated with previous 
trauma exposure or trauma symptoms; however, biologi-
cal response was associated with subjective anxiety. In 
addition, vulnerability to psychological stress responses 
during an acute stress situation was also associated with 
lower levels of social support, previous traumatic expo-
sures, and preexisting symptoms of traumatic stress. The 
importance of these factors became more pronounced as 
time progressed after the event. The authors of this article 
concluded that previous trauma exposure did not put in-
dividuals at increased risk of biological distress during an 
acute stress situation. Nevertheless, reduced social sup-
port and previous trauma were associated with continuing 
psychological distress, confi rming previous research and 
raising concerns about the cumulative negative effects of 
traumatic exposure on psychological health in emergency 
responders.

Sadeghi M, Taghva A, Mirsepassi G, Hassanzadeh M.  
How Do Examiners and Examinees Think about Role-
playing of Standardized Patients in an OSCE Setting? 
Academic Psychiatry 2007 Sep-Oct;31(5):358-62. 
The use of standardized patients in Objective Struc-
tured Clinical Examinations (OSCE) in the assessment 
of psychiatric residents has increased in recent years. 
Consequently, the aim of this study was to investigate 
the experience of psychiatry residents and examiners 
with standardized patients in Iran.  Final-year residents 
in psychiatry took part in the study. Experienced exam-
iners were asked to complete a questionnaire concerning 
the ability of standardized patients to realistically portray 
psychiatric patients. Results from the study showed that 
standardized patients can convincingly portray psychiat-
ric disorders and act according to the requested complex 
scenarios. As a result of the fi ndings, the authors recom-
mend the use of standardized patients in OSCEs for psy-
chiatric board certifi cation exams.

Skale TG, Jain R.  Practical Strategies for Assessing and 
Stabilizing Bipolar Patients in Urgent Situations.  The 
Journal of Clinical Psychiatry 2007 Oct;68(10):e23.
The authors of this article recommend that for patients 
with bipolar disorder in urgent situations, psychiatric and 

Continued on next page
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non-psychiatric clinicians should employ practical ap-
proaches to achieve optimum outcomes and ensure safe 
and rapid reduction of symptoms such as considering the 
treatment setting, clinician-patient relationship, and the 
severity of the patient’s symptoms. Since biological, psy-
chological, and social factors affect both the development 
and the treatment of acute bipolar states, treatment should 
address each factor to manage the illness.

Strakowski, SM. Approaching the Challenge of Bi-
polar Depression: Results from STEP-BD.  American 
Journal of Psychiatry 2007 Sept;164(9):1301-3. 
The author discusses that the diagnosis of bipolar disorder 
is defi ned by the occurrence of mania or hypomania, while 
depressive episodes and symptoms tend to dominate the 
course of the illness. Also discussed is the fact that treat-
ments for bipolar depression are vaguely defi ned than 
those for mania. Contrasted is the number of treatments 
approved by the U.S. Food and Drug Administration for 
mania with that for bipolar depression. As a result, treat-
ment of bipolar depression typically relies on off-label 
medication use, particularly of antidepressants, or non-
pharmacological interventions. The effectiveness of these 
interventions and how they affect the subsequent course 
of bipolar illness remain areas of limited information and 
moderate controversy.  In addition, the author discusses 
that there are two articles from the Systematic Treatment 
Enhancement Program for Bipolar Disorder (STEP-BD) 
published in this month’s journal that address these short-
comings in our knowledge base. 

van Daal J, Verhoeven L, van Balkom H.  Behav-
ior Problems in Children with Language Impairment. 
Journal of Child Psychology and Psychiatry 2007 
Nov;48(11):1139-47.  
Language impairment is often associated with behavioral 
problems. However, detailed relations between different 
types of language impairment and specifi c behavioral 
problems in children have yet to be demonstrated. This 
study attempted to address this issue with attention to the 

implications to identify foci for early intervention. The 
language abilities of 71 fi ve-year-old children with lan-
guage impairment were assessed by means of the admin-
istration of an extensive battery of language tests. The 
children’s behavior profi le was assessed via administra-
tion of the Child Behavior Checklist.  Results from the 
study found that factor analyses confi rmed the presence 
of four language factors: speech, syntax, semantics and 
phonology. Forty percent of the children displayed seri-
ous signifi cant behavioral problems.  In addition, the most 
frequently occurring behavioral problems were as fol-
lows: withdrawn behavior, somatic complaints, thought 
problems and aggressive behavior. Behavioral problems 
were associated with three of the four language factors 
although not strongly associated with speech problems. 
Conclusions drawn from the study found that differential 
relations between specifi c types of language impairment 
and specifi c behavioral problems already exist at a young 
age. Phonological problems showed broad relations to 
problem behavior and semantic language problems were 
especially related to internalizing behavior problems. 
This fi nding implies the need for specifi c therapies for 
both types of language.

Kathy Cable, MLS is the Health Sciences Reference Li-
brarian at the Laupus Health Sciences Library at East 
Carolina University – and liaison librarian to the Brody 
School of Medicine.

MANUSCRIPT REVIEWERS:
Psychiatrist Administrator is currently 
seeking psychiatrists interested in serving as 
a manuscript reviewers for the journal. If you 
are interested in serving in this capacity, please 
contact (or send inquiries to):
Sy Atezaz Saeed, M.D., Editor
Department of Psychiatric Medicine
The Brody School of Medicine, Brody 4E-100
600 Moye Boulevard
Greenville, NC 27834
Email:  saeeds@ecu.edu
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INSTRUCTION FOR AUTHORS

 The Psychiatrist Administrator is the official 
publication of the American Association of  Psychiatric 
Administrators (AAPA). Established in 1961, AAPA 
is the premiere educational, networking, and support 
resource for psychiatrists interested in administration and 
management. The AAPA promotes medical leadership 
and medical excellence in behavioral healthcare systems, 
including services for mental illness, substance use 
disorders, and developmental disabilities. 
 The choice of “Psychiatrist Administrator” is intended 
to distinguish the NewsJournal from other publications 
in mental and behavioral health administration in terms 
of its focus on the roles and perspectives of psychiatrists 
in leadership and management within evolving systems 
of care. 
 The purpose of the NewsJournal is to provide up-to-
date, accurate, and easily understandable information to 
our readership and to contribute to the body of scholarly 
work in the area of psychiatric administration and 
management. Your article should be written in a clear, 
straightforward style that is pleasant to read. 

PREPARATION OF MANUSCRIPT
 Manuscripts should be typewritten on standard (8 1/2” 
x 11”) white paper with 1” margins on all sides. The entire 
manuscript, including references and fi gure legends, 
should be double-spaced. Each element of the manuscript 
should begin on a new page: title page, abstract, text, 
references, tables (typed 1 per page), fi gure legends. 
Number pages consecutively through the manuscript. 
Manuscripts should be no more than 3000 words of text 
(not including references or tables).
 A separate page should be included giving the title 
of the paper, the names, titles, and affi liations of each 
author, and the mailing address, e-mail address, and phone 
and fax numbers of the corresponding author. Any grant 
support requiring acknowledgment should be mentioned 
on this page. Acknowledgments other than those of grant 
support should be put at the end of the text.
 An abstract should be provided, preferably no longer 
than 200 words.
 Tables should be typed double-spaced one per page. 
Provide a clear, descriptive title for each table. Tables 
should be numbered consecutively as they appear in the 
text.
 Figures should be numbered consecutively as they 
appear in the text. Illustrations - line drawings, graphs, 
or charts - should be of camera-ready quality. 
 References should be numbered consecutively as 
they are cited in the text, with reference numbers typed 

as superscripts. References should be typed double-
spaced beginning on a separate page after the text and 
acknowledgments. The NewsJournal uses the Uniform 
Requirements for Manuscripts Submitted to Biomedical 
Journals (Vancouver group) as its guide for reference 
style. Abbreviations of journal names must conform to 
Index Medicus style; journals not listed in Index Medicus 
should not be abbreviated. List all authors when there are 
no more than six; for more than six authors, list the fi rst 
three, followed by et al. 

MANUSCRIPT REVIEW AND EDITING
 Manuscripts are reviewed by the editor, editorial board 
members, or other reviewers. Manuscripts may be edited 
for clarity, style, conciseness, and format. The edited 
manuscript will be sent to the corresponding author for 
approval.  Authors may be asked to respond to editorial 
queries or make revisions. 
 Authors will receive page proofs before publication. 
The author should return corrected proofs to Frances 
M. Bell, Executive Director AAPA, within three days 
of receipt; delays in returning proofs may result in 
postponement of publication. 

MANUSCRIPT SUBMISSION  
 Manuscript submission is a representation that the 
manuscript has not been published previously and 
is not currently under consideration for publication 
elsewhere.
 Three copies of the manuscript should be sent to 
Sy Saeed, M.D., Editor, Professor and Chairman, 
Department of Psychiatric Medicine , Brody School of 
Medicine at East Carolina University, Brody 4E-100, 600 
Moye Boulevard, Greenville, NC 27834. The manuscript 
should be accompanied by a transmittal letter giving the 
name, address, email address, and phone numbers of the 
corresponding author. The letter should indicate that all 
authors have seen and approved the manuscript and that 
the manuscript has not been published or is not under 
consideration for publication elsewhere. A disk copy of 
the complete manuscript, including tables and references, 
should also be submitted. Please label the disk with the 
name of the fi rst author and title of the article and indicate 
what hardware and software were used.  
 You can also submit the manuscript electronically 
by sending it as an e-mail attachment to the editor 
at   saeeds@ecu.edu.  If you have any questions about 
specifi c details not covered here, please e-mail  saeeds@
ecu.edu.
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Make your plans and reservations now to attend the:

Annual Membership Luncheon

Monday, May 5
12:00 noon

Hotel Palomar
Freer A/B Rooms
2121 P Street, NW

Washington, DC 20037
 

Speaker:  Geetha Jayaram, M.D.
The Physician Advisor’s Role in Contemporary Psychiatry and the Quality of Care

Make your reservations now!
Central Offi ce

972-613-0985 or email:  frda1@airmail.net


