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LETTERS

Letters from readers are wel-
come. They will be published at
the editor’s discretion as space
permits and will be subject to ed-
iting. They should not exceed 500
words with no more than three
authors and five references and
should include the writer’s tele-
phone and fax numbers and e-
mail address. Letters related to
material published in Psychiatric
Services will be sent to the au-
thors for possible reply. Send let-
ters to John A. Talbott, M.D., Ed-
itor, Psychiatric Services, Ameri-
can Psychiatric Association, 1400
K Street, N.W., Washington, D.C.
20005; fax, 202-682-6189; e-mail,
psjournal@psych.org. 

Potential Overdiagnosis 
of Bipolar Disorder
To the Editor: In an article on bipo-
lar disorder (1) in the January issue
of Psychiatric Services, Charles L.
Bowden, M.D., stated that this dis -
order is frequently underdiagnosed.
In contrast, I believe that overdiag-
nosis of bipolar disorder is relatively
common. In this letter I briefly dis -
cuss the basis of my belief and the
risks I see in such instances of misdi-
agnosed bipolar disorder. 

Errors in diagnosis can occur
when DSM-IV criteria are applied
too strictly, as Dr. Bowden notes, or
when they are applied too loosely.
Most clinicians easily recognize
florid mania, but variants of bipolar
disorder not characterized by a clear
manic episode are frequently more
questionable. Each criterion for ma-
nia has its own differential diagnosis,
given the overlapping symptoms of
many psychiatric disorders. For ex-
ample, grandiosity also characterizes
narcissistic personality disorder or
may occur normally after a series of
successes. Thus a loose application
of the DSM-IV criteria could cer-
tainly increase the number of people
diagnosed as having bipolar disorder,
but many would be false positives.

Attempts to establish a history of

mania or hypomania on the basis of
a patient’s reports can lead to miss-
ing the diagnosis, as Dr. Bowden de-
scribes, but it can also lead to over-
diagnosis. In their reports, patients
frequently minimize substance use
during periods of apparent mania, or
they may state that they abuse sub-
stances only when they are manic.
Patients may overendorse manic
symptoms for a variety of psycholog-
ical reasons or they may misunder-
stand the severity of symptoms the
clinician is looking for. For example,
simple inquiries into whether a pa-
tient’s thoughts ever “race” can re-
ceive a range of replies depending
on the patient’s subjective grasp of
the word “race.” As Dr. Bowden
notes, information from collaterals
such as family members and friends
is invaluable in establishing the di-
agnosis.

Dr. Bowden notably does not in-
clude personality disorders in the
differential diagnosis of bipolar-type
symptoms. For hypomania DSM-IV
uses a criterion of “unequivocal
change . . . uncharacteristic of the
person when not symptomatic.”
DSM-IV specifies a “distinct period”
for mania. The DSM diagnostic sys-
tem distinguishes between episodic
illnesses such as bipolar disorder
and the enduring, stable patterns of
behavior that we designate as per-
sonality disorders. Dr. Bowden re-
fers to concepts such as “enduring
characteristics of bipolar disorder
[that] appear in all phases of the ill -
ness,” “hyperthymic temperaments,”
and “fundamental” bipolar disorder.
I believe that such clinical descrip-
tions overlap with those of several
personality disorders. Mood lability
and impulsivity are core criteria for
personality disorders. Patients
whose life stories are written in
these terms should be differentiated
from those who have episodes of un-
characteristic behaviors. 

There is little dispute that bipolar
disorder is a heritable, biologically
based illness, but personality disor-
ders have unclear etiologies that in-
clude problems in psychological de-

velopment, a complex area of sci-
ence. Treatment of bipolar disorder
can be rewarding and occasionally
simple, whereas treatment of a per-
sonality disorder is usually difficult
and only occasionally gratifying after
a long period of effort. Such consid-
erations might sometimes lead to a
collusion of doctor and patient to
speak of bipolar disorder when a lan-
guage of personal traits may be more
helpful and accurate, even if less
soothing. The risks of overdiagnosis
of bipolar disorder include overmed-
ication and a sense of ongoing failure
in treatment that can lead to a feel-
ing of defeat for patient and doctor.
Additionally, some patients use their
bipolar diagnosis to justify impulsive
acts or offensive behavior. 

One last confounding factor is the
efficacy of some medications for
symptoms of personality disorders.
Mood stabilizers do appear to re-
duce mood lability and impulsivity
regardless of diagnosis. However, to
infer that a specific illness is present
simply because a particular medicine
helped would be to engage in faulty
logic. 

Burton Hutto, M.D.

Dr. Hutto is assistant professor in the de-
partment of psychiatry at the University
of North Carolina at Chapel Hill.
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In Reply: Dr. Hutto makes several
important points in his letter. Some
symptoms of mania can be applied
indiscriminately. As he indicates,
mild grandiosity can occur in various
conditions. DSM-IV does not distin-
guish between symptoms that are
quite specific and those that are less
so, such as grandiosity. For example,
reduced need for sleep and racing
thoughts are specific to mania. Sev-
eral variables related to course of ill-
ness that are not taken into account
by DSM-IV are also relatively specif-
ic, such as a positive family history of



bipolar disorder and early onset of
illness. 

Dr. Hutto comments that a patient
might misunderstand a word such as
race. Although such misunderstand-
ing may occur, it is the responsibility
of the psychiatrist to choose words
that the patient can understand and
to follow up on responses that are am-
biguous or indicate lack of under-
standing. Most psychiatrists and other
mental health professionals do quite
well in adapting the interview to the
individual patient. 

Dr. Hutto is correct in saying that
personality disorders are viewed as
enduring patterns of inner experi-
ence and behavior. However, DSM-
IV does not categorize axis I disor -
ders solely as episodic illnesses.
Rather, it provides course specifiers
to indicate partial or full remission
when symptoms do not continue to
meet the full criteria for a disorder.
Subsyndromal symptoms are strong-
ly associated with functional impair -
ment that is characteristic of bipolar
disorder (1,2). Partly for this reason,
experts in bipolar disorder recom-
mend an illness-focused approach.

Charles L. Bowden, M.D.
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A Conceptual 
Model of Recovery
To the Editor: In his commentary
on our conceptual model of recov-
ery (1), Herbert Peyser, M.D. (2),
presents an “exposition and a force-
ful advocacy” for the conceptual
model held by most of the psychi-
atric establishment: the biomedical
model of mental illness. As Dr.
Peyser explains, this model views
individuals with mental illnesses as
“human beings . . . caught in disease
processes inflicted upon them.”
Such disease processes “can subvert
a patient’s thinking process so that
the disease-driven symptoms may

be rationalized.  The patient’s self
has been completely taken over by
the disease.” Under these exigen-
cies, Dr. Peyser argues, psychia-
trists and other health care
providers are obligated to inter-
vene, often by imposing “external
restraints” that “operate in the di -
rection of the deeper freedom.”

The conceptual model we de-
scribed, the recovery model, ques-
tions some of the assumptions of the
biomedical model, and in so doing
challenges its hegemony. For exam-
ple, many consumers dispute that it
is the “disease” that has “taken over”
their selves. Rather, they argue that
it is the stigma within and outside
the psychiatric community, the re-
strictions on growth and autonomy,
and the abuses perpetrated by the
mental health system that present
greater threats to the self. Taking its
cue from the disability rights move-
ment, the recovery model shifts our
focus away from the “diseased” indi-
vidual and toward the mental health
services and systems and the larger
society, which create the conditions
under which individuals experience
mental illness. 

Dr. Peyser fails to engage the
model’s emphasis on this broader so-
ciopolitical context of treatment. In
the doctor-patient dyads he de-
scribes, power resides with the
physician, leaving intransigence as
the only protest available to the pa-
tient. The recovery model calls for a
more equal distribution of power be-
tween providers and consumers—
and for the systemic and societal
changes that support this redistribu-
tion. Although power sharing may in-
crease the “risk” for consumers and
for providers, it also has the potential
to increase their mutual freedom. 

Dr. Peyser bemoans the fact that
our article is not “a scientific docu-
ment.” He notes that “no evidence is
presented that providing treatment
in accordance with this ‘recovery
model’ . . . will have much effect on
the real course of a mental illness.”
Although our article was not based
on biomedical science, it is a descrip-
tive analysis based on social science
research. We agree that at present

there is no research-based evidence
about the outcomes of applying the
recovery model. Public mental health
authorities are still in the early stages
of implementing “recovery-oriented”
services, and researchers are just be-
ginning the studies that will allow us
to cite evidence for or against their
effectiveness.

Dr. Peyser attributes to the recov-
ery model “a goal of eliminating in-
voluntary commitments.” A more
careful reading of our article would
show that ending involuntary com-
mitment is cited as an example of ac-
tivism undertaken by some recovery
advocates in the name of human
rights. As a psychiatrist in private prac-
tice, Dr. Peyser presumably would be
in greater accord with our second ex-
ample—recovery advocates who
promote human rights by campaign-
ing for parity legislation and univer-
sal access to care.

Nora Jacobson, Ph.D.
Dianne Greenley, M.S.W., J.D.
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In Reply: In their response to my
commentary (1) on their conceptual
model of recovery (2), Dr. Jacobson
and Ms. Greenley say that I advocate
“for the conceptual model held by
most of the psychiatric establish-
ment: the biomedical model of men-
tal illness.” But there is no “psychi-
atric establishment” model, unless it
is the biopsychosocial one. It is cer-
tainly not the purely biomedical one
(3). And the field is not monolithic;
there are those who give lip service to
the biopsychosocial model but really
adhere to one of the extremes, “bio-”,
“psycho-”, or “socio-.” I oppose the
extremes and support the all-inclu-
sive biopsychosocial model.

I felt that Dr. Jacobson and Ms.
Greenley’s model minimized the
“bio-” factor—the disease—and
leaned too much toward the “socio-”
position. I argued against that posi-
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tion and would argue equally against
reductionistic psychopharmacolo-
gists who think a human being is
merely a collection of synapses and
transmitters. And despite my training
in and personal inclination toward
the “psycho-” model, I argued years
ago with reductionistic psychoanalysts
who spoke of the “schizophrenogenic
mother” and who thought that autism
was caused by “cold parenting.” Also,
one must recognize the limitations of
the “psycho-” model alone in treating
major mental illnesses.

Dr. Jacobson and Ms. Greenley
theorize that the disease process does
not take over the self—rather the
cause of the loss of self is external.
Their focus is shifted away from dis-
ease and “toward the mental health
services and systems and the larger
society, which create the conditions
under which individuals experience
mental illness.” To them “stigma
within and outside the psychiatric com-
munity, the restrictions on growth
and autonomy, and the abuses perpe-
trated by the mental health system”
are causes rather than social conse-
quences of the illness, but the conse-
quences then interact with the mani-
festations of the disease to influence
the total picture.

There are some truths in what they
say, and these truths should be ad-
dressed. But the authors go too far.
They see treatment along lines simi-
lar to those drawn by Michel Fou -
cault—as a struggle between power-
owning physicians and powerless pa-
tients who have “intransigence as the
only protest available.” They call for a
“more equal distribution of power
between providers and consumers,”
as if illness were like employer-em-
ployee conflicts and treatment a kind
of class struggle.

Well-intentioned ideologies, im -
posed untested, can crunch recipi-
ents into Procrustean beds and cause
harm. I recall the days before med-
ication, the suffering and neglect that
mentally ill patients had to endure in
hospitals: apathetic, withdrawn peo-
ple huddling against walls or pacing
up and down muttering to them-
selves; no tablecloths, almost no uten-
sils; attendants standing near the

walls, frightened. “Socio-” could play
no therapeutic role. Then medicines
and the “bio-” element came in, and
there were tablecloths, utensils, pa-
tients sitting around doing things,
and attendants seated with them.
The medications themselves had
changed the illness, its conse-
quences, and the “socio-,” which now
could be therapeutically useful.

Dr. Jacobson and Ms. Greenley did
not work in those hospitals and did
not see that change. But persons with
a worldview similar to theirs saw the
hospitals as causes of illness and sent
the patients out of them and onto the
streets without anyone to take care of
them, “Toms-a-Bedlam,” lacking only
bells around their necks. Which
worldview promises the most for
them?

Herbert S. Peyser, M.D.

References

1. Peyser H: What is recovery? A commen-
tary. Psychiatric Services 52:486–487, 2001

2. Jacobson N, Greenley D: What is recovery?
A conceptual model and explication. Psy-
chiatric Services 52:482–485, 2001

3. Luhrman TM: Of Two Minds: The Grow-
ing Disorder in American Psychiatry. New
York, Knopf, 2000

Unanswered Questions
About Telepsychiatry

To the Editor: In Frueh and cowork -
ers’ review of research on telepsychi-
atry (1) in the December 2000 issue
of Psychiatric Services, the authors
focus our attention on issues related
to research and economics that are
raised when this technology is used to
provide affordable high-quality men-
tal health care to patients in areas
with few psychiatric services. As they
noted, most of the telepsychiatry re -
search is limited to studies of diagnos-
tic reliability and validity and user’s
perceptions. Many of the articles are
anecdotal and appear in publications
with limited distribution and no peer
review. Most cost and savings esti-
mates are not reliable, because they
do not include expenses associated
with the per-use cost of equipment,
transmission lines, and other infra-

structure; technical personnel; docu-
mentation requirements; space; and
hiring and training staff. The level of
grant support is often unspecified. 

In 1998 we conducted a study of
the feasibility of implementing a
telepsychiatry program to link psychi-
atrists at Michigan State University
with patients at a rural community
mental health center. A report of our
study appeared in the October 1998
issue of Psychiatric Services (2). We
identified the many variables that we
thought would be involved in con-
ducting a medication management
session using telepsychiatry, and we
devised a model to estimate amor-
tized costs on the basis of projected
volume of use. We were surprised to
find that a telepsychiatry medication
management session would cost from
$179 to $244 more than a face-to-face
session. In addition, we discovered
immense problems in setting up a
program between unrelated health
care systems rather than within one
all-encompassing system. Issues re-
lated to systems and boundaries
added costs to the effort that even our
model could not account for. 

The costs of equipment continue to
decline, and wireless technology may
eventually offer relief to rural areas
that telephone and cable companies
do not find profitable to serve. Thus
hope remains that the technological
aspects of providing such a service
will become feasible. Other costs will
be more difficult to reduce. More-
over, focusing solely on technology
and costs leaves broader social and
research issues unaddressed. 

Rural areas are sparsely populated.
Distances are often great, transporta-
tion is irregular, and the populace is
poor. Patients evaluated by telepsy-
chiatry must still travel to the site
where the equipment is located. Rur-
al areas cannot generate a high vol-
ume of use of this service, and a high
volume is necessary to lower per-use
cost. These facts lead us to believe
that economic subsidies will always
be necessary. Thus it is fair to ask
what approaches will give the greatest
value for the money available. 

Several research questions emerge
from this type of approach. What are
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the critical elements involved in re-
mote communication? Can other
types of services, such as visits by
nurses, psychiatric physician assis-
tants, or trained primary care physi-
cians supplemented by telephone
contacts with a psychiatrist, provide
more personal service at the same or
a lower cost? Can review by a psychi-
atrist of a videotape of a structured in-
terview conducted by another clini-
cian, followed by a telephone call, ac-
complish objectives similar to those
of a telepsychiatry contact, but with
better visual and audio quality and
lower cost? 

The most difficult questions to an-
swer will be those related to the qual-
ity of human interaction and the im-
portance of personal contact with a
caregiver. It is one thing to conduct
an emergency assessment via telepsy-
chiatry to decide whether a person is
delirious or suicidal and quite anoth-
er matter to have a sustained relation -
ship via telepsychiatry with a chroni-
cally ill individual. Our culture’s en-
thusiasm for technological solutions
to problems has the potential to ele-
vate impersonal exchanges over hu-
man interaction.

Arnold Werner, M.D.

Dr. Werner is professor of psychiatry at
Michigan State University in East Lans-
ing. 
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Improving Capacity 
Assessments

To the Editor: We were grateful to
see the article by Grimes and associ-
ates on informed consent in the De-
cember issue of Psychiatric Services
(1). The authors argue for a robust
version of decision-making capacity
that includes intentionality and vol-
untariness along with understand-
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ing. This conceptualization res -
onates strongly with those of us con-
ducting what is referred to as com-
petence research. We believe that
taking a comprehensive conceptual
approach to capacity assessments
will expand rather than limit the au-
tonomy of psychiatric patients. 

We are heartened, for example, by
findings from the MacArthur Treat-
ment Competence and Adjudicative
Competence studies (2,3) that dem-
onstrate considerable overlap in de-
cision-making capacities between
persons with and without a psychi-
atric illness. Further research may
underscore our psychiatric patients’
retention of significant decision-
making capacities even in the face of
neurocognitive deficits. 

In fact, we are studying just this
phenomenon among persons who
have serious mental illness. We have
adapted competence assessment in-
struments from the MacArthur stud-
ies, such as the MacAT-T, to assess
decision-making about end-of-life
care. The instruments, previously
described in Psychiatric Services
(4), assess the range of competence
standards outlined by Grimes and
coworkers, albeit in a somewhat al-
tered form: understanding, reason-
ing, appreciation, and communicat-
ing a choice. 

Furthermore, to test the hypothe-
sis that poor executive functioning
may be correlated with poor deci-
sion making, we have administered
an interview to assess executive
function. Clinicians conducting the
interview were blinded to the results
of the competence assessment. Re-
sults obtained from use of this com-
bination of brief tools support those
of previous research (5), and such
efforts may generate information
that will be vital to the development
of improved tools to screen deci-
sion-making capacity. 

Most important, however, is that
following the path of Grimes and
colleagues and their predecessors
may strengthen the view of our pa-
tients as autonomous individuals.
We can then develop specific educa-
tional interventions that allow them
to participate in treatment decisions

and other collaborations that they
would not otherwise enter.

Mary Ellen Foti, M.D. 
Philip Candilis, M.D. 

Jacob Holzer, M.D.

The authors are assistant professors of
psychiatry at the University of Massachu-
setts Medical Center in Worcester. 
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