
acterized by abnormally rigidity and
fastidiousness, has been grouped with
cluster C.

In clinical practice, we often see pa-
tients with combined borderline and
antisocial traits for whom DSM-IV
and ICD-10 do not provide clear-cut
categories. The term “psychopath,”
even though it has clinical descriptive
value, is not an easy term to explain to
a patient and is a misleading descrip-
tion of the complex mixture of person-
ality traits that are evident in this pa-
tient group. The term “cluster B per-
sonality disorder” is rather unwieldy,
and our nonpsychiatrist colleagues
may not know what the term means
without having to look it up. We sug-
gest the term “borderpath,” a fusion
of borderline and psychopath, which
describes a clinical entity and is rela-
tively self-descriptive. 

Nicholas P. Swift, M.A., 
M.B.B.Chir.

Harpal S. Nandhra, M.B.B.S.,
M.R.C.Psych.

Dr. Swift is associate specialist in psychia-
try at Shelton Hospital in Shrewsbury,
United Kingdom. Dr. Nandhra is special-
ist registrar in psychiatry in the John
Hampden unit of Stoke Mandeville Hospi-
tal in Aylesbury, Buckinghamshire, Unit-
ed Kingdom.
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BBrriiddggiinngg  PPssyycchhiiaattrriicc  SSeerrvviicceess
BBeettwweeeenn  AAssiiaa  aanndd  AAmmeerriiccaa

To the Editor: In the October issue
of Psychiatric Services, Dr. Chen and
his colleagues described the Bridge
Program in New York to improve ac-
cess to psychiatric services among
Asian consumers (1). The authors ex-
plained that a primary reason for de-
veloping the Bridge Program is the
profound stigma associated with men-
tal illness in Asian-American commu-

nities, which is a major cause for the
low use of mental health facilities. I
am in full agreement with Dr. Chen’s
team on this issue. A recent study in
Hong Kong, in which 11 interviews
were conducted with patients’ rela-
tives to explore the relationship be-
tween stigma, accessibility of mental
health facilities, and family burden,
yielded the same conclusion (2). Data
analyses showed that much of the bur-
den was related to stigma and to a lack
of mental health and rehabilitation
services. Consequences included the
families’ social isolation, patients’ dif-
ficulties obtaining competitive em-
ployment, and financial difficulties for
both patients and families. 

One of the salient features of the
Bridge Program is its goal of enhanc-
ing the skills of primary care providers
to improve identification and treat-
ment of mental disorders. I am de-
lighted that the program is a success. I
would like to propose another compo-
nent for the Bridge Program, if the
authors are interested. The program
should encourage exchange of infor-
mation about research and services
between Asia and America. The im-
portance of addressing cross-cultural
differences in the development of in-
struments for psychiatric research has
been widely recognized. I believe it is
equally applicable in the development
of treatment protocols. As a psychi-
atric researcher in Asia, I have found
that advances in psychiatric rehabilita-
tion in America have helped me to
better direct my research efforts. By
the same token, I believe that the out-
comes of research conducted by my
group and by other researchers in Asia
will be of help to researchers and
practitioners in America who work
with the Asian population. 

My primary concern is to ensure
the effectiveness of the programs that
my group has developed for use in the
Asian context. However, I would be
most delighted to learn that the cul-
turally relevant assessment instru-
ments and treatment programs we
have developed in Asia can be suc-
cessfully applied among Asian Ameri-
cans. Assessments developed and val-
idated in Hong Kong, such as the
Workshop Behavior Checklist (3) and

the Vocational Social Skills Scale (4),
may be useful with Chinese Ameri-
cans. Similarly, the integrated sup-
ported employment program (5) and
the Chinese version of the basic con-
versations skills module on which we
are currently working might also be
helpful to American practitioners who
work with Chinese Americans.

In summary, facilitation of exchange
of information about research and
services will further enhance the
Bridge Program.
Hector W. H. Tsang, Ph.D., O.T.R.

Dr. Tsang is affiliated with the department
of rehabilitation sciences at Hong Kong
Polytechnic University.
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In Reply: We are pleased that our
Frontline Report on the Bridge Pro-
gram has been well received by col-
leagues in both America and Asia.
The concept of “bridge,” developed
by Dr. Henry Chung, a New York psy-
chiatrist and a researcher and com-
munity leader in minority health care
delivery, was an attempt to improve
the connection between community
needs and psychiatric services and to
effect better communication and re-
ferral patterns between primary care
providers and mental health profes-
sionals. We welcome Dr. Tsang’s pro-
posal to extend the bridge concept to-
ward building more productive con-
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nections among similar or related
service and research programs and
across cultures.

Reflecting upon our experience and
Dr. Tsang’s comments, we feel that
there are five essential components
for developing culturally competent
psychiatric services in ethnic minority
communities.

First, antistigma community educa-
tion must always be part of the long-
term plan of a service program. Given
the profound misconception and
emotional resistance in the communi-
ty toward mental disorders and psy-
chiatric services, persistent efforts to
provide basic mental health education
with effective consumer involvement
are key to improving access to com-
munity-based mental health services. 

Second, training service provi-
ders—especially equipping primary
care physicians, nurses, case man-
agers, and culturally competent men-
tal health professionals with updated
knowledge and skills for delivering
mental health care—is a crucial
strategic step toward eventually clos-
ing the gap between the enormous
mental health needs and limited serv-
ice capacity in these communities (1). 

Third, development of culturally
competent instrumentation, such as
the efforts led by Dr. Teng and her
colleagues (2) and Dr. Mui (3) in geri-
atric psychiatry and Dr. Tsang in reha-
bilitation psychiatry, provides crucial
tools for detecting clinical cases and
assessing treatment outcomes. De-
spite the research efforts of cross-cul-
tural psychiatrists over the past half
century, much important work re-
mains to be done in this field. 

Fourth, developing and testing the
effectiveness of treatment protocols
and care delivery models that are
adapted or created for ethnic minori-
ty populations is an inevitable step in
the development of evidence-based
psychiatry for these populations. Re-
search that can improve our under-
standing of culturally relevant expec-
tations, explanations, and service bar-
riers, as well as effective treatment
protocols, typically requires long-term
collaborative efforts and funding. 

Fifth, even more interdisciplinary
collaboration is required to build

much needed community-based sys-
tems of care (4) that ensure effective
linkages among different care pro-
grams in order to systematically ad-
dress the myriad health, economic,
and educational needs typically found
in ethnic minority populations. Until
we can achieve the strategic goals of
enhancing service integration, service
linkage, and the continuum of care,
equal access to appropriate care for all
will remain an unfulfilled dream, and
individuals suffering from mental ill-
ness, particularly immigrants and
members of minority groups, will con-
tinue to be denied the opportunity to
attain their full potential.

Achieving our goals requires inter-
disciplinary and international cooper-
ation and collaboration, which com-
bines the benefits of technology with
the richness and wisdom of tradition,
and a continued dedication to advo-
cating for the mentally ill population
and to ensuring adequate funding for
this increasingly important work.

Hongtu Chen, Ph.D.
Elizabeth J. Kramer, Sc.M.

Teddy Chen, Ph.D.
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UUnneetthhiiccaall  ttoo  SSppeeccuullaattee??
To The Editor: I thoroughly en-
joyed the Personal Accounts column
in the October issue (1). John Stuart
Mill’s description of the depths of
his depression was most compelling
and can be used to educate patients,
families, and providers. The account
also raises interesting points about
spontaneous recovery from major
depression and the psychodynamics

of father-son relationships. 
However, I was baffled when I read

column editor Jeffrey Geller’s com-
ment: “I shall refrain from analyzing
this case—to do so would be to violate
the American Psychiatric Association’s
code of ethics.” Intuitively it didn’t
make sense that speculating about the
psychodynamics of someone long de-
ceased would be unethical. And why
would such a prohibition be applicable
only to posthumous psychodynamic
appraisals while Dr. Geller was com-
fortable assigning a retrospective diag-
nosis of major depression?

The relevant subsection of the APA’s
code of ethics (2) states the following:

“On occasion psychiatrists are asked
for an opinion about an individual who
is in the light of public attention or
who has disclosed information about
himself/herself through public media.
In such circumstances, a psychiatrist
may share with the public his/her ex-
pertise about psychiatric issues in gen-
eral. However, it is unethical for a psy-
chiatrist to offer a professional opinion
unless he/she has conducted an exam-
ination and has been granted proper
authorization for such a statement.”

The code doesn’t distinguish be-
tween patients who are alive or de-
ceased. But I can’t imagine that the
intent is to preclude consideration of
deceased historical figures. If so, then
a vast body of literature about the
psychopathology of long-deceased
persons could be taken to be ethically
deficient. Also, the requirement for
direct examination and authorization
would generally preclude future psy-
chodynamic and other considerations
of deceased persons.

The APA should consider revision
of the ethics code if it continues to be
interpreted in such a counterintuitive
fashion.

Bennett Cohen, M.D.

Dr. Cohen is affiliated with the Brooklyn
Veterans Affairs Medical Center.
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