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LETTERS

Letters from readers are welcome.
They will be published at the edi-
tor’s discretion as space permits
and will be subject to editing.
They should not exceed 500 words
with no more than three authors
and five references and should in-
clude the writer’s telephone num-
ber and e-mail address. Letters re-
lated to material published in Psy-
chiatric Services, which will be
sent to the authors for possible re-
ply, should be sent to Howard H.
Goldman, M.D., Ph.D., Editor,
Psychiatric Services, American
Psychiatric Association, 1000 Wil-
son Boulevard, Suite 1825, MS#4
1906, Arlington, Virginia 22209-
3901; fax, 703-907-1095; e-mail,
psjournal@psych.org. Letters re-
porting the results of research
should be submitted online for
peer review (http://appi.manu
scriptcentral.com).

UUssee  ooff  LLoonngg--AAccttiinngg  
RRiissppeerriiddoonnee
To the Editor: In their article in the
September 2004 issue, Dr. Keith and
his colleagues (1) recommended the
use of long-acting risperidone for dif-
ferent patient groups, including pa-
tients with schizophrenia who are ex-
periencing their first episode of psy-
chosis. They discussed the rationale
for using depot antipsychotics for this
group: improved medication adher-
ence, more frequent contact with
service providers, and lower likeli-
hood of relapse. 

However, the use of long-acting
risperidone for first-episode psy-
chosis raises the important question
of appropriate dosage, which was not
adequately addressed. A MEDLINE
and EMBASE search done on Octo-
ber 10, 2004, did not reveal any trial
of long-acting risperidone in first-
episode psychosis. Three different
types of evidence support the use of
lower dosages of antipsychotic med-
ication for patients in this group than
for patients experiencing subsequent
episodes. First, comparisons of the
treatment responses of patients expe-

riencing a first episode and those who
have chronic, multi-episode schizo-
phrenia have shown that the former
require dosages that are as much as
50 percent lower (2). In a double-
blind study of first-episode psychosis
among patients with schizophrenia, 2
mg of risperidone was found to be as
effective as 4 mg, with a lower inci-
dence of fine-motor dysfunction and
a lower rate of treatment dropout (3).
(Chlorpromazine-equivalent dosage
is not established for long-acting
risperidone. However, clinical trial
data show that 25 mg is an adequate
dosage for most patients with multi-
episode schizophrenia. For first-
episode psychosis, 50 percent of that
dosage should be appropriate.) 

Second, when the dosage was
titrated by using the neuroleptic
threshold method (that is, the an-
tipsychotic dosage was increased until
cogwheel rigidity was detected), low-
dose risperidone—2 to 4 mg—was
found to be equally effective as high-
er doses, with a lower incidence of ex-
trapyramidal side effects (4). Third,
positron emission tomography (PET)
studies have clarified the relationship
between D2 receptor occupancy and
clinical response, with occupancies
greater than 65 percent showing an-
tipsychotic efficacy and those greater
than 78 percent showing extrapyrami-
dal side effects. A PET study of drug-
naive patients with schizophrenia
showed that 3 mg of risperidone a day
produced receptor occupancy of 72
percent, which is in the antipsychotic
efficacy range (5). On the basis of
these three studies, a target dosage of
2 to 3 mg a day is appropriate for most
patients with first-episode psychosis. 

Currently long-acting risperidone
is available in strengths of 25 mg, 37.5
mg, and 50 mg. Because the drug is
distributed in micro-spherules and
not uniformly dispersed throughout
the vial, it is not possible to give dos-
es that are lower than 25 mg, which is
higher than the dose required for
most patients with first-episode psy-
chosis. Unless a smaller dose formu-
lation is available, long-acting risperi-
done should not be a first-line option
for most patients in this group. We

recommend that the manufacturer of
long-acting risperidone make it avail-
able in a lower strength of 12.5 mg to
facilitate its use for patients with
schizophrenia who are experiencing
their first episode of psychosis.

Narsimha R. Pinninti, 
M.B.B.S., M.D.

Rajnish Mago, M.D.

Dr. Pinninti is assistant professor of psy-
chiatry in the School of Osteopathic Medi-
cine at the University of Medicine and
Dentistry of New Jersey in Cherry Hill. Dr.
Mago is assistant professor of psychiatry in
the department of psychiatry at Thomas
Jefferson University in Philadelphia. 
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To the Editor: The lead article in the
September 2004 issue by Dr. Keith
and his colleagues styles itself as pro-
viding “practical advice” on the use of
long-acting risperidone, based on a
literature review and a panel discus-
sion of international experts gathered
in Dublin, Ireland, in spring 2003. As
stated in the abstract, results, and ac-
knowledgments, the entire effort was
funded by an “educational grant”
from Johnson & Johnson. Nowhere
does it state that Janssen Pharmaceu-
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tica, the manufacturer of long-acting
risperidone, is a member of the John-
son & Johnson “Family of Compa-
nies” (1), nor is the educational grant
described as unrestricted. It is inher-
ently misleading for such an article to
masquerade as an academic review in
a peer-reviewed journal, given its
funding source. 

As further evidence of the bias in-
herent in this article, one need look
no further than the next article in the
same issue of Psychiatric Services,
wherein Dr. Citrome and his coau-
thors present their case-control study
on the risk of diabetes with use of sec-
ond-generation antipsychotics (2).
These investigators determined that
risperidone monotherapy had an ele-
vated, though not statistically signifi-
cant, risk of diabetes and that study
participants who were taking two sec-
ond-generation drugs (69 percent of
whom were taking risperidone)
showed a significant elevation in dia-
betes risk. Dr. Keith and colleagues
recommend a cross-over strategy for
initiating treatment with long-acting
risperidone that would entail at least
several weeks of treatment with more
than one second-generation drug.
Curiously, I could not find a single
mention of diabetes in the Keith arti-
cle. Nor, although it purports to be a
review article, does the paper cite any
of the several articles on diabetes risk
with atypical antipsychotics that were
cited in the Citrome article. Given
the morbidity of diabetes, surely it
would be “practical” and prudent to
alert practitioners to this risk.

I must therefore question whether
the article by Dr. Keith and his col-
leagues should have been published
by Psychiatric Services. Given its
provenance, it would have been bet-
ter suited to one of the many journals
that arrive, unbidden, in our mailbox-
es on a regular basis.

George Parker, M.D.

Dr. Parker is associate professor of clinical
psychiatry at Indiana University School
of Medicine in Indianapolis.
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In Reply: We agree with all of the
thoughtful, scientific points made by
Drs. Pinninti and Mago until the sen-
tence stating that 25 mg is higher
than the dose of risperidone required
for most patients with first-episode
psychosis. Although no dose equiva-
lency studies have been published
that compare oral risperidone to long-
acting injectable risperidone, the fol-
lowing information should be helpful.
A dose of 25 mg given over 14 days is
1.8 mg a day. Peak plasma levels cor-
relate with side effects, and peak lev-
els for 25 mg of long-acting risperi-
done are approximately one-third less
than with 2 mg of oral risperidone (1).
Two recent posters presented data
from evaluations of young patients
with schizophrenia (a mean age of
23.2 years in one and 25 in the other)
early in the course of their illness,
which indicated that not only was
long-acting risperidone effective (2)
but extrapyramidal symptoms im-
proved as well (3). My own personal
observation is that patients who can
tolerate 2 mg of risperidone orally can
tolerate 25 mg of long-acting in-
jectable risperidone. However, this
does not obviate the point that a dose
lower than 25 mg of long-acting
risperidone may be helpful for some
patients. As clinicians provide feed-
back on patients’ needs, it is highly
likely that the pharmaceutical indus-
try will respond.

Dr. Parker’s letter raises some criti-
cal issues about both the implications
of sponsorship and the need to be all-
inclusive about side effects. It was our
impression that the disclosure we
made in both our abstract and ac-
knowledgment would permit readers
to evaluate for themselves whether
the sponsorship affected the content
of the article. If Dr. Parker is correct
that the readership of Psychiatric
Services is not up to this task and that
a delineation of the corporate struc-
ture of Johnson & Johnson would

have made a difference, then we are
grateful that he has clarified this for
readers. 

We support the full evaluation of di-
abetes risk and all other side effects.
The purpose of the article was to take
people beyond the package insert to
the practical, clinical use of a new
medication. If there are physicians us-
ing second-generation antipsychotics
who have somehow missed the exten-
sive literature on the risk of diabetes
with use of these agents and the Food
and Drug Administration’s class-effect
warning, then once again we are
grateful to Dr. Parker for calling this
to readers’ attention.

As to Dr. Parker’s assertions about
the article by Dr. Citrome and his col-
leagues published in the same issue,
his interpretation of the findings in re-
gard to risperidone and diabetes ap-
pear to be somewhat negative. Of the
four atypical antipsychotics evaluated,
risperidone had the lowest odds ratio
of risk elevation, which did not reach
statistical significance. As Dr. Citrome
and his colleagues are correct to point
out, the study was naturalistic in de-
sign and therefore it is difficult to sep-
arate cause from effect. Perhaps
risperidone was so frequently associ-
ated with multiple medication use be-
cause it has been perceived (as indeed
was suggested in the Citrome article)
to have a lower risk for diabetes than
the other antipsychotics evaluated and
was therefore potentially the safest
choice for combination therapy. If a
21-day period of overlap during the
discontinuation-initiation of second-
generation antipsychotics constitutes
polypharmacy, then I am guilty of
polypharmacy. I would suspect that
many opponents of polypharmacy (I
am one) have used a double cross-
over design for discontinuation-initia-
tion of many medications (not, of
course, MAOIs). If Dr. Parker has in-
formation about the inadvisability of
this kind of discontinuation-initiation
strategy, we hope he will share it with
the field. Finally, none of these points
should be interpreted as negating the
FDA’s warning on diabetes, which is a
potentially quite severe consequence
of the use of second-generation an-
tipsychotic medications. 
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Our intention in writing our article
was to bring the thoughts of people
with extensive experience with a new
medication to a journal widely read
by other clinicians. We hope that we
have succeeded, and we appreciate
the interest, and even the criticism, of
those who have read it. We would en-
courage the journal to continue to
provide such clinical information to
its readership. 

Samuel J. Keith, M.D.
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MMaannaaggiinngg  TTrraannssiittiioonnss  
ttoo  tthhee  CCoommmmuunniittyy
To the Editor: An article in the No-
vember 2004 issue, “Principles for
Managing Transitions in Behavioral
Health Services” (1), summarized a
document developed by the Ameri-
can Association of Community Psy-
chiatrists (AACP). Our question is,
Where is the community?

Although the AACP’s principles
note system fragmentation and orga-
nizational self-interest, they lack a
community perspective, and they pa-
tronize nonpsychiatric professionals
and consumers. The authors state
that social workers have “carried the
bulk of responsibility for developing
transition plans.” However, they mis-
characterize social work education as
“limited primarily to field placement
and thereby . . . most heavily influ-
enced by prevailing practices.” In re-
ality, key features of master’s-level so-
cial work education include knowl-
edge of the psychosocial dynamics of
well-being, skill in using the social

work process from engagement
through transition, and knowledge of
evidence-based research on which to
build effective programs and prac-
tices. Transitions and their ramifica-
tions are fully addressed in the social
work code of ethics (2), often the first
document that social work students
are asked to review. 

Of greater concern is AACP’s am-
bivalent message to consumers. Al-
though the authors note that transi-
tions are to be “client driven,” they
also state that “persons in transition
should not be expected to assume re-
sponsibility to manage the complex
and multifaceted aspects of their con-
tinuing care.” In today’s managed
care world, clients are being asked to
do just that, and professionals must
support their efforts to do so.

The article on AACP’s principles ig-
nores the many collaborating profes-
sions and stakeholders whose partici-
pation is essential in promoting com-
munity mental health. A statement of
principles that disregards and deni-
grates those contributions is hardly
helpful.

Catharine J. Ralph, M.S.W.,
L.C.S.W.

Paul Terrell, Ph.D.

Ms. Ralph is field consultant and lecturer
and Dr. Terrell is coordinator of academic
programs in the School of Social Welfare
at the University of California, Berkeley.
Ms. Ralph is also the representative of Re-
gion XIII (Calif.) on the board of the Na-
tional Association of Social Workers. 
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In Reply: We welcome this opportu-
nity to respond to the letter from Ms.
Ralph and Dr. Terrell about our arti-
cle on the AACP guidelines for tran-
sition management and to Dr. Segal’s
critical commentary on the guide-
lines (1) that was published in same
issue as our article. 

What Dr. Segal takes issue with is
difficult to discern. He appears to be
concerned that current realities
present difficult challenges that the
guidelines do not recognize. On the
contrary, the guidelines were devel-
oped to address these barriers to ef-
fective transition planning and to
provide a vision and some standards
for a more rational system of care.
We agree that transition plans “most
often reflect bureaucratic and finan-
cial considerations” and that “servic-
es are rarely integrated.” The guide-
lines acknowledge these realities.
We believe that the guidelines pres-
ent an agenda for quality improve-
ment rather than acceptance of the
status quo.

Dr. Segal’s other criticism seems to
be that the guidelines advocate that
all service users make transitions
through all elements of the continu-
um of care. Although the guidelines
do advocate for the availability of a
complete array of services to meet the
diverse needs of the service-using
population, they in no way imply that
these services should be prescribed
without regard to individual needs.
On the contrary, they emphasize the
need to assess and meet individual
needs and to include service users in
making these determinations. 

Dr. Segal also asserts that “transi-
tion” is ill defined and euphemistic.
Although the term would be eu-
phemistic if used to describe present
practices, it is clearly a more appropri-
ate term for describing the processes
that the guidelines advocate. The en-
tire AACP document is devoted to de-
scribing the meaning of transition in
behavioral health services, and thus it
is difficult to see how the term should
be further elaborated. 

In their letter above, Ms. Ralph
and Dr. Terrell ask “Where is the
community?” We would answer sim-
ply that the community is every-
where in this document, and that if
there is some aspect of it that has not
been considered, we would welcome
specific suggestions. 

Ms. Ralph and Dr. Terrell state that
they feel that the guidelines disregard
and denigrate the contributions of col-
laborating professionals. We were dis-
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tressed and perplexed by these per-
ceptions. The AACP has nothing but
the highest regard for its professional
partners in behavioral health care and
the important contributions that they
make. The AACP intended this docu-
ment to be a generic, “nondenomina-
tional” set of principles to improve de-
ficiencies in transition planning for all
professions and professionals dedicat-
ed to this important task. 

Ms. Ralph and Dr. Terrell also state
that social work education is mischar-
acterized as taking place primarily in
the field. We would not presume to
characterize social work in this, or any
other, way. The passage that they re-
fer to is limited to the relative empha-
sis on transition planning in training
programs and is based on numerous
conversations with front-line social
workers and their recollections of
their training experiences. We would
not pretend that this is a scientific
sample, and we included it only to il-
lustrate that all professional training
programs can improve in this regard. 

The authors of the letter also feel
that consumers are given an ambiva-
lent message. We think the document
clearly and frequently states the value
of consumer-driven transition plan-
ning. We do note that when people
are incapacitated they may not be
able to manage complex and multi-
faceted care unilaterally, and profes-
sional support is critical when this is
the case. We do not think that these
concepts are in conflict with one an-
other or with the authors’ perception
of how clients should be supported in
a managed care environment.

Wesley E. Sowers, M.D.
Barbara Rohland, M.D.
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BBeesstt  PPrraaccttiicceess  aanndd  
tthhee  VViissiibbllee  HHoorriizzoonn

To the Editor: It is hard to argue
with Dr. Schreter’s reply to the letter
in the November 2004 issue that ad-
dressed the disconnect between so-

called best practices and the funding
limitations that often impede or even
preclude their implementation (1).
Nowhere is this more striking than in
the recommendations of the 2002 Re-
port to Congress of the Substance
Abuse and Mental Health Services
Administration (2), which promotes a
longitudinal view of treatment for pa-
tients with co-occurring disorders de-
spite the “caps” and limits on lengths
of stay that are dictated by both state
and federal funding. 

The notion of “best practices,”
however, implies that nothing could
be better and thus tends to limit
progress in the field. After all, in the
1400s best practices included taking
care not to sail beyond the visible
horizon lest one fall off the edge of
the earth. Christopher Columbus
opted to ignore such consensus prac-
tices. More important is the identifi-
cation of agreed-upon objectives and
clinical outcomes toward which best
practices may or may not be useful.
Ultimately, it is the payers that deter-
mine what is worthwhile on the basis
of their priorities. Treatment that
works is always a good investment, fi-
nancially and otherwise, if it is de-
fined as having benefits that outweigh
the costs no matter how high those
costs may be.

Bruce Seitzer, M.A.

The author is an associate director of Com-
munity Counseling Centers of Chicago.
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SSccrreeeenniinngg  ffoorr  DDeeccrreeaasseedd
OOxxyyggeennaattiioonn  DDuurriinngg  
MMeeddiiccaall  EEvvaalluuaattiioonnss
To the Editor: In the November
2004 issue, Dr. Jones and associates
(1) reported on the prevalence and
severity of chronic physical health
problems of persons with chronic
mental illness. They highlighted the

importance of pulmonary disease
among such patients. In their study
chronic pulmonary disease was the
most prevalent physical health prob-
lem (31 percent incidence) and was
the most frequent comorbid condi-
tion (50 percent or more of patients
with eight other health conditions
were also treated for respiratory con-
ditions). Similar results have been re-
ported previously, including a British
study that concluded that respiratory
disorders were responsible for sub-
stantial excess mortality among pa-
tients with psychotic illnesses (2).

Despite these findings it would ap-
pear that clinicians frequently do not
pay adequate attention to the evalua-
tion of oxygenation during medical
examinations of patients with chronic
mental illness. Recommendations for
the assessment of psychiatric patients
who need medical clearance general-
ly advise physical examination and
routine laboratory tests, including a
toxicologic screen, CBC, electrolytes,
BUN, creatinine, glucose, calcium,
CPK, and prothrombin time (3). If
such testing does not explain the pa-
tient’s symptoms, a cranial CT is per-
formed, followed by a lumbar punc-
ture if the patient has a fever. Howev-
er, none of these ancillary studies re-
flect the degree of oxygenation. De-
creased oxygenation—hypoxia—may
present with a number of signs and
symptoms, including inattentiveness,
lethargy, poor judgment, restlessness,
insomnia, agitation, euphoria, and
confusion, before progressing to
more obvious signs of cerebral im-
pairment (4). These symptoms are
nonspecific and may be incorrectly
attributed to the presentation or exac-
erbation of a mental disorder, partic-
ularly if the patient has a known his-
tory of mental illness. 

In view of the reported incidence of
pulmonary disorders among persons
with chronic mental illness, it could be
argued that this group’s medical clear-
ance should include some form of as-
sessment for decreased oxygenation.
For a screening test, pulse oximetry
can be performed simply and nonin-
vasively in less than 30 seconds. A sen-
sor placed on the patient’s finger or
earlobe measures the percentage of
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hemoglobin that is saturated with oxy-
gen. An oxygen saturation of less than
90 percent suggests hypoxia. Pulse
oximeters frequently detect problems
with oxygenation before they are no-
ticed clinically. Thus an abnormality
by pulse oximetry should prompt an
immediate search for an underlying
cause of hypoxia.

It should be noted that oximetry re-
sults may be normal in acute dyspnea,
particularly if the patient is able to
compensate temporarily by hyper-
ventilation. Oximeters give no infor-
mation about the level of CO2 and
have limitations in the assessment of
patients who are developing respira-
tory failure because of CO2 retention.
Tests such as arterial blood gas meas-
urements are more sensitive in de-
tecting impaired gas exchange, but
they are invasive, may produce dis-
comfort, and take longer to complete. 

For patients with chronic mental
illness who present with changes of
mental status, decreased oxygenation
should be part of the differential di-
agnosis on the basis of findings de-
scribed above. Pulse oximetry could
serve as a simple, quick, and painless
screening test for decreased oxygena-
tion provided its limitations are kept
in mind (5). 

Roy R. Reeves, D.O., Ph.D.
Mark E. Ladner, M.D.

Dr. Reeves is chief of mental health and
Dr. Ladner is staff psychiatrist at the G. V.
(Sonny) Montgomery Veterans Affairs
Medical Center in Jackson, Mississippi. 
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““SSeevveerree””  aanndd  ““CChhrroonniicc””::  
DDoo  TThheessee  TTeerrmmss  HHeellpp  UUss
UUnnddeerrssttaanndd  PPaattiieennttss??
To the Editor: The body of work by
the journal’s Editor Emeritus John A.
Talbott, M.D., that was summarized
in the October 2004 issue is impres-
sive. I also congratulate Dr. Talbott
on his successful efforts to offer a free
subscription to Psychiatric Services to
all members of the American Psychi-
atric Association (APA) as a benefit of
their membership, as has always been
the case for the American Journal of
Psychiatry. This offer signals an end
to a dysfunctional separation between
patient populations that has always
worried me. 

I’ve always felt that the term “se-
verely chronically mentally ill” is de-
structive, because, like the separation
between members who do and do not
choose to receive Psychiatric Ser-
vices, it separates a stigmatized popu-
lation from a more high-functioning
population who also have severe and
chronic mental illness but are never
thought of as “severely chronically
mentally ill.” 

I view differences between patients
from the perspective of functioning.
Consider the following patients
whom I’ve treated. During the early
years of my career, when Governor
Reagan was closing hospitals in Cali-
fornia, a friend asked me to drive to
the Pacific Coast Highway to sign a
paper for a naked 80-year-old man
who was sitting on the roadside. A
few years later I was treating “young
chronics,” who didn’t have a new dis-
ease but were simply reacting to so-
cial reengineering. And then there

was the 70-year-old man who had
been “liberated” from Pilgrim State
Hospital after 40 years by the civil
rights movement and consigned to ro-
tating between the Tombs Prison and
Bellevue because he couldn’t get sane
enough to stand trial and wanted only
to go back to Pilgrim State—but
couldn’t because Bellevue Hospital
wasn’t in the Pilgrim State catchment
area. I’ve also run high schools for
girls who lived in abandoned build-
ings and subway stations, and I’ve
managed programs for evaluating and
paying private disability insurance for
high-functioning CEOs and police of-
ficers. The differences between these
individuals are a matter of function.
They are all seriously mentally ill, and
their illnesses are chronic.

The adjectives “chronic” and “se-
vere” have never helped me under-
stand who will function and who
won’t—and therein lies quality of life.
Severity, in my experience, doesn’t
differentiate persons with mental ill-
ness who need case management and
a lifetime system of care from those
patients with severe and chronic ill-
ness who work as CEOs, managers,
secretaries, and oil riggers and occa-
sionally need help with the barriers in
the health care system. For me the di-
viding line between patient groups is
not chronicity or severity but the abil-
ity to organize and thereby function
(most of the time), which is preserved
among many people in both groups
irrespective of diagnosis, chronicity,
or severity. 

I believe that sending Psychiatric
Services to all APA members could
change such attitudes over time. I
thank John Talbott for helping to se-
cure this benefit for members—and
for all his efforts over the years on be-
half of patients.

Marcia Scott, M.D.

Dr. Scott is a lecturer at Harvard Medical
School and a consultant to the Boston Po-
lice Department. 
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