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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  PPrraaccttiittiioonneerr--BBaasseedd
AAlltteerrnnaattiivvee  TThheerraappiieess  bbyy
PPssyycchhiiaattrriicc  OOuuttppaattiieennttss
To the Editor: Persons with affective
and anxiety disorders use comple-
mentary and alternative therapies at
elevated rates to treat psychiatric and
physical symptoms (1–4). Little is
known about the use of such thera-
pies among persons with schizophre-
nia. In our study of health service uti-
lization and comorbid medical illness
among outpatients with schizophre-
nia or affective disorders, patients
were asked questions about frequen-
cy of visits to alternative care practi-
tioners and the health problems that
motivated them to seek this treat-
ment. Items from the Medical Ex-
penditure Panel Survey (MEPS) (4)
were used.

Potential participants for the study
were patients with schizophrenia and
with an affective disorder who were
selected randomly from patient ros-
ters of one urban and one suburban
psychiatric outpatient center in the
Baltimore metropolitan region. Sev-
enty-three percent of those eligible
provided informed consent and com-

pleted an in-person interview. A total
of 100 participants with schizophre-
nia and 100 participants with an af-
fective disorder were interviewed.
Half of each diagnostic group was re-
cruited from each outpatient center.

Participants were asked whether
they had visited a provider of any of
12 categories of alternative treatment
during the previous 12 months and
reasons for this visit. The categories
included chiropractic; acupuncture;
nutritional advice or lifestyle diets;
massage therapy; herbal remedies;
biofeedback training; training or
practice of meditation, imagery, or
relaxation techniques; homeopathic
treatment; spiritual healing or
prayer; hypnosis; traditional medi-
cine (for example, Chinese medi-
cine); and other treatments.

Thirty-seven percent and 68 per-
cent of patients in the schizophrenia
and affective disorder samples, re-
spectively, were women. The propor-
tions of Caucasians were 48 percent
and 69 percent, respectively, and of
African Americans, 45 percent and 29
percent. Seventy-three percent in the
schizophrenia group and 72 percent
in the affective disorders group had a
high school diploma. The mean±SD
ages for the groups were 42.2±9.2
and 45.7±8.3, respectively.

Eleven percent of patients with
schizophrenia and 30 percent of pa-
tients with an affective disorder had
consulted an alternative care practi-
tioner for either physical or psychi-
atric symptoms. The highest consul-
tation rates among the schizophrenia
patients were for spiritual healing or
prayer (4 percent), nutritional advice
or lifestyle diets (3 percent), and chi-
ropractic (3 percent). The highest
consultation rates in the affective dis-
order group were for herbal remedies
(10 percent), spiritual healing or
prayer (9 percent), and acupuncture
(8 percent). Only 16 percent of pa-
tients with affective disorder reported
seeking alternative care specifically
for mental illness or emotional prob-
lems, compared with 36 percent of
patients with schizophrenia.

Only previous college attendance
was associated with visiting an alter-

native care practitioner among pa-
tients with affective disorder
(χ2=4.13, df=1, p=.042). The number
of comorbid conditions was the only
variable associated with visiting such
a practitioner among the patients
with schizophrenia. The median
number of comorbid conditions was
2.5 for those who reported a visit,
compared with 1.0 for those who did
not (Wilcoxon p=.001).

An analysis of the 1996 MEPS
sample (4) found national rates of use
of practitioner-based alternative care
by persons in the general population
across self-reported mental condi-
tions of between 9 percent and 11
percent, including a rate of 9 percent
among 40 participants who reported
a psychotic disorder and a rate of 10
percent among 846 participants who
reported an affective disorder. These
rates are comparable to those in our
outpatient schizophrenia sample (11
percent) but not to those in our out-
patient affective disorders sample
(30 percent).

The results of our analysis under-
score the need for providers in men-
tal health and primary care settings,
where depression is common, to ask
their patients about use of alternative
treatments. Such information could
indicate the presence of psychiatric
or physical symptoms that are not ad-
dressed by traditional care (4) or oth-
erwise provide a more complete pic-
ture of how patients perceive tradi-
tional care, its deficits, and ways in
which it could be improved.

Clayton H. Brown, Ph.D.
Karen Wohlheiter, M.S.

Lisa B. Dixon, M.D., M.P.H.

The authors are affiliated with the depart-
ment of psychiatry at the University of
Maryland at Baltimore. Dr. Brown is also
with the department of epidemiology and
preventive medicine at the university.
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PPssyycchhiiaattrriissttss’’  AAcccceeppttaannccee
ooff  MMeeddiiccaaiidd  PPaattiieennttss  

To the Editor: In the April issue,
Wilk and colleagues (1) raised con-
cerns about Medicaid patients’ access
to psychiatrists and the low rate of ac-
ceptance of Medicaid patients by psy-
chiatrists, a concern that has been
raised by others (2). We examined the
relationship between Medicaid reim-
bursement rates and psychiatrists’
self-reported acceptance of Medicaid
patients and found that low Medicaid
reimbursement rates were associated
with low participation by psychiatrists
for service code 90807 (individual
psychotherapy with medical evalua-
tion for 45 minutes).

On the basis of the assumption that
psychiatrists’ sensitivity to reimburse-
ment rates might occur in the lower
range of rates, we divided Medicaid
reimbursement rates by a median
split. We found a positive correlation
(r=.52, p=.03) between rates for serv-
ice code 90807 (median split=$64.10)
and psychiatrists’ self-reported ac-
ceptance of Medicaid patients for the
lower half of the range of the reim-
bursement rate but not the upper
half. We found no such relationship
for codes 90801 (diagnostic interview
exam) and 90862 (pharmacologic
management), nor did we find sim-
ple, significant correlations between
these three codes and the full distri-
bution of reimbursement rates
(r=–.03, .25, and .20, respectively).
Details of multivariate analyses of
variables that affect acceptance of
Medicaid patients by psychiatrists are
described elsewhere (1).

As in the study by Wilk and col-
leagues, we used data from an item in
the 2002 National Survey of Psychi-

atric Practice, which was conducted
by the American Psychiatric Institute
for Research and Education (3). A to-
tal of 1,189 psychiatrists responded to
an item about acceptance of patients
by payer. Because we were unable to
find Medicaid reimbursement data
for 2002, we used 2001 reimburse-
ment rates by state for codes 90801,
90807, and 90862 from an American
Academy of Pediatrics data set pub-
lished on its Web site. There was sub-
stantial distribution in values for both
psychiatrist acceptance rates and
Medicaid reimbursement rates for
code 90807.

Our preliminary, suggestive obser-
vation warrants further study with
better designs and more complex
models. The period between 2001
and 2002 was one of significant
change for Medicaid. States faced
budget deficits and cut eligibility,
benefits, and reimbursement. There-
fore, the discrepancy in time be-
tween the 2001 reimbursement rates
and the 2002 data on psychiatrists’
acceptance of Medicaid patients is a
weakness of these analyses. Also,
many factors affect psychiatrists’ de-
cisions to accept Medicaid patients,
including administrative burden and
cross-cultural preferences, among
others, and these factors were not in-
cluded in the analyses.

Another important consideration is
the possibility of a more pronounced
association between reimbursement
levels and the volume of new Medic-
aid patients that psychiatrists can ac-
cept, whereas our analyses examined
the association between accepting
“any” new Medicaid patients and re-
imbursement. Furthermore, the re-
lationship between reimbursement
rates and acceptance may be recipro-
cal and complex and not simply posi-
tive—for example, when a low rate of
psychiatrist participation spurs high-
er state Medicaid reimbursement
rates. Such inverse correlations
would be investigated best on a state-
by-state basis, which was not possible
with our data.

The observation made in this letter
is potentially important for child psy-
chiatrists, clinic psychiatrists, inter-
national medical graduates, and ear-

ly-career psychiatrists, who have
caseloads with large proportions of
patients whose care is covered by
Medicaid (4).

Selby C. Jacobs, M.D., M.P.H.
Joshua E. Wilk, Ph.D.

Maritza Rubio-Stipec, Sc.D.

Dr. Jacobs is with the department of psy-
chiatry at Yale University in New Haven,
Connecticut. Dr. Wilk and Dr. Rubio-
Stipec are with the American Psychiatric
Institute for Research and Education of
the American Psychiatric Association in
Arlington, Virginia.
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CCrriimmiinnaall  AArrrreessttss  aanndd  tthhee
TThhrreesshhoolldd  ffoorr  CCoommppeetteennccee
To the Editor: The article by Quan-
beck and colleagues (1) in the July is-
sue outlined the relationship be-
tween criminal arrests and commu-
nity treatment history among pa-
tients with bipolar disorder. Specifi-
cally, the study found that patients
who had been arrested were more
likely to be male, to have a history of
substance abuse, and to have a treat-
ment history characterized by more
frequent, briefer hospitalizations.
Patients in the comparison group
were more likely to have been treat-
ed under a mental health conserva-
torship and held in the hospital un-
der civil commitment law. The au-
thors suggested that legal interven-
tions that promote stabilization of
mania in an inpatient setting as well
as drug screening may help prevent
criminal offenses among patients
with bipolar disorder.
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The findings of this study suggest to

me that one of the legal interventions
that needs to be addressed is the lev-
el at which people are deemed to be
mentally competent. The findings
suggest that the group with more re-
arrests was deemed to be competent
on the grounds that they were not
held under mental health conserva-
torship or civil commitment. The fact
that they committed more crimes
suggests that they were not really
competent and therefore that the
standard for competence is set too
low. In the same issue of Psychiatric
Services a study of the Clark County
Mental Health Court program by
Herinckx and colleagues (2) provided
clear evidence that patients who are
provided with more treatment com-
mit fewer crimes. This finding sug-
gests that these persons are not com-
mitting crimes because they are in-
herently criminal in nature but be-
cause they are ill.

Both these articles suggest to me
that the current competency laws are
contributing to the criminalization of
the mentally ill. I suggest that the
threshold for competence needs to
be reevaluated by the medical and le-
gal professions if patients with men-
tal illness are going to be treated in-
stead of criminalized.

Barbara J. Kane, M.D., F.R.C.P.

Dr. Kane is a clinical psychiatrist in pri-
vate practice in Prince George, British
Columbia.
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In Reply: I agree wholeheartedly
with Dr. Kane’s suggestion that ad-
dressing the issue of competency to

accept treatment in civil commitment
statutes has the potential to reduce
the criminalization problem that ex-
ists in the United States. For those
with severe mental illness, civil com-
mitment statutes provide an impor-
tant buffer between the voluntary
mental health and criminal justice
systems. Over time, these statutes
have become more rigorous in the
protection of due process and liberty
interests of persons with mental ill-
ness (1). Before deinstitutionaliza-
tion, a patient could be committed to
a state hospital for an extended peri-
od if two physicians determined that
the patient was mentally ill and “in
need of treatment.” In the late 1960s
civil commitment laws were altered,
and patients could be involuntarily
confined only if they were mentally ill
and presented a danger to themselves
or others or were gravely disabled.

In my opinion, these laws would be
more effective if they addressed the
deficit in insight that many individu-
als with severe mental illness suffer.

Approximately 50 percent of pa-
tients with schizophrenia and bipo-
lar disorder suffer from a lack of in-
sight into their illness (2). Insight is
a multidimensional ability that in-
cludes three components: a realiza-
tion that one is mentally ill, an attri-
bution of one’s symptoms to the ill-
ness, and acknowledgment of a need
for treatment. Studies of individuals
with bipolar disorder have shown
impaired insight to be strongly cor-
related with nonadherence to com-
munity treatment, a need for invol-
untary treatment, revolving-door
psychiatric admissions, and a poor
clinical outcome. As we found in the
study that we reported in the July is-
sue, this pattern of community treat-
ment utilization is also characteristic
of patients with bipolar disorder
who are arrested.

Unfortunately, in most states, men-
tal health laws governing the involun-
tary treatment of patients do not take

insight into consideration. Persons
who do not recognize they are suffer-
ing from a mental disorder fail the
critical first step in assessing capacity.
They do not possess an understanding
of the nature of their medical condi-
tion and are thus unable to accurately
weigh the benefits and risks of treat-
ment. Current civil commitment laws
assume that patients have full capaci-
ty to act in their own best interests
when deciding whether or not to
choose treatment voluntarily. Al-
though the American Psychiatric As-
sociation’s 1983 model commitment
statute included a determination of
capacity in its ideal civil commitment
procedures, only Utah considers ca-
pacity to accept voluntary treatment
in its statute. In British Columbia’s
Mental Health Act, which is the civil
commitment statute in Dr. Kane’s ju-
risdiction, criteria for involuntary hos-
pitalization also include a capacity as-
sessment (4). A patient can be com-
mitted if he or she has a mental disor-
der that requires treatment in order to
prevent substantial mental or physical
deterioration or for the protection of
self or others. Voluntary admission
would be unsuitable if the person is
too ill to be legally capable of making
a request for admission or consenting
to treatment—for example, if the per-
son does not believe that he or she is
ill and in need of treatment. Including
these criteria in civil commitment
statutes has the potential to success-
fully engage persons with severe men-
tal illness in community treatment
and could help prevent criminal arrest
and its adverse consequences.

Cameron Quanbeck, M.D.
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