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).

Are Mental Health
Professionals Immune
to Stigmatizing Beliefs?

To the Editor: The stigma of mental
illness is a major obstacle to recovery
of persons with severe mental illness-
es (1,2). Stigma affects an individual’s
self-esteem, increases dysfunction,
and poses problems to patients with
regard to housing and employment
(1,3). Stigma is a culturally induced
barrier to recovery. Although studies
have examined experiences of stigma
by users of mental health services and
stigmatizing attitudes in the general
public, little attention has been paid
to the experiences and attitudes of
mental health professionals.

To examine this issue we conducted
a simple survey at Catawba Hospital
in Virginia, a 110-bed state psychi-
atric facility that provides care for
adults and geriatric patients with se-
vere mental illnesses. Permission for
the staff survey was obtained from the
facility director and chief of staff.
Fifty clinical staff, including psychia-
trists, psychologists, social workers,
adjunctive therapists, and nursing
staff, were randomly approached at

610

their work stations over a two-day pe-
riod. Staff members were chosen on
the basis of availability, until a total of
50 respondents were obtained. No
staff member refused to participate.
A written questionnaire was used to
ask two simple yes-or-no questions:
“If you were to be diagnosed with
schizophrenia, would you be uncom-
fortable talking about it to a nonpro-
fessional (such as friends or acquain-
tances)?” “If you answered Yes, is it
because of stigma?” The responses
were obtained anonymously. Thirty
respondents (60 percent) said that
they would be uncomfortable talking
about it to friends and acquaintances.
Seventeen (34 percent) said that it
was because of stigma.

This brief survey highlights the
feelings of discomfort even profes-
sionals experience with a psychiatric
diagnosis such as schizophrenia. It is
interesting that a third of the respon-
dents would perceive stigma. We may
be practicing a double standard—ex-
pecting consumers and the public to
cast off their stigmatizing beliefs but
harboring those beliefs ourselves.
Obviously there is a need to conduct
more elaborate studies to examine
our own attitudes and beliefs as pro-
fessionals—how they arise and how
they might influence our role as care
providers. Our educational efforts
should not stop at targeting the pub-
lic and consumers of mental health
services; professionals should also be
included. Transformation of the men-
tal health system and implementation
of a key recommendation of the Pres-
idents New Freedom Commission
(2)—"Advance and implement a na-
tional campaign to reduce the stigma
of seeking care and a national strategy
for suicide prevention”—should also
address stigmatizing beliefs of mental
health professionals.

Thiru G. Sriram, M.D.
Yad M. Jabbarpour, M.D.

The authors are affiliated with the depart-
ment of psychiatry at Catawba Hospital,
in Catawba, Virginia.
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Best Friends of People
With Mental Illness and
Mental Retardation

To the Editor: Research that focus-
es on the friendships of people with a
dual diagnosis of mental illness and
mental retardation is not evident in
the literature. Virtually all of the
friendship literature has focused on
people with a single diagnosis of ei-
ther mental illness or mental retarda-
tion. The findings of published stud-
ies largely suggest that people with a
single diagnosis tend to look to pri-
marily staff members and to other
clients with similar diagnoses to be
their friends (1). Studies also reveal
that people outside the service sys-
tem are sometimes identified as
friends, however challenging these
relationships may be (2). Issues relat-
ed to stigma are among the major ob-
stacles to making friends, according
to the reports of people with mental
retardation (3).

In an interview study conducted in
2001, a total of 90 people with a dual
diagnosis were asked about their
friendships. Responses to questions
about the person whom they identi-
fied as their “best friend” are report-
ed here. Informed consent was ob-
tained from all participants, and the
study was approved by the institution-
al review board of the University of
North Carolina at Charlotte. Partici-
pants were asked to name the attrib-
ute that they like the most about their
best friend, what they do together,
and what they wish they could do. Re-
sponses were compared among four
types of friends—other clients, staff
members, relatives, and outside
friends.

The 90 participants were former
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class members of a federal lawsuit in
North Carolina (4). Although they
had formerly lived in institutional set-
tings, almost all lived in the commu-
nity when the study was conducted.
The sample included 51 men (57 per-
cent) and 39 women (43 percent).
They ranged in age from 26 to 74
years (mean age, 47+12 years). Forty-
five (50 percent) were white, 44 (49
percent) were African American, and
one was a Native American. Informa-
tion on diagnoses was obtained from
case records. Seventy-nine (88 per-
cent) had a psychiatric diagnosis, in-
cluding schizophrenia (32 partici-
pants, or 36 percent), affective disor-
der (32 participants, or 36 percent),
and impulse control disorder (15 par-
ticipants, or 17 percent). All had a di-
agnosis of mental retardation, either
mild or moderate.

Participants most often identified
either another client or a staff mem-
ber as their best friend (55 partici-
pants, or 61 percent). Best friends
with whom they had the most fre-
quent contact were also clients or
staff members. Best friends who were
known the longest were more likely to
be family members or outside
friends. The preferred attributes of a
best friend seemed most varied for
outside friends. A few best friends
were spouses, were members of the
same church, or shared an activity
like sports. However, more than a
fourth of the outside friendships were
inactive.

Participants who identified staff
members as their best friends (27
participants, or 30 percent) often in-
dicated that the friendship was mu-
tual, but the staff members who
were involved usually did not agree.
Also, many who identified staff
members as {riends expressed no de-
sire for help in finding other friend-
ships. This finding suggests that
many staff could focus more on
teaching friendship skills and facili-
tating opportunities to develop other
friendships. Several projects across
the country have extensive experi-
ence in helping people with disabili-
ties build and sustain friendships in
the community (5). Agencies that
serve people with disabilities could

also focus staff training on some of
the issues that emerge from this
study. Follow-up research might
consider such questions as what fac-
tors best predict the formation and
stability of outside friendships, and
how the friendships of people with
dual diagnoses are similar and differ-
ent from those of people with a sin-
gle diagnosis.

James R. Dudley, Ph.D., M.S.W.

Dr: Dudley is affiliated with the depart-
ment of Social Work in the College of
Health and Human Services at the Uni-
versity of North Carolina at Charlotte.
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Closing the Gap in
Evaluation Technology
for Outcomes Monitoring

To the Editor: Thank you for devot-
ing a major portion of the March 2005
issue of Psychiatric Services to the
important area of quality of care. Sev-
eral articles alluded to the pressing
need for a way to measure and report
the outcomes of mental health servic-
es for patients. Although routine col-
lection of information about out-
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comes is desirable, when change in
patient status is measured over time,
it is unclear whether changes are at-
tributable to services or to other caus-
es, such as events in the person’s life.
The near impossibility of mounting
controlled research studies in typical
service settings to quantify changes
caused by services creates a gap be-
tween the information that can be
collected and the information psychi-
atrists need to determine the effects
of their services on patients. This gap
in evaluation technology is now
bridged by assessing service produc-
tivity (1) or the extent of changes that
occur among patients because of
services.

Measures of service productivity
have been field tested and described
in the literature (2-4). They focus on
the average amount of change pa-
tients report on a brief questionnaire,
expressed as a percentage of all
changes covered. For example, sup-
pose that services are provided in or-
der to produce ten behavioral
changes—improved health, adher-
ence to medication regimens, attain-
ment of stable housing and employ-
ment, and so forth. A patient indi-
cates that he or she has changed for
the better on three items on the ten-
item questionnaire because of the
services received but has remained
the same on the other seven items.
This patient receives a score of 30
percent.

There are several key differences
between the current approach to
measuring service effectiveness and
the assessment of service productivi-
ty. With the latter approach, no com-
parison or control group must be
studied simultaneously, and scores do
not need to be risk adjusted to ac-
count for alternative explanations of
the outcomes. Data need to be gath-
ered only once, and scoring of the re-
sults is straightforward. The results
pertain to changes patients have
made as a result of the services they
received, thus revealing the impacts
that clinicians are having. Clear re-
sults can be obtained with as few as
five questions, because the answers to
the questions are averaged to deter-
mine the score. The patterns of an-
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swers to the questions can be inter-
preted to discern which aspects of
services need revision. Users of the
approach control which questions to
ask and how often, although enough
time must be allowed for changes due
to services to be observable. This ap-
proach can be applied by service staff
with a minimum of evaluation train-
ing to provide timely results for prac-
titioners, supervisors, and agency
managers.

Although assessments of service
productivity cannot replace multista-
tus assessments of overall change,
they are well suited to monitoring pa-
tient outcomes in service settings, be-
cause the extent to which patients
benefit from services can be utilized
in an ongoing manner to improve the
quality of care. Therefore, adding a
measure of service productivity to ex-
isting assessments of patient out-
comes is recommended.

Rex S. Green, Ph.D.

Dr. Green is principal advisor of Green-
Scene Results Group in Fremont, Califor-
nia.
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Modern Times and
Quality of Care

To the Editor: The March 2005 issue
of Psychiatric Services featured many
articles focusing on quality of care,
especially care provided in outpatient
settings. However, the articles did not
address the issue of “time slots” for
patients seen by psychiatrists in these
settings.

Psychiatric illnesses, like any other
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medical disorders, used to be re-
viewed in three different stages—all
starting with the letter R: remission (a
symptom-{ree state); recovery (an ill-
ness-free state); and rehabilitation (a
state free of sociofamilial, education-
al, and vocational problems). In re-
cent years, we have not been giving
much consideration to rehabilitation,
although recovery is now receiving
some attention.

Nowadays, psychiatrists are expect-
ed to see one patient every 15 min-
utes, which permits time only for a
review of Ssymptom remission—an as-
sembly-line approach reminiscent of
Chaplin’s Modern Times. How can we
be sure that high-quality care is deliv-
ered under these circumstances?

Fuat Ulus, M.D.

Dr. Ulus is affiliated with the behavioral
health outpatient clinic at St. Vincent
Hospital in Erie, Pennsylvania.

Psychotherapy
and Eclecticism

To the Editor: In the Practical Psy-
chotherapy column in the March is-
sue Dr. Goin (1) argues for “in-
formed eclecticism . . . a knowledge-
able integration of the several avail-
able psychotherapy tools.” She con-
trasts this to “eclectic” psychothera-
py, which often turns out to be “a
potpourri of different activities,
fuzzy and unstructured.”

Alas, the latter definition doubt-
less more accurately describes psy-
chotherapeutic eclecticism in prac-
tice. There is good reason for this.
The evidence base for psychothera-
py depends on carefully defined,
manualized treatments that are
monitored for therapist adherence.
Research generally shows that ad-
herence to one specific model yields
better results than a muddied, mixed
(read “eclectic”) approach (2,3).
That treatment purity matters makes
sense, particularly in the context of
short-term treatments. Therapists
should equip patients with a kit of
finely honed “tools” for handling
symptoms and situations, rather than
a hodgepodge of responses.

Moreover, no one is really “knowl-

edgeable” about how best to com-
bine differing treatments. Little evi-
dence is available with which to in-
form eclecticism. Hence, although
mixing techniques is a constant
temptation in therapy sessions, it is
best avoided. The risk inherent in
eclecticism is that therapists will fall
into idiosyncratic approaches, as
they did in the pre-empirical past.
It’s important that psychiatric resi-
dents be trained in carefully defined
treatments (psychodynamic, cogni-
tive, and so forth) so that such eclec-
ticism—a euphemism for entropy—
is minimized.

John C. Markowitz, M.D.

Dr. Markowitz is a research psychiatrist
at New York State Psychiatric Institute
and clinical professor of psychiatry at
Weill Medical College of Cornell Universi-
ty in New York City.
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In Reply: 1 appreciate Dr. Marko-
witzs calling attention to the impor-
tance of therapists being well in-
formed about the treatments they
employ. Adherence to one particular
model may be particularly useful
when dealing with psychiatric phe-
nomena that respond to short-term
therapy. However, the complexity of
personalities and psychiatric illnesses
often means that what will prove indi-
vidually most effective demands inte-
grating in a knowledgeable way an
amalgam of the methods as currently
defined.

As Kendler (1) wrote in a recent ar-
ticle in the American Journal of Psy-
chiatry, “Psychiatric disorders are, by
their nature complex multilevel phe-
nomena. We need to keep our heads
clear about their stunning complexity
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and realize, with humility, that their
full understanding will require the
rigorous integration of multiple disci-
plines and perspectives.”

Marcia Kraft Goin, M.D.
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Missed Monday
Appointments

To the Editor: In a brief report in the
March issue, Dr. Gallucci and his col-
leagues (1) reported on the impact of
waiting time until appointment on the
rate of attendance at the first appoint-
ment in an outpatient psychiatric set-
ting. They found that delay had a sig-
nificant impact on attendance, espe-
cially during the first week—each day

of delay negatively affected the atten-
dance rate. This result is intuitively
and clinically appealing.

We suggest that the authors might
further analyze their data. We con-
ducted a one-month survey in four
outpatient facilities in Geneva,
Switzerland, taking into account not
only initial appointments but also fol-
low-up ones (2). The overall rate of
missed appointments was 8.1 percent
(177 of 2,177 scheduled appoint-
ments). We found that delay is proba-
bly not the only time-related relevant
factor. In our study, comparison of
proportions of missed appointments
indicated a trend (p<.052) for differ-
ences across days, with the highest
proportion on Mondays (12.6 per-
cent) and the lowest proportion on
Wednesdays (6.5 percent). To our
knowledge, this aspect has not yet
been addressed in the literature. We
hypothesize that similar differences

Psychiatric Services Invites Short
Descriptions of Novel Programs

might be observed in other behav-
iours, such as absenteeism at work.
We fully agree with Dr. Gallucci
and his colleagues that a better un-
derstanding of the motives for missed
appointments will contribute to pre-
serving staff and financial resources.
Ariel Eytan, M.D.
Marianne Gex-Fabry, M.Sc.
Gilles Bertschy, M.D.

The authors are affiliated with the depart-
ment of psychiatry at Geneva University
Hospitals.
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Psychiatric Services invites contributions for Frontline Reports, a column featur-
ing short descriptions of novel approaches to mental health problems or creative
applications of established concepts in different settings.

Text should be 350 to 750 words. A maximum of three authors, including the
contact person, can be listed; one author is preferred. References, tables, and fig-
ures are not used. Any statements about program effectiveness must be accompa-
nied by supporting data within the text.

Material to be considered for Frontline Reports should be sent to one of the col-
umn editors: Francine Cournos, M.D., New York State Psychiatric Institute, 1051
Riverside Drive, Unit 112, New York, New York 10032, or Stephen M. Goldfinger,
M.D., Department of Psychiatry, SUNY Downstate Medical Center, Box 1203, 450
Clarkson Avenue, Brooklyn, New York 11203.
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