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 number and e-mail ad-
dress. Letters related to material
published in Psychiatric Services,
which will be sent to the authors
for possible reply, should be sent
to Howard H. Goldman, M.D.,
Ph.D., Editor, Psychiatric Ser-
vices, American Psychiatric Asso-
ciation, 1000 Wilson Boulevard,
Suite 1825, Arlington, Virginia
22209-3901; fax, 703-907-1095; e-
mail, psjournal@psych.org. Let-
ters reporting the results of re-
search should be submitted on-
line for peer review (http:/appi.
manuscriptcentral.com).

Unmasking Medical Illness
in Mental Health Care

To the Editor: The brief report by
Buchanan and colleagues (1) in the
August issue underscored the high
comorbidity between multiple sclero-
sis (MS) and depression (more than
40 percent) and found that nearly 90
percent of persons diagnosed as hav-
ing MS were receiving mental health
care. This example of high comor-
bidity of medical and psychiatric
disorders leads us to question what
may happen when psychological
problems mask medical illness in
mental health treatment settings.

For example, consider the follow-
ing scenario: A woman comes to her
initial session complaining of depres-
sive symptoms after a recent divorce.
Although she may appear to have a
fairly routine mood or adjustment
disorder, what if her depression is ac-
tually due to an underlying endocrine
or autoimmune disease or even the
initial symptoms of MS? What per-
centage of such individuals would be
identified and referred for appropri-
ate medical care? Indeed, conserva-
tive estimates suggest that at least 10

percent of psychological symptoms
are driven by medical or physical con-
ditions; yet many mental health care
providers erroneously believe that
psychological symptoms are rarely
caused by a hidden medical etiology
(2,3). Moreover, studies involving
both psychiatric inpatients and outpa-
tients have found high rates of med-
ical illnesses that go unrecognized by
mental health care providers (4,5).

The scenario we describe is not un-
common, and individuals with these
disorders will appear in the caseloads
of both medically trained and
non-medically trained mental health
professionals. However, in behavioral
health settings nonmedical profes-
sionals routinely conduct initial evalu-
ations and provide treatment for per-
sons presenting with symptoms of
mental illness. Moreover, a client’s re-
ferral for psychiatric or medical eval-
uation ultimately rests with this same
provider. Hence, a central concern is
whether nonmedical providers are
adequately trained to suspect a hid-
den medical disorder. Recognizing a
hidden physical illness could be par-
ticularly challenging for psycholo-
gists, social workers, and licensed
mental health counselors, whose pro-
fessional education does not include
formal medical training.

Possible solutions involve both col-
laborative and educational remedies.
First, mental health care profession-
als lacking medical training would be
well advised to develop a collabora-
tive relationship with a primary care
physician and encourage all new
mental health clients to undergo a
complete physical evaluation with ap-
propriately indicated laboratory stud-
ies. Second, we would recommend
that all mental health care profession-
als—both non-medically trained pro-
fessionals and psychiatrists—partici-
pate in formal educational initiatives
that identify the most common ill-
nesses that masquerade as or con-
tribute to psychological problems. Al-
though nonmedical providers should
not be expected to make definitive
medical diagnoses, being cognizant of
potential warning signs could lead to
a timely referral.
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People come to mental health pro-
fessionals with the expectation that
the cause of their problem will be
identified. An underlying medical ill-
ness that is unrecognized and treated
with only psychological interventions
will likely contribute to a downward
spiral of the person’s health. Being
aware of the most common masked
medical illnesses that present with
psychological or behavioral symptoms
should be the responsibility of all who
work in the field of mental health
care. Indeed, our patients have a right
to expect nothing less.

Glenn D. Grace, Ph.D.
Richard C. Christensen, M.D., M.A.

Dr: Grace is staff psychologist at North
Florida/South Georgia Veterans Health
System in Gainesville, Florida, and cour-
tesy assistant professor in the Department
of Clinical and Health Psychology, Uni-
versity of Florida, Gainesville. Dr. Chris-
tensen is associate professor and director
of the Community Psychiatry Program,
University of Florida College of Medicine,
Jacksonville.
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Process Versus Outcomes
in Evidence-Based Practices

To the Editor: The article “Transfor-
mational and Transactional Leader-
ship: Association With Attitudes To-
ward Evidence-Based Practice” (1) in
the August issue correctly focuses on
the supervisory relationship in sup-
porting change in clinical practice.
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However, the clinician’s interest will
ultimately be in utility of method, not
a scripted “evidence-based practice.”
To the extent that leadership is
viewed by practitioners as supporting
outcomes over process, their input
will be valued. Evidence-based prac-
tices have a role and can be important
tools in achieving effective outcomes,
but they may also become an impedi-
ment to ongoing improvement in care
if they are seen as ends in themselves.
The process should not become
more important than the product.
There may indeed be a better mouse-
trap out there. Too much emphasis on
“fidelity to the model” tends to ob-
scure the fact that in the final analysis
it is outcomes that should be meas-
ured, not the means to reaching

them.
Bruce Seitzer, M.A.

Mr. Seitzer is affiliated with Community
Counseling Centers of Chicago.
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In Reply: Mr. Seitzer’s letter regard-
ing my article supports the contention
that high-quality leadership is an im-
portant consideration in the provision
of high-quality mental health servic-
es. Establishing a link between lead-
ership and the attitudes of mental
health service providers toward
adopting innovation and change—ev-
idence-based practices in particu-
lar—was the main point of the article.
The article does not, however, con-
tend that evidence-based practices
are the only means of improving out-
comes for those involved in mental
health services.

There is considerable debate re-
garding applicability, standards for fi-
delity, and the need for local adapta-
tion of evidence-based practices. The
article takes no stand on the value of
evidence-based practices per se. The
Evidence-Based Practice Attitudes
Scale (1), which was used in the study,
was developed because providers at-
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titudes toward adopting innovation
have been largely ignored in the re-
search literature, even while the im-
petus to disseminate and implement
evidence-based practices has gained
momentum.

Mr. Seitzer’s assertion that out-
comes matter more than particular
practices raises a complex and impor-
tant issue. Services might be greatly
improved if outcomes were routinely
empirically assessed in usual care.
Rigorous outcome measurement and
use of such outcome data to inform
clinical practice are relatively rare.
Indeed, research suggests that clini-
cians’ attitudes about using such
measures vary greatly, with some be-
lieving that clinical knowledge and
judgment are at least as accurate as
empirically reliable and valid assess-
ment, thus obviating the need for
such measures (2). There is evidence
that draws such an assumption into
question (3). Assessments will likely
be beneficial to the degree that they
can be incorporated into the clinical
process both to better understand ini-
tial diagnoses and problems and to
track clinical progress.

Although my study did not directly
address outcome assessment, it did es-
tablish a link between leadership and
providers™ attitudes toward adopting
evidence-based practices as part of a
research program on improving the
context for delivery of high-quality
mental health services and implemen-
tation of innovation (4). An innovation
in mental health care may or may not
be evidence based. What is emerging
from this line of research is that lead-
ership and organizational context are
likely to play an important role in im-
plementing innovation and promoting
more positive outcomes for mental
health and social service agencies and
clinics (5).

Gregory A. Aarons, Ph.D.
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SSRI Prescription Rates
After a Terrorist Attack

To the Editor: Although population-
based studies and a recent meta-
analysis have documented increased
prevalence of posttraumatic stress
disorder (PTSD) and other mental
disorders after terrorist attacks (1,2),
other studies have failed to demon-
strate concomitant increases in men-
tal health service use (3,4).

Selective serotonin reuptake in-
hibitors (SSRI) are indicated in the
treatment of a number of mental dis-
orders associated with terrorism (5).
We plotted weekly rates of SSRI pre-
scription fills for New York State
Medicaid recipients for 2000 and
2001. We determined percentage
changes in prescription rates, as-
sessed changes in the slope of the
plots before and after September
2001 by determining the statistical
significance of the difference in the
regression slope coefficients, and an-
alyzed the weekly time series using
Box-Jenkins methodology and inter-
rupted times series

For Medicaid recipients living
within three miles of the World Trade
Center, the rate of prescription fills
increased by 18.2 percent in the three
months after the attacks compared
with the rate in the eight months be-
fore the attacks (p=.001), and a statis-
tically significant change in the slope
of the plot was noted (p=.01). For re-
cipients who did not live in New York
City, the increase was 9.3 percent,
which was not statistically significant,
nor was the change in the slope of this
series significant. In contrast, SSRI
prescription rates for both these
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groups decreased in the three months
after September 2000.

For Medicaid recipients living
within three miles of the World Trade
Center, an ARIMA (1,1,1) model pro-
vided the best fit for the time series
data, and an interrupt term repre-
senting a sudden, temporary increase
in the prescription rate starting with
the first week in November 2001 was
statistically significant (p=.001). In a
similar model fit to the data for recip-
ients living outside New York City,
the interrupt term representing the
postattack period was not statistically
significant.

Some of the increase in SSRI dis-
pensing may be explained by the
wider availability of free services,
such as those offered by Project Lib-
erty and Disaster Relief Medicaid.
We attempted to address this by bas-
ing our time series on rates per per-
son-years of Medicaid eligibility, con-
trolling for an increased number of
eligible individuals by including them
in the denominator of the rate.

We concluded that an increase in
SSRI prescriptions occurred after the
attacks and that this effect varied by

geographic proximity. Although no
causation can be attributed, our re-
sults are consistent with knowledge of
the increase in mental health pathol-
ogy after an occurrence of terrorism
and have the strength of a plausible
gradient effect. We await the release
of New York Medicaid data for 2002
to assess whether the increased use of
SSRIs among persons living near the
World Trade Center was short lived
or sustained. However, to the best of
our knowledge, ours is the first report
of a significant increase in psychoac-
tive drug use associated with physical
proximity to these attacks. Our find-
ings contribute to the growing body
of knowledge about the pervasive
population effects of terrorism and
the need to address mental health as
part of surge capacity and public
health response.
Charles DiMaggio, Ph.D., M.P.H.
Sandro Galea, M.D., Dr.P.H.

Paula Madrid, Psy.D.

Dr. DiMaggio is affiliated with the De-
partment of Epidemiology, Columbia
University, New York. Dr. Galea is with
the Department of Epidemiology, Univer-

Coming in December

sity of Michigan, Ann Arbor. Dr. Madrid
is with the National Center for Disaster
Preparedness, Columbia University.
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¢ Medicaid policy and system transformation: update
of a report for the President’s Commission

¢ Current research on anxiety disorders: five studies

¢ Special section: memorial tribute to Wayne Fenton,
Gerald Hogarty, and Ian Falloon
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