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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 (mc.manu
scriptcentral.com/appi-ps).

CCHHAADDDD  aanndd  PPuubblliicc  
AAttttiittuuddeess  AAbboouutt  AADDHHDD
To the Editor: Two articles on atten-
tion-deficit hyperactivity disorder
(ADHD) in the May 2007 issue of
Psychiatric Services (1,2) affirm and
expand on previous research about
public attitudes and knowledge of this
disorder. This research will positively
influence the activities of my organi-
zation, CHADD (Children and
Adults With Attention-Deficit/Hy-
peractivity Disorder), a family-based
organization with 14,000 members
and 1,200 professional members that
was founded in 1987.

McLeod and associates (1), who
noted critics’ claim that ADHD is
overdiagnosed, compared national es-
timated prevalence with medication
use and argued that ADHD is actual-
ly underdiagnosed. Other main-
stream researchers have arrived at
the same findings. Missing from this
analysis, however, is the more diffi-
cult and significant issue of the
tremendous variation in medication
utilization, which two national studies
have documented. The first, the re-
sult of 14 months of work by re-

porters from the Cleveland Plain
Dealer (3), gets little attention be-
cause of the journalistic credentials of
the researchers. This study, which
documented ADHD medication use
in every U.S. county, found that in
some counties the number of people
being prescribed medication was
three times the expected rate,
whereas in other counties not a single
individual was receiving medication.
There are many possible reasons for
this variance, including inconsistency
in implementing evidence-based
treatment guidelines.

In the second national study the
authors conclude that variation in
stimulant use among children is sec-
ond only to variation in cough-cold-
allergy prescription use (4). The au-
thors state that the reasons for re-
gional variation are not known. They
postulate that “differences in state
controlled substance abuse laws,
anti-Ritalin campaigns, direct-to-
consumer advertising, physician
practice style, the values, beliefs, and
expectations of adult caregivers” are
the reasons—highlighting the impor-
tance of this new research in Psychi-
atric Services on stigma and public
beliefs and attitudes.

McLeod and associates conclude
that “future media and educational
efforts should seek to provide accu-
rate information about ADHD.” It is
this understanding that has led the
Centers for Disease Control and Pre-
vention (CDC) to finance the Nation-
al Resource Center on ADHD
(www.help4adhd.org), a project of
CHADD. During any given month,
more than 135,000 unique users vis-
it the CHADD Web sites, and we in-
dividually respond to an average of
880 people making 1,150 discrete in-
quiries. To counter stigma, CHADD
hosts support groups, peer public
education forums, and parent-to-
parent training. In addition, through
CHADD’s advocacy with the U.S.
Congress, the CDC is currently fi-
nancing two community-based stud-
ies to examine trends in the use of
ADHD medications (5).

In the second article in the May is-
sue, dosReis and associates (2) pro-

vide helpful insights into the decision
process used by urban African-Amer-
ican families when confronted with
the possibility of ADHD. The four
“distinct patterns” of decision are
used by all families, but these re-
searchers documented that culture,
race, and community influence these
patterns.

CHADD’s experience as a national
resource center and a family mem-
bership organization affirms the va-
lidity of the four distinct processes.
The following statements are based
on six-and-a-half years of my personal
experience, which indicates that fol-
low-up studies are needed on the im-
pact of severity of disability and of co-
occurring disorders on a parent’s ten-
dency to take one of dosReis’s deci-
sion-making approaches over the oth-
er three. Those whose orientation is
“immediate resolution” often have
children experiencing less severe
forms of ADHD, without co-occur-
ring disorders, whose initial identifi-
cation was made by behaviors inter-
fering with academic performance.
Those whose orientation is “pragmat-
ic management” frequently have chil-
dren with more severe ADHD, often
with co-occurring disorders, and have
come to realize that their child’s prob-
lems began before they entered
school and are chronic and long last-
ing. Those with “attributional ambiva-
lence” seem embarrassed by the pos-
sibility of ADHD, do not have fami-
lies and communities open to the bio-
logical underpinnings of ADHD, or
are skeptical or afraid of medications
and thus are willing to first try alter-
native interventions.

CHADD has little experience with
agencies of government using “co-
erced conformance”—the fourth ori-
entation. We do hear from parents
who claim that they were told by their
child’s teacher to place their child on
medication. Our response is that the
child should receive an independent
medical evaluation and that those
making medical recommendations
should do so within their sphere of
professional competence and train-
ing. CHADD has recently published
the CHADD Educator’s Manual on
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ADHD: An In-depth Look From an
Educational Perspective (www.chadd.
org/store).

During the past six years, to better
inform the public about ADHD and
to build a social movement to assist all
persons with ADHD, CHADD has
conducted 17 community forums tar-
geted to the African-American and
Hispanic-Latino communities and
has developed a variety of partner-
ships with organizations representing
these two communities. The research
by McLeod and colleagues and dos-
Reis and associates will help us with
these efforts.

E. Clarke Ross, D.P.A.

Dr. Ross is the chief executive officer of
CHADD. Dr. Ross writes a weekly blog
(www.chadd.org) about his professional
and personal experiences.
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HHiissppaanniiccss  aanndd  
TTeelleeppssyycchhiiaattrryy

In an article in the March issue, Vega
and his group (1) described treatment
barriers facing Hispanic patients
across the country. They also offered
several suggestions to increase access

to mental health care for Hispanics,
including telepsychiatry. Little has
been written about telepsychiatry
with Hispanic patients.

Telepsychiatry is an innovative and
cost-effective way to increase access
to mental health care (2). This in-
creased access is the most compelling
reason to utilize telepsychiatry. It is
not a substitute for the patient-practi-
tioner relationship but rather an en-
richment in services.

The use of telepsychiatry to treat
underserved minority groups and ru-
ral residents has been suggested, but
there are obstacles to effective imple-
mentation (3,4). One obstacle is the
lack of comfort with the technology,
especially among elderly persons (4).
Another is limitation of cultural ac-
ceptance of this treatment modality,
especially in cultures that emphasize
personal relationships. Third, the ef-
fects on the patient-practitioner rela-
tionship are relatively unexplored.
There is some anecdotal reporting in
the media of resistance to the use of
telepsychiatry to serve one Hispanic
subgroup, incarcerated Hispanics
with mental health needs in San Juan,
Puerto Rico (5). In this situation His-
panic individuals who were not em-
ployees of the prison would provide
telepsychiatry services to Hispanic in-
mates. Prison employees rather than
the inmates resisted this move and
suggested that it was “second-class
service.” This may indicate a cultural
resistance to the technology itself or
perhaps something else altogether.

Hispanic culture relies heavily on
nonverbal interactions, such as
frowning, tipping the head, and so
forth. These communication nuances
provide an additional “channel” to re-
ceive and process information and
give more depth to verbal communi-
cation. These nonverbal communica-
tions may be contradictory to the
words used and are usually a more ac-
curate reflection of internal process-
es. Ability to view these effectively
can be influenced by the technology.
High-resolution equipment, such as
video conferencing, can provide a
more accurate real-time image than
the less expensive small-screen video-
phones, which are limited to tele-

phone line transmission speed. Varia-
tions in technical equipment varia-
tions can influence the perception of
other signs and symptoms in psychia-
try as well, such as affect, psychomo-
tor movements, and signs of move-
ment disorders.

In our community-based outpa-
tient clinic we recently deployed
videophones to enhance medical psy-
chiatric access to persons with serious
mental illness. One Hispanic patient
whose treatment included video-
phones reported marked satisfaction.
There was already a clinical relation-
ship between the provider and pa-
tient. Both had Spanish as a first lan-
guage, and the sessions were con-
ducted in that language. The previous
solid clinical relationship allowed the
videophone technology, despite its
limitations, to be used when the pa-
tient’s comorbid health problems pre-
vented his travel to the facility. Video-
phones have been used with similar
success with non-Hispanic veterans
in comparable situations in our clinic.

Further investigation of the use of
telepsychiatry and how culture influ-
ences its effectiveness are needed. As
mental health professionals, we need
to utilize all appropriate resources to
improve access to care to the growing
Hispanic populations. Improvements
will have implications for others in the
multicultural clinical environment.

J. Edwin Nieves, M.D.
Kathleen M. Stack, M.D.

Dr. Nieves is associate professor of psychi-
atry and Dr. Stack is assistant professor of
psychiatry at Eastern Virginia Medical
School in Norfolk. Both are staff psychia-
trists at the Hampton Department of Vet-
erans Affairs Medical Center in Hampton,
Virginia.
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In Reply: We share Nieves and
Stack’s concerns about the use of
telepsychiatry to treat underserved
minorities and rural residents without
sufficient evidence about whether the
interventions are culturally appropri-
ate or whether differences exist be-
tween (and within) racial and ethnic
groups in their use of and satisfaction
with telecommunications-based care
and in its outcomes. We also share
their concerns about whether lan-
guage translations can be effectively
provided through technology and
whether widespread technology lit-
eracy and acceptance exists among
such populations. These and related
issues are discussed in greater detail
in a publication from a workshop
sponsored by the Office of Rural
Mental Health Research (ORMHR)
that identified research gaps in
“e–mental health research” (1).

A key issue that requires attention
is language. Nearly half of the U.S.
Latino population is either Spanish-
language dominant or feels more
competent speaking Spanish. Latino
patients are more likely to be satis-
fied with mental health treatment
when it is offered in Spanish. In ad-
dition, many Latinos live in rural or
low-density areas situated on the pe-
riphery of cities, far from major clin-
ical centers, where specialty mental
health services are usually located.

Our experience shows that Latino
patients frequently complain of the
impersonality of clinics, of treat-
ments offered without any sense of
personal connection, and of clini-
cians who seem distracted—or who
even admit to linguistic and cultural
limitations. Often family members
understand very little about the in-
tent or value of treatments received
by their loved ones in mental health
clinics. Their exclusion from the
treatment process can result in mis-
understanding and unawareness of
the familial role in treatment. This
raises the larger question: can these

differences between providers and
clients be bridged by telepsychiatry–
e–mental health care?

Can telepsychiatry be culturally ap-
propriate and acceptable, and for
which aspects of care? On the face of
it, e–mental health technologies show
promise for overcoming barriers in
the delivery of mental health care to
remote and underserved populations.
Yet an analysis of the literature re-
veals a paucity of e–mental health re-
search about whether care delivered
long-distance is as effective as care
delivered in an office setting. It is also
not clear what degree of participation
can be attained in a population with
lower access to personal computers
and significant problems with poverty
and literacy. It is clear that we need to
increase basic research on culturally
appropriate telepsychiatry–e–mental
health care.

Nieves and Stack are correct: fur-
ther research is needed concerning
the use of e–mental health and how
culture influences its efficacy, effec-
tiveness, and efficiency. To facilitate
expansion of research supported by
the National Institute of Mental
Health (NIMH), ORMHR is con-
ducting an incremental series of sci-
entific meetings that includes ex-
perts in e–mental health infrastruc-
ture design, cost-benefit analysis, re-
search methods, and clinical inter-
ventions with racial and ethnically
diverse populations. NIMH hosted a
meeting entitled “Culturally and
Linguistically Appropriate Care and
e–Mental Health: A Rural Perspec-
tive” at a recent conference spon-
sored by the Center for Reducing
Health Disparities at the University
of California, Davis; the California
Telemedicine and eHealth Center;
and the California Endowment. Sev-
eral manuscripts are forthcoming
from that conference that may pro-
vide an impetus for feasibility and ef-
fectiveness research with Latino pa-
tients and families.

William A. Vega, Ph.D.
Anthony Pollitt, Ph.D.

Robert A. Mays, Jr., Ph.D.

Dr. Vega is professor of psychiatry at the
Robert Wood Johnson Medical School,

Piscataway, New Jersey. Dr. Pollitt is chief
and Dr. Mays is deputy chief of the Rural
Research Program, ORMHR, NIMH.

Reference

1. Glueckauf R, Pollitt A, Stamm BH, et al:
Office of Rural Mental Health Research:
interdisciplinary research issues in e–men-
tal health: a rural perspective. Journal of
Rural Mental Health Research 31:45–53,
2007

““CCoonnssuummeerr--DDiirreecctteedd  CCaarree””
aanndd  SSyysstteemmss  TTrraannssffoorrmmaattiioonn

To the Editor: In the March 2007 is-
sue of Psychiatric Services, LaBrie
and colleagues (1) discussed the ad-
vent of consumer-directed care and
inherent difficulties in its application
to mental health care services. From
the perspective of the majority of
consumer advocates, “consumer-di-
rected care” is a misnomer for this
form of systems transformation. The
apparent focus of consumer-directed
care as defined by “scholars, policy
makers, and members of the health
care industry” (1) is on cost-cutting
without due attention to the standard
of care provided and health out-
comes.

LaBrie and colleagues correctly
point out that this systems transfor-
mation, if left unaltered, will likely
lead to fewer individuals’ seeking
care, greater mental and physical
health problems left untreated, con-
fused consumers who do not have the
necessary information to make in-
formed health care choices, and
greater self-stigmatization (which, in
and of itself, will lead to poor health
outcomes). The last thing that most
consumers of mental health care
need is to be made “aware of the costs
of care,” as many consumers are
painfully aware of these costs already.

As an alternative to the so-called
“consumer-directed care” movement,
the recovery model and the patient-
and family-centered care model offer
an alternative that may be more cost-
effective and more clinically effica-
cious. From a recovery perspective,
true consumer-directed care centers
on the promotion of empowerment,
individualized and person-centered
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care, hope, and strengths-based care,
among other concepts important to
consumers of care and their advo-
cates (2). Interventions such as sup-
ported employment, assertive com-
munity treatment, illness education,
and family education and support are
not widely available to consumers of
mental health services. LaBrie and
colleagues also underestimate the as-
cendance of peer-support services in
mental health care (3). These recov-
ery-based interventions are designed
to provide a more holistic, more col-
laborative, and more person-centered
form of care than traditional, med-
ical-model treatment (4).

Surely, the costs of mental health
care (and health care in general)
would fall if these evidence-based
practices were widely available. Re-
stricting access to such services
through increased deductibles is anti-
thetical to true consumer-directed
care.

Scott A. Peebles, Ph.D.
Gareth Fenley, M.S.W.

The authors are affiliated with the De-
partment of Psychiatry and Health Be-
havior, Medical College of Georgia,
Augusta.
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In Reply: We appreciate the positive
response from Peebles and Fenley to
our discussion. They also noted that
“LaBrie and colleagues also underes-
timate the ascendance of peer-sup-

port services in mental health care.”
Space limitations prevented us from
fully addressing peer support services
beyond urging that the care coordina-
tor role be adapted to behavioral
health services. The report by David-
son and colleagues that is cited by
Peebles and Fenley offers this evalu-
ation of the extant evidence for con-
sumer-based and peer-supported
services. As Davidson and colleagues
note, “Consumer-run services and the
use of consumers as providers prom-
ise to broaden the access of individu-
als with psychiatric disabilities to peer
support, but research on these more
recent developments is only prelimi-
nary and largely limited to demon-
strations of their feasibility” (1).

We look forward to the report of
the research by Peebles and Fenley
and their group’s empirical evidence,
as well as other expansions of the evi-
dence base on the efficacy of peer
support. We hope the result will be to
reduce the number of people who
need behavioral health treatment but
lack peer support funded by their
treatment plans.

Richard A. LaBrie, Ed.D.
Kristina L. Greenwood, Ph.D.

Howard J. Shaffer, Ph.D., C.A.S.
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RReedduuccttiioonn  iinn  PPoossttddiisscchhaarrggee
SSuuiicciiddee  iinn  SSwweeddeenn
To the Editor: In an article in the
February 2007 issue, Pirkola and col-
leagues (1) reported a reduction in
postdischarge suicide after deinstitu-
tionalization and decentralization of
psychiatric hospital care in Finland in
the early 1990s. Similar structural
changes in psychiatric hospital care
were undertaken in Sweden a few
years later, with a shift in the respon-
sibility for inpatient care from psychi-
atric hospitals at the county council
level to institutions at the community
level (2). Even though the current
suicide rate in Sweden is two-thirds

of the rate in Finland (3), suicide is
the fifth leading cause of the burden
of disease in Sweden among men and
the 11th among women (4).

Nationwide Swedish registers were
used to estimate postdischarge sui-
cide rates for three periods—
1987–1992, 1993–1998, and 1999–
2004—representing psychiatric inpa-
tient care before, during, and after
the structural changes. Data on all
suicides (N=23,742) were collected
from the National Cause-of-Death
Register in Sweden for 1987 through
2004. The cases were linked to the
Swedish hospital discharge register.
In line with findings of Pirkola and
colleagues (1), postdischarge suicide
was defined as occurring within a year
of discharge from a psychiatric ward.

Postdischarge suicide rates were
lower in the later periods—that is,
during and after structural changes.
Adjusting for length of hospital stay
did not alter the results. Compared
with 1987–1992, the relative risk for
1993–1998 was .85 (95% confidence
interval [CI]=.80–.91), and for
1999–2004 it was .89 (CI=.83–.95).
[A table with additional data on sui-
cides for these periods is available in
an online supplement to this letter at
ps.psychiatryonline.org.]

Restricting the analyses to immedi-
ate suicide, defined as within a week
of discharge, also showed a lower rel-
ative risk in the later periods. Widen-
ing the definition to include patients
hospitalized with a primary psychi-
atric diagnosis regardless of clinic
(that is, including patients treated in
general inpatient care but with psy-
chiatric consultants in some cases)
showed very similar results. Postdis-
charge suicide stratified by specific
diagnoses was not studied, although a
previous study has shown an increase
in suicide rates among patients with
schizophrenia in the mid-1990s in
Sweden (5).

In-depth analyses of all suicides oc-
curring in 2004 revealed that of the
1,154 cases (Sweden has a population
of close to nine million), 61%
(N=709) had received either general
or psychiatric inpatient or outpatient
care in a specialty setting (that is, not
in primary care) at least once during
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the past year. Of these 709 cases, 50%
(N=351) had contact with inpatient
or outpatient care within the week
before suicide.

The findings support the conclu-
sions drawn by Pirkola and colleagues
(1), indicating that in terms of post-
discharge suicide rates the downsiz-
ing of psychiatric hospital care has not
been harmful. However, it must be
noted that approximately 20% of per-
sons who committed suicide had re-
ceived psychiatric inpatient care in
the past year and more than 60% had
consulted a physician in the past year,
half of them during the week before

the suicide. These findings clearly
emphasize the need for better recog-
nition of suicidal risk among profes-
sionals in both general and psychi-
atric care settings.

Rickard Ljung, M.D., Ph.D.

Dr. Ljung is affiliated with the National
Board of Health and Welfare, Stockholm,
and with the Department of Public
Health Sciences, Karolinska Institutet,
Stockholm.
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