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 e-
mail address. Letters comment-
ing on material published in Psy-
chiatric Services, which will be
sent to the authors for possible
reply, should be sent to Howard
H. Goldman, M.D., Ph.D., Edi-
tor, at psjournal@psych.org. Let-
ters reporting the results of re-
search should be submitted on-
line for peer review (mec.manu
scriptcentral.com/appi-ps).

Where Are the Psychiatric
Physician Assistants?

To the Editor: In the October 2009
issue, Thomas and colleagues (1)
documented the severe shortage of
mental health practitioners who are
prescribers in the United States and
suggested several strategies to grow
the prescriber workforce. One ap-
proach emphasized expanding the
number of advanced practice psychi-
atric nurses. Another advocated ex-
tending prescribing privileges to psy-
chologists. We found it curious that
one group of midlevel providers,
physician assistants, was not men-
tioned. We agree that increasing the
number of midlevel prescribers is
part of the solution to this critical un-
met need. However, there are legiti-
mate concerns about solutions that
might endanger patient safety by
demedicalizing psychiatric practice
(2). Physician assistants who receive
additional psychiatric training may
provide a safe and cost-effective so-
lution to this problem.

The number of physician assistant
programs and graduates is expanding
dramatically. During the relatively
brief history of this profession, physi-
cian assistants have demonstrated a
laudable record of providing primary
health care services to rural and un-
derserved communities. Physician as-

sistants work under the supervision of
physicians and have a history of suc-
cessful collaborative partnerships
with psychiatrists. Therefore, there
may be much less political and legal
resistance to expanding the number
of psychiatric physician assistants
than to granting prescriptive authori-
ty to other professional disciplines.

Although most physician assistants
obtain postgraduate specialty training
on the job, an increasing number of
these medically trained providers pur-
sue advanced training in formal year-
long postgraduate fellowship pro-
grams. This specialty training seems
particularly relevant because some of
the clinical skills and knowledge re-
quired for mental health practice (for
example, psychiatric interviewing and
diagnosis, basic counseling skills, and
knowledge of interpersonal dynamics)
are not covered in depth during the
general two-year physician assistant
curriculum. Formal year-long physi-
cian assistant psychiatric training pro-
grams would enable new graduates to
rapidly increase their competency to
treat persons with mental illnesses,
which might otherwise take many
years of “on the job” experience. Un-
fortunately, there is a shortage of such
programs. The Association of Post-
graduate Physician Assistant Pro-
grams lists only two postgraduate pro-
grams in psychiatry (3).

We believe that dramatically in-
creasing the number of psychiatric
training programs for physician assis-
tants may be an important step in de-
veloping a comprehensive mental
health care workforce strategy de-
signed to train prescribing profes-
sionals. Academic departments of
psychiatry could take the lead in the
development of these programs, with
a primary focus on public and com-
munity psychiatry or treatment of
persons with chronic mental illness so
that graduates would be ready to
serve in areas of greatest need. By
drawing upon a departments PGY-1
psychiatry curriculum and modifying
existing training resources, it is even
conceivable that psychiatric physician
assistant programs could be estab-
lished relatively quickly.
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Indeed, there is a paramount need
for flexibility and creativity in crafting
solutions to the desperate shortage of
mental health care prescribers while
maintaining a transdisciplinary com-
mitment to patient safety. Searching
for ways to increase the number of
psychiatric physician assistant train-
ing programs may be an important,
but seemingly overlooked, first step
in achieving this critical balance.

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

Dr. Grace is affiliated with the North
Florida—South Georgia Veterans Health
System and with the Department of
Clinical and Health Psychology, Univer-
sity of Florida, Gainesville. Dr. Chris-
tensen is with the Division of Public Psy-
chiatry, University of Florida College of
Medicine, and is director of behavioral
health services at the Sulzbacher Center,
Jacksonville.
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In Reply: Grace and Christensen
make an interesting contribution to
the discussion of shortages by sug-
gesting that physician assistants may
be well positioned to provide needed
additional mental health services.
Their letter provides an opportunity
to clarify the take-away messages
presented in our recent workforce
articles.

First, to clarify the role of physician
assistants in our analyses, our esti-
mates of mental health need were
based on estimates of actual service
use, which included any visits with
physician assistants that could be
identified as mental health visits. Our
supply estimates excluded psychiatric
physician assistants because, as Grace
and Christensen point out, very few
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exist. Our shortage estimates were
adjusted for the availability of pri-
mary care providers, including physi-
cian assistants, to account for the fact
that some mental health services are
provided in primary care settings.

Second, we do not argue for or
against “demedicalizing psychiatric
practice.” We mentioned a variety of
ways in which states have expanded
services to meet mental health needs,
including the extension of prescrip-
tive authority to new professional
groups. Our intention was to generate
discussion about workforce shortages
rather than to endorse any particular
solution. Further, we agree that the
safety of consumers is important. Any
professional group taking on the role
of mental health prescriber would re-
quire additional training and appro-
priate supervision.

Third, this discussion raises a
broader set of issues that need to be
considered in addressing mental
health needs. Grace and Christensen
touch on some of these issues. A key
point is that training alone will not
solve the problem, and there is no
guarantee that new providers will
practice in the public sector or in ru-
ral areas where the greatest shortages
exist. We need to learn how to make
practice in these areas both feasible
and attractive to mental health pro-
fessionals. Another point is that legal
or political resistance to policy
changes will surely come into play.
However, maximizing the well-being
of consumers should be an overriding
concern in determining new mental
health policies.

Finally, we want to emphasize that
our recent workforce studies were
based on current treatment patterns.
The ways in which mental health
services are currently organized and
delivered in the United States, how-
ever, are not necessarily the best
ways. What's needed, then, is a deep-
er discussion about financial organi-
zation, service system structure, and
the appropriate balance among treat-
ment modalities, including individual
treatments such as medication, coun-
seling, diet, and exercise as well as
systemic interventions with families,
wider social networks, and communi-
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ties. Long-term mental health work-
force development depends not only
on producing sufficient numbers of
qualified professionals but also on
building satisfying work environ-
ments and using the best available
strategies to help create meaningful
outcomes for consumers.
Kathleen C. Thomas, Ph.D.
Alan R. Ellis, M.S.W.
Joseph P. Morrissey, Ph.D.

Maltreatment and Mental
Health Care: Focusing
on Child Neglect

To the Editor: In an important arti-
cle in the October 2009 issue, Smith
and colleagues (1) reported that phys-
ical, emotional, and sexual abuse each
increased the likelihood of receipt of
psychiatric services by African-Amer-
ican children. The authors contrasted
this finding with results from a previ-
ous study of mine (2) that used data
from the Capella Project, a site of the
LONGSCAN study (LONGitudinal
Studies on Child Abuse and Neglect).
The study found that maltreatment
had no effect on the likelihood of re-
ceipt of mental health services in a
young, predominantly African-Amer-
ican sample. Smith and colleagues
suggested that this discrepancy was
attributable to differences between
our samples; the children in the
Capella Project sample were younger
and more racially heterogeneous and
most had been recruited from fami-
lies reported to child protective serv-
ices. They noted that the age of the
Capella Project sample was particu-
larly likely to explain this difference:
that study examined services for chil-
dren aged two to seven. There is like-
ly some truth to this explanation.
Analyses of data from the sample at
an older age found a stronger effect of
maltreatment on receipt of mental
health services (3).

I would like to suggest an additional
explanation for the discrepancy in our
findings. Although it was not noted in
our original reports (2,3), the maltreat-
ment experienced by children in the
Capella Project, at least as reported to
child protective services, was over-

whelmingly likely to be neglect (4)
rather than physical or sexual abuse.
Child neglect is a serious public health
problem and is associated with child
outcomes that are generally as nega-
tive as those associated with physical
and sexual abuse (5). Despite its broad
and profound impact on child behav-
ioral and emotional development, neg-
lect remains relatively understudied,
particularly in mental health services
research (5). The majority of children
who have been neglected do not re-
ceive adequate mental health care.
The contrast between the results of
my research and of Smith and col-
leagues’ study points to a need for in-
creased attention to the particular
mental health needs of neglected
children, which are often profound
and are rarely addressed adequately
in the real world.
Richard Thompson, Ph.D.

Dr: Thompson is director of research, Ju-
venile Protective Association, Chicago.
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The Internet, Health
Promotion, and
Community Participation

To the Editor: Health, wellness, and
full participation in life activities
take on new meaning in the 21st cen-
tury, when community is no longer
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simply defined by neighborhood
boundaries, racial or ethnic back-
ground, or social class and when
health care is no longer character-
ized by a visit to the doctor or the
hospital. New media technologies,
Web environments, and mobile de-
vices provide access to virtual op-
portunities for active information
seeking and shaping, real-time in-
teraction and relationship building,
and collaborative community in-
volvement (1).

Although the Internet and the par-
ticipatory media culture provide
support for patient-driven health
care, innovative patient communi-
ties, and the development of new
health care models (2), these media
may present additional barriers and
thus contribute to emerging dispari-
ties in health and health care and
further community disenfranchise-
ment for individuals with serious
mental illness. These individuals,
who are at high risk of health condi-
tions that shorten their lives consid-
erably, may benefit most from access
to online health education informa-
tion, treatment guidelines, advocacy
materials, and peer support and net-
working opportunities.

However, as Borzekowski and col-
leagues (3) reported in the Septem-
ber 2009 issue, only a third of the
100 participants with serious mental
illness in their study used the Inter-
net, and only a small percentage had
ever gone online to find pertinent
health information. Data for the
study, which were obtained from pa-
tients at community treatment sites,
are consistent with earlier findings
from the Pew Internet and Ameri-
can Life Project that only half of
persons who were living with a dis-
ability or chronic disease had gone
online, compared with 74% of those
with no chronic condition (4). The
Pew study found that far fewer indi-
viduals with disabilities had searched
for mental health-related informa-
tion (30%) than for information
about a specific disease or general
medical problem (73%). Taken to-
gether, these findings suggest that
individuals disabled by serious men-
tal illness may be least likely among

persons living with disability or
chronic disease to use the Internet
as a tool for health promotion.

We applaud Borzekowski and col-
leagues” conclusion that challenges
such as the cost of access and lack of
training must be overcome for people
with serious mental illness to take full
advantage of the Internet (3). Howev-
er, we would like to underscore fur-
ther, as the authors briefly suggest,
that individuals with serious mental
illness are particularly disadvantaged
by the lack of accommodations in
Web design that would allow them to
overcome barriers to Internet use
that result from possible illness-relat-
ed impairments in cognition, concen-
tration, executive function, and motor
control. The work of Rotondi and col-
leagues (5) suggests that Web applica-
tions must be developed with the
needs and challenges of individuals
with serious mental illness in mind.
Design considerations include the
benefits of a flat hierarchy, explicit la-
beling, lower-level modules, familiar
phrasing, and text presented at a low-
er reading level (5).

Findings from studies of Internet
use suggest the need for design ac-
commodations if further disparities in
access to health information, inter-
vention resources, and peer supports
are to be avoided. As Web-based ap-
plications involve increasingly more
complex skills, opportunities for
health promotion may be lost. Indi-
viduals with serious mental illness
may become even less able or less
likely to participate in the community
provided by the world online.

Joanne Nicholson, Ph.D.
Armando J. Rotondi, Ph.D.

Dr. Nicholson is affiliated with the De-
partment of Psychiatry and Family Med-
icine, University of Massachusetts Med-
ical School, Worcester. Dr. Rotondi is
with the Department of Critical care
Medicine, University of Pittsburgh, and
the Veterans Affairs Integrated Service
Network 4 Mental Illness Research, Edu-
cation and Clinical Center, Pittsburgh.
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Closer Look Needed at
Youths in Adult Facilities

To the Editor: In the August issue,
Murrie and colleagues (1) brought
much-needed attention to the pauci-
ty of research exploring the impact
of incarceration in adult prisons on
the mental health of juveniles. The
authors effectively described the le-
gal and political developments that
have contributed to an increase of
juveniles housed in adult correction-
al facilities. Further, they recognize
that although this subgroup may be
small compared with the large num-
ber of youths in juvenile facilities,
providing empirical evidence of the
need for a systematic approach to
addressing treatment and safety
needs in this subgroup may lead to
numerous mental health benefits
and cost savings.

Murrie and colleagues used the
Massachusetts Youth Screening In-
strument—Version 2 (MAYSI-2), a
mental health screening measure
widely used in the juvenile justice sys-
tem, to gather data about the mental
health problems of juveniles in adult
prisons and compared their responses
to MAYSI-2 national normative data
for youths in juvenile facilities. How-
ever, the authors did not sufficiently
address several methodological con-
cerns, such as the potential impact of
situational influences and time of
measurement on the expression of
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psychiatric symptoms. Also, multiple
sources of data should be used to en-
sure diagnostic accuracy. These con-
siderations are especially important in
this population and could have been
anticipated and addressed by the in-
vestigators to improve the measure-
ment of their important research
questions.

There are several considerations
when gathering psychiatric data from
inmates. Youths in adult prisons, sim-
ilar to adult inmates, usually have lim-
ited access to various resources, such
as stimulant medications, and may
mislead medical or mental health
staff about the severity of their dis-
tress to gain access to these resources.
In addition, antisocial and borderline
personality disorders are prevalent in
correctional settings; inmates may
malinger or be motivated by second-
ary gain (2). Although Murrie and
colleagues studied the psychiatric
symptoms of juveniles, the influence
of these contextual factors on re-
sponses to questionnaires by youths
in an adult prison should be consid-
ered. In addition, environment-spe-
cific events may modify the manifes-
tation of “faking bad,” or exaggerating
symptom severity, such as pending le-
gal cases, changes in housing status
(for example, placement in segrega-
tion), or a desire to transfer to anoth-
er facility (3). The authors recognize a
temporal dimension when discussing
possible explanations for the low rates
of self-reported substance use in their
sample, but they offer no viable solu-
tions. I suggest using multiple sources
of information at different intervals to
assess these psychiatric symptoms—
for example, conducting brief clinical
interviews and administering person-
ality assessments such as the Min-
nesota Multiphasic Personality In-
ventory—to better estimate the true
prevalence of mental health problems
of juveniles in adult prisons.

Also, I suggest that Murrie and col-
leagues report results by race and
ethnicity. Racial-ethnic disparities
with regard to diagnosis of mental
disorders, treatment, and outcomes
are well documented (4). There is val-
ue in discerning any disproportional
representation of youths from racial-
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ethnic minority groups in the sub-
group of juveniles incarcerated with
adults. Addressing potential dispari-
ties in the mental health care of this
population has important ethical,
public health, and criminal justice
policy implications. Incorporating
these methodological features into
their study would have enhanced
their findings about psychiatric diag-
noses and treatment needs of this
population and helped to determine
appropriate interventions.

Brian McGregor, Ph.D.

Dr. McGregor is a health policy fellow at
the Satcher Health Leadership Institute,
Morehouse School of Medicine, Atlanta.
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In Reply: We appreciate Dr. McGre-
gor’s concerns and share his desire to
see more comprehensive research ad-
dressing juveniles incarcerated in
adult prisons. When we began our re-
search, no empirical studies had ad-
dressed the mental health needs of
this group. Thus we faced a dilemma
common to researchers approaching
any understudied area: Should we
wait until we can conduct “the perfect
study,” or should we begin with a
broad “screening” that might identify
where further inquiry is needed? This
research dilemma is analogous to the
clinical dilemma common in the juve-
nile justice system: Should we at-
tempt a comprehensive assessment of
every youth, or should we conduct a
broad screening to identify which
youths—or which concerns for a par-

ticular youth—warrant further assess-
ment? Often, the only practical op-
tion in either context is to begin with
broad screening.

Because our goal was a broad
overview of treatment needs among
youths in adult prisons—particularly
as compared with youths in juvenile
justice facilities—we selected the
only measure that allows for compar-
ison to a nationally representative,
ethnically diverse sample of youths in
juvenile justice facilities (1). The
MAYSI-2 (2), more than other meas-
ures, allows us to compare “apples to
apples” when investigating self-re-
ported symptoms among juveniles
across various justice contexts.

As Dr. McGregor notes, the
MAYSI-2 does not provide formal di-
agnoses and cannot rule out symptom
exaggeration or symptom minimiza-
tion. Participants may have reported
some symptoms for secondary gain—
a possibility in any study of incarcer-
ated juveniles or adults. It was per-
haps less likely in our sample of
youths, who had already been adjudi-
cated and could not leave the Youth-
ful Offender Program until they
reached a certain age, which mini-
mized the opportunity for secondary
gain. Most of the limitations of
MAYSI-2 apply to other self-report
measures, and as we noted in our ar-
ticle, we must accept these limitations
if our results are to remain in “a com-
mon metric” for comparison to juve-
nile justice studies. Might we learn
additional detail from studies that use
clinical interviews and structured
personality measures? Absolutely!
We hope that we—or Dr. McGregor
or others—can create opportunities
for research that uses such compre-
hensive assessments. But just as clini-
cians administer a screening measure
to form a general impression of a pa-
tient’s functioning and where further
assessment is needed, we adminis-
tered a screening measure to form a
general impression of a population’s
functioning and the need for further
assessment. Our study revealed many
self-reported symptoms, so we cer-
tainly agree with Dr. McGregor that
further research using other assess-
ment strategies is essential.
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Finally, Dr. McGregor suggests
that we report results by race-ethnic-
ity. We certainly agree with the spirit
of his comment. Indeed, one of us
(GMYV) addressed this important
question in the MAYSI-2 national
normative data (1). In our study, we
matched our sample and the compar-
ison sample for race-ethnicity, but we
chose not to present race-ethnicity
analyses because small cell sizes for
some groups (eight white partici-
pants) might have yielded misleading
results. Disparities, too, warrant fur-
ther assessment in this population,
but only with subsamples large
enough for race-ethnicity analyses to
be meaningful. Instead, we refer
readers to the large MAYSI-2 norma-
tive data study, which found that race
effects on the MAYSI-2 scales were
usually negligible.

Daniel C. Murrie, Ph.D.
Craig E. Henderson, Ph.D.
Gina M. Vincent, Ph.D.
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Action Plans for

Psychiatric Services

To the Editor: This letter was
prompted by reading and reflecting
upon the three articles in the October
issue that reported on county-level
estimates of the need for mental
health professionals (1-3). I am im-
pressed by the huge amount of effort
expended by these authors to make
accurate estimates, and their results
are indeed extremely interesting.

I have read Psychiatric Services
assiduously for the past decade.
Every month I am impressed with a
specific article about a new and in-
novative way of helping people with
mental illness.

What prompted my letter was the
fact that, at this point, with the publi-

cation of so many different specific
articles, it would be extremely helpful
if all of this material could be put to-
gether in an action plan that could be
used by counties with a shortage of
professionals to develop a compre-
hensive and effective mental health
plan. There certainly is a very large
amount of material available address-
ing the various dimensions of mental
health care. It would seem most ap-
propriate at this point to begin a
process of coalescing this accumulat-
ed material so that someone could
take “off the shelf” data based on all
this material.

William S. Masland, M.D.

Dr: Masland is in private practice in Yuma,
Arizona.
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In Reply: Thank you for your kind
comments about Psychiatric Services.
We try to publish a journal that is
both interesting and useful, and we
hope that the accumulated scholar-
ship is worthy of summary and imple-
mentation.

We support your suggestion for us-
ing our published articles to develop
an action plan. While it is beyond the
scope of the journal to summarize ev-
idence and develop plans of action,
others do so periodically. A decade
ago the Surgeon General summarized
the available evidence for the field in
a report on mental health, and many
of the research reports cited in the re-
port were from Psychiatric Services.
That document provided “courses of
action” for improving mental health
in the United States. More recent
summaries and related recommenda-
tions emanated from the President’s
New Freedom Commission and its
call to transform the mental health
care system. Let us hope that the new
year will bring more excellent papers
to the journal and effective action
plans to improve psychiatric services,
here and abroad.

Howard H. Goldman, M.D., Ph.D.
Editor, Psychiatric Services
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