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

WWeeiigghhiinngg  tthhee  EEvviiddeennccee  ffoorr
PPeeddiiaattrriicc  AAnnttiippssyycchhoottiicc  UUssee
To the Editor: In the February Tak-
ing Issue commentary, Dr. Zima (1)
warned that the results of our study
about evidence-based prescription of
second-generation antipsychotics to
children (2) should be interpreted
cautiously and perhaps are prema-
ture, given that clinical studies are
ongoing. Furthermore, she suggested
that clinicians and researchers keep
the “blindfold” off when they attempt
to find the balance between evaluat-
ing evidence and using it in clinical
decision making.

We agree that the blindfold should
be kept off, but let’s not stand like a
statue, either. It is important to learn
how second-generation antipsychotics
are used among children and to un-
derstand more about the risks and
benefits of these drug products. The
study was initiated in 2006, when
none of the second-generation an-
tipsychotics were approved by the
Food and Drug Administration
(FDA) for any indication in the pedi-
atric population. However, the num-
ber of children taking these medica-
tions was already increasing signifi-
cantly in 2006. Thus we believe that
the study was not premature. Because
more and more children were receiv-
ing these products, it was important

that we begin to understand the uti-
lization of second-generation antipsy-
chotics in the pediatric population.

We recognize that there is a tempo-
ral nature of shifting evidence and
that these results will change as more
evidence is generated. Four second-
generation antipsychotics are now ap-
proved by the FDA for specific indi-
cations in pediatric populations.
However, even with the growing body
of evidence, information is still limit-
ed. Other published studies have
highlighted the increased use, safety
issues, and unknown long-term ef-
fects of using these drugs to treat chil-
dren (3,4). There have been calls for
systematic monitoring protocols to
address some of the questions sur-
rounding their use in the pediatric
population (5).

As Dr. Zima states, there are limita-
tions to our study. Specifically, we did
not have access to patients’ medical
records and could not determine the
clinical decision making used to pre-
scribe these products. Thus our link-
age of the diagnosis to a prescription
claim was limited. To mitigate this
limitation, we used a broad two-year
time frame around the index second-
generation antipsychotic prescription
to document diagnoses. This long
time frame may have increased the
likelihood of detecting any potential
evidence-based diagnoses. However,
without access to patients’ medical
charts, we cannot account for diag-
noses not documented in the pay-
ment records. In addition, we agree
with Dr. Zima that determining evi-
dence-based use is not an exact sci-
ence. But even when prescriptions
based on “weak” evidence are exclud-
ed, 43% of use was not evidence
based. This finding demonstrates the
need for further research, perhaps by
evaluating medical charts or conduct-
ing provider interviews, to better un-
derstand clinical decision making and
the risks and benefits of using these
drugs to treat children.

Should we prescribe first and ask
questions later? Problems may occur
when prescribing gets in front of the
evidence. Clinicians need data to sup-
port their decision making about us-

ing second-generation antipsychotics
for appropriate conditions in the pe-
diatric population. Use of these med-
ications to treat children should be
based on evidence as well as clinical
judgment. We owe it to the children
we treat. So let’s keep the blindfold
off and keep asking questions and
searching for answers.

Prathamesh Pathak, M.S.,
B.Pharm.

Donna West, Ph.D.
Bradley C. Martin, Pharm.D.,

Ph.D.
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TToo  SSccrreeeenn  oorr  NNoott  ttoo  SSccrreeeenn
ffoorr  HHeeppaattiittiiss  CC  IInnffeeccttiioonn??

To the Editor: The report by Kakisi
and colleagues (1) in the September
2009 issue on the high prevalence of
hepatitis C virus (HCV) infection
among patients with psychiatric dis-
orders is in line with other reports of
increased rates of HCV infection in
patient populations with psychiatric
disorders (three to ten times the rates
in the general population) (1,2). Kak-
isi and colleagues concluded that rou-
tine screening for HCV should be im-
plemented for patients with psychi-
atric disorders. I contend that the ev-
idence for such recommendation is



equivocal at best and needs to be ex-
amined closely and evaluated cau-
tiously (3).

Recommendations of the Centers
for Disease Control and Prevention
support screening for HCV infection
among patients who have psychiatric
disorders with a history of intra-
venous drug use. Routine HCV
screening has been implemented for
patients at Department of Veterans
Affairs hospitals (prevalence around
6%) and for incarcerated individuals
(prevalence as high as 20%).

However, the U.S. Preventive Ser-
vices Task Force (USPSTF), a non-
federal group of health experts that
makes recommendations about pre-
ventive health care, found insufficient
evidence to recommend for or against
routine screening for HCV infection
among high-risk asymptomatic adults
(4). The USPSTF made its recom-
mendation because it found no stud-
ies proving that screening for HCV
infection leads to better long-term
clinical outcomes—specifically, to
fewer cases of HCV-related chronic
disease and fewer deaths that are at-
tributable to actions taken as a result
of screening (for example, counseling
and treatment) (4).

An argument can be made that
adult patients with psychiatric disor-
ders should be screened for HCV be-
cause they are a unique population by
virtue of their psychiatric symptoma-
tology and because of the increased
morbidity and mortality associated
with the combination of HCV infec-
tion and psychiatric disorders (2,3).
Nonetheless, my study of outcomes
of HCV screening for patients with
psychiatric disorders showed that
only a minority of those who screened
positive for HCV infection were con-
sidered for treatment and an even
smaller minority actually received
HCV antiviral treatment (2).
Freudenreich and colleagues (5) re-
ported that after two years of HCV
screening of patients enrolled in a
clozapine clinic, none who screened
positive were referred for evaluation
or received HCV antiviral treatments.

Where does this body of conflicting
evidence leave us? HCV is a viral liv-
er infection associated with increased

morbidity and mortality in psychiatric
populations. HCV treatments, how-
ever, have not been proven to reduce
morbidity or mortality. This calls for
an individualized approach to screen-
ing for HCV in psychiatric popula-
tions. Questions that may help target
screening include these: What are the
risk factors (for example, intravenous
drug use or other high-risk prac-
tices)? Is a patient in a high-risk
group or symptomatic (that is, elevat-
ed liver transaminases, fatigue, or
cognitive issues)? Will the patient
benefit from screening in terms of
counseling to modify behavior or re-
duce and eliminate alcohol intake?
Evidence that new HCV antiviral
medications improve treatment and
reduce morbidity and mortality from
HCV infection will make a stronger
case for routine HCV screening for
patients with psychiatric disorders.

Muhamad Aly Rifai, M.D.

Dr. Rifai is medical director, Department of
Psychiatry, Lehigh Valley Health Network,
Bethlehem, Pennsylvania, and associate
professor of medicine and psychiatry, Penn
State College of Medicine, Hershey.
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In Reply: We welcome Dr. Rifai’s
comments on our study of the preva-
lence of viral infections, including
hepatitis C, in a psychiatric hospital in
Greece. We favor the idea of screen-

ing for HCV infection among hospi-
talized psychiatric patients primarily
because we found a high prevalence
of this infection in our study hospi-
tal, as other studies have found
worldwide, and for other reasons
that we discuss below.

Proper consideration of underly-
ing mental or psychiatric disease, in-
cluding substance abuse, is warrant-
ed before treatment for chronic
HCV infection is initiated. Current
HCV therapies with pegylated inter-
feron alpha and ribavirin can cause
adverse neuropsychiatric events (de-
pression, suicidal ideation, irritabili-
ty, and mania) and other troubling
symptoms (fatigue, sleep disorders,
and appetite disorders).

The American Association for the
Study of Liver Diseases has recom-
mended screening for groups with a
high prevalence of HCV infection
and has stated that antiviral treat-
ment for chronic hepatitis C, cou-
pled with counseling and psychiatric
pretreatment, is a valid option for
psychiatric patients (1). Recent trials
demonstrated sustained virologic re-
sponse with pegylated interferon al-
pha and ribavirin for a substantial
proportion (>50%) of “difficult-to-
treat” psychiatric patients when a
multidisciplinary team was em-
ployed (2,3).

Many factors, apart from psychi-
atric ones, determine the eligibility
of an HCV-positive patient for antivi-
ral treatment (2). Some of the HCV
genotypes do not readily respond to
treatment, and physicians await
more potent therapies in the near fu-
ture. For some patients, the decision
to treat, which balances presumed
effectiveness against potential ad-
verse events, can be deferred until
better therapies become clinically
available (1).

Apart from antiviral treatment,
several approaches can improve the
course of chronic hepatitis C disease
once it is diagnosed. Vaccination
against hepatitis A and B is one ap-
proach, because superinfection with
these viruses can accelerate liver dis-
ease or even lead to fulminant liver
failure. Avoidance of alcohol and he-
patotoxic drugs is also paramount.
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Use of benzodiazepines, for exam-
ple, can exacerbate hepatic en-
cephalopathy among patients with
cirrhosis. The dosage of several med-
ications must be adjusted for pa-
tients with hepatic insufficiency.
Monitoring for the development of
cirrhosis or its complications can also
be of value.

The value of infection control for
HCV in psychiatric hospitals arises
from the fact that the mode of HCV
transmission is cryptogenic in ap-
proximately 50% of cases. Sharing a
common residence presents the risk
of using the same objects for person-
al hygiene, including razors and
toothbrushes, and HCV can be
transmitted by such practices. In-
flicted injuries can also be of con-
cern in this regard.

Beyond issues of eligibility of psy-
chiatric patients for antiviral treat-
ment, potential effectiveness of such
treatment, and prevention of virus
transmission, we believe that identi-
fying patients with HCV infection in
a psychiatric hospital can help im-
prove their overall medical and psy-
chiatric management. We agree,
however, with Dr. Rifai that the issue
of screening for hepatitis C in this
setting is multifaceted and merits
further investigation.

Ourania K. Kakisi, M.D.
Drosos E. Karageorgopoulos, M.D.

Matthew E. Falagas, M.D., D.Sc.
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CCeerrvviiccaall  CCaanncceerr  SSccrreeeenniinngg
ooff  WWoommeenn  WWiitthh  
SScchhiizzoopphhrreenniiaa  iinn  TTaaiiwwaann

To the Editor: Numerous studies
have demonstrated that regular Pap
smear testing has significantly re-
duced cervical cancer incidence and
mortality over the past 30 years.
However, the rate of testing is still
low. In particular, research has shown
that women with mental illness are
less likely than the general population
to have Pap smears, because they are
not aware of the importance of such
screening or because treatment facil-
ities are not easily accessible. Howev-
er, almost all such studies have fo-
cused on patients with depression,
anxiety, or intellectual disabilities
(1–3), and very few have explored the
rate of Pap smear testing among pa-
tients with schizophrenia (4). In addi-
tion, data are lacking from Asian pop-
ulations. Therefore, this study aimed
to examine the screening rate among
patients with and without schizophre-
nia in Taiwan.

Data were from the Longitudinal
Health Insurance Database (LHID).
All female patients who visited ambu-
latory care centers in 2003 and re-
ceived a principal diagnosis of schizo-
phrenia (any ICD-9-CM 295 code
other than 295.7, schizoaffective dis-
order) were eligible for the study
(N=1,690). Because the diagnostic
validity of administrative data is often
questioned, only patients who had at
least two consensus schizophrenia di-
agnoses three months apart in 2003
were included (N=1,504). We exclud-
ed patients under 30 years of age
(N=273) because the National Health
Insurance (NHI) program provides
an annual free cervical cancer screen
only for women aged 30 and older.
We also excluded patients over age 69
(N=54) and patients given a diagnosis
of cervical cancer between 1996 and
2006 (N=2). The final sample includ-
ed 1,175 female patients with schizo-
phrenia. We then randomly selected
9,400 persons (eight for every patient
in the study group) who were
matched in age (30–39, 40–49, 50–59,
and 60–69 years) from other patients
in the 2003 LHID Registry of Benefi-

ciaries. Conditional logistic regres-
sion analysis, which was conditioned
on age, was conducted to evaluate the
association between a diagnosis of
schizophrenia and the likelihood of
receiving at least one Pap smear test
during the three-year period (2004–
2006).

Of the total sample of 10,575 pa-
tients, 5,552 (52.5%) received a Pap
test during the three-year period—
403 of the patients with schizophrenia
(34.3%) and 5,149 of the patients in
the comparison group (54.8%). Con-
ditional logistic regression analysis
showed that patients with schizophre-
nia were significantly less likely than
those in the comparison group to re-
ceive a Pap smear test (odds ratio=
.35, 95% confidence interval=.30–
.40, p<.001), after adjustment for age,
monthly income, number of ambula-
tory care visits, and level of urbaniza-
tion and geographic location of the
community in which the patient
resided.

Our study found that even with the
NHI program, which provides free
annual screening for cervical cancer,
women with schizophrenia were sig-
nificantly less likely than women
without schizophrenia to receive Pap
smear tests. These findings suggest a
need for more active intervention and
comprehensive strategies to increase
screening rates among women with
schizophrenia.

Herng-Ching Lin, Ph.D.
Ling-Yu Yang, M.A.
Wen-Ta Chiu, M.D.

Dr. Lin is affiliated with the School of
Health Care Administration and Ms.
Yang and Dr. Chiu are with the Graduate
Institute of Injury Prevention and Con-
trol, all at Taipei Medical University,
Taipei, Taiwan.

Acknowledgments and disclosures

This study is based in part on data from the
National Health Insurance Research Data-
base provided by the Bureau of National
Health Insurance, Department of Health,
Taiwan, and managed by the National Health
Research Institutes. The interpretations and
conclusions do not represent those of the Bu-
reau of National Health Insurance, Depart-
ment of Health, or the National Health Re-
search Institutes.

The authors report no competing interests.

PSYCHIATRIC SERVICES � ps.psychiatryonline.org � March 2010   Vol. 61   No. 3 332277

LETTERS



References

1. Pirraglia PA, Sanyal P, Singer DE, et al: De-
pressive symptom burden as a barrier to
screening for breast and cervical cancers.
Journal of Women’s Health 13:731–738,
2004

2. Wilkinson JE, Cerreto MC: Primary care
for women with intellectual disabilities.
Journal of the American Board of Family
Medicine 21:215–222, 2008

3. Owen C, Jessie D, De Vries Robbe M: Bar-
riers to cancer screening amongst women
with mental health problems. Health Care
for Women International 23:561–566, 2002

4. Martens PJ, Chochinov HM, Prior HJ, et
al: Are cervical cancer screening rates dif-
ferent for women with schizophrenia? A
Manitoba population-based study. Schizo-
phrenia Research 113:101–106, 2009

UUssee  ooff  HHoossppiittaall  EEmmeerrggeennccyy
SSeerrvviicceess  bbyy  YYoouutthhss  
iinn  OOuutt--ooff--HHoommee  CCaarree

To the Editor: Youths placed in out-
of-home settings often receive mental
health services from several sectors of
care, but the extent to which they use
hospital emergency services is uncer-
tain (1). Better information on the
use of emergency services in this pop-
ulation merits attention because such
services are costly and disruptive to
families.

We used Medicaid Analytic Extract
(MAX) claims from North Carolina to
examine the use of hospital emer-
gency departments among a
statewide population of youths under
age 22 who received out-of-home
care in congregate residential treat-
ment and family-type residential
treatment (often referred to as thera-
peutic foster care) during calendar
year 2003 (N=2,937). MAX claims
contain the age, race or ethnicity,
gender, Medicaid eligibility category,
and a primary ICD-9-CM diagnosis.
If the youth had more than one out-
of-home stay with different primary
diagnoses, we selected the most fre-
quent diagnosis. We used North Car-
olina claims because these data are of
high quality and because youths with
a psychiatric diagnosis were not en-
rolled in capitated managed care, as

they are in some states (2). The data
did not permit us to examine whether
emergency visits occurred before,
during, or after out-of-home stays.
With SAS software version 9.1, we
used chi square tests to examine
whether the demographic and diag-
nostic characteristics of youths who
used emergency services (N=1,616)
differed from those who did not (N=
1,321). We adhered to confidentiality
requirements in a data use agreement
with the Centers for Medicare and
Medicaid Services.

Fifty-five percent of youths (N=
1,616) in out-of-home care received
emergency services during the year
(mean±SD=2.0±2.7 visits). Forty-
nine percent (N=1,453) visited the
emergency department for a physical
health problem, and 19% (N=558)
visited the emergency department for
a mental health problem.

Twenty-six percent of girls (N=218)
received emergency services for a
mental health problem, compared
with 16% of boys (N=340) (p<.001).
Thirty-one percent (N=107) of youths
diagnosed as having major depression
or affective disorders while in out-of-
home care visited the emergency de-
partment for a mental health prob-
lem, compared with 18% (N=250) of
those diagnosed as having conduct
disorder or emotional disturbances (p<
.001). Of youths who visited the emer-
gency department for a mental health
problem, the proportion who were
enrolled in Medicaid because of low
income was smaller than the propor-
tions enrolled because of foster care
or disability (14%, 22%, and 25%, re-
spectively; p<.001). [A table with data
on demographic and clinical charac-
teristics of the total sample and by
type of emergency visit is included in
an online supplement to this letter at
ps.psychiatryonline.org.]

We report these preliminary find-
ings to stimulate research on the use
of emergency services among youths
in out-of-home care and to suggest
that systems of care designed for this
population should account for the

role of emergency departments. Visits
for physical problems may have been
common, in part, because youths with
emotional and behavioral problems
have an increased risk of injuries (3).
Although no diagnostic or demo-
graphic characteristics were associat-
ed with having an emergency visit for
a physical health problem, emergency
mental health visits were more com-
mon among girls, youths with major
depression or affective disorders, and
youths who were disabled or in foster
care. Further research is needed to
examine why these groups may be
more likely to use emergency depart-
ments and how the use of emergency
departments is related to the avail-
ability of other services (4).
Jonathan D. Brown, Ph.D., M.H.S.

Ellen Singer, M.A.
Henry T. Ireys, Ph.D.

The authors are affiliated with Mathemat-
ica Policy Research, Washington, D.C.
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