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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).

IImmpprraaccttiiccaall  FFeeaattuurreess  ooff
LLoonngg--AAccttiinngg  RRiissppeerriiddoonnee
To the Editor: I am writing in re-
sponse to the article in the September
2004 issue by Dr. Keith and his col-
leagues (1) on “practical” aspects of
long-acting risperidone. I believe that
a balanced discussion of long-acting
risperidone should have included
some acknowledgement of its “im-
practical” features.

Obtaining long-acting risperidone
is complicated and time-consuming.
There is a paperwork burden associ-
ated with procurement of the drug.
Storage and administration of long-
acting risperidone is cumbersome
and time-consuming. The drug
must be refrigerated. Our agency
receives the drug at multiple sites,
and it is handled by multiple per-
sons. The chain of custody must be
ensured. Assembling the compo-
nents of the injection system takes
time and dexterity. The actual cost
of the drug includes the drug it-
self—about $500 a month—plus in-
creased cost to insurers because of
the necessity of more clinic visits by
patients who are receiving the drug

plus nonreimbursable clerical costs
to the clinic.

Unless the mental health agency
has deep pockets and an experienced
billing department and has prepur-
chased the drug, no long-acting
risperidone is available for immediate
use. The moment a patient says, “Yes,
I’ll take the shot,” the physician must
reply, “Great! Come back next week.”
This is no way to initiate treatment. In
addition, because gluteal injection is
required, I cannot be alone with my
female patients or my homophobic
male patients.

There are significant disincentives
to the use of long-acting risperidone
that should have been anticipated and
considered by the manufacturer. I be-
lieve that the underutilization of
fluphenazine and haloperidol de-
canoate had more to do with physi-
cian reluctance than patient reluc-
tance. The cost and the problems
with storage and use of long-acting
risperidone are daunting obstacles for
a community practitioner who is not
surrounded by a bevy of nurses and
clerks. 

A journal that once contained the
word “community” in its title should
be taking a lead in demanding phar-
macologic treatments that are not
simply effective but also accessible.

Mark A. Amdur, M.D.

Dr. Amdur is medical director of Thresh-
olds in Chicago.
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In Reply: On behalf of my coau-
thors, I would like to thank Dr. Am-
dur for raising a number of salient
points. That obtaining long-acting
risperidone is complicated is a men-
tal health systems issue that needs to
be addressed. When new—and pre-
sumably expensive—medications are
introduced, there is almost always a
“push back” from our reimburse-
ment systems that is designed to

slow the use of the medication and
thereby reduce the cost to the sys-
tem. Cost and value are thus put into
conflict. 

Progress often comes with a price
in both effort and dollars. We should-
n’t expect progress to necessarily “fit”
into the existing system, which most
of us would agree is broken in many
places. Clozapine didn’t fit well ini-
tially because of its expense and the
requirement for blood testing, but
we managed to make it work. Our
colleagues in rheumatology and on-
cology have mastered the “buy and
bill” process. A new long-acting atyp-
ical injectable medication—a med-
ication we have all asked to have—
may not fit well initially into our cur-
rent system, but as in all evolutionary
progression, we need to adapt or our
relevance and even our existence be-
come less valuable to society.

Dr. Amdur’s point that use of long-
acting risperidone is perceived to be
cumbersome and time-consuming
probably refers to the required re-
frigeration and the actual administra-
tion of the injection. This may be the
first medication in psychiatry that re-
quires refrigeration. However, it is
only one of many in other areas of
medicine, and solutions must there-
fore be available. The actual injection
is easily given. It is an isotonic water-
based suspension and thus is a much
easier and less painful injection than
the oil-based solutions of convention-
al depot medications—it goes in
more rapidly and doesn’t need “Z-
tracking.” While a gluteal injection
may be somewhat less convenient
than a deltoid injection, it does not
require major disrobing. The proce-
dure does require appropriate safe-
guards and “chaperones,” but as
physicians we should be able to find
ways to address these issues as well. 

In addition, Dr. Amdur’s observa-
tion that the use of conventional de-
pot medications has declined be-
cause of physicians’ resistance and
the advent of second-generation an-
tipsychotics is true in the United
States but not in Europe, where
long-acting injectable medications
are the mechanism of choice for de-

letters12.qxd  11/15/2004  9:38 AM  Page 1443



livery of antipsychotics for 10 to 50
percent of patients, depending on
the country. Because of this level of
variability between the United
States and other places, I believe it
is an issue of choice, not a real issue.
With the availability of a long-acting
injectable second-generation med-
ication, we have a different choice. 

We have faced many challenges
and misunderstandings in psychiatry.
We thank Dr. Amdur for identifying
several with long-acting injectable
risperidone. We can overcome most
with the combination of an ever-ex-
panding database of science and a
persistent desire to provide our pa-
tients with the best care available.
Our patients with schizophrenia de-
serve no less from us. 

Samuel J. Keith, M.D.

EEtthhiiccaall  CChhaalllleennggeess  iinn  tthhee
FFaaccee  ooff  aa  TTaarrggeetteedd  TThhrreeaatt  
To the Editor: In this letter we de-
scribe some of the ethical challenges
that emerged during an evaluation of
a health care plan to assess the im-
plementation of a disease manage-
ment program for depression. In the
fall of 2002, focus groups were held
with enrollees of the health plan who
had a diagnosis of depression with
the goal of examining their experi-
ences as health care recipients. All
research protocols had been ap-
proved by the institutional review
board (IRB) of the affiliated univer-
sity. Before the focus groups, partic-
ipants received a letter explaining
the nature of the evaluation. At the
start of the focus groups, consent
forms were discussed, including the
limits of confidentiality, and each
participant signed a form. All identi-
fying information specific to the case
described here has been altered. 

During one of the focus groups, a
participant reported having unsuc-
cessful surgeries, which led to com-
plications and subsequent impair-
ment. The participant stated during
the group: “I’ve had times when I lay
there and think about . . . buying a
damn gun. . . . Just to hell with him
[the doctor]. . . . What have I got to

live for? I’m not going to prison.”
There was enough information to in-
dicate that this person was at high
risk of violence on the basis of moti-
vation and other stressors. We re-
sponded to these challenges by ob-
taining additional consents for re-
lease of information from the partic-
ipant after the conclusion of the fo-
cus group. We sought immediate
clinical and legal consultation—first,
for a psychiatric evaluation, and sec-
ond, for information about legally
permissible actions to prevent the
threatened violence. 

The dilemma we faced was the
ethical obligation for researchers to
maintain confidentiality—duty to
the participant—within certain boun-
daries (1) and the opposing duty to
protect, which required notification
of the identified third party because
of the targeted threat (2). Other
questions emerged: Do qualitative
researchers establish a “special rela-
tionship” as clinicians do (3)? And
what are the ethical obligations at-
tached to that relationship? Appel-
baum and Rosenbaum (3) suggested
that through face-to-face interviews
researchers cultivate a rapport with
participants to facilitate the receipt
of sensitive information. There is no
case law establishing that a special re-
lationship exists between the re-
search participant and the researcher
as a result of qualitative inquiry. 

We made an effort to protect the
third party by calling the local mo-
bile crisis team for an emergency
psychiatric examination of the per-
son who made the threat. The team
determined that he was not a threat.
We met our IRB and legal obliga-
tions by calling the crisis team, but
was that enough? Also, what addi-
tional follow-up with the participant
or his health plan would be overstep-
ping the research boundaries? 

Furthermore, we found no guid-
ance in the literature about how to
handle a Tarasoff-related situation in
a focus group. Should the focus
group participants be debriefed? If
so, at what point during the group
should this be done, and how?

This case raised compelling ethical
and practical dilemmas that qualita-

tive researchers may face. It is hoped
that the case will serve as a reminder
to investigators of the need to con-
tinually examine the adequacy of
their research practices and proto-
cols. In addition, we suggest that fur-
ther study should be given to Tara-
soff-related situations in focus
groups.

Katherine A. Best, 
M.S.W., M.P.H.

Julienne Giard, M.S.W.
Roger A. Boothroyd, Ph.D.

The authors are affiliated with the Florida
Mental Health Institute at the University
of South Florida in Tampa. 
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IIddeennttiiffyyiinngg  LLiiffee  SSttrreessssoorrss  ooff
PPaattiieennttss  WWiitthh  SScchhiizzoopphhrreenniiaa
aatt  HHoossppiittaall  DDiisscchhaarrggee

To the Editor: The period after dis-
charge from a psychiatric hospital
represents a critical time in the
course of illness for individuals with
schizophrenia. The transition from
the hospital to another setting has
been found to be associated with in-
creased levels of stress and, perhaps
as a consequence, with exacerbation
of psychiatric symptoms, noncompli-
ance with medication, substance
abuse, and suicide attempts (1,2). In
particular, the link between dis-
charge, stress, and suicide may be im-
portant, because 20 to 40 percent of
suicides among persons with schizo-
phrenia occur within three months of
discharge (3), with the risk particular-
ly high during the first five days after
discharge. 

PSYCHIATRIC SERVICES ♦ http://ps.psychiatryonline.org ♦ December 2004   Vol. 55   No. 12

LETTERS

11444444

letters12.qxd  11/15/2004  9:38 AM  Page 1444



Although most studies of stress and
schizophrenia focus on major life
events, it has been suggested that it is
more the demands of everyday life
that lead to stress (4) and that daily
hassles are better predictors of sub-
jective stress than major life events
(5). Schizophrenia is characterized by
repeated hospitalizations and dis-
charges. Even though it is recognized
that the days after discharge are a
high-stress period, there is a lack of
information about the stressors that
individuals with schizophrenia expe-
rience during this period.

The aim of this study was to enu-
merate these stressors. We assessed
110 individuals with a DSM-IV diag-
nosis of schizophrenia within a week
of their discharge from an inpatient
unit at the New York State Psychiatric
Institute. The study was approved by
the institute’s institutional review
board, and written informed consent
was obtained from all participants.
Data were collected from 1999 to
2001. Stressors were assessed by an
open-ended question asking partici-
pants to indicate the three most
stressful issues they were facing at the
time of discharge. The 110 partici-
pants provided 279 responses (a
mean±SD of 2.54±1.06 responses per
person; range, zero to five responses). 

The most prevalent individual
stressor was psychotic symptoms,
identified by 34 participants (31 per-
cent), followed by adjustment to fu-

ture residential settings, identified by
31 (28 percent). Among categories of
stressors, 47 participants (43 percent)
endorsed one or more interpersonal
stressors—loneliness and issues relat-
ed to social activities, relationships
with parents, and relationship with
other relatives or significant others.
Employment-related stressors—find-
ing or maintaining employment—
were the next most common, en-
dorsed by 36 participants (33 per-
cent), followed by stress related to
concerns about general well-being or
the possibility of future hospitaliza-
tions, which were endorsed by 34 par-
ticipants (31 percent). Only five par-
ticipants (4 percent) responded to our
question by stating “I don’t know” or
“No stress.”

Our findings suggest that persons
with schizophrenia who are anticipat-
ing discharge experience at least one
stressor. Stressors related to psychotic
symptoms and interpersonal relations
were frequently reported, as were
stressors related to adjustment to fu-
ture residential settings, general well-
being, future hospitalizations, and em-
ployment. Although obtaining a job
may be unrealistic for many individu-
als with schizophrenia, the stress asso-
ciated with this issue may be present,
and it reflects important predischarge
concerns. Future research focused on
linking subjective experiences of stress
with more objective measures of stress
will be important. We are using the re-

sults of our study to develop a tool for
measuring stress at discharge. When
stressors are identified at discharge,
interventions to help individuals man-
age and cope with specific stressors
can be incorporated into the discharge
plan.

David Kimhy, Ph.D.
Jill M. Harkavy-Friedman, Ph.D.

Elizabeth A. Nelson, Ph.D.

The authors are affiliated with the depart-
ment of psychiatry at Columbia Universi-
ty and the department of medical genetics
at New York State Psychiatric Institute in
New York City.
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