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From the Editor—What'’s Therapeutic About ‘“Forced” Drug Switching?

Laura Holcomb, Ph.D., MSCP

Mary, a 35
year-old
woman, has
been experi-
encing moder-

ate symptoms

of depression
for the past month. Her job was cut from
full-time to part-time 6 months ago, and
her family has been struggling financially
since then. Mary has a family history of
depression but no history of mental health
difficulties. She is not taking any medica-
tions, other than ibuprofen for minor
aches and pains which have increased
recently.

Mary’s primary care physician, Dr.
Dogood, is most comfortable with prescrib-
ing the SSRI’s (Selective Serotonin Reup-
take Inhibitors), sertraline (Zoloft) and
fluoxetine (Prozac), having used these
medications for years. But he likes to pro-
vide samples to patients, especially when
they are struggling financially. He is be-
coming more comfortable with prescribing
escitalopram (Lexapro) but gave the last
samples to a patient yesterday. A pharma-
ceutical representative recently left sam-
ples of duloxetine (Cymbalta), an SNRI
(Serotonin Norepinephrine Reuptake In-
hibitor). Dr. Dogood decides that Cym-
balta may be an appropriate choice for
Mary, given that she has reported vague
aches and pains, though she does not
have fibromyalgia. So, he gives Mary sam-
ples of Cymbalta lasting 2 weeks, and a
prescription to fill if she tolerates the medi-

cation.

Mary appreciates the samples, given her
financial situation. She takes samples of
Cymbalta, 30 mg per day for 2 weeks

which she tolerates well, so she takes the
prescription to her local pharmacy. She is
informed that Cymbalta is in the top tier of
the formulary for her insurance plan, and
the copay will be $50. She does not want to
start over with a different medication, so
she pays for the prescription with money
she had set aside for groceries. She feels a
little better on 30 mg per day of Cymbaita,
and much better about 4 weeks after Dr.
Dogood titrates to 60 mg per day.

Mary’s mood has been stable for 6 months
when she gets a letter indicating that Cym-
balta will no longer be covered by her insur-
ance plan. The letter encourages Mary to
talk with her physician about lower cost
alternatives, such as venlafaxine (Effexor),
another SNRI, or a generic SSRI [i.e.,
fluoxetine, sertraline, paroxetine (Paxil),
citalopram, (Celexa)]. Mary tells Dr.
Dogood that though Cymbalta is working
very well for her, she cannot afford to con-

tinue it if she has to pay out of pocket.

Mary experiences difficult withdrawal symp-
toms while tapering off of Cymbalta, and a
relapse of depressive symptoms. She then
“fails” venlafaxine, fluoxetine, and sertraline
because of intolerable side effects. This
process takes weeks, and Mary becomes
discouraged and even more depressed. Her
health plan will still not cover Cymbalta. So,
Dr. Dogood then prescribes citalopram 20
mg per day, which Mary tolerates; After a
gradual titration to 60 mg per day over a
number of weeks, Mary feels better, though
not as good as while on Cymbalta. Copays
for multiple visits to see Dr. Dogood and for
multiple prescriptions have increased her
financial strain. Mary feels resentful, and
says she feels like a “guinea pig” after be-

ing tried on so many medications.

lholcomb@hpmaine.com

Mary has experienced a form of
“forced” drug switching, also known as
“therapeutic drug switching.” Thera-
peutic drug switching occurs when a
patient is required to switch from a
medication on which they are stable to
another medication, often a generic in
the same class, or to pay out of pocket
to continue the originally prescribed
medication (Skinner, Gray & Attara,
2009).

The term, “therapeutic substitution”
has been used interchangeably with
“therapeutic drug switching.” But ac-
cording to the American Psychiatric
Association (APA), National Associa-
tion of the Mentally Il (NAMI), Mental
Health America (MHA), and the Na-
tional Council for Community Behav-
ioral Healthcare (NCCBH), in their
Joint Statement on Therapeutic Substi-
tution (2008), therapeutic substitution
occurs specifically when a patient tries
to fill a prescription and the pharmacist
must contact the prescriber for permis-
sion to substitute a “preferred” medica-
tion, or the patient must pay for the
originally prescribed medication out of
pocket. Therapeutic substitution may
be prompted by a required step ther-
apy protocol, where the patient has to
“fail” medication(s) on the formulary in

the same class prior to the plan...

(continued on pg. 26)
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(continued from pg. )

... something terribly wrong. What
Shorter actually says in this brief para-
graph perfectly reflects our current
bias — only biology matters. Because
some disorders are purely organic,
says he, we must always have known
about madness — that is to say, with-
out this biological imbalance, madness

would never have existed.

In fact, | believe that almost the exact
opposite represents a better under-
standing of human’s historical and
current understanding of mental dis-
ease. Our conceptualizations of mad-
ness have always been both biological
and social. | believe, despite the many
merits of the biological heuristic, it
will soon be eclipsed by a more po-
tent and more comprehensive expla-
nation that does not negate under-
standing based on biological models,
but places this understanding in the
proper context by which all such dis-

orders must be understood.

So let’s set history straight. Far from
limiting their descriptions of madness
to organically mediated forms, West-
ern ancients, unencumbered by over-
whelmingly dominant biological mod-
els, had classification systems for men-
tal disorders that we, in our DSM
driven era, would be hard pressed to
say we've substantially improved on.

Think of what the ancient poets sang,

and what has come down to us today, in
history disguised as legend. Ancient
Western societies recognized at least 4
different classes of madness — two of
which were inherent and two acquired.
There were those who intrinsically were
mad, and probably represented a more
biological quadrant of mental disorders,
what today we call psychosis, mania, or
severe compulsive behaviors. We find
descriptions of such madness in those
who were seers, oracles, and priest-
esses — what has been called an “ecstatic
visionary shamanism”, although we must
be careful not to romanticize ancient
views of mental illness- rejection,
squalor, exploitation, and homelessness
were certainly not unknown. Another
form of ancient madness is also well
known - nott those who were inher-
ently mad, but those who became mad
as a result of Bacchanalian excesses —
the madness that derives from overin-
dulgence in alcohol and other intoxi-
cants. The third major diagnostic cate-
gory described by Western ancients,
was, then and now, that which accounts
for the most commonly occurring form
of madness — those who were made, or
driven mad — generally as a result of pro-
found grief, loss, or perhaps transgres-
sion of societal or historical taboos.
Depression, less severe anxiety and post
-partum conditions might best represent
this group (here it is interesting to

speculate on another classical distinction

— between madness as a gift, as in
prophecy, and madness as a punish-
ment) Finally, then as now, we have a
“catch-all” category of madness, multi-
factorial but mostly biological in origin,
represented by those with mental retar-
dation or, structural brain defects due
to birth trauma, head injury, or meta-
bolic or systemic illness (age related
dementias, syphilis and the like). These
unfortunates were not classically mad,
but, then and now being largely untreat-
able by other branches of medicine, fell
into the realm of those who treated the

mind.

It seems clear that the ancients recog-
nized a biological component to mental
illness, but were not, as we are today,
beholden to such an explanation. The
“biological fallacy,” if you will, is, | be-
lieve, largely a product of modern times
and Western medicine, ultimately having
roots in medieval notions that imbal-
ances in body humors led to the pro-
duction of all types of disease. There is,
however, a second fallacy, also histori-
cally contained in the notion of humoral
imbalances that has driven much of our
thinking about madness from the end of
the [9th century on — the fallacy of cau-
sality — and nowhere is the causality
fallacy better illustrated than by the
monoaminergic hypothesis of depres-

sion.

(continued on pg. 4)
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Sammons, President’s Column, continued

(continued from pg. 3)

Following work performed in the late
1950 and early 1960 by Julius Alexrod
and colleagues on monoaminergic neu-
rotransmission, the monoamine hy-
pothesis of depression was introduced
and since then has been the dominant
heuristic in our understanding of the
disorder. The evidence was clear — The
production or availability of monoamine
neurotransmitters in patients with de-
pression was deficient. Depressed pa-
tients had fewer urinary excretions of
the primary metabolites of serotonin
norepinephrine than did not depressed
patients. In a few famous but extraordi-
narily small studies, central serotonin
levels were found to be abnormally low
in patients who had committed suicide.
It was therefore inescapable — low levels
of serotonin (or other neurotransmit-
ters) led to depression, improving the
central availability of serotonin would
therefore fix depression. Similarly, ex-
cess dopaminergic activity in certain
neural pathways led to psychosis, or at
least the positive symptoms of schizo-
phrenia. Directionality was unques-
tioned. Although the vital question—
were low levels of serotonin causal of
depression or were they a consequence
of the disease? was undoubtedly asked,
over time, the assumption of causality
became implicit — depression was

caused by a dysregulation of central

monoaminergic neurotransmitters — not
the obverse. Recent history suggests
that when we fail to address the issue of
causality we run into trouble. Consider
the controversy surrounding the role of
cortisol in the production of depres-
sion. In the late 1980s, observations of
excess serum cortisol in depressed pa-
tients led to some rather intense specu-
lation as to the role of corticosteroids
in the production of depression. In-
deed, for several years, the dexamen-
thasone suppression test became a
popular, in inaccurate and ultimately
useless, tool to “diagnose” depression,
the assessment of which, then and now,
remains almost purely clinical. But the
causality fallacy has a long history in
biological psychiatry, predating the
monoamine hypothesis by at least a cen-
tury. One earlier example can be found
in the presumed link between bloody
ears (hematoma auris) and insanity. In
1870, Dr. Edward Hun, finding a high
incidence of bloody ears in asylum in-
mates, speculated that this condition
was predictive of insanity (Shorter,
1997), rather than making the obvious
and correct inference — that asylum in-
mates were routinely physically abused

by their keepers.

Failure to question these assumptions
has led to both a theoretical and investi-
gatory impasse in current conceptions

of mental disorders. Biological heuris-

tics seem to be running out of steam,
but since we’ve successfully convinced
ourselves that only biology matters we
have no ability to redirect our atten-
tion to alternatives. This fierce alle-
giance to one explanatory heuristic
reflects the bipolar nature of modern
psychiatric theory — we have transi-
tioned from the highly theoretically
elaborate but empirically baseless ten-
ets of classical psychoanalytic thinking
to the absolutist dogma of biology. This
has left little room for a moderate,
essentially pragmatic approach to men-

tal disease.

Advances in the understanding of the
neurobiological mechanisms associated
with mental disorders have led to the
development of a large number of
pharmacological interventions. Since
the beginning of the modern psy-
chopharmacological era in the early
1950s, psychotropics have been among
the most commonly prescribed drugs
of any class. The increase in use of
drugs to treat mental disorders has
been particularly evident in the dec-
ades following the introduction of the
first selective serotonin reuptake in-
hibitor in the late 1980s. It is no sur-
prise to find, then, that pharmacother-
apy is today the most common form of
treatment for mental disorders and
that the use of pharmacological treat-

ments has come at the expense of
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Sammons, President’s Column, continued

psychological interventions. In 2007
antidepressants were the most com-
monly prescribed drug in the US and

remain among the most commonly

prescribed drug of any class around the

globe. Antidepressant or antipsychotic

drugs are almost always listed among

the top 10 selling drugs both within the

US and in the global market.

How did we get to this point? Again, a
look at history, this time more recent,
helps explain. Many current contro-
versies in modern psychopharmacol-
ogy, including questions of the utility of
a drug for a particular disorder or at-
tempts to expand or redefine a clinical
condition in order to improve drug
sales, are reflected in the early clinical
history of modern psychopharmacol-
ogy. Few clinicians are aware that one
of the earliest attempts to market a
psychotropic involved the ampheta-
mine benzedrine, which was first mar-
keted as a nasal decongestant. After
observations of its stimulant proper-
ties, attempts were made to market it
as an antidepressant. But it became
clear rather early that stimulants were
of limited efficacy in treating severe
depressive conditions. The drug was
accordingly marketed as a treatment
for mild depression or anhedonia — a
diagnosis that did not previously exist

(Rasmussen, 2008).

It is tempting to ascribe the enduring

nature of such controversies to pharma-
ceutical manufacturers’ attempts to
maximize profits on patented agents,
but the reality is more complex. Nu-
merous factors influence our view of
psychopharmacological treatment,
among them the limitations posed by a
diagnostic nosology that is acknowl-
edged to be imprecise but yet often
forces artificial distinctions between
common mental disorders (e.g., consid-
eration of anxiety and depression as
separate disorders, rather than points
on a continuum). Additionally, as we
have said, treatment with psychotropics
is almost always less than definitive.
Symptoms improve, but rarely resolve
with drug treatment, making the calcula-
tion of risks and benefits associated with
pharmacological treatment an essential
clinical as well as ethical consideration.
Finally, the view by some professionals
that the choice to use psychotropics is
in some manner a moral decision (e.g.,
the belief that it is morally better to
seek relief via psychotherapy than via
the use of pharmacology) adds yet an-
other factor to the complexities of
modern psychopharmacological treat-

ment.

The modern psychopharmacological era
can be divided into five distinct periods
of drug development and clinical prac-
tice. The first phase existed prior to

the 1950s, when few effective pharma-

cological interventions were available.
Nonspecific sedating compounds
(opiates, bromides, barbiturates) were
used to control mania or psychosis. A
focus on institutional treatment and a
variety of invasive interventions (insulin
coma, electroconvulsive therapy, lo-
botomy) for these conditions or severe
depression restricted treatment to the

more seriously ill.

The second period started in the
1950s, a period of tremendous phar-
macological innovation and one that
heralded the introduction of the first
effective drug treatment for several
disorders. Lithium was re-introduced
into clinical practice in 1949, followed
in short order by chlorpromazine, re-
serpine, meprobamate, and imipramine
and iproniazid. The modern psy-

chopharmacological era was born.

A third period of “in-class” drug devel-
opment lasting several decades then
prevailed from the early 1960s to the
late 1980s or early 1990s. This period
was characterized by the expansion of
pharmacological options, but almost
always within the same class as the
index agent introduced in the 1950s. It
was also marked by the rapid growth
of biological models of mental disor-
ders and their treatment. With the
exception of the introduction of the

antidepressant...

(continued on pg. 22)
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Use of Antidepressants in Palliative and End of Life Care

Palliative Medi-
cine, recently
recognized as a
medical subspe-
cialty, focuses

on actively

treating physical,

social, and

psychological,

psychiatric,
spiritual distress experienced by patients
with serious and advanced illness, and
their caregivers. The main goal of these
interventions is to allow patients to ex-
perience the best quality of life, for as
long as possible. In order to create
physical comfort for the patient, the
palliative care team takes a very proac-
tive approach to the treatment of pain.
Additionally, other distressing physical
symptoms that can limit quality of life
are also actively treated. These symp-
toms include fatigue, weakness, nausea,
constipation, anorexia, and shortness of

breath.

For the patients, a diagnosis of serious
illness often marks the beginning of
physical and emotional losses that may
end with death. As a result, psychologi-
cal distress, including depressive symp-
toms are frequently experienced by
patients with advanced illness. As the
illness progresses and patients approach
the end of life, the focus on quality of
life shifts somewhat to an emphasis on
minimizing physical and psychological

distress during the dying process, for

E. Alessandra Strada, Ph.D.

patients and caregivers. Palliative care
considers patients and caregivers as a
unit of care. Therefore, the efforts of
the palliative care treatment team in-
clude attention to caregivers’ psycho-

spiritual well-being.

Depression is not uncommon in pallia-
tive care and hospice patients. Rates are
to 75%
(Chochinov & Breitbart, 2009; Miller &
Massie, 2006; Block, 2000). Untreated

estimated between 22%

depression creates significant suffering
for patients and caregivers, and is asso-
ciated with suicidal ideation and in-
creased requests for hastened death in
terminal patients (Wilson et al,, 2007;

O’Mahony et al.,, 2005; Brugha, 1993).

Diagnosing depression in patients with
advanced illness is complicated by the
fact that many of the somatic symptoms
of depression, such as fatigue, sleep dis-
turbances, loss of energy, and weight
loss are common in patients with ad-
vanced illness. Additionally, the term
depression is sometimes used to indi-
cate psycho-spiritual distress where the
patient feels low, sad, or demoralized
due to the progression of the illness, as
there is a transition from a curative to a
palliative modality of care. This transi-
tion often means not only that cure can-
not be achieved, but that the patient’s
prognosis may be poor and death is an
increasingly certain and near outcome.

As a result, patients and caregivers’ may

experience profound disappointment,
sadness, grief, and loss of existential
meaning. The resulting psychological
distress warrants the use of any ade-
quate and available treatment options.
Frequently, the best approach is an
integrative effort which combines the
judicious use of psychotropics, psycho-
therapeutic interventions, and spiritual

care.

Antidepressant medications and psycho
stimulants may have an important role
in palliative medicine because they can
be used to treat a variety of symptoms,
including pain and fatigue. In choosing
pharmacological agents clinicians are
guided by goals of treatment, side ef-
fect profile, medical co-morbidities,
drug interactions, and patient’s progno-
sis.

Selective Serotonin Reuptake In-
hibitors (SSRlIs)

Generally considered the first line of
treatment for depressive disorders in
patients with serious and advanced
illness, SSRIs have shown to be effec-
tive and have a low side effect profile.
However, the amount of time required
for full therapeutic effect is usually on
the order of weeks. This time delay
can be problematic when patients have
limited prognosis and the goal is to
achieve a rapid onset of action. In pa-
tients with a life expectancy of several

months, these medications have been
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Strada, Use of Antidepressants in Palliative Care, continued

shown to be helpful and effective (Fisch

et al,, 2003; Holland et al., 2006).

While fluoxetine and paroxetine are

potential inhibitors of cytochrome
P450 enzymes, therefore increasing the
likelihood of drug-drug interactions,
sertraline, citalopram or escitalopram
carry a lower risk of inhibition and thus
lower potential drug interactions.
Minimizing potential for drug to drug
interaction is particularly important
with palliative care patients, who usu-
ally have numerous co-morbidities and,

therefore, take several medications.

Serotonin Norepinephrine Reup-
take Inhibitors (SNRIs)

Venlafaxine and duloxetine are gener-
ally found to be well tolerated and with
side effect profiles similar to SSRIs.
Venlafaxine acts as an SSRI at lower
doses, usually only inhibiting reuptake
of norepinephrine at doses above 150
to 225mg per day. The starting dose
for venlafaxine is usually 37.5 mg per
day, and 30 mg per day for duloxetine.
Their stimulating effects, and the gen-
erally shorter period of time required
to show therapeutic effect, make them
a reasonable choice for patients who
complain of fatigue in addition to low
mood and have a limited prognosis
(Chochinov & Breitbart, 2009). Both
medications may contribute to hyper-
tension and may result in nausea and
dizziness, which can cause significant

distress to palliative care patients, who

may already experience nausea as a re-

sult of illness.

Psychostimulants
Methylphenidate and dextroampheta-

mine act predominately through release
of dopamine from the presynaptic ter-
minal. Additionally they block reuptake
of dopamine (Sood et al., 2006). Side
effects include agitation, insomnia, tachy-
cardia, hypertension and, as a result of
the increased dopamine levels, psychotic
symptoms (Lloyd-Williams et al., 1999).
Methylphenidate is now available in a
transdermal patch. Unless there are
medical contraindications, psycho stimu-
lants are generally preferred over SSRIs
when patients’ prognosis is in the order
of a few weeks, but they would still like
to able to engage with loved ones.
Methylphenidate and dextroampheta-
mine have been shown in the palliative
care population to be a rapid and effec-
tive treatment of depressive symptoms
(Macleod, 1998). Response is antici-
pated within 48 hours of initiation of
treatment.  Fatigue is another highly
distressing and prevalent symptom in
patients with advanced illness who are
approaching death. Fatigue should there-
fore be considered for treatment in
palliative and end-of-life care. While the
idea of “giving more energy” to a patient
who is dying may sound like a paradox,
it can be a reasonable goal of care

when identified as desirable by the pa-

tient. Methylphenidate (Ritalin) has been

shown to be effective in the treatment
of fatigue (Sarhill et al,, 2001). Dosing
of methylphenidate ranges from 5mg
daily to 10mg BID, and as high as 30mg
total daily dose. While it has been de-
scribed as being generally well toler-
ated, some studies have described in-

somnia and cardiovascular toxicity as

complications from treatment.

Modafinil (Provigil) is a novel agent
generally used for the treatment of
narcolepsy, obstructive sleep apnea and
sleep problems related to shift work.
It is thought to enhance the activity of
the hypothalamic wakefulness center,
promoting release of histamine, orexin
and hypocetin. It has less potential for
dependence and fewer side effects than
traditional stimulants. Used at low
doses (200-225mg) in chronically ill and
cancer patients, modafinil has effec-
tively improved fatigue without signifi-
cant side effects. Clinical experience

suggests that this effect can be
achieved quite rapidly, and may not
require weeks of treatment for im-
provement. In terminally ill patients the
starting dose should be 100 mg per day
and titration should be slow, carefully

monitoring patients’ response.

(continued on pg. 12)
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Diagnosis of Bipolar Disorder: What is the Role of Self-Report?

Bipolar disorder

represents a very
serious mental

health

problem.
{ . .
f Its impact in-

, cludes increased

<
g |

lost work productivity, elevated psychi-

i
health care costs,

atric and medical comorbidity, hospitali-
zation, and suicide (Andlin-Sobocki &
Wittchen, 2005; Baldasserini & Tondo,
2003; Kupfer, 2005; Peele, Xu, &
Kupfer, 2003). Based on these costs,
bipolar disorder has been placed among
the top ten disabling conditions world-

wide (World Health Organization,
2004).

For some time now, researchers and
clinicians alike have aimed to develop a
brief, valid self-report scale to quickly
and reliably detect bipolar disorder. A
goal of this report is to describe existing
scales for detecting bipolar disorder, as
well as some practical and conceptual
issues that make identification of bipolar

through self-report difficult.

The Mood Disorder Questionnaire
(MDQ; Hirschfeld et al., 2000) is per-
haps the best-known bipolar screener. It
features 13 yes/no questions covering
bipolar symptoms, as well as two items
to cover whether the symptoms co-
occurred and caused at least moderately
severe problems. A positive screen is

achieved by endorsing at least 7 of the

Christopher Miller, MA

I3 symptoms, along with endorsing the
items regarding co-occurrence and se-
verity. The MDQ has demonstrated
moderate sensitivity and specificity for
detecting bipolar | disorder in an outpa-
tient setting (Hirschfeld et al, 2000).
Subsequent studies, however, have
found limited sensitivity among outpa-
tients, especially in detecting bipolar Il
disorder (Hirschfeld et al., 2005; Miller
et al., 2004), and even lower sensitivity
to bipolar disorders overall in the gen-
eral population (Hirschfeld et al., 2003).
The item regarding severity may be
problematic in outpatient populations,
as those with low insight or bipolar Il
disorder may be unlikely to recognize
the consequences of the disorder. The
cutoff of 7 out of thirteen symptoms
may be problematic in college popula-
tions, as many of the symptoms appear
normative for undergraduates (e.g. peri-
ods of high energy or bursts of activity).
Indeed, some preliminary research sug-
gests that as many as 75% of college
students may endorse 7 or more of the

MDQ’s initial 13 items (Miller, 2008).

The General Behavior Inventory (GBI;
Depue et al, 1989) was designed to
identify lifetime bipolar affective disor-
ders. In its complete 73-item form, it
has been subjected to many validation
studies with both clinical and non-

clinical populations (Depue et al., 1989;

Klein et al, 1989) and has performed

well at detecting milder portions of the
bipolar spectrum. The GBI’s utility as a
screening instrument is limited, how-
ever, by both its length and the com-
plexity of its items: many of the items
appear to tap several symptoms simul-
taneously while also addressing related
issues such as severity, frequency, and

duration.

The Hypomanic Personality Scale (HPS;
Eckblad & Chapman, 1986) is an inven-
tory designed to identify those at risk
for hypomanic or manic episodes,
originally validated in undergraduates.
It consists of 48 items presented in a
true/false format. It has demonstrated
some ability to detect hypomanic epi-
sodes in undergraduates (Eckblad &
Chapman, 1986; Meyer & Hautzinger,
2003) and, more impressively, pre-
dicted the onset of hypomania and
bipolar disorders in the same sample
over a |3 year follow-up (Kwapil et al.,
2000). Despite these successes, the
HPS appears to identify a prohibitively
high number of false positives at the
cutoffs commonly used. This issue of
false positives appears troublesome
enough that even the original authors
did not recommend it for routine
screening. The HPS may be useful,
however, in identifying those “at-risk”
for bipolar disorder in research set-
tings where further screening can be

done (e.g. see Johnson, Ruggero, &
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Carver, 2005; Klein, Lewinsohn, &
Seeley, 1996). Some authors have at-
tempted to distill a shorter version of
the HPS that may be suitable for
screening in clinical settings (e.g. see

Meads & Bentall, 2008).

Other screening tools have been sub-
jected to less empirical study. The Hy-
pomania Checklist (HCL; Angst et al,,
2005) exists in both 20- and 32-item
versions and was designed to detect
hypomania among depressed outpa-
tients. Like the HPS, its use appeared
to result in too many false positive
screens, in one study. The Bipolar
Spectrum Diagnostic Scale (BSDS) uses
a paragraph format and appears sensi-
tive to bipolar Il disorder, but has only
been evaluated in two studies (Ghaemi
et al., 2005; Phelps & Ghaemi, 2006).
The Temperament Evaluation of Mem-
phis, Pisa, Paris, and San Diego — Auto-
questionnaire version (TEMPS-A) has
been validated as a measure of hyper-
thymic temperament in several coun-
tries, and was the focus of an entire
issue of the Journal of Affective Disor-
ders (Akiskal & Akiskal, 2005). How-
ever, it has not been evaluated as a

screening tool per se.

In addition to the screening tools re-
viewed briefly above, numerous other
scales exist, or are currently under
development, for detecting bipolar

disorder. Despite the variety of scales,

self-reports for bipolar disorder have
lagged behind those for other mental
health conditions. Lack of insight into
one’s illness is an issue that likely con-
tributes to this gap. It stands to reason
that patients who do not recognize their
symptoms or the consequences thereof
will be unlikely to receive a positive
screen on any self-report scale. Insight is
likely to be lowest early in the course of
disorder, when successful detection of
bipolar disorder might be most helpful
(Yen et al.,, 2004).

Difficulties with insight go beyond simply
recognizing symptoms, however: the
MDQ, for instance, requires that the
patient endorses at least moderate
problems related to their manic symp-
toms to receive a positive screen. Other
scales do not include separate items on
problems caused by symptoms, but
items do incorporate certain features
that require an awareness of negative
consequences — hence, a positive screen
is easier to achieve when insight is pre-
sent. Thus, a patient’s lack of insight into
the functional impairment caused by his
or her bipolar symptoms may result in a
negative screen even if the patient ac-

knowledges the presence of the symp-

toms themselves.

The issues of insight into one’s symp-
toms and the impairment caused by
them are further complicated in the

context of bipolar Il disorder. Hypo-

manic episodes by definition do not
cause any impairment, and so patients
suffering from bipolar Il disorder are
unlikely to be identified by existing
measures that require some level of
impairment to achieve a positive
screen. If your clinical setting features a
high prevalence of bipolar Il disorder,
then a self-report tool that requires
patients to endorse severe problems
due to hypomanic symptoms may not

be appropriate.

The context in which screening typi-
cally occurs can also make detection of
bipolar disorder via self-report difficult.
People with bipolar disorder typically
present for treatment while depressed
(Mynatt, Cunningham, & Manning,
2002), and the memory biases associ-
ated with depression (e.g. Joormann,
Teachman, & Gotlib, 2009) may make
reporting on manic symptoms difficult.
Insight tends to be lower when pa-
tients are manic as well, and therefore
the use of self-report scales with pa-

tients who are acutely distressed is not

recommended.

The issues described above — a lack of
insight among patients with bipolar
disorder and biases induced by acute
symptoms — make detection of bipolar
disorder through self-report difficult.

Another issue to consider is that of...

(continued on pg. 24)
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Everything You Always Wanted to Know about Oregon’s Battle for Prescription Privileges

Ssshh..... be very,
very

That’s

quiet.....
been the
mantra of Ore-
gon’s battle for

prescription privi-

leges, and to be honest, while difficult to
maintain radio silence, | think it’s proved
to be a pretty good strategy. That is,
until we came out of the closet with a
BANG and passed through Oregon’s
House of Representatives! We aren’t
done yet, but we can start to tell the
story what really happened in the 2009

Legislature.

Oregon started the year with House Bill
2702, sponsored by many of Oregon’s
“healthcare guru” Legislators and ready
to finally pass into law. We had strong
bipartisan support in both the House
and the Senate. We had a new lead lob-
byist, Lara Smith of Smith Government
Relations, and had also brought back
our spot lobbyist, Gary Conkling of
Conkling, Fiskum and McCormick to
run the campaign. The “RxP Faithful”
reconvened—me, Doug Marlow, Lynnea
Lindsey, David Wade and Peter Grover,
all members of the OPA dedicated to
passing this legislation in our lifetime.
Together, we spent months strategizing
the messaging to Legislators and made
the decision again to downplay this legis-

lation in the public eye until we got our-

But Were Told Not to Ask
Robin Henderson, Psy.D.

selves out of the House. This decision
actually worked quite well for us, as it
kept us out of the national debate on
the issue, and kept the “fringe groups”
out of the email boxes of our Legisla-

tors.

The battle in the House was pretty
straightforward. We presented in the
House Healthcare Committee, chaired
by Representative Mitch Greenlick, and
passed out, 7 — 3. The House floor de-
bate was expertly crafted by our two
psychologist Legislators—
Representative Phil Barnhart and Repre-
sentative Bill Kennemer. Their passion-
ate stories, along with the support of
many other Representatives, gave HB
2702 safe passage with a vote of 47 — | |
on it’s way to the Senate. We were fi-
nally out of the House—and thrust right

into the national spotlight.

There are quite a few things that happen
when you pass out of the House. You
have momentum and lots of positive
energy. And, you have a really BIG tar-
get on your back, because nothing ener-
gizes the opposition more than a rous-
ing defeat. Overnight, we found our-
selves right in the middle of the national
debate, and opposition emails began
filling the boxes of the Senate. Most of
these emails came from one group—
Psychologists Opposed to Prescribing
Privileges for Psychologists (POPPP).

We had never heard of these people!
Who were they, and why were they
spreading lies and untruths about our

Bill?

As always, the first calls go to Deborah
Baker at APA. She is the best resource
around for anything related to this is-
sue, and she had the goods on this
group. I'm sure most folks in Division
55 have heard of these people, but if
you haven’t, Google them. They're a
trip. Over time, we watched as the
same people would send variations of
the same garbage day after day, creat-
ing a large influx of opposition email
from a small number of people. To-
ward the end of Session, | found out
that one of these people was actually
deceased, so someone was using their
name (and email alias) to send out op-

position mail. It was pretty amazing.

For Legislators who were solidly in our
corner, this email became a distraction,
and eventually, a humorous aside dur-
ing conversations. For Legislators op-
posed to the issue, they used the mis-
information and massive number of
emails to entrench their position, and
some would share the misinformation
with those on the fence. Our Senate
campaign quickly became a battle of
facts. How quickly could we produce
answers to the incredible volume of

misinformation that suddenly landed in
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our laps?

The Senate hearings took a different
tone. Psychiatry knew they had not
presented themselves well in the
House, so they brought in different
speakers for the Senate battle. Many
Senators were focused on the national
information they were now inundated
with, and we needed to produce solid,
reliable answers to their questions that
would put the doubts to rest. We
made the decision to invite three guest
speakers from out of state to testify—
Mario Marquez, Glenn Ally and Morgan
Sammons. Each brought with them
their experience as practitioners, and
each could battle with firsthand experi-
ence the misinformation campaign we

were faced with.

The Oregon Psychological Association
is so very, very grateful to Mario,
Glenn and Morgan for taking time out
of their schedules to come to Oregon
and testify. Each of them was uniquely
eloquent, and they formidably ad-
dressed the concerns raised by the
opposition and the Senators. They
were solid in their presentations, and
were able to paint a picture of compe-
tence, professionalism and safety for all
the populations they served. Had we
gone to a vote on that day, | firmly
believe we would have passed our bill
out of the Senate. Unfortunately, the

vote was not scheduled for that date—

and what followed led us to the current

state of affairs.

In the days between that hearing and
the next, the Senate Healthcare and
Veteran’s Affairs committee was abso-
lutely pummeled by physicians engaged
by the Oregon Medical Association.
After their quiet opposition in the
House, this recharged effort derailed
one of our chief co-sponsors of the Bill,
Senator Alan Bates, the only physician
member of the Oregon Legislature.
When he began to waver, the whole Bill
shook to its core. Questions we
thought had been answered were raised
anew. Misinformation took on a whole
new meaning, and questions about
which “iteration” of the Department of
Defense training would suffice became
the standard of conversation. Stories
about soldiers who died in the care of
psychologists magically appeared and
disappeared, but not before doubt had
reared its ugly head. The demon seeds

of lies, innuendos, half-truths and physi-

cian superiority had finally sunk in.

The lobbying team and the RxP Faithful
rallied, but in the end we ran out of
time. On the last possible day, at the last
possible moment, hours away from the
end of the Senate’s ability to pass a bill
out of Committee, we reached a com-
promise with the Psychiatrists. We
made the very, very tough decision to

gut HB 2702 and, 18 amendments later,

turn it into an interim committee that
is mandated to bring legislation back in
2010. Seven of these amendments
came in the last eight hours of the
fight. HB 2702-A with the -18 amend-

ment mandated the following:

e A workgroup appointed jointly by
the Oregon Medical Board, the Ore-
gon Board of Psychologist Examiners,
and the Oregon Board of Pharmacy
comprised of:

I. Two psychologists who have

had the post-doctoral Master’s
training or completed the DoD

2. One psychologist who has not,
but has experience working in
a healthcare setting

3. Two psychiatrists, one of
whom is on the faculty at
OHSU

One primary care physician
5.  One pharmacologist
e The workgroup will be mediated

by a professional mediator paid for by

the psychiatrists and psychologists

e The workgroup is charged with
producing an agreement for psycholo-
gists to prescribe in Oregon by January
31, 2010 for legislative action in the

2010 Special Session

There are other details in this amend-
ment, but suffice it to say, it is much
better than what psychiatry proposed,

and was truly one of the last options...

(continued on pg. 32)
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Strada, Depression in Palliative Care, continued

Tricyclic Antidepressants (TCAs)
While TCAs have been shown to be
effective for the treatment of depres-
sion (Spiegel et al., 1983) they are now
less frequently used for depression
alone given their anticholinergic, anti-
andrenergic and antihistaminic side
effects. Therefore, they are not the
first line of treatment in terminally ill
patients. TCAs are more likely to be
chosen for combined treatment of de-
pression and neuropathic pain. Their
effect on pain is probably the combined
result of antidepressant activity, poten-
tiation of analgesic activity, and direct
analgesic effects. Amitriptyline is the
most widely studied in many different
types of pain. Imipramine, desipramine,
nortriptyline, clomipramine, and

doxepin have also demonstrated effec-

tiveness (Pilowsky et al., 1982).

Other antidepressants

Buproprion is thought to act through
reuptake inhibition of dopamine and
norepinephrine. It is a generally well
tolerated antidepressant, noted to have
some mild stimulating effects which can
significantly benefit patients who are
depressed and also experiencing fatigue
(Moss et al., 2006). Bupropion lowers

seizure threshold, therefore it should

be used with caution in patients with
CNS tumors or seizure disorders. Mir-
tazepine has delayed antidepressant ef-
fects through its actions at 5-HT2 and 5-
HT3, but also causes rapid weight gain
and sedation through its high affinity for
H1 receptors; it is frequently used in the
geriatric population, especially when
patients report no appetite and weight

loss (Kast, 2001).

Dr. Alessandra Strada practices in the capacity
of Attending Psychologist in the department of
Pain Medicine and Palliative Care at Beth Israel
Medical Center in New York City. She is an
Assistant Professor of Neurology and Psychiatry
at the Albert Einstein College of Medicine in
New York City and an Assistant Professor of
East-West Psychology at the California Institute
of Integral Studies in San Francisco.
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Several months ago, on the Division 55

Listserve, | shared with you what | had
learned as a participant of the 2009
Presidential Summit on the Future of
Psychology, held May 14-17 in San An-
tonio, Texas. As you know, approxi-
mately 100 psychologists and 50 lead-
ers from other professions came to-
gether to shape a vision for the future
of our profession. Since then, many
have referred to the theme presented
by keynote speaker, lan Morrison, that
in every business there are two curves:
The first involves the one you already
do well and feel comfortable in; the
second is the new way of approaching
matters. To succeed, you have to
manage both curves, doing what works
now, but building for the second curve

that will represent new changes in eco-

nomics, technology, science, and diver-

A “New Day” for My Practice

Elaine S. LeVine, Ph.D., ABMP

sity in the nature of the work force.

The work of the Task Force that de-
signed the Presidential Summit is con-
tinuing. Findings from the Summit were
presented at the APA meeting in To-
ronto. Talks from the Summit can be

obtained on the APA website. Further

reports are forthcoming.

In his President’s Column in the Moni-
tor on Psychology from June 2009, our
colleague and President of the APA, Dr.
James Bray, provided an excellent over-
view of his thoughts in regards to the
Summit. He stated that we need to
make psychology primary. Recognizing
that most Americans receive their men-
tal health care at publicly-funded, non-
private settings, we must diversify into
Community Health Centers and other
institutional practices. Further, we need
to become clinical leaders to help lead
health systems by designing, implement-
ing and evaluating services, as well as

managing staff.

What was very invigorating for me from
the Summit was the reinforcement of
the central role prescribing/medical psy-
chologists could play in the future. As
was expressed at the Summit, since
economy spurs drive the society, we
need to be aware of where the money
is, and that certainly lies in psychophar-
macology. Keynote speaker, Tillman

Farley, MD, talked about his “primary

care model of mental health” set up in
his Salud Family Health Centers in
northern Colorado. While he indicated
that, as a whole, he tends to hire clini-
cians trained at the Master’s level to fill
the mental health positions, in my per-
sonal talk with him, he mentioned how
valuable and cost effective it would be
to have prescribing psychologists in

these settings.

With the Summit on the Future of Psy-
chology well in mind, and a few years
of prescribing ‘under my belt, | have
undertaken a new ‘curve’ in my prac-
tice that | am very excited about and
wanted to share with you. | have be-
come the Chief Clinician /Medical Man-
ager in a rural mental health clinic, Pa-
sos Adelante, located 30 miles south of
Las Cruces in the community of
Berino, New Mexico. The income in
Berino is among the lowest in the na-
tion. Of the 860 core residents, and a
population of 11,000 including nearby
communities, only 50% of those older
than 25 years have above an eighth
grade education. The median house-
hold income is $17,000 and 33% of the
families earn less than $10,000 per
year. Overall, more than 55% of the

community members live below the

poverty line.

(continued on pg. 20)
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“THE WORK GOES ON, THE CAUSE ENDURES, THE HOPE STILL LIVES
AND THE DREAMS SHALL NEVER DIE [August, 1980].”

The Critical

S Nature Of Per-
sonal Involve-

ment

| recently had the
extraordinary
experience of
joining a number
of Senate staff on the steps of the U.S.
Capitol to pay a final tribute to the
late-Senator Ted Kennedy as his family
and loved ones made their way to Ar-
lington National Cemetery, where he
will forever rest in peace with his
brothers. Standing there, | reflected
upon how one becomes involved in the
public policy process in order to have
the opportunity to hopefully make a
difference in the lives of our nation’s
citizens. For me personally, psychol-
ogy’s quest for prescriptive authority
(RxP) has always been about ensuring
that our patients/clients will have ac-
cess to the highest possible quality of
healthcare and that the all important
psychosocial-cultural-economic gradi-
ent of care is appropriately recognized.
RxP is fundamentally about one’s per-
sonal values and an underlying belief in
the right of all Americans to determine
their own healthcare destiny. | have
learned over the years, as Senator
Kennedy clearly demonstrated, that to

succeed in making fundamental change

Patrick H. DelLeon, Ph.D., |D, ABPP

takes time, vision, and persistence. It
takes personal investment and personal
commitment. It becomes one’s way of

life.

At our Toronto convention | was ex-
tremely pleased to learn that the Coun-
cil of Representatives voted to adopt as
APA policy Guidelines Regarding Psy-
chologists’ Involvement in Pharmacologi-
cal Issues which, as Hawaii Council Rep-
resentative Craig Robinson noted, “are
intended to provide a resource on opti-
mal psychological practice in pharmaco-
therapy... [and] Voted to establish an
APA ‘designation program’ for educa-
tion and training programs in psy-
chopharmacology (as opposed to pro-
gram accreditation)... [which] would be
intended to provide quality assurance
guidance for these programs.” This is a
critical step that former APA and Divi-
sion President, Ron Fox, has recom-
mended for several years. It will pro-
vide RxP students (and state legislators)
with assurance that the program they
select will be of the highest quality and,
equally importantly, as we have collec-
tively learned, that its graduates will be
authorized to prescribe under the
model APA statute. Ron’s vision has
been a long time in coming and his suc-
cessful efforts and those of Division
Presidents Morgan Sammons and Bob

McGrath (who was honored in Toronto

by the Division for his Outstanding
National Leadership) are extraordinar-
ily important for all of us, and especially

for our clients.

Those participating in the Division’s
convention activities heard from a
number of prescribing psychologists
within the federal sector. The three
Department of Defense (DoD) ser-
vices have now issued formal RxP cre-
dentialing policy documents and an
increasing number of U.S. Public Health
Service psychologists (especially those
within the Indian Health Service (IHS))
reported positively upon their pre-
scribing activities. | was particularly
pleased to note a developing interest in
prescribing from colleagues serving
within state mental health systems
where, once again, the need is great
and the administrative authority to
prescribe can generally be obtained at
the local facility level. And, since over
the years we have learned that the
federal and state governments will al-
most always provide necessary re-
sources (including ensuring appropriate
reimbursement rates) for those profes-
sions for which they have accepted
training responsibility, it is highly signifi-
cant that Jeff Matranga reported that
for the first time ever, Division 55
hosted a poster session during which

|2 presentations on aspects of RxP
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were made, many of which were by
graduate students. The future for RxP

is extremely bright.

Today our educational institutions are
providing training experiences for en-
rollees across the nation, rather than
being constrained by their physical lo-
cus, as has historically been the case.
In January of this year, for example,
under the proactive leadership of Steve
Tulkin, Alliant International University
graduated 61 psychologists from their
Postdoctoral Master of Science Pro-
gram in Clinical Psychopharmacology.
Graduation ceremonies were held in
three locations: Baton Rouge, with
APA President James Bray serving as
commencement speaker; San Fran-
cisco, with CSPP Dean Morgan
Sammons as speaker; and Washington,
DC, with Katherine Nordal, APA Ex-
ecutive Director for Professional Prac-
tice, as guest speaker and former Prac-
tice Executive Director Russ Newman
officiating. Students from across the
country participated in their graduation
via telephone conference call lines.
Alliant’s new psychopharmacology class
includes students from 20 states, eight
of whom are IHS psychologists. There
are psychologists from the U.S. Virgin
Islands and from Qatar. | believe that
our next significant advancement will
be when our training institutions make
a specifically targeted RxP didactic

component readily available for gradu-

ate students during their clinical intern-
ships, perhaps on DVDs or palm pilots
as professional nursing has already done.
Without question, we are steadily devel-
oping that critical mass of trained col-

leagues.

A Transforming Experience

Few job experiences lead to a transfor-
mation. Serving as a Nurse Detailee in
Senator Inouye’s office was a transform-
ing experience for me and because our
Senate is so important to every Ameri-
can, | want to highlight a few of my Sen-
ate experiences. | began in January,
2008, which is the busy time for meet-
ings with lobbyists and special interest
groups. | realized how many needs ex-
ist, and how there just is not enough
money, research, technology, or knowl-
edge. Since | had been in the U.S. Air
Force for 22 years, | was not fully aware
of the vast health and education needs
throughout America. Money and re-
search were requested to fight cancer,
diabetes, and cardiovascular disease.
Health information technology was
needed for electronic medical records
and comparative effectiveness. Knowl-
edge was needed for healthcare reform.
Solutions do not come instantly. | found
that bills sometimes take over a decade
to become law. Staffers work hard to
develop relationships, to garner support
for their Senator’s bills. Going for

‘coffee’ is not just a casual break from

the office, but an opportunity to build a

relationship.

“Relationships are also important to
Senators. Last year as the Senators
were voting on the Medicare bill —and
worrying that it was not going to get
two-thirds ‘ayes’ — in walked Senator
Kennedy, returning from his treatment
for brain cancer. The clapping lasted at
least three minutes, and there wasn’t a
dry eye in the place. After his ‘yes’
vote, several Senators changed their
vote and the Medicare bill passed.
Within the Medicare bill were provi-
sions for psychology and nursing.
Senator Inouye has always championed
psychology and nursing concerns, but |
did not realize how much he has done
within the DoD. Since | am an Air
Force nurse, this was especially signifi-
cant for me. Senator Inouye made
possible our Major General [two star]
Chief Nurse position, Family Advocacy
program, Tri-Service Nursing Research
Program, and our graduate programs
at the Uniformed Services University of
the Health Sciences. He made the RxP
program for military psychologists a
reality. Each achievement became a
reality through his dedication and com-
mitment. Nothing happens by accident
— another valuable lesson from the

Senate.

(continued on pg. 32)
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Progress Report on Prescriptive Authority in South Africa
B.J. Pillay, Ph.D. and Steven R. Tulkin, Ph.D., MS

" Portions of this paper
were presented at
the symposium
“Advocacy Update—
Status of Prescription
Privileges at the
State, Federal, and
International Level”
at the meeting of the

American Psychologi-

cal Association,
Toronto, Canada. August, 2009.

The apartheid system in South Africa
was a highly organised, extremely com-
plex, repressive means of government
that deprived the majority of South
Africans their most basic human rights.
The oppressive and dehumanising laws
not only left a legacy of pervasive pov-
erty, imbalance in wealth, poor educa-
tion and lack of opportunities but also
significant health disparities, particularly
mental health, in the majority of people
in the country. The actual cost of this
oppressive system on its people is in-
calculable and is today often dismissed
or relegated as an uncomfortable his-
torical event. Many of the problems
both in the leadership and society are
related to this heinous past. The con-
sequences of the past trauma experi-
enced by individuals and communities
(both victims and perpetrators) in
South Africa are much deeper and
more pervasive than is generally real-
ised. Such sequelae will have to be con-
fronted and managed for many decades

to come. This constitutes a mammoth

task for health professionals, particularly
in mental health, who have a responsibil-

ity to assist in the process of healing.

As part of the change process in South
Africa (post 1994), the health system in
the country underwent significant trans-
formation in an attempt to merge the
several health departments that were
created for each population group and
to address the significant disparities. All
related statutory bodies/ institutions as
well as related policies and laws had to
undergo similar reform to reflect the
change in the country. These changes
offered psychologist new opportunities,
in particular the possibility of prescrip-
tive rights. During this period the Medi-
cines Control Council (MCC), a statu-
tory body that was established under
the Medicines and Related Substances
Control Act, 101 of 1965 to oversee
the regulation of medicines in South
Africa, considered Supplementary
Health Practitioners being given pre-
scriptive privileges, provided they have

the appropriate training.

The Psychological Society of South Af-
rica (PsySSA), the new nationally repre-
sentative professional body for psychol-
ogy, saw this as an opportune time to
motivate for prescriptive rights for
South African psychologist. There were
several reasons for supporting this view

including:

I. The academic and professional stand-

ing afforded to
psychologists by
the Medical,
Dental and Sup-
plementary
Health Act of
1974
(Department of
Health, 1999).

The Act states that ‘the role of the
psychologist would deal with the men-
tal health well being of the individual’.
As the work of psychologists (more
especially, Clinical Psychologists) in-
volves the diagnosis or assessment and
treatment of various mental illness or
physical illnesses that may have a psy-
chological basis, it was logical that their
repertoire of skills should include pre-
scribing. This would obviate the cur-
rent problem of too many practitioners
being involved in treating a particular
problem, and subjecting a patient to
divulging personal information to sev-

eral practitioners.

2. The gross shortage of psychiatrists
in South Africa. Despite their strong
resistance to clinical psychologists be-
ing involved in the area of prescribing,
psychiatrists cannot hope to meet the
mental health needs of this country for

at least the next century.

3. Unnecessary cost duplication and
over servicing as too many practitio-

ners were seeing the same patient for
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the same problem.

4. Role conflicts. Psychologists spend a
great deal of time with patients and use
a wide array of psychological diagnostic
measures to evaluate a problem and
decide on management. Situations fre-
quently arise where psychologists refer
patients to general practitioners with
appropriate recommendations for
medication, and their recommenda-

tions are not taken.

5. The significant amount of time that
psychologists spend with patients in
therapy, monitoring their patient’s
mental states. They are therefore in a
strong position to monitor treatment
and titrate doses of medication, with-
out having to refer patients back to the
referral practitioners, causing unneces-
sary inconvenience to patients, and

increasing problems with adherence.

6. Emergency situations that frequently
arise, where medical practitioners are
not available, and decisions have to be
taken, such as the administration of a
simple sedative to an acutely distressed
patient at night or at a trauma scene.
Given the general shortage of medical
practitioners in this country, this was
another reason why psychologists

should be allowed to prescribe.

7. Since psychologists are allowed to
admit patients to hospitals, and trusted
with such responsibility, a logical ex-

tension to this is to continue the medi-

cation management, if necessary, and
not need to engage additional medical
practitioners to be solely involved in the

writing up prescriptions.

8. Psychologists have contributed to the
understanding, diagnosis and treatment
of mental illness, and are actively in-
volved in the training of other health
practitioners who treat mental health
problems. Several fields in psychology,
such as, neuropsychology, have contrib-
uted immensely to the understanding of
brain-behaviour relationships. Psycholo-
gists do have competencies and knowl-
edge that will enhance the ability to pre-

scribe effectively.

There were also concerns against psy-
chologist prescribing. Among these

were!

I. The Psychologists' current training is
insufficient to enable them to prescribe
medicines, although it was acknowl-

edged that moves were in place to rec-

tify this in future training.

2. There are too many prescribing prac-
titioners in the field of medicine and the
world-wide excessive usage of medi-
cines contributing to addictive behaviour
and substance dependence problems as

well as desensitisation to drugs.

3. Medicine does not have a cure for all
ills, and the ‘diseases of modern day
living’ involve relationships, the psyche,
stress and society. Psychology, as a pro-

fession and psychologists recognise and

place much emphasis on the individual,
the family and society. The fear then is
that psychologists may slip into the
role of prescribing medication and lose
the valuable skills of psychodiagnostic
testing and psychotherapy, which have

taken years to develop.

PsySSA felt that in keeping with the
general growth of psychology in both
its academic and professional aspira-
tions as well as meeting the needs of
the community it serves, the issue of
prescriptive privileges had strong rele-
vance. Having investigated the matter
for some time, PsySSA firmly decided
that psychologists be granted the right
to prescribe provided they had the
appropriate training (Lindegger, 1999).
The training of psychologists, it was
felt, should follow the American Psy-
chological Association’s (APA) model
given that the APA had made significant
strides particularly in the development
of post-doctoral training programmes
in psychopharmacology and which was
generously made available the PsySSA.
In response, PsySSA drew up a detailed
modular training programme based on

the APA model.

The recommendation for prescriptive

privileges was submitted to the Profes-
sional Board for Psychology (PBP), one
of several Boards of the Health Profes-

sions Council of South (HPCSA).

(continued on pg. 18)
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(continued from pg. 17)

(The HPCSA is a statutory body, estab-
lished in terms of the Health Profes-
sions Act no. 56 of 1974 with a man-
date to protect the public, all consum-
ers of health care services, and to pro-
vide guidance on educational, profes-
sional and ethical issues to health prac-
titioners). The then PBP considering
the recommendation from PsySSA and
consulting widely with psychologists in
the country, supported the view. The
PBP consequently submitted the rec-
ommendation in favour of prescriptive
rights to the Council of the HPCSA for

ratification.

This recommendation to the Council
did not go down well with the many
psychiatrists in the country. A delega-
tion (August 1999) consisting of a
member of the South African Medical
Association and members of the Soci-
ety of Psychiatrists of South Africa met
with the Executive of the Medical and
Dental Board and expressed their con-

cern with regards to:

I.  ‘Non-medically qualified profes-
sions, in particular psychologists,
lobbying to prescribe psychotropic
medication for psychiatric disor-
ders on the basis of what they

term a crash courses

2. ‘The consequences of prescribing
powerful scheduled drugs, without

medical education and training,

would put patients lives at risk since
at 40% - 50% of patients requiring
psychotropic medication have con-
current medical disorders which

require treatment

3. ‘Psychologists in South Africa seek-
ing to set a precedent for many
other countries, in particular the
United States of America, where
psychologists had consistently failed

to obtain prescription rights

4. ‘The Board taking a firm stance
regarding this matter, i.e. that pro-
fessionals who wanted to prescribe
powerful psychotropic medication
should enrol for an medical course
and not a crash course in Pharma-

cology

The Executive of the Medical and Dental
Board expressed their agreement with
the Society of Psychiatrists of South
Africa i.e. ‘that the prescription of high
(powerful) scheduled drugs by non-
medically qualified persons such as psy-
chologists, would endanger the lives of
patients’; and suggested that the rele-
vant Act regarding the prescription of
scheduled drugs be obtained and be
submitted to the Board. They further
recommended to the Medical and Den-
tal Professional Board, that the matter
be also referred to the Council of
HPCSA for consideration and decision.
In respect to the matter of a ‘crash

course’ to train non-medically qualified

health care professionals in Psy-
chopharmacology enable such persons
to prescribe scheduled drugs, they sug-
gested that this be referred to the Fo-
rum of Statutory Health Councils for

consideration and decision.

Having followed through the recom-
mendations of the Executive, the Medi-
cal and Dental Professional Board con-
firmed the resolutions of the Executive
Committee of the Board with regard
to the matter of prescribing rights for
clinical psychologists and asked the
Health Professions Council of South
Africa to facilitate a meeting between
the Executive Committees of the Medi-
cal and Dental Professional Board and
that of the Professional Board for Psy-
chology with a view to arriving at ‘a
mutually acceptable agreement be-
tween the two Boards regarding the
matter of prescribing rights for clinical

psychologists”.

Incidentally at the meeting of the Medi-
cal and Dental Board, the Chairperson
read a letter from the MCC regarding
the status quo in respect of the pre-
scribing and administering of medicines
by Health Professionals other than
medical, dental and pharmacy practitio-
ners. It turned out that the Interim
Medical and Dental Council had agreed
to appropriate prescription and admin-

istering of medicines by members of

(continued on pg. 34)
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Michael L. Sulkowski, M.Ed

2009 Division 55 Patrick H. DelLeon Prize

Michael L. Sulkowski,
M.Ed. is a fourth-year
doctoral student in the
School  Psychology Pro-
gram at the University of
Florida.. He is the winner
of the 2009 Patrick H.
Deleon Prize for his

submission of the article, “Current Practices and

Future Directions in Psychopharmacological

Training and Collaboration in School Psychology.”
This article, of which he is the first author with
Cary Jordan, M.Ed, & Matthew L. Nguyen,
M.D., has been accepted to be published in the
Journal of Canadian School Psychology. The
following is a summary of the article.

Only 10% of practicing school psycholo-
gists believe that they should seek pre-
scription privileges. However, almost all
school psychologists (97%) report a
significant need for increased training in
psychopharmacology (Carlson, De-
maray, & Hunter-Oehmke, 2006). This
is of little surprise considering that
school psychologists frequently are ex-
pected by parents, teachers, and stu-
dents to have knowledge of psychophar-
macology but few (20%) have taken a
university-based course on psychophar-
macology (Carlson et al, 2006). Fur-
thermore, only a minority of school
psychologists (42%) have had any formal
instruction in psychopharmacology out-
side of a university-based course, such
as in practicum or didactic training
(Gureasko-Moore, DuPaul, & Power,
2005). Clearly, an estimable gap exists

between the professional training ex-

periences received by most school
psychologists in psychopharmacology
and the roles they are expected to

fulfill in this regard.

Recognizing this gap, | collaborated
with an experienced psychiatrist and
another school psychology doctoral
student to compose a paper that re-
views ways in which school psycholo-
gists can expand their roles in psycho-
pharmacotherapy. Currently, there is
limited research on this topic and few
practice guidelines. Furthermore, no
training programs have been estab-
lished for school psychologists who do
desire to specialize in psychopharma-
cology, and it is unlikely that non-PhD
school psychologists will receive the
requisite post-graduate training to be-
come prescribing psychologists. How-
ever, school psychologists are uniquely
positioned to aid in psychopharmaco-
therapy with their unparalleled access
to children during the school day and
presence in almost all public schools in
the United States and Canada. Specifi-
cally, school psychologists can collect
data on children’s response to medica-
tion (or changes in medication) and
provide other professionals (e.g., pre-
scribing psychologists, physicians) with
expert opinions on how a medication
may be affecting a child’s cognitive,
social, or emotional functioning. School

psychologists also can implement ad-

junctive interventions (e.g., behavior
plans, self-monitoring strategies) and
facilitate the transfer of information
between various parties involved in the
mental health treatment of students
(DuPaul & Carlson, 2005). Further-
more, with training in how to conduct
integrated social-emotional, behavioral,
and cognitive assessments, implement
evidence-based interventions, and con-
sult with individuals from different pro-
fessions and backgrounds

Thaler, & Hirsch, 2005; Kubiszyn,

(Carlson,

1994), school psychologists often are
the most highly trained mental health
professionals in small or isolated com-
munities where few clinical psycholo-
gists or psychiatrists practice. Thus, in
this role, school psychologists may
indirectly advance the efforts of psy-
chologists who advocate for increased
prescriptive authority through the
demonstration of professional compe-
behavior, and a keen

tency, ethical

awareness of psychopharmacology.

The most immediate way for school
psychologists to expand their roles in
psychopharmacology is through psy-
chopharmacotherapy and consultative
efforts. However, school psychologists
have the potential to become major
stakeholders in the medical treatment

of millions of children with increases...

(continued on pg. 33)
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(continued from

pg. 13)
(http://zipskinny.com/index.php?zip=88

024&pagetype=main)

The families of Pasos Adelante are
served by counselors and behavioral
management specialists who come to
their homes. The counselors conduct
individual, marriage, and family counsel-
ing. The behavioral managers help the
families organize more practical mat-
ters; in addition, they assist in the chil-
dren learning about the wider world by
exposing them to a variety of activities
and new ideas. The Clinic receives
referrals for medication evaluation
from a nearby psychiatric hospital,
schools, directly from families, as well

as from counselors at Pasos Adelante.

| require counselors to be present and
to participate in all sessions with me.
All the counselors are bilingual. Since
most of the children have been in pub-
lic schools in the United States for a
number of years, they, too, are rela-
tively bilingual. Many of the parents
have limited English ability or are
monolingual Spanish. My Spanish is
improving rapidly, but | am very grate-
ful to have the assistance of the coun-
selors in assuring that communication

is complete.

At the Practice Summit, APA CEO
Norman B. Anderson discussed racial
and ethnic health disparities. “Minority

patients get lower-quality assessments

and treatments which provides an op-
portunity for psychologists to make a
difference in the future.” My experi-
ences at Pasos Adelante are certainly
opening my eyes to just how limited the
services are in a rural, impoverished
area. Most striking to me is a culture of
‘management-by-prescriptions.” At the
local psychiatric hospital and in medical
clinics, adults and children are often
given medications before less intrusive
means of interventions (such as working
with the family, individual counseling,
correcting school problems) are ad-
dressed. Most of the parents have great
faith in medication, but little or no un-
derstanding of the possible side effects.
One mother told me that her family
care physician had said her child’s blood
tests showed he had ADHD. A young
girl that we had stabilized with our ther-
apy and Prozac came in several months
later complaining that the medicine was
now making her tired and sick to her
stomach. It took some sleuthing for the
counselor and | to discover that, for the
last week, her grandmother had been
insisting she take all sorts of other medi-
cations with the Prozac that that the
grandmother had in her medicine chest
and thought might help her. As Mario
Marquez often commented when we
were presenting our prescriptive au-
thority law in New Mexico, “The right
to prescribe is the right to unprescribe.”

| have found myself doing a great deal of

unprescribing and psychological inter-
vention (even though | am the psy-
chopharmacology expert) at Pasos

Adelante.

A delightful part of this new position is
my close work with the counselors and
behavioral managers. | think that when
| psychologist steps into a medication
management position at a Clinic such
as Pasos Adelante, it is natural to inte-
grate skills as a clinical trainer as well
as clinician with the prescribing. | now
have group and individual staffings with
the clinicians. Together, we develop an
overall plan for each family, which al-
ways includes talking with the PCP,
meeting with the school, counseling,
and practical assistance, and never
solely psychopharmacology. | am find-
ing it wonderful to work with this
population. The staff is among some of
the most dedicated | have seen. The
clientele are so appreciative of being
treated in a collaborative fashion with
respect for their autonomy and
thoughts. Many have commented that
this is the first time someone in the
mental health field has explained mat-
ters to them and helped them get
stronger, rather than seeing them for a
few minutes and giving them medica-
tion. Each week that | travel down the
valley towards Berino and meet my

fascinating clients at Pasos Adelante is

indeed a “new day” in my adventure of
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embarking on publicly-funded, interdis-

ciplinary care.

Elaine LeVine, Ph.D., ABMP is the first psy-
chologist in New Mexico licensed to prescribe
psychotropic medications for her patients. In
addition to her private practice, she is the

Training Director of the Southwestern Institute
for the Advancement of Psychotherapy/New
Mexico State University Masters degree pro-
gram which trains psychologists from not only
New Mexico but across the United States and
the Netherlands in psychopharmacology. Dr.
LeVine holds a part-time professor position in

the counseling psychology department of New
Mexico State University. ~ Her publications
include four books and numerous articles on
child therapy, law and mental health, cross

cultural therapy and psychopharmacology.

Michael Tilus, Psy.D., MSCP Wins Awards!

Our own Michael Tilus, Psy.D., MSCP was honored
recently with the Psychologist of the Year Award by
the Psychology Professional Advisory Group of the
United States Public Health Service (see picture on
left with Rear Admiral Michael Milner, PA-C, CPO of g
the Health Services Category). This award is given to
a USPHS Commissioned Officer Psychologist who
demonstrates a positive, professional image, superior
officership, notable leadership, and who has made a
significant contribution to public health. Dr. Tilus also
was recently awarded with the Indian Health Service
National Behavioral Health Leadership Award (see

picture on right).

Congratulations to Division 55 Members
who reported passing the
Psychopharmacology Examination for Psychologists (PEP) in 2009

Michael G. McBride, Ph.D., FICCPM, MP
Johna Hartnell Gerasch, Ph.D.
Kathy Parker, Psy.D.

Craig Vander Maas, Psy.D., M.S.
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(continued from pg. 5)

... trazodone (Desyrel) in1982 the anti-
depressant market continued to be
dominated by the TCAs until the intro-
duction of the first SSRI.  This period
saw the emergence of biological mod-
els of mental disorders that competed
for dominance, and eventually ban-
ished, earlier psychodynamically ori-
ented explanations of mental disorders.
The monoaminergic hypothesis of de-
pression was introduced and elabo-

rated during this period.

A fourth period began with the intro-
duction of a “second generation” of
many psychotropics, accompanied by
extraordinary expansion of their use,
consolidation of the biological model of
mental disorders, and de-emphasis on
psychotherapy. The index event for
this period was, as noted above, the
introduction of the first serotonin re-
uptake inhibitor, fluoxetine. Fluoxetine
achieved the greatest notoriety of
these second generation agents, but
similar transformations were occurring
with other drug classes. In the mid-
1990s, a new class of antipsychotic
drugs emerged, these drugs, although
of no greater efficacy than their earlier
counterparts, were and remain so
popular that they continue to dominate

the antipsychotic marketplace.

The fifth and current period in modern

psychopharmacotherapy is character-

ized by stasis. Few novel psychotropics
lie on the horizon. No new class of any
agent has been clinically developed. All
recently marketed psychotropics are
either variants of extant drugs or, in a
few instances, drugs relabeled for a
mental disorder (the MAOI selegeline,
for example, first developed to treat
symptoms of Parkinson’s disease, is now
also sold as the antidepressant EmSam).
Although there is some ongoing investi-
gatory work into the role of neuropep-
tides or other non-amine neurotrans-
mitters in the etiology of depression and
other disorders, this has not translated
as yet into any clinical breakthrough.
The current period also reflects a grow-
ing skepticism about the explanatory
power of biological models, accumulat-
ing evidence of the limits of pharmacol-
ogical intervention, and a renewed inter-
est in combining pharmacological and

nonpharmacological interventions.

We see then that the historical develop-
ment of pharmacotherapy for mental
disorders has strikingly common charac-
teristics, regardless of which mental
disorder or medication class is under
consideration. First, an index drug or
class of agents is introduced that has
some efficacy but significant toxicity or
problematic side effects. Its use is
therefore limited to a relatively re-
stricted range of patients, generally with
more severe variants of a disorder, with

treatment provided almost exclusively

by psychiatry. Second, a new class of
psychotropics is introduced, chemically
related to earlier drugs but having
properties that make them generally
less toxic than their predecessors.
Often, these drugs have more specific
biological mechanisms of action. They
tend to be no more efficacious than
their progenitors, but enhanced safety
or flexibility in administration leads to
an explosion of use in non-specialty
mental health settings, often for condi-
tions not originally thought to be re-
sponsive to pharmacological treatment
or for which there is less than compel-
ling evidence of their utility. Third,
increasing questions emerge about the
evidence supporting the use of such
agents, and the opportunity costs asso-
ciated with displacement of non-
pharmacological treatments in prefer-
ence for newer and more costly medi-

cations.

It is clear that we are in the midst of a
period of intense reevaluation of the
utility of many commonly used psycho-
tropics. The controversy surrounding
the use of antidepressants in children is
a handy example of how our thinking
regarding antidepressant use has
changed. From an earlier stance of
widespread enthusiasm leading to their
common (albeit unstudied and off label)
use for many childhood disorders, |
believe we began to critically re-

examine this practice. By the early
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2000’s evidence emerged that antide-
pressant use in children, at least in
large-scale epidemiological models,
increased the risk of suicidal behaviors
in this population. This led to the in-
troduction, in 2004, of an FDA black-
box warning regarding use of antide-
pressants in children. For this and a
variety of other reasons, antidepres-
sant prescribing in children fell substan-
tially We have not seen a correspond-
ing reduction in adult prescribing,
(although the rate of rise of antidepres-
sant prescribing has tapered considera-
bly), but the literature is now replete
with reports on the limits to efficacy of
antidepressant treatment, and the need
to incorporate other forms of treat-

ment to ensure sustained remission.

We seem, however, not to have tack-
led the fundamental question — at least
not head-on — of causality. Instead,
having acknowledged the limited ex-
planatory power of the monoamine
hypothesis, we expend vast amounts of
intellectual and fiscal capital in seeking
out alternative causes — deficiencies in
brain-derived neurotrophic hormone,
adverse effects on subcortical struc-
tures caused by excess cortisol expres-
sion, or dysregulation in other neuro-
transmitters, to name but a few. Re-
gardless of the level of critical scrutiny
aimed at the biological model, it should
be obvious to all but the most casual

observer that the biological model con-

tinues to drive our most fundamental
assumptions about the genesis and

treatment of mental disorders.

What would happen if we loosened our
embrace on the biological heuristic?
Some (e.g., Belmaker, 2009) have specu-
lated that we might see a decline in ex-
pensive look-alike drug compounds (do
we really need another SNRI?) and that
our research endeavors might refocus
on some important and still unsolved
issues, like the true mechanism of action
of many psychotropics. Personally, |
doubt that we would return to a Lud-
dite era where only overly simplistic
dynamically oriented theories prevailed.
Refrigerator moms have gone the way
of chlorofluorocarbons. Our under-
standing has definitely increased to the
point that we appreciate the manifold
biological, psychological, and psychoso-
cial complexities that cause, perpetuate,
and make better, mental disorders. |
also believe that re-evaluating the bio-
logical heuristic would give us the ability
to critically reflect on the opportunity
costs of excess reliance on pharmacol-
ogical interventions, and the other
forms of treatment that we might be
able to offer our patients if we had the
financial and research expertise that is
currently overly devoted to drug inves-
tigations. Finally, we might take pause
to reflect how much one investigatory
paradigm — the short term randomized

controlled trial - has come to dominate

our understanding of the effects of any
treatment, pharmacological or not.
This might allow us as professionals to
see what our lay colleagues already
appreciate — that the “treatment”
phase for any mental disorder, vis-a-vis
a patient’s lifespan, is almost always a
very short period, really no more than
the proverbial eugenblick for the vast
majority of our patients. By focusing
only on active treatment, rather than
what happens both before and after,
severely limits our understanding of
our patients and robs us of the ability
to incorporate the wisdom of the com-
munity into our management of these

complex and disabling conditions.
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(continued from pg. 9)

. reference standards used in studies
validating self-report scales. Some stud-
ies have used modifications of diagnostic
interviews that have limited validational
evidence (e.g. Benazzi & Akiskal, 2003),
or used diagnostic tools that can have
low levels of inter-rater reliability for
diagnosing bipolar disorder in the gen-
eral population (Williams et al., 1992).
Hence, it is important to attend care-
fully to the psychometric qualities of the
reference standard used in validational

studies.

Another issue complicating the litera-
ture on self-report screening tools is the
sheer variety of statistical measures
available. Sensitivity, specificity, positive
predictive value, negative predictive
value, and area under the curve have all
been reported in previous studies. This
variety once again makes comparisons
across studies difficult. In some cases,
authors report “ideal” cutoffs for a
screening tool without actually discuss-
ing what that “ideal” represents. For
instance, for a screener to be effective,
it should demonstrate at least 90% sen-
sitivity to bipolar disorder (Zimmerman
& Mattia, 2001). Despite this standard,
published cutoffs often result in much
lower sensitivity: The cutoff corre-
sponding to the most aesthetically pleas-

ing, or even the most statistically bal-

anced, combination of sensitivity and

specificity is not necessarily the cutoff
that results in adequate sensitivity for
screening. When considering a screen-
ing tool for your clinical setting, con-
sider whether the published cutoffs re-
sult in adequate sensitivity; if not, a
lower threshold may be required. Some
authors have begun the process of iden-
tifying more appropriate cutoffs for ex-
isting screening tools. For instance, Zim-
merman and colleagues (2009) suggest
that a much more lenient cutoff is re-
quired for the MDQ to demonstrate
adequate sensitivity among outpatients,
although this adjustment results in a high

false positive rate.

When evaluating the literature on self-
reports for bipolar disorder, careful
attention must also be paid to the popu-
lation under study. The MDQ, for in-
stance, appears to perform very differ-
ently in clinical settings versus the gen-
eral population (Hirschfeld et al., 2000,
2003). The prevalence of disorder is a
pivotal component of this: One study
demonstrated that prevalence may play
a larger role in determining a screener’s
usefulness than the psychometric prop-
erties of the screener itself (Phelps &

Ghaemi, 2006).

In sum, there are several available self-
report scales to detect bipolar disorder
but each scale suffers from some con-
ceptual and practical issues. Where does

this leave us? Although scales are widely

adopted for research purposes, no self-
report scale appears to be fully recom-
mended for routine clinical use. That is,
no scale consistently identifies at least
90% of those with bipolar disorder
without identifying a prohibitively high
number of false positives. New scales
are currently under development; cre-
ating brief scales that can validly predict
diagnoses of mania is an important goal

with major public health significance.

As a final note, however, even the
eventual development of a successful
screening tool will not exempt the
clinician from careful follow-up inter-
viewing to confirm the bipolar diagno-
sis. Clinical interview remains the only
thorough way to establish a diagnosis
(Keitner et al.,, 1987). Ideally, all clini-
cians are familiar with the basic symp-
toms of mania, and ask clients about
them whenever the suspicion of bipo-
lar disorder exists, whether that suspi-
cion has been derived from a self-
report tool or other details of the pa-
tient’s presentation, such as a history
of recurrent depression. The develop-
ment of more refined screening tools,
however, will help streamline this
process of identifying patients in need
of more careful follow-up.

Christopher Miller is currently pursuing a Ph.D.
at the University of

Miami. He is the 2009 APA Graduate Student
(APAGS) Representative for Division 55.
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... covering the physician’s preferred
medication. Therapeutic substitution is
distinct from generic substitution,
which involves substitution of a generic
version of the same medication that
was prescribed, rather than a different
medication in the same class (AMA,

NAMI, MHA, & NCCBH, 2008).

The term “therapeutic interchange”
has also been used interchangeably
with the terms “therapeutic drug
switching” and “therapeutic substitu-
tion.” But according to Pharmacist’s
Letter/Prescriber’s Letter
(“Collaborative Drug Therapy,” 2009,
August), pharmacists practice thera-
peutic interchange, prescribing a
chemically different drug that is ex-
pected to have similar effects, within a
“collaborative drug therapy manage-
ment” arrangement between a pharma-
cist and a physician. Within this ar-
rangement the pharmacist may per-
form various functions such as assess-
ing patients, managing drug regimens,
and ordering drug therapy-related lab
tests, depending upon state law. The
standard of practice is to take into ac-
count the individual patient circum-
stances, such as drug interactions and

medical conditions.

“Forced” drug switching practices have
been implemented by insurance com-

panies, pharmacy benefit managers,

Medicaid programs, and government
health programs in an attempt to reduce
health care costs. These practices have
been justified by claims that they are
consistent with evidence based medi-
cine, referring to studies of comparative
effectiveness within a drug class
(Grisolia, 2005; Padrez, Carino, Blum, &
Mendelson, 2005).

The Drug Effectiveness Research Pro-
ject (DERP) (www.ohsu.edu/
drugeffectiveness) by The Center for
Evidence-Based Policy (CEBP) at the
Oregon Health and Science University
performs literature reviews of compara-
tive effectiveness and safety profiles of
drugs within a class. Among a wide
range of medication classes, DERP has
reviewed available research on psycho-
tropics, including second generation
antidepressants (Gartlehner, et al,,
2008) atypical antipsychotics
(McDonagh, Peterson, Carson, Chan &
Thakurta, 2008), and antiepileptics
(McDonagh, Peterson, Lee & Takhurta,
2008) used for conditions other than
epilepsy, such as bipolar disorder. Re-
views are updated periodically, with the
latest updates on psychotropics occur-
ring in 2008. The CEBP does not pro-
vide suggested guidelines for how the
information of the DERP should be

used.

DERP reviews have been used in devel-
oping Medicaid formularies (Grisolia,

2005; Padrez et al., 2005). The Kaiser

Family Foundation’s Commission on
Medicaid and the Uninsured reported
that when DERP reviews do not find
quality evidence to support that one
drug is more effective or safe than an-
other in a class, “some states automati-
cally determine that the drugs are clini-
cally equivalent. Such a determination
gives the states what they believe to be
defensible grounds to choose the least
expensive drug for the PDL (Preferred
Drug List)” (Padrez et al., 2005). But
many studies included in the DERP
reviews may not be of high enough
quality to support conclusions about
therapeutic equivalency or superiority
for drugs in the same class (Padrez et
al., 2005). For example, DERP reviews
rated quality of the majority of studies
comparing second generation antide-
pressants as only “fair” (Gartlehner et
al.,, 2008). Also, randomized controlled
trials may not be generalizable because
they typically do not include a wide
range of ages, ethnicities, and comorbid

conditions (Grisolia, 2005).

“Forced” drug switching practices are
not consistent with principals of evi-
dence based medicine because individ-
ual differences are not considered,
placing patients at risk for adverse ef-
fects (APA, NAMI, MHA, & NCCBH,
2008; Grisolia, 2005; Padrez et al.,
2005; Simon, Psaty, Hrachovec & Mora,
2005). The Centre for Evidence Based
Medicine (2009) at the University of
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Oxford states that, “Evidence-based
medicine is the conscientious, explicit
and judicious use of current best evi-
dence in making decisions about the
care of individual patients.... Good
doctors and health professionals use
both individual clinical expertise and
the best available external evidence,
and neither alone is enough. Without
clinical expertise, practice risks becom-
ing tyrannised by evidence, for even
excellent external evidence may be
inapplicable to or inappropriate for an

individual patient” (paragraphs | and 2).

“Forced” drug switching practices were
not applied for psychotropic medica-
tions in the past because of the hetero-
geneity of mental illness, and the risks
involved in destabilizing mental illness.
But psychotropics are increasingly be-
ing targeted, as their costs have risen
and frequency of prescribing them has

increased (Huskamp, 2003).

While direct randomized comparisons
of selective serotonin reuptake inhibi-
tors (SSRI’s) have not found differences
in general effectiveness, there are indi-
vidual differences both in response and
adverse effects which may be related,
at least in part, to genetic differences
(APA, NAMI, MHA, & NCCBH, 2008;
Huskamp, 2005; Lynch & Price, 2007;
Simon, 2001; Simon et al., 2005). For
poor metabolizers of a drug, a standard
dosage may cause adverse effects re-

lated to elevated drug serum levels

(Lynch & Price, 2007). African Ameri-
cans and Asians have a higher preva-
lence of the poor metabolizer pheno-
type for CYP2CI19, which metabolizes
citalopram, an SSRI available in generic
and, therefore, more likely to be on the
“preferred” list (Burroughs, Maxey &
Levy, 2002; Lynch & Price, 2007). Seven
percent of caucasians are poor metabo-
lizers of CYP2D6 (Lynch & Price, 2007).
Fluoxetine, sertraline, and paroxetine
(Paxil), all available in generic and often
“preferred” on insurance formularies,
are all metabolized by CYP2D6é. The
only generic SNRI (Serotonin Norepi-
nephrine Reuptake Inhibitor) currently
available, venlafaxine, is also metabolized

by CYP2D6.

For patients in ten state Medicaid pro-
grams, prescription drug utilization man-
agement for psychotropic medications
significantly increased medication access
and continuity problems, and increased
the rate of adverse events (e.g., emer-
gency room visits, psychiatric inpatient
admission, increase in suicidal ideation
or behavior, homelessness, or incarcera-
tion/jail time) by about 20 percent
(West et al., 2009). Patients required to
switch to generics had a 2.7 times
greater chance of experiencing an ad-
verse event. In a systematic review on
quality control for general drug manage-
ment programs (some authors having
affiliation with Pfizer), less than 10 per-

cent of studies considered a clinical or

physiological disease related outcome.
None of the studies looking at
“forced” drug switching focused on a
clinical outcome. Furthermore, there is
no evidence in the literature that re-
searchers and health plans have identi-
fied benchmarks or goals that pro-
grams should be striving to achieve to
ensure that efforts to manage drug
benefit resources are not compromis-
ing patient outcomes (Holtorf, McA-
dam-Marx, Schaaf, Eng & Oderda,
2009).

“Forced” drug switching not only nega-
tively impacts patients but also creates
significant strain for physicians. Facili-
tating drug switches and step therapy
protocols through additional office
visits, dealing with any resulting ad-
verse drug effects, talking to pharma-
cists and insurance companies, and
completing the paperwork involved in
making appeals and requesting prior
authorizations adds significantly to the
workloads of prescribers, and can con-
flict with their ability to address an
individual patient’s needs (American
Academy of Family Physicians, 2008).
“Preferred” medications within a class
often vary greatly between insurance
plans, and may change over time
(Shrank, Ettner, Glassman & Asch,
2004), adding further work, confusion,

and frustration for prescribers.

(continued on pg. 28)
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“Forced” drug switching may also re-
sult in increased patient nonadherence
and decrease of patient confidence
(American Academy of Family Physi-
cians, 2008), and may increase risk for
medical malpractice claims when ad-

verse effects result (Grisolia, 2005).

Closely related alternatives to standard
therapeutic drug switching practices
include paying physicians for switching
patients from brand name to generic
drugs, and increasing reimbursement
rates for prescribers who increase ra-
tios of generic prescriptions to brand
name prescriptions. These practices
have been criticized for violating medi-
cal ethics and for undermining patient
trust in physicians (American Academy
of Family Physicians, 2008; Fuhrmans,
2008).

Though “forced” drug switching prac-
tices are implemented to decrease
costs for health plans, they may actually
increase health care costs. From 2003
to 2005, a program in British Columbia
required patients to switch to the sin-
gle, lowest cost proton pump inhibitor
(PPI), allowing for coverage of their
original PPl only after 8 weeks of fail-
ure of the “preferred” PPI. This pro-
gram resulted in increased, avoidable
health care costs of up to 43.51 million
dollars, related to increased health care

utilization (e.g., physician and hospital

visits). Many patients who switched
from an effective PPI to the preferred
PPI experienced destabilization of their
acid-related diseases, such as gastro
esophageal reflux disease (GERD)
(Skinner et al., 2009).

While “forced” drug switching practices
may not cut overall health care costs,
they have resulted in incredible profits
for pharmacy benefit managers (PBM’s),
organizations that process and pay pre-
scription drug claims, and manage for-
mularies for sponsors of health plans.
Profits of the three major PBM’s (i.e.,
Caremark, Express Scripts, and Medco)
are almost three billion dollars per year,
nearly tripling over the past few years
(Balto, 2009). With the power of large
volume purchasing, PBM’s are able to
negotiate savings with pharmaceutical
companies which they are then ex-
pected to pass on to their clients (e.g.,
insurance companies). However, PBM’s
have often pocketed large portions of
these savings. They have also profited
from charging their clients significantly
more than they reimburse pharmacies
for drugs, and from keeping incentive
rebates from pharmaceutical companies
for including particular drugs on their
formularies, even switching patients
from lower to higher cost drugs (Balto,
2009; National Community Pharmacists
Association (NCPA), 2009b; National
Legislative Association on Prescription

Drug Prices (NLAPDP, n.d.). These de-

ceptive practices have led to numerous
lawsuits filed against PBM’s, leading to
some large settlements in recent years

(NLAPDP, n.d.).

Pharmaceutical companies are at the
root of the problems that have led to
“forced” drug switching in the United
States. Prices of drugs in the United
States are inflated compared to other
countries (Barlett, Steele, Karmatz,
Kiviat & Levinstein, 2004). Not only do
drug companies offer rebate incentives
to have their drugs included on formu-
laries but newer, higher priced brand
name drugs are heavily marketed, di-
rectly to patients through “ask your
doctor” ads, and to physicians through
informational drug lunches and by dis-
tributing “free” drug samples for distri-

bution to patients.

The Pharmaceutical Research and
Manufacturers of America (PhRMA),
which represents major drug compa-
nies, has defended the distribution of
drug samples by asserting that they
promote better care, help patients
who are having financial difficulties,
expose physicians to new treatment
options, and encourage appropriate
medication use (Chimonas & Kassirer,
2009). However, medication samples
increase the cost of health care be-
cause they lead to prescribing more
expensive medications (Kaiser Family

Foundation, 2004). As in Mary’s case,
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low-income patients provided with
samples at the start of treatment, along
with a prescription for when samples
run out, may then not be able to afford
the cost of continuing the treatment

(Chimonas & Kassirer, 2009).

In a survey of primary care physicians,
49% indicated they would not pre-
scribe their preferred antidepressant
to a hypothetical 45 y/o woman with
new onset depression, in favor of an
antidepressant for which they had sam-
ples available. They cited cost to the
patient as an important factor in their
decision (Chew et al., 2000), though
patients who receive drug samples
have more out-of-pocket prescription
costs than those who do not
(Alexander, et al., 2008). Internal medi-
cine residents monitored over a 6
month period were less likely to pre-
scribe drugs not advertised in major
internal medical journals if they had
access to samples than if they agreed
to avoid use of samples during that
time period. Residents with access to
samples were also less likely to suggest
over the counter medications to pa-

tients (Adair & Holmgren, 2005).

Ways Forced Drug Switching
Practices are Being Addressed

The American Psychiatric Association
(APA), National Association of the
Mentally Il (NAMI), Mental Health
America (MHA), and the National

Council for Community Behavioral

Healthcare (NCCBH), in their Joint
Statement on Therapeutic Substitution
(2008), argue against “forced” drug
switching for psychotropic medications,
and insist that the patient’s overall pro-
file should be considered in prescribing
or changing medications, including medi-
cal conditions, other medications taken
and possible drug interactions, and pa-

tient adherence issues.

The American Medical Association is in
the process of drafting a National
Health Insurer Code of Conduct which
is expected to receive approval at its
interim meeting in November of 2009.
This code attempts to address the prob-
lems of “forced” drug switching and step
therapy, and advocates transparency,
clinical autonomy, corporate integrity,
and patient access and safety (Graham,
2009). It is unclear how the AMA ex-
pects to get the insurance companies to

comply with the code, however.

New York Senate Bill $2398/52398a was
introduced in 2009 by Senator Jeffrey
Klein (D-NY). If passed, changes would
include coverage of a brand name drug if
either the generic form does not have
an equivalent therapeutic impact or a
patient fails one alternative drug, and
the prescriber determines that the sin-
gle source drug (i.e., without an available
generic version) is still medically neces-
sary. Insurers would be required to sub-

mit their formularies to the insurance

commission on an annual basis, and to
post them online for consumers to
compare during open enrollment peri-
ods. Changes to formularies would
only be allowed at a specific time annu-
ally, unless a generic version of a brand
name drug becomes available, a drug is
recalled by the FDA, or new safety
information about a drug becomes
available. If a patient is already receiving
coverage for a drug which is taken off
the formulary, they would not be de-
nied coverage for that drug. The bill
would also place some restrictions on

copays for drugs.

Several states have passed PBM trans-
parency laws (e.g., Maine, South Da-
kota, Texas), and many others are
working on this (NCPA, 2009a; Sipkoff,
M., 2008). For example, Maine passed
the Unfair Prescription Drug Practices
Act, which requires PBM’s to pass
along savings from negotiations with
pharmaceutical companies to their cli-
ents, to get prescriber approval for a
drug switch, to inform both the pre-
scriber and the patient of the costs of
both drugs, and to report the incentive
rebate the PBM is getting for making
the switch (Sipkoff, M., 2008). After
passing PBM transparency legislation in
2004, South Dakota saved over
$800,000 in a...

(continued on pg. 30)
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single year (NCPA, 2009a). The Na-
tional Community Pharmacists Associa-
tion (2009a) has cited a number of
examples of how some states and or-
ganizations who have switched from
non-transparent PBM’s to PBM’s willing
to enter into contracts with transpar-
ency, have saved or project saving mil-

lions to billions of dollars.

PBM transparency requirements are
also being proposed for inclusion in the
national health care reform bill that is
currently in the works at the time of
this writing (NCPA, 2009b; NCPA,
2009¢).

Implications for “Forced” Drug
Switching on the Practice of Psy-
chopharmacology

The experience of patients like Mary,
who are stable on a psychotropic
medication and then “forced” to switch
to a “preferred” drug, will become
increasingly common if state and na-
tional government does not regulate
these practices and the factors contrib-

uting to them.

We know from clinical experience and
based upon the heterogeneity of men-
tal illness, that finding a match between
patient and psychotropic medication
can be challenging. Once a patient is
responding well to a drug regimen, it is
distressing to both patient and pre-

scriber to be “forced” to switch medi-

cations. It can take weeks to get a pa-
tient titrated to a therapeutic dosage of
a new psychotropic medication, if the
“preferred” medication is effective at all.
Even if a patient is “allowed” to return
to the original medication after a
“failure” of the preferred medication
(which is not always the case), the trial
period of that ineffective medication can
be devastating for someone whose men-
tal health is destabilizing. And the risk of
patients dropping out of treatment alto-
gether because of “forced” drug switch-

ing may be the most tragic of all.

Psychologists with prescribing privileges
can contribute to solutions to the prob-
lem of “forced” drug switching, as can
all prescribers, by avoiding giving sam-
ples of higher priced medications for
first line treatment when a generic alter-
native is available and is considered ap-
propriate. We can all educate other
prescribers of psychotropics to do the
same. But psychologists can also help to
contribute to solutions by promoting
use of psychotherapy as a first line
treatment before trying psychotropic
medication, when research and the clini-
cal situation suggest this is appropriate
(e.g., interoceptive desensitization for
panic disorder, prolonged exposure
treatment for Posttraumatic Stress Dis-
order, no more than mild to moderate
depressive symptoms). If patients can be
treated effectively with psychotherapy,

we can help them to avoid the potential

problem of “forced” drug switching

altogether.
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Henderson, Oregon RxP Update, Continued

(continued from pg. | 1)

... left in our bag of tricks to keep us
alive. The last thing any of us wanted to

do was to die in a Senate Committee.

This bill passed out of Committee
unanimously and onto the Senate floor,
where it passed easily and found con-
currence in the House a few days later.
The Governor signed the Bill into law,
and now we are on our way. Oregon
should have statutory language stating
psychologists will prescribe sometime
after the 2010 Session. And, if the in-
terim workgroup fails, there will be
documented evidence from a neutral
third party as to why we could not

reach an agreement.

There are reasons for hope. This is a
good outcome. We have a commit-
ment from Oregon Legislators to hear
this bill in 2010, and the expectation
that a Bill will be presented. We have
already educated this legislative body
and the Governor—there are no elec-
tions between now and then, and in
recent weeks, one House member and
two Senate members have resigned.
Both Senate members were opposed
to this Bill—we can hope that their
replacements will shine favorably upon
it, or be too overwhelmed to care.
And, we have a large body of Legisla-
tors who are really, really ticked that
this Bill didn’t pass this Session, who

will be watching the performance of

this workgroup with a keen eye and a
stern hand, ready to take this Bill home
in 2010.

The Interim Committee was recently

appointed and is comprised of:

e Robin Henderson, PsyD; Lynnea
Lindsey, PhD, and Morgan
Sammons, PhD representing psy-
chologists

¢ Norwood Knight-Richardson, MD
and George Keepers, MD, repre-
senting psychiatrists (both are
faculty at Oregon Health Sciences
University)

e LJ. Fangam, MD, representing
physicians (and also on the faculty
at OHSU)

e Ann Hamer, PharmD, represent-
ing pharmacists (and again, on the
faculty at OHSU)

Mediation will be provided by the Ore-
gon Consensus Project, and the first
meeting is soon to be scheduled. Ore-
gon stands ready to make another run
at passing legislation for prescription
privileges but to do so, we’ll need lots
of support. If you’re interested in hear-
ing about our efforts as we move for-
ward, please feel free to send me your
email address, and I'll put you on our

update list.

Any article about Oregon’s fight for
prescription privileges is not complete
without a few “thank you’s.” In no par-
ticular order, we would like to thank
the following for their tireless support,
listening ears, careful guidance and wis-
dom: Morgan Sammons, Glenn Ally,
Mario Marquez, Elaine Levine, Deborah

Baker, Dan Abrahamson, Suzie Lazaroff,

Pat Deleon, and Steve Tulkin. | know
there are many, many others, but these
folks deserve a little extra thanks. We
also want to thank Sandra Fisher, Ex-
ecutive Director of the Oregon Psy-
chological Association, who has ex-
pertly kept us afloat and moving for-
ward. Our lobbying team of Lara Smith,
Betsy Smith-Jones and Gary Conkling
(and his firm) are the BEST in the
country on this issue. And finally, |
want to thank the RxP Faithful—Doug
Marlow, Lynnea Lindsey, David Wade
and Peter Grover. The five of us have
been together on this issue through
three Sessions—the good, the bad, the
ugly and the farcical madness that this
debate can become. Their dedication
to this issue is inspirational and unpar-
alleled. The best is yet to come, my

friends.

Dr. Henderson is the Director of Behavioral
Health Services at St. Charles Medical Center,
Cascade Healthcare Community in Bend, Ore-
gon. She serves on the American Hospital
Association’s Governing Council for Psychiatry
and Substance Abuse, and is a representative
to the Joint Commission Behavioral Health
Technical Advisory Group. She is Co-Chair of
the Community Mental Health Codlition of
Oregon, Chair of the Oregon Psychiatric Inpa-
tient Committee, and has served on several
interim Legislative Committees. She is a board
member of the Cascades East Area Health
Education Council and a member of the steer-
ing committee for the State’s Behavioral Health
Information Project. She is a past president of
the Oregon Psychological Association, and is an
active member of the American Psychological
Association.
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DelLeon, Work, Cause, Hope, Dreams, Continued

(continued from pg. |5)

“Best of all were the relationships his
staff have solidified over the years in
the Senate. We were visited by a
Cabinet Secretary, Senators, a Gover-
nor, and high-ranking military. They
came to our office to get senior staff
views. We had several exciting lunches
in the Senators’ dining room with key
educators and healthcare professionals.
If you define a leader as one who has
influence, | definitely had the opportu-

nity of working with them.

“The healthcare professionals and edu-

cators in Hawaii were some of the nic-
est people I've ever met. | was so im-
pressed that | came home and entered a
doctoral program. The Senator had
previously encouraged me, but | was not
ready for the commitment until | visited
Dr. Kay Daub from the University of
Hawaii (UH) at Hilo. Now I’'m eagerly
pursuing courses toward a Ph.D. in
Nursing Education so | can teach at UH

Hilo when | retire from the military.

“After realizing the health and educa-
tional needs in America, | was motivated
to work toward being part of the solu-

tion. Now my life has a new direction

and purpose. The Senate experience
was much more than political. For me,
the social aspect was more powerful. |
will forever be grateful for the many
lessons about the power of relation-
ships [Col. Robin Squellati].” Senator
Edward Moore Kennedy [1932-2009],
we will definitely miss you. Your vi-
sion, however, will live on.

Pat Deleon, Ph.D., ABPP is affectionately
known as the Father of RxP. He was President
of the American Psychological Association (APA)
in 2000. He won the Division 55 award for
National Contributions to Psychpharmacology

in 2001 and the Division 55 Meritorious Ser-
vice Award in 2008.

Sulkowski, 2009 Patrick H. DeLeon Prize, continued

(continued from pg. 19)

. in the availability of training oppor-
tunities and increased prescriptive au-
thority for psychologists. The public
may come to expect school psycholo-
gists to possess a greater understand-
ing of psychopharmacology in states
and territories that currently provide
licensed psychologists with prescrip-
tion privileges as the lay public often
has difficulty distinguishing between the
roles of various mental health profes-

sionals.

Thus, school psychology programs
ought to offer courses in psychophar-
macology or allow students to obtain
specialized training in this area, so that

they will be prepared to meet the

needs of children’s in the 21st century.
However, there are many barriers to
providing this training, as few psycholo-
gists are qualified to teach psychophar-
macology courses. Therefore, interested
students may need to obtain training
from other mental health professionals
who have greater knowledge of psy-
chopharmacology. For example, some
school psychology students at the Uni-
versity of Florida have received instruc-
tion and collaborated with members of
the Department of Child and Adoles-
cent Psychiatry, including department
faculty, psychiatry residents, and post-
doctoral fellows, as a component of
practicum training. As one of these stu-

dents, | was fortunate to regularly at-

tend psychiatric grand rounds, attend
faculty and resident case conferences,
participate in. didactics, observe psychi-
atric consultations, engage in clinical
research, collaborate on cases with
psychiatry residents and fellows, and
receive supervision from members of
the departments of Child and Adoles-
cent Psychiatry, Clinical and Health
Psychology, and the School Psychology
Program. Although this is no substitu-
tion for the rigorous training received
by prescribing mental health profes-
sionals, | do believe that non-standard
and cross-disciplinary training experi-
ences have the potential to increase

school psychologist’s willingness...

(continued on pg. 35)

The Tablet, November, 2009




“ Page 34

THE TABLET: Newsletter of Division 55

Pillay and Tulkin, Prescriptive Authority in South Africa, Continued

(continued from pg. 18)

the then Supplementary Health Profes-
sions subject to certain conditions.
Furthermore, the South African Medi-
cines and Medical Devices Authority
(SAMMDRA) Act (a new autonomous
Drug Regulatory Authority a transfor-
mation of the MCC), which would be
re-promulgated in the near future, pro-
vided for prescription rights for Health
Professionals, subject to a list of appro-
priate medicines being promulgated in
regulations in terms of the SAMMDRA
Act. This list of medicines would first
have to be approved by the Health
Professions Council of South Africa
prior to being submitted to the
SAMMDRA for approval and promulga-

tion.

At a meeting of the meeting between
the Executive Committees of the Medi-
cal and Dental Professional Board, the
Professional Board for Psychology and
the Council of the HPCSA (April
2000), the council acknowledged that a
number of Health Professionals other
than medical, dental and pharmacy
practitioners were currently adminis-
tering and prescribing medicines under
certain specific conditions. They agreed

that:

I.  ‘The Professional Board for Psy-
chology would submit a detailed
proposal in respect of limited pre-

scription rights for psychologists

to the Medical and Dental Profes-
sional Board, including the need for
such prescription rights especially in

under serviced areas

2. The principle of limited prescription
rights for psychologists under the
conditions defined by the Profes-
sional Board for Psychology should
be debated by the Medical and Den-
tal Professional Board prior to fur-
ther discussions with the Profes-

sional Board for Psychology;

3. The needs of the patients and the
rendering of an accessible service to
all South Africans should be a guid-
ing principle in the debate on pre-

scription rights for psychologists;

4. Until the discussions relating to the
prescription rights for psychologists
had been finalized, no information
regarding the matter would be
made available to the Media for

publication’.

Unfortunately the final decision taken by
the Council of the HPCSA subsequently
was against prescriptive rights for psy-
chologist. This also coincided with the
end of 1998-2002 PBP’s term of office.
A new PBP board was elected in 2003.
During the new PBP elected term
(2003-2008) the issue of prescriptive
rights for psychologist did not receive
much prominence. A new Board is to
assume office for the period 2009-2014.

The members of this Board are to be

announced by the minister of Health

Very soon.

South Africa continues to face a seri-
ous shortage of health care practitio-
ners more especially mental health
practitioners. In a recent study
(Petersen et al., 2009) in which a situ-
ational analysis of mental health ser-
vices in a rural district (typical of most
rural districts in the country) was
done, the researchers found a lack of
specialist mental health staff, particu-
larly with respect to psychiatrists and
psychologists. There was no psychia-
trist and only one psychologist for the
entire district (i.e. 0.2 psychologist per
100 000 population). Chisholm et al.
(2007) estimate the target human re-
source requirements to treat Schizo-
phrenia, Bipolar Affective Disorder,
Depressive Episode and hazardous
Alcohol Use to be 0.5 psychiatrists and
1.0 psychologist per 100,000 popula-

tion.

In South Africa, only 0.28 psychiatrists
per 100 000 population and 0.32 psy-
chologists per 100,000 are employed
by the Department of Health, a division
which services 80% of the population
(Lund, Kleintjes, & Campbell-Hall,
2007). It is estimated that South Africa,
as a whole, has |.2 psychiatrists per
100,000 population and 4 psychologists
per 100,000 population (WHO, 2005).
As Peterson et al. (2009) point out

limited access to and scope of mental
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health services is both a product of
insufficient resources, as well as ineffi-

cient use of existing resources.

A substantial revision to the existing
training of psychologists to meet and
to address the human resource short-
ages within the health care sector in
South Africa is seriously required. This
revision must also include training in
psychopharmacology and prescriptive
rights. It is incumbent on existing and
future-trained psychologists to sharpen
their skills and broaden their reper-
toire so that they may more effectively
fulfill their functions and meet needs of
the society they serve. In this regard,
PsySSA and psychologists in the coun-

try must continue to lobby for pre-

The following is in correction to the
article, How Legislative Change in Health
Happens in Ontario by Brian ]. Bigelow,
Ph.D., C. Psych., ABPP, FSICPP, FPPR,
FICPP, from July, 2009, pg. 12:

scriptive privileges.

B.J. Pillay, Ph.D. is Head of Department of
Behavioural Medicine at the Nelson R Man-
dela School of Medicine at the University of
KwaZulu-Natal, and Chief Clinical Psychologist
for the Hospital Services of the KwaZulu-
Natal Provincial Administration in Durban,
South Africa. He is an internationally recog-
nized academic and clinician, represents his
discipline on national and international bodies
and serves on several scientific committees.
He is Past President of the Psychological Soci-
ety of South Africa (PsySSA).

Steven Tulkin, PhD is Professor and Director
of the Postdoctoral Master of Science Pro-
gram in Clinical Psychopharmacology at the
California School of Professional Psychology at
Alliant International University. He has served
Division 55 as a member-at-large on the
Board of Directors, and as Program Co-Chair
for the 2008 APA convention. Dr. Tulkin is
Treasurer of Division V (Psychopharmacology)
of the California Psychological Association. Dr.
Tulkin is working with Dr. Pillay to develop
psychopharmacology coursework for the Psy-
chological Society of South Africa (PsySSA).

Correction

| promised to wear my own errors.

I. Ontario and other provinces do
not have senates. Only the Federal
Parliament has a senate.
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(continued from pg. 19)

to participate in psychopharmacother-
apy and advocate for greater roles in
the psychopharmacological treatment of

children.
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