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FROM THE EDITOR

FUTURE OF PSYCHIATRIC SERVICES, LITERATURE SCAN,AND INTERNET2:
IsTherean Association?
Sy Atezaz Saeed, M .D.

AndtheanswerisYes... thisissuel

| am quite excited about the contents of thisissue of the
Psychiatrist Administrator. We have no other than John
Tabott, M.D. contributing thelead articlefor theissuein
which hevery doquently paintsavivid pictureof thefield
whileidentifying mgor trendsinrecent history. Dr. Coffey,
therecipient of thisyear’sAdministrative Psychiatry
Award, ajointAPA-AAPA venture, offersacommentary
on Dr. Talbott’'slead article. And, Dr. Lazarusoffersa
thought piece on the significance of “Soft Skills” for
psychiatrist administrators.

LiteratureScan

A brand new column garting with thisissueis* Literature
Scan”. Last year Paul Rodenhauser, M.D. suggested that
Psychiatrist Administrator offer aregular column that
providesthereader an overview of what isappearingin
literature on the subject of psychiatricadministration and
management. With thisissuewe start anew columnto
doexactly that. | am very pleased to welcome Jo Dorsch
asthe Column Editor for literature Scan. SheistheHedlth
SciencesLibrarianat theLibrary of theHed th Sciences-
Peoria, University of Illinoisat Chicago, wheresheisan
associ ate professor with an adjunct appointment in the
Collegeof Medicine. SheisaDistinguished Member of
theAcademy of Health Information Professonalsanda
National Library of Medicine/Association of Academic
Health Sciences Libraries Leadership Fellow. Ms.

Dorsch’s research interests include evidence-based
medicine, curriculum-integrated knowledge management
ingruction, andinformation outreach. Sheistherecipient
of multiplegrantsincluding onesfromtheNationd Library
of Medicine. Shepublisheswidely inthelibrary literature
including contributionsto the Journal of the Medical

Library Association, College & Research Libraries,

and Medical Reference Services Quarterly. Shealso
contributesjournal reviews, with physician co-authors,
to the Journal of the American Medical Association.

I nternet2

Having had an opportunity recently to learn something

about Internet2, | thought that it might be of interest to
our readership to see what Internet2 may bring to the
field of mental hedlth. I invited Dr. Yosttowriteanaticle
onthesubject of Internet2 anditsrelevanceto our field.

Internet2 isaconsortium being led by 206 universities
working in partnership with industry and government to
devel op and deploy advanced network applicationsand
technol ogies, accel erating the creation of tomorrow’s
Internet. Internet2 isrecreating the partnership among
academia, industry and government that fostered today’s
Internet initsinfancy. The primary goasof Internet2 are
to":

- Createaleading edge network capability for the
national research community
Enablerevolutionary Internet applications
Ensuretherapid transfer of new network services
and applications to the broader Internet
community.

Internet2 isnot aseparate physical network and will not
replacethe Internet. I nternet2 bringstogether ingtitutions
and resourcesfrom academia, industry and government
to devel op new technol ogies and capabilitiesthat can
then be deployed in the global Internet. Close
collaborationwith Internet2 corporatememberswill ensure
that new applications and technologies are rapidly
deployed throughout the Internet. Just asemail and the
World WideWeb arelegacies of earlier investmentsin
academic and federa research networks, thelegacy of
Internet2 will beto expandthe possibilitiesof thebroader
Internet. AsDr. Yost pointsout inhisarticle, morethana
faster Web or email, these new technologieswill enable
completely new applicationssuch asdigital libraries,
virtual laboratories, distance-independent learning and
tele-immersion. A primary goal of Internet2 isto ensure
thetransfer of new network technology and applications
to the broader education and networking communities.

References:
1. http://www.internet2.edu/about/faq.html.
ACCESSED March 12, 2004




PRESIDENT'S COLUMN - FALL 2003

THOMASW.HESTER, M.D.

Aloha, fdlow members
and friends of the American
Association of Psychiatric
Administrators (AAPA). In
. my last column | briefly
Ry b 3| discussedthreeinitiativesthat
oy v 80| were being taken to help
Il WS revitalize our organization.
i "J')i B These initiatives were: to
conduct conference calls of the executive committee
throughout theyear; toincreasefinancid support for our
NewsJournal; and to send targeted membership
solicitationletters. Inthiscolumn| would liketo update
you ontheprogressof theseinitiatives.

Fr4t, conferencecallswere conducted onAugust
8, 2003, October 31, 2003, January 22, 2004, and
March 11, 2004. | wasvery pleased by thequality and
level of participation. Inconjunction with our annual
face-to-face meeting in May, these teleconferences
providethe continuity and time needed to effectively
support our organizational work. Minutes of these
meetings are posted on our website,
Www.psychiatricadministrator.org.

Second, asaresult of Dr. Hatti’sefforts, agrant
was secured from GlaxoSmithKline to support our
NewsJournal. The Executive Committee agreed that
onceongoing financia support alows, the publication
of our NewsJourna wouldincreasefromitscurrent level
of twiceayear tothreeor evenfour timesannualy. Dr.
Saeed' sexcellent editorial stewardship and the high
qudity of thearticleswarrant morefrequent distribution.
Dr. Saeed is receiving much needed help with the
appointment of Dr. Lazarusas associate editor of the
NewsJournal.

Third, largely as aresult of Frances Roton’s
efforts, our paid membership hasincreased. Letters
soliciting membership to our association were sent to
psychiatristswho took the 2004 AAPA CME Course,

and tothemembersof the National Association of Sate
Mental Health Program Directors Medical Directors
Council, and the American College of Physician
Executives.

In addition to facilitating work on thesethree
initiatives, thetel econferences provided opportunitiesto
conduct athorough review of our financid stuation. Dr.
Hatti analyzed the budgets and expenditure reports of
the past several yearsin order to understand theroots
of our financia problems. Heconcluded that thedeficits
over the last two years were primarily caused by a
decreasein outsidefinancial support. However, | am
very happy to report that aswe enter 2004, weareno
longer inabudget deficit.

Severad important changeshave occurredinour
Executive Council. | regret that Dr. Sowershadtoresign
as our Treasurer, because of his responsibilities as
President of the American Association of Community
Psychiatrists. We wish him well and appreciate his
continued support and involvement withAAPA. | am
very pleased that Dr. Lazarus has agreed to serve as
our Interim Treasurer and that Dr. Herman and Dr.
Vergarehavejoined usascouncilors. Wewill belooking
for someoneto serveasour Secretary at our meetingin
May.

Findly, I would liketo updateyou on our annua
meetingsin May. Dr. Reid will be speaking at our
Membership Luncheon. Histopicwill be® Organization
Liability for Clinical Staff Negligence: Beyond
Respondeat Superior.” The annual membership
luncheonwill beheldinthe Jdulliard Room of the Grand
Hyatt on Tuesday, May 4, 2004 from 12:00 noon to
2:00 p.m. The Executive Council meetingwill follow
from 2:00 p.m. — 6:00 p.m. in the Morosco Room,
Conference Levd of the Grand Hyatt. Thisextended
Executive Council meeting will bededicated to strategic
planning. All membersarewe comed to participate. |
look forward to seeing youin New York.




THE FUTURE OF PSYCHIATRIC SERVICES:
Is There Any?
JohnA. Tabott, M.D.

Textbooks of Administrative Psychiatry tend to
chronicle the issues, problems and opportunities facing
thefield at the pointsin time of their publication despite
their unstated wish to provideinformation that isnot time-
bound. For example, the first such text, Walter Barton's
edimable” Adminigtrationin Psychiatry,” publishedin 1962,
dwelt largely with administrative issues encountered in
the state hospital, which was at that time the primary site
of treatment of the mentaly ill; while his second text,
“Mental Health Administration,” publishedin 1983, dealt
more with community psychiatric issues. Likewise, Saul
Feldman’stwo editions of “ The Administration of Mental
Health Services,” published in 1973 and 1980, reflected
administrativeissues at the height of the eraof community
mental health and community mental health centers.

In addition to this current edition, | have been the
editor of two earlier textbooks of administrative psychiatry
(Talbott and Kaplan 1983, Talbott, Halesand Keill 1992).
Published in 1983 and 1992 respectively, each also
reflected the times we lived in. In 1983, the era of
community care, what some have called the post-
deinstitutionalization era, wasin full swing and effortsto
patch-up the failures of that movement were reflected in
that edition. Likewise, in 1992, issues of cost-contai nment
and managed care began to be discussed.

Therefore, itisno surprisethat the most recent edition
of the APPI Textbook of Administrative Psychiatry
reflects the changing times we now live in. | will try to
summarize and synthesize some of the trends, themes
and issuesthat have surfaced repeatedly in thistext, without
repeating the details so ably provided by the chapter
authors. Inaddition, | will discuss some of theimplications
of thesetrendsfor psychiatric administrators. | will discuss
them under six headings: Patient Trends, Treatments,
Systems Issues, Reimbursement and Revenues,
Technology and Language.

Patient Trends

Patient trends were and are powerful predictors of
services and systems efforts. The trends that have most
affected psychiatric services in the past include
demographic, diagnostic and economic ones as well as
thelocation where patientswere treated and their changing
roles, from passive recipient through collaborator to
advocate and provider.

Demographic Trends: We continue to experience a
further “graying” of America, with the life-extension of
the American population leading to more senior citizens,
more frail elderly and more of the elderly with medical
and psychiatric problems, aswell asahigher incidence of
co-morbid chronic conditions. (In addition, the population
described by Bachrach (1983) asthe*young adult chronic
patient” isnow no longer young, and theinsufficient care
and treatment they received is further complicating their
movement into the older age group.) Theimplication of
this trend of the “graying of America’ for psychiatric
administrators is that our services need to become even
more heavily involved with primary care specialists and
gerontologistsand in settingswhere the elderly are housed,
e.g., nursing homes, retirement communities, assisted living
settings, etc. (Talbott 1998). Whilecontinuing to train gero-
psychiatrists, we must also train general psychiatriststo
better treat the elderly who have both psychiatric and
medical problems.

Diagnostic Trends: Co-morbidity of medical and
psychiatric conditionsisvery common among the elderly
and co-morbidity of psychiatric and addictivedisordersis
very common in the younger age groups. Acrossthe age
spectrum, we are seeing many more patients with co-
occurring psychiatric, medical and devel opmentad disability
problems. Surely the most vexing exampleisthat posed
by co-occurring mental illnesses and addictions, which as
we have learned from the National Comorbidity Study,
areextra-ordinarily common. Theimplication of thistrend
for psychiatric administrators is that services must be
broader, more inventive and increasingly more modeled
after those dual-diagnosis programs that combine
addictionsand psychiatric philosophiesof treatment (e.g.,
lay-directed self-help aswell as professionally-prescribed
medi cation) and practices (e.g., 12-step programs aswell
as cognitive therapy). (Ridgely, Goldman and Talbott
1989).

The Severity | ssue: Overlapping the two trends detailed
aboveisthat of theincreased severity of theillnesseswe
are seeing, combined with the fact that patients are now
seen for shorter lengths of time with different goals for
treatment episodes than just a few years ago. Whether
inthe hospital, outpatient clinicsor “private” offices, the
ruleregarding patientsand their hospital staysiscertainly
- “sicker and quicker.” Theimplication of thistrend toward




increased severity, for psychiatric administrators, is that
our services must be better equipped to diagnose, treat
and follow-up severely mentaly ill personsin lesstime
and with fewer resources, while maintaining our
effectiveness.

Economics: The two economic trends that have had and
will continueto have the most impact on patients, arethe
burden of caring for the uninsured and cost-control/cost-
cutting, carried out at this moment through the aegis of
managed care. The implication of the move to managed
care for psychiatric administrators is probably the most
discussed issueinthistext. It includes almost every topic
to which we have devoted a chapter; from leadership to
staffing; from cultural issuesto ethical ones; and fromthe
“private” sector tothe“public” one. Theimplicationsfor
psychiatric administrators of our society’s continuing
unwillingnessto provideadl Americanswith hedthinsurance
is that we must advocate for a political solution to the
problem while struggling with the ethical and clinical
dilemmas of providing what we often think is substandard
care or suffer economic consequences in a highly
competitive market.

I ssues relating to where patients are seen: Especialy
for psychiatric administrators working in the “public”
sector, thevast shiftsinwhere patientsare located presents
challenges for the present and future. For example,
whereas 40 years ago, the preponderance of the severely
mentally ill were in hospitals, now they are in a host of
“community” settings, including “homes’ that vary in
quality and accessibility as well as some places that are
even moredifficult to reach, e.g., the correctional system
and sheltersfor the homeless. Theimplication of thistrend
for psychiatric administratorsisthat if weare both ethically
and/or contractually mandated or required to provide care
for all the mentally ill wherever they are, the way we
provide services and our ability to track patients must be
improved.

Participation: One of the trends that has become more
significant during the past few years is the increasing
incidence of citizen/patient/consumer participation in
decision-making. Whereas in the 1960’s, citizen
participation was part of the community psychiatry
ideology, now it is a necessary ingredient of “public”
managed care initiatives and a potentially very decisive
forceif consumers of “private” managed care exert their
influence rather than | et insurance executives and benefit
managers continue theirs unmodified. It must be
mentioned, however, that one disturbing development is
the increasing tension between primary consumers and
secondary ones, e.g. family members, making some

decisionshard to reach when “ consumer input” issought.
Theimplication of thistrend for psychiatric administrators
isthat these citizens/pati ents/consumers hold tremendous
power and can have aprofound impact on theway services
are shaped, cut and/or provided. For whatever reasons,
however, most effective citizen power has been exerted
primarily through legislation ensuring access to non-
psychiatric care, e.g., mastectomies, deliveries, etc. The
burden of the stigma of mental illness in the private
corporate world and lack of acritical massin the public
world seem to betherate-limiting factorsto their exercise
of thispotential power.

Treatments

Sincethe publication of thelast edition of thetext, we
have seen theingtitution of or expansion of or modification
of services dueto scientific, demographic/epidemiologic,
organi zational and economic/administrativefactors.
New services in response to scientific developments:
Certainly, those services that are derived from research
have more scientific credibility than those advocated for
because of other factors, including economic, political or
administrative reasons. Thus, cognitive-behaviora therapy
and other short-term therapies for a variety of illnesses,
combined with drugs and psychosocial treatment for
depression and schizophrenia, group interventions and
psycho educational approachesfor the chronicaly ill, and
the new antipsychotics and SSRI’s, are clearly shaping
the clinics and service lines set up to deliver them. The
implication of thistrend for psychiatric administratorsis
that treatments that have recently been proven effective
will continue to dictate the way services develop unless
formulary restrictions prevent such or payment isdenied.
New services in response to demographic/
epidemiologic developments: There are also many
services that have developed or thrived because of the
demographic or epidemiol ogictrendsdetailed inthe section
on Patient Trends. Thus, the provision of servicesfor some
groups of patients has been driven by their prevalencein
the population, e.g., services for the dually-diagnosed,
elderly with both medical and mental illnesses, mentally-
ill offenders, homelessmentally ill, nursing homeresidents
andthose chronically mentally ill in need of resocidization-
rehabilitation. Theimplication of thistrend for psychiatric
administrators is that we must not only be prepared to
serveexigting groups of patientsbut those created by future
unpredictable events.
New services in response to organizational
developments: As a result of the trend toward the
development of service and product lines that are




marketable in the current competitive environment,
servicesare often shaped by organizational pressuresrather
than scientific or demographic/epidemiologic ones. Thus,
we have seen behavioral health programs incorporate
psychiatry and the addictions, geriatric and children’shealth
servicesincorporate gero-psychiatry and child psychiatric
services, and woman’s health services incorporate
psychiatric and psychological services. The implication
of thistrend for psychiatric administrators is that in the
future, as now, market niches, popular and competitive
services and packaging opportunities will have to be
closely followed.

New services in response to economic/administrative
developments: Economic and administrative pressures
can aso bring about the development of new services.
For example, managed care hasbeen singularly important
in helping to stimulate theinitiation or expansion of services
such as triage and rapid treatment, short-term
hospitalization, EmployeeAssistance Programs (EAP’S),
Culturally Competent Services and Women's Health
Services. However, as Hollingsworth and Sweeney
recently pointed out, some pressures to reduce services
may actually be*“ penny wise, pound foolish,” [my quotes]
such as the decision to trim services for the chronic
mentally ill under public managed care, notably
rehabilitation, community support and non-medical
counseling. The implication of thistrend for psychiatric
administrators is that economic and administrative
pressures will continue to shape service provision and
psychiatric administrators must be sensitive to market
forces and demands. Undoubtedly, the next great wave
of serviceswill comeasaresult of technological advances
(as Michael Freeman argued in the Introduction and |
shall discussfurther below.) Telemedicine representsone
area of enormous need and opportunity; chat rooms and
information for patients and families currently available
on the Internet is another.

Systems | ssues

Thereare severd trendsthat arerelated to the systems
of health and mental health care asawhole. They include
integrated systems, the rel ationship between primary care
and psychiatry, the behavioral health carve-out, networks
of providersand the privatization of the“public” system.
The development of integrated delivery systems:
Integrated delivery systems mean different things to
different people but in all cases bring about a greater
necessity on the part of psychiatric administrators to
interact with others and other systems. For instance, if a
delivery system offers primary, secondary, tertiary and

guaternary care, its practitioners and administrators must
interact with an active expanded cast of medical,
nonmedical professional and administrative staff.
Likewise, if asystem encompasses hospitd intensivecare,
step-down, alternatives and ambulatory care, interaction
with team managers, patient coordinatorsand case or care
managers becomes essential. And in acarve-in situation,
psychiatrists and other mental health providers have
increased commerce with all primary and specialty care
providers.

Increasing ties between primary care and psychiatry:
As mentioned above, one of the magjor trends in recent
years is the increased interaction with those working in
primary care. As primary care-givers do more and more
of the gate-keeping and provide what were once tertiary
care services, we will find increased opportunities to do
formal “ Outpatient Consultation-Liaison,” elbow-to-elbow
consultation in primary care satellites and teaching “ how-
to and when-to” (refer or treat). The implication of this
trend for psychiatric administrators is that we have to
find staff members who are willing and able to perform
these new roles, comfortable at teaching others, able to
keep their hands-off service provision and skilled at
interacting effectively with primary care-givers.

The behavioral health carve-out: While there has been
a defacto behavioral health carve-out since the creation
of mental hospitals in America separate from general
hospitals, the carve-out of mental health and addictions
services and patients needing those services to BHCO's
is a relatively recent phenomenon. For psychiatric
administrators who have functioned in private hospitals
and public systems, lifegoeson, but under different rules.
However, for thosein genera hospitals, integrated delivery
systems and those dealing with primary and tertiary care
initiatives, “life’ now means maintai ning or devel oping the
capacity to perform both carved-in and carved-out work.
The implication of the trend of the behavioral carve-out
for psychiatric administratorsisthat we must develop the
entire spectrum of services, including EAP and sports
team products, as well as administrative, outcomes
measurement, sophisticated i nformation management and
guality assurance and quality improvement ones.

The trend towards networks of providers. The ability
to be able to deliver serviceson alarger than local level,
often on aregional or statewide basis, requires anetwork
of providersor partnerships. For psychiatric administrators
who are accustomed to closed-staffs, small, dlite, academic
faculties or providers employed by the public sector, this
represents a challenge. The implication of this trend for
psychiatric administrators is that they need to develop




systems, staffsand monitoring capacities, either internally,
through contracts, or through partnerships.

The privatization of the “ public” system: As the public
system“privatizes,” whether through “ managedcarization”
of traditiond public entitlement programs, suchasMedicaid
and Medicare, or sales to or partnerships with private
entities of hospitals, clinicsand other community services,
psychiatric administratorsinvolvedin suchinitiativeswill
see marked changes. Such changes include the adoption
of standards, methods to improve efficiency and
management techniques pioneered in the private sector,
aswell asthe adoption of market-driven behavior, agreater
spirit of entrepreneurship and competitivenessand thinking
that is“ out of thebox” the“public” entity hasbeenin. The
implication of thistrend for psychiatric administratorsis
that it requires skills and training and knowledge about a
host of activities that may seem “foreign,” e.g., those
acquired first by persons working in the Managed Care
industry and later by thosein large private provider groups.

From Reimbursement to Revenues

Inthelast 7 years, we have gone from depending upon
and talking about reimbursement to depending upon and
talking about revenues. Thisinvolves anumber of areas.
Assumption of Risk in “ Private” Managed Care: From
the beginning, of course, managed care companies have
operated in a fixed income, prospective, essentially
capitated economic system. But providers, whether
individual practitioners, provider groupsor larger systems
of care currently continueto receive much of their income
retrospectively. Only as we move more steadily towards
providers taking risk, will we see them turn toward
prospective revenue and away from retrospective
reimbursement. Theimplication of thistrend for psychiatric
administratorsisthat if costs can be controlled, outcomes
maintai ned and sati sfaction ensured, budgetswill be more
predictable, but assuming risk means that one must have
the ability to act rapidly, contact rapidly, and hire and fire
rapidly aswell ascontrol costs, manage care of populations
oneself and have the information systems, etc. to handle
thejob.
Contracts: Arelatively new way large entitiesor provider
groups have survived and/or thrived is by becoming
contractors of services; for instance, contracting to provide
addictions or emergency services for other hospitals,
delivering crisisintervention servicesfor geographic areas
and providing careinlong-term carefacilities(e.g., nursing
homes), etc. Such contracts, like capitation, lead to the
creation of more predictable budgets, without the risk of
capitation or the uncertainty of maintaining volumesof fee-

for-service activities. The implication of this trend for
psychiatric administratorsisthat they must havethe skills
to negotiate fair contracts, to ensure fulfillment of each
contract, to monitor al its own activities and to manage
pressures at the margins (e.g., to serve patients not strictly
covered by the contract).

Medicaid: Therapid acquisition by state governments of
1115 waiversgranted by HCFA for Medicaid expenditures
has been dramatic. Certain consequences of such new
systems are now commonplace despite their differences
in method and whether behavioral healthcareiscarved-in
or carved-out or in someinstancesboth (e.g., in Maryland,
substance abuseisinthe carve-in; servicesfor thementally
ill, not usually performed by aprimary care physician, are
carved-out). For instance, in most cases the monies
alocated are less than was the case historically, start-up
problems and indeed, massive “ screw-ups,” are frequent,
and psychiatric administrators on the state or MBHO side
see things much “rosier” than those on the provider side
(which is the case with “private” managed care as well,
the difference here being that we expect government to
be less efficient than industry but to “care” more about
the populationsfor which they havehistorically cared for.)
Theimplication of thistrend for psychiatric administrators
is that those working in systems that traditionally serve
such populationsareat risk of losing both their populations
as well as their care systems; that a whole new set of
skills and tools is necessary (as mentioned above); and
that like the Postal Service, converting to a private model
requiresvast shiftsin cultural contexts, operating modalities
and staff attitudes and behaviors.

One or Two Systems: Elsewhere (Talbott 1998), | have
discussed whether managed care or managing carewould
lead to asingle system of careor perpetuate the two current
systems, although not necessarily with its two-class
difference. Looking at it one way, we could hopethat the
historical split (at |east since the establishment of statevs.
private mental hospitals) between the public and private
populationswould finally disappear under asingle system
of management, e.g. managed care. On the other hand,
you could also argue that there is such a vast difference
betweenthe* private’ acutely-ill population and the public’
chronically ill one, in illnesses, symptoms, disabilities,
services need, monitoring and outcomes - e.g., the
employed, generally adequately functioning citizen living
in afamily with shelter, benefits and “health insurance”
vs. the unemployed or underemployed, lower functioning
citizen from an often dysfunctional family with shaky
shelter and uncertain or only government safety-net
benefitsand insurance- that thetwo populationswill always




require different systems. The implication of this
difference in these two “futures” for psychiatric
administratorsis vast; under a“single system” we could
be training, working and managing in a very consistent
manner, but the downside would be that we would try to
fit all patients into rigid molds or we could continue to
operate ambidextrously - e.g., training, working and
managing in very different waysfor very different patients
and services.

Technology

Thereisno areawith such explosive growth and vast
potential to change the way we function as technological
change. Michael Freeman has ably pointed out the
“disruptive’ implicationsof thisrevolution. | will try not to
repeat what he said but point to some areas that will
complement the points he made in the Introduction and |
have been making in this concluding chapter.
Computers: In just afew years, the availability, power,
and cost of computers and computer services has
revolutionized our world. Personal computers, whether
inthe hands of providersor patients, permit accessto the
Internet, chat rooms, information services, etc.; alevel of
access to information and advice that has yet to be fully
exploited. Patients, now able to use MEDLINE free or
seek help regarding SSRI’s or talk to other patients, are
truly “empowered.” Likewise, providers have access to
data sets, MEDLINE, drug information and chat rooms
to “consult” with othersin real time.
Large computers enable insurance companies, MCO's,
MBHO’s and provider groups to perform provider
profiling, billing, outcome measurement, etc. While the
thorny issues of patient confidentiality and misuse of some
provider/outcome data will never be fully resolved, one
can only hope that well-protected patient registers will
permit ethical providers to know instantly what
medications, treatments and case management each
patient is receiving. The implication of this trend for
psychiatric administratorsisthat investmentsin computer
technology, training, maintenance and new uses will
continue to increase and that staying ahead of the curve
will becomeincreasingly important.
Telemedicine: For years we have struggled to provide
services and manpower to underserved areas; largely in
rural or inner-city areas. Now, through the power of
technology, we are able to deal interactively with each
other as well as patients and citizens in general. Except
for teaching, research and consultation, psychiatry has
been seen as a less fertile ground than other medical
specialtiesfor development of thistechnology. However,

thereiscurrently atremendouspush to exploit telemedicine
in psychiatry. Interesting cost-benefit questions arise; for
instance, atraumaanesthesiologist colleagueisassessing
whether it is better to train 16,000 military medical
techniciansin critical airway support, an event they will
be faced with a most once in their careers, or supply
each with miniaturized cameras linked to experts who
can “talk them through the procedure.” The implication
of thistrend for psychiatric administratorsisthat aswith
outpatient C/L or el bow-to-elbow consulting with primary
caregivers, we must becomemoreskilledin giving advice,
supervising othersfrom adistance and conducting “ virtua
therapy.”

Outcome Measurements/Report Cards: Everyone
states that eventually cost will no longer be the only
determinant of choice of treatment, plan or provider -
quality will become incorporated into the equation.
Outcome measurement for individual patientsand outcome
and cost-outcome analyses for individual or combined
treatments will become increasingly critical. On the flip
side, report cards on the performance of MCO’s,
MBHO's, insurance companies or provider groups will
also become more available and better utilized. The
primary obstacle here is the difficulty in cleaning the
research data so that apples are being measured against
apples; or stated contrariwise, that thetreatment of inner-
city dually-diagnosed HIV patientsis not compared with
the treatment of phobias in suburban “soccer-moms.”
Nevertheless, theimplication of thistrend for psychiatric
administratorsisthat the measurement of everything will
become more commonplace and again, our ability to
articulate key questions and explain the data and their
differenceswill become crucial.

Protocols/Treatment Guidelines/Disease Management:
The proliferation of protocols, treatment guidelines and
tools to assist in disease management is proof that there
is agreement from both industry and professional bodies
of the need to standardize treatment, improve outcome
and utilize research data on effectiveness. Services
researchisarelatively new disciplineand only in thelast
few yearshave results appeared that enable usto trandate
research into practice. However, the implication of this
trend for psychiatric administrators is that we will be
increasingly ableto use hard datato driveclinical practice.
The danger is that there will be confusion on which
guidelines to follow if the trend continues toward the
development of so many different setsof guidelines, which
is the result of intense competition between the authors
of the instruments who are affiliated with different
professional associations, private groups and the




pharmaceutical industry.

Quality Assurance and Quality I mprovement: In my
mind, there is a difference between the attempts on the
part of clinical administrators to improve the quality of
care by measuring outcomes or comparing treatmentsin
patient subgroups in various settings and the dlickly-
packaged “campaigns’ by business administrators and
marketing experts using almost incomprehensiblejargon
that are thinly veiled attempts to appear scientific while
intending primarily to compete more effectively in the
marketplace. The implication of this split in efforts for
psychiatric administrators is that we must encourage
attemptsto truly improvequality of carethat coincidentally
can be used in marketing, not vice versa.

Virtually Everything: The combination of technologies,
including computers, Internet, CD-ROM'’s, television and
cellular telephones, etc., is rapidly producing what will
become a practice and administrative world in which
almost al activitiescan gooninteractively inreal time. A
danger | seeinthis”virtual everything” isthat asrapidly
as events are occurring now, it will soon get even worse
and there will be no escaping the pressure to answer
guestionsinstantly or to solve problemsin seconds. With
cellular phones, modems, faxes and Federal Express, there
isamost no way anyone can say anymore “let me think
about that;” why does one need time to think when the
patient and provider are on your video-screen, the data
sets are on the Internet, and help, tests and services are
available 24 hours aday, 7 days aweek. Theimplication
of this trend for psychiatric administrators is a bit
frightening; maybe we' Il haveto avoid over-virtualizing
reality through team-management, shift work and
“chunking out” of work. Otherwise, we may have no one
willing to become apsychiatric administrator.

L anguage

It is said that part of the definition of a field or
profession is that it has developed its own language or
jargon. In the seven years since our last edition, the
language we used has exploded exponentially. Whereas
at that time we talked about the language of our “ al phabet
soup” (e.g., HMO's, PPO’s, IPA’s etc.) that we were
using, now we have an “aphabet life” and ajargon-filled
day. Some words we use in everyday professional
conversations are reflective of our wish/need to talk
“business-speak” (e.g., bottom-line or one-stop shopping)
and some from the computer world (e.g., “user-friendly
services’), but others are true neologisms (e.g., gate-
keeping). Leona Bachrach (1995), our field's William
Safire, has written extensively about the words we use

but few others have discussed thisissue.

The biggest shift has been that in the references to
our titlesor roles, e.g., we' ve gonefrom being physicians
or psychiatrists to being providers - and persons with
illnesses have gone from being patients through being
clients and consumersto being customers.

Then there's the use of “compressed words;”
healthcare and behavioral healthcare being the leading
examples. My owninstitution has created aservicecalled
ExpressCare, which with its compression, presumably
impliesfast, seamless, business-like care.

While I'm discussing behavioral hedthcare, let me
note that not only does this term replace psychiatry and
addictions services but it also has been seen by some as
implying deprofessionalization and the replacement of
higher-qualified by lower-qualified staff.

Surely, westill have the alphabet soup of organizations
we had seven years ago, but we now have new ones, the
most recent additions since the last edition being PHO's,
MCO's, MBHO'sand NCQA. For those readers heeding
assistance in wending their way through this soup, we
have provided alexicon in the Glossary in the book.

We have also certainly adopted a great deal of
businesslingo and are heavily involved with “downsizing
and rightsizing,” mergers and acquisitions, and markets
and capital markets (not to be confused with marketing.)
In addition, weno longer refer to bed days, bed occupancy
or admissions but to “volumes of service.” Also, we've
swept away Departments and Divisions and Centers and
replaced them with Product linesand Servicelines. Some
of the businesslanguage al so reflects our adoration of the
“hyphenated R'S’, i.e., retro-fit, re-engineer and re-invent.

The computer industry has provided us with lots of
wordswe' ve borrowed or adapted; we are now “on ling”
and “interface” with others. An administrative assistant
in our institution became so swept up in computer
terminology that when she announced a phone call, she
would say that so and so was “on line.”

And finaly, the neologisms | referred to above. In
classical psychiatry thesewerelargely the productions of
persons suffering from schizophrenia; no longer! We've
created words such as carve-in and carve-out or integrated
delivery systems, out of necessity more than psychosis,
although in truth that too may play arole.

Psychiatric Services: Past, Present, Future
Inthisconcluding section | will try totietogether the
themes and trends mentioned in this textbook and derive
some implications for the education and training of
psychiatric administrators, e.g., ourselves and our




SUCCESSOrS.
The Past: In the past, psychiatric administrators had a
modicum of certainty: there was a body of knowledge,
often derived from classical management theory (from
McGregor 1969 to Drucker 1973-74) and business
experience (often published in the Harvard Business
Review); a set of values shared by most psychiatric
administrators (such asfiduciary responsibility and “ above
all, dono harm”); aseries of agreed-upon desirable skills
(including the POSDCORB ones of planning, organizing,
budgeting, etc.) (Talbott 1988) and acommon history.
The Present: At present, however, we arein the midst of
awhirlwind and the experiences we share are related to
that; e.g., uncertainty about the shape or even continuance
of certain types of systems, treatments and practices;
threatsfrom above (beit government or academia), bel ow
(resentful troops), or outside (society, all levels of
government, industry in general and the insurance and
managed care industries in particular); as well as
enormous changes in funding (risk and shifts and
reductions), enormous changes in the structure of the
enterpriseswe administer, and enormous changes brought
about by technology.

The Future: Onemajor task we will havein thefutureis
to takethose skills, experiences and knowledge basesthat
are applicable to whatever administrative setting, in
whatever era, such asbudgeting, aknowledge of systems,
“people-skills’ and the context of our psychiatric/medical
training and blend into them the new elements essential to
modern management, be they new treatments, new
administrative concepts (networks, partnering, capitation,
telemedicine, etc.), new economic forces, new devices
and methods, and new methods of measuring ourselves,
our systems and our patients.

Implications for Education and Training (Ourselves
and Our Successors: Therefore, in medical education,
residency and fellowship training, aswell aspost-graduate/
CME/on-the-job-training, wemust (1) continueto educate
ourselves about basic, core issues as they relate to our
changing times and situations (e.g., the “new
accountability,” new planning methods, new budgeting
techniques, etc.), (2) teach ourselves new skillsto handle
changing systems (such as technological ones, e.g.,
information systems), scientific ones(e.g., measurement
of true quality of care), and administrative ones (e.g.,
partnering, merging and acquiring, cost-efficiency, rapid
firing/hiring, incentive systems), and probably most
important, (3) train ourselves and others how to handle
change through preparation, education, experience,
supervision, consultation, peer-advice, acquisition of

foreign lingo and blind luck.

TheLight Atthe End of the Tunnel: At present, everyone
predicts that we will pass through this period of turmail
into a brighter future and most agree that managed care
companies haveatime-limited future. But “ care” will till
be*managed,” hopefully by psychiatric administrators, and
a hoping for a return to the past is wishful thinking.
Nonetheless, that said, as an old Viet Nam Veteran, | am
suspicious of thosewho already seethelight at the end of
the tunnel. However, preserving our spirit of inquiry,
innovation and creativity in the face of pervasive fear,
gloom and despair will get usthrough. And, we hope that
this text, through its presentations of old and new
challenges, will help keep psychiatric services strong and
able.

Dr. Talbott is Professor of Psychiatry in the Department
of Psychiatry at University of Maryland School of
Medicine. This articleis based on a talk that Dr. Talbott
gave at the AAPA Luncheon Meeting in May 2002,
Philadelphia. It is adapted from the conclusion section
“ Future Issues for Psychiatric Administration” which
was published in the 2" edition of the APPI Textbook
of Administrative Psychiatry, Edited by Talbott, JA and
Hales, RE. American Psychiatric Press Inc.,
Washington, DC 2001.
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THE FUTURE ISBRIGHT IF WE DO IT RIGHT!

Commentary on the “Future of Psychiatric Services. IsThere Any?”
C.Edward Coffey MD, DFAPA

In his wonderfully insightful article “The Future of
Psychiatric Services: Is There Any?’ John Talbott MD,
one of Psychiatry’s (not just administrative psychiatry)
finest thinkers, draws attention to a number of important
trends, themes and issues which will impact the future of
our field. He points out that the good old days of a
“modicum of certainty” have been replaced by aworld of
greater uncertainty and pace of change, the implications
of which arethat leaders of psychiatric serviceswill need
to be comfortablewith change, aswell asagilein applying
multipletechnical and interpersonal skill setsto leadership
and management chal lengesinthevarious settingsinwhich
they may occur.

The leadership challenges highlighted by Dr. Talbott
arecompounded several fold inmy view, by an even more
fundamental problem, viz. that the health care system in
this country is broken and beyond repair. To quote the
Ingtitute of Medicine (IOM) (1) “Initscurrent form, habits,
and environment, the health care system is incapable of
giving Americans the health care they want and deserve
... The current care systems cannot do the job. Trying
harder will not work. Changing systemsof carewill.” In
its recent report A Mision for the Mental Health System
(2), the American Psychiatric Association echoed this
view. “Thecurrent systemisinshambles... apatchwork
relic—theresult of digointed reformsand policies... that
cannot be fixed by traditional reform measures.”

In my view, the unique challenge and opportunity faced
by health care leaders of the future is how we transform
our current “broken” mental health system into one that
gives patients the care they want and need, when they
want and need it. The operative word here is transform
— the incremental improvement approaches of the past
will not work.

Fortunately, health careleaders of the future have been
provided a “roadmap” of sorts to accomplish such a
transformation, in the form of the IOM’s recent report
Crossing the Quality Chasm: A New Health System
for the 21% Century (1). The Chasm Report praises the
unparalleled advancesin medical sciencein thiscountry,
as well as the skill, dedication and self-sacrifice of
American health careworkers, but it also indictsthe health
care delivery system for not translating those strengths
into meaningfully better care for each and every patient.

The report documents the wide variation in health care
quality, noting that too many Americans fail to receive
safe and effective care. The care is fragmented, the
system is full of waste and inefficiency, and too many
Americans lack health insurance and therefore are
deprived of accessto basic care. This gap between what
should be possible in health care (given the incredible
advancesin science and technol ogy), and what the patient
actually experiencesin the clinic or at the bedside, isthe
“chasm” referred to in the report’stitle.

To remedy this state of affairs, the Chasm Report
recommends that quality be made an explicit priority
of the health care system in this country, and that al
constituencieswork together to improvethefollowing six
dimensionsof health care:

- safety (the care should avoid harming patients),
effectiveness (the care should be evidenced-based, and
should avoid overuse or under use),

pati ent-centeredness (the care should be respectful of
theindividual’s preferences, needs and values),

- timeliness (the care should be avail able when the patient
wants and needs it),

efficiency (the care should be free of waste), and

equity (everyone should get the best possible care,
regardless of age, sex, race, financial status, or any other
demographic variable).

These six dimensions of “perfect care” provide a
revealing litmustest by whichto assessthe current quality
of psychiatric care in the United States. | have recently
discussed the application of these six dimensionsto assess
the quality of care in the specialties of neuropsychiatry
(3) and electroconvulsive therapy (4).

We also have evidence that one can leverage the
Chasm Report and these six dimensions of perfect care
to dramatically improve health care. 1n response to the
IOM’s Chasm Report, in 2001 the Robert Wood Johnson
Foundation launched its* Pursuing Perfection Initiative”,
which through a competitive grant process funded 12
demonstration (“phase 1”) projects designed to show that
rapid, radical improvement in health care was possible.
Our own Henry Ford Medical Group’'sBehavioral Health
Services was one of the 12 grantees. Henry Ford's grant
sought to perfect the care of persons with depression by
leveraging the framework of the Chasm Report, and in




so doing transform the processes of mental health care
within the Henry Ford Health System.

Our team (known as*“ The Blues Buster”) used the six
aims from the Chasm Report both to define “perfect”
depression care (ie, such care should be safe, effective,
patient-centered, timely, efficient, and equitable), and as
a strategic framework within which to develop and
implement such systems of care. After mapping their
current core processes of care, the Blues Busters quickly
identified theissue of suicide asahigh-leverage opportunity
toimprove depression care. The BluesBusters reasoned
that by focusing upon suicide, they could dramatically
improve the overall care of persons with depression or
other mental illnesses. In the true spirit of “pursuing
perfection”, the Blues Busters set as their main goal the
elimination of suicideamong their patients. Thisaudacious
goal served to galvanize theteam, and it sent animportant
message throughout the health system that this Perfect
Depression Care initiative would not be “business as
usual”, but instead was the beginning of a journey to
transform behavioral health care.

To accomplish their goal of Perfect Depression Care,
the Blues Busters re-engineered their behavioral health
care delivery system and implemented the Planned
(Chronic) Care Model of care asaframework to provide
perfect care. The team reviewed the extant scientific
literature and then devel oped and implemented a“ Suicide
Prevention” clinical pathway (effective care) which
included elements of self-management support (patient-
centered care) aswell asimportant linkagesto community
resources. A patient registry was developed by the HFHS
Information Technology team to support the pathway. The
Blues Busters then re-designed their behavioral health
delivery system to ensure that patients had ready “ open”
access to care (timely, efficient) and that each encounter
with aclinician included an evidenced-based assessment
of immediaterisk for suicide, followed by the appropriate
level of intervention.

To date the results have been encouraging. In the
two years prior to the launch of the Perfect Depression
CareInitiative (ie, baseline), the average running rate in
our patient popul ation was approximately 42 suicides per

100,000 covered lives. For reference, the rate in the
general population is ~12/100,000, and in a psychiatric
population of mixed inpatients and outpatients, therateis
estimated to be about 10 times greater (120/100,000). The
Blues Busters launched their initiative in January 2001,
and since then the annual running rate has fallen to ~18/
100,000, a decrease of approximately 57%!

These preliminary resultsindicate that rapid, dramatic
improvement in depression care is possible, and that the
Chasm Report framework provides a useful blueprint for
conceptualizing and implementing such improvement.

Dr. Talbott concludes his article by noting that to be
successful, health care leaders of the future must commit
to continual self-education and skill development. | agree
strongly with his advice, and would add that such a
curriculuminclude the Chasm Report asrequired reading.

Dr. Coffey is the Kathleen and Earl Ward Professor
and Chair in the Department of Psychiatry and Vice
President, Behavioral Health Services at Henry Ford
Health System in Detroit. He is also the recipient of
the American Psychiatric Association’'s 2003
Administrative Psychiatry Award.
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WHAT INTERNET2 CAN CONTRIBUTE TO MENTAL HEALTH CARE
JohnK.Yost, Ph.D.,M.Div.,C.B.E.

Abstract

The development of the Next Generation Internet,
or what has become known as Internet2, differs from
the commercial Internet in many ways. This article
discusses how internet2 can be important to the
practice of mental health care and psychiatrist
administrators. Commercializing the Internet in the mid
1990s provided the opportunity for the federal
government to work with major research universities
having academic medical centers to address the
challenges of improving health care quality in this
decade. Internet2 means possessing the high
performance connectivity requisite for real-time
telehealth and high-tech home care treating severe and
persistent mental illness, care coordination, illness self-
management, and aging issues among priorities thus
far identified by the Institute of Medicine. Just this
year the major thrust of the privately developed
Internet2 has shifted mostly to applications from
connectivity giving relevance to this paper.

Charting the course that has led to the post-WWiII
ARPANET then to NSFnet of the 1980s and finally to
the Internet and its commercialization in the mid-1990s
has been done from avariety of perspectivesthat have a
number of facets bringing the story to 2002 @. Yet very
little has been said or written about Internet2 in regard to
what it can do to improve the quality of health care and
how it can address the needs of mental health care asthe
population ages. Perhaps that explanation lies in the
disconnect between network engineering and research
or education applicationsof importancein hel ping to solve
major health care problems. Internet2 thusfar hasfocused
on advanced networking to the neglect of its research
and education applicationsto top priorities such ashealth
care, mental aswell as physical. The time has cometo
give primary attention to Internet2 applications, and
fortunately both the University Consortium for Advanced
Internet Devel opment and federal mission agencies, have
made that their main aim thisyear @. Mental health care
should benefit greatly from that insofar as nearly half of
the 20 priority areas selected for speedy national action
require mental health care ©.

Thoughts and plans for the Next Generation Internet
(NGI) or Internet2 (12) commenced in the early 1990s
with two dozen research universitieshaving a1995 meeting

in Chicago followed the next year in San Francisco with
around 30. Simultaneously, a few leading
telecommuni cation corporations such as Cisco, Quest, and
IBM had becomeinterested in supporting the devel opment
of the high-speed operation, the high performance
connectivity and broad bandwidth of Internet2. The Next
Generation Internet got itsnamefromthefederd initiatives
taken by then Vice President Gore, and Congressultimately
appropriated $100 million toward the cost of high-speed
connectivity for universitieswiththebulk of it going tothe
National Science Foundation originally intended for
research applications in need of the greater bandwidth.
The Next Generation Internet connectivity program
provided one-timefunding beginningin 1997 and hascome
to an end at NSF this year with around 206 educational
institutions out of 3600 now having grantsawardsfor high
performance connectivity. | think the preferenceof leading
research universities belonging to the prestigious
Association of American Universities (AAU) might have
been to keep Internet2 among themselves, and use it to
leverage federal grants and corporate support. But three
factors changed that strategy: (1) the digital divide; (2)
the competition to establish GigaPOPs with satellite
universities in the region; and (3) the reality of the
regionalization of higher educationwith universitiesbeing
encouraged by local/regional agencies and seeking to
become engines of regional economic development in spite
of someillusions about the complexities of that.

Even though the statute funding the Next Generation
Internet has ended, fundsin much smaller amountsremain
inthe National Library of Medicine (NLM) for connecting
hospitals and health education centers to Internet2
universities. And Internet2 connectivity helps, to be sure,
inleveraging large grants such asthe $12-13 million that
went asaNSF grant in 2003 to the University California-
San Diego. Thelnternet2 grantsfor telemedicine at major
academic health centersin thousandsrather than millions
camefrom NLM through the Nationa Ingtitutesof Health.
Some of these NLM grant awards have been for mental
health care. And the University of lowa stands out for
what it has been able to do statewide for disabilities .

How effectivethethreefold consortium of universities,
government, and corporations has been under the
management of the University Consortium of Advanced
Internet Devel opment (UCAID), collocated in AnnArbor
and Washington DC remains to be seen. There needs to




be a study of how the Consortium has served to leverage
funds matching national priorities and advancing the
common good inimproving thequality of headth care. That
would be of help concerning the value of Internet2 for the
advancement of mental health care.

Why Mental Health Care and Psychiatrist
Administrators Need Internet2

Internet2 has several formal working groupsincluding
the one in the Health Sciences. Although this group has
been less productive owing to limited funding, that might
change with a stronger emphasis now on applications. |
have been a member of the Health Sciences Advisory
Group since 2002 with responsibility for forming the
BioethicsWorking Group. Withinthat area, | have become
concerned especially with paucity of attention in medical
education to telemedicine and e-therapy. Thanks to
Michael Ackerman, Associate Director of NLM, | have
learned much about |12 telemedicine research at leading-
edge universities.

My research has focused on the ethical framework
with emphasis on quality of life issues however much
neglectedinthefedera project caled generaly the Quality
of Health Care in America. That project brought about a
nationwide awakening among healthcare professionals
concerning the need to avoid medical errors when the
Institute of Medicine published To Err IsHuman in 1999
followed by Crossing The Quality Chasm in 2001 ©.
Thisnationa project to improvethe health care quality in
the U.S. during this decade has been led by DHHS
Secretary Thompson working closely with Congressto
giveresponsibility for the studiesto the Agency for Health
Care Research and Quality(AHRQ). Congress mandated
AHRQ to provide a progress report in 2003-2004. And
the Third Hedlth Care Quality Summit held in early January
of this year considered five of the 20 national priorities
among which major depression and related mental health
care ones became the focus.

President Bush had announced in February 2001 his
New Freedom Initiative to promote increased access to
educational and employment opportunitiesfor peoplewith
disabilities, specifically including those with psychiatric
disabilities. President Bush's Initiative promotes also
increased access to assistive and universally designed
technologies. The 6" and final goal formulated by the
President’s New Freedom Commission on Mental Health
states: “Technology Is Used to Access Mental Health
Care and Information.” Goal 6 contains two
recommendations. 6.1 have to do with “the use of health

technology and telehealth to improve access and
coordination of mental health care, especially for
Americansinremoteareasor in underserved popul ations.”
6.2 recommends the devel opment and implementation of
“integrated electronic health records and personal health
information systems.” ©

These recommendations point directly to the need for
use of Internet2 technologies in the service of mental
health care by means of telehealth and e-health without
mentioning what Internet2 already has accomplished in
thisarea. Georgia, Arizona, Texas, Cdifornia and lowa,
are among the 25 others with the statewide Internet2
technology to carry out these recommendations. And as
mentioned above lowa, thanksto an NIH grant award to
the University of lowa, has become exemplary inturning
these two recommendationsinto reality. At GeorgiaTech
in 1998, | observed how Internet2 technology met health
care needs in underserved rural areas. The concluding
Goa 6 contains language about telehealth and e-health
records that | became familiar with through membership
on the Health Science Advisory Group of 12/UCAID
beforethe President’s Commission on Mental Health made
this Report with itsrecommendationsin April 2002. That
thiskind of progress has come about through the efforts
of the President’s Commission on Mental Health certainly
demonstrates how important Internet2 will continueto be
for psychiatrist administrators eventhough it goeswithout
mention @,

Perhaps 12 technology becomes a given in the APA's
A Mision for the Mental Health System and its Twelve
Principles’ set forth in April 2003, but it lacks also any
specific mention of the technology needed to turn these
principles effectively into action. And the discussion of
access to care for those individuals in rural areas and
among underserved racial groups that precedes the
statement of principlesleavestechnological solutionsout
of it. The discussion of access to care does mention the
IOM report of 2002. Maybe the omission of the latest
technology should come as no surprise becausethe early
IOM reports lack discussion of Internet2 mental health
care. Truth is that the University Consortium for
Advanced Internet Development, which has the
responsibility for managing the 12 technology, could do a
better job of marketing, and recently has begun to
emphasize that as well as putting more emphasis on
productive applicationsthan just on technological changes
and network engineering. That bodeswell for the future
of Internet2, and what it can do for mental health care
and itsadministration.




What Internet2 Can Do In Serving Mental Health
Care?

Already | have tried to deal with some of the big
contributions. These and others need more attention if
we want to hasten the progress in serving the needs of
mental health careand itsadministration by using I nternet2.
Right now many of usstill depend largely on theworld of
electronic mail, file transfers, and distant collaboration.
We need to reexamine our mental health care system and
to understand how the application of Internet2 can help to
overcome whatever fragmentation impedes our progress
to improve the quality of care and the quality of life for
thementally ill and developmentally disabled. At best, of
course, Internet2 will be only atool for delivering and
administering better mental health care. With proper
professional leadership, investment, and commitment, the
Cyber age with Internet2 technology opens us to new
opportunities for innovative mental health care uses of
advanced networking technol ogy.

Internet2 technology can become the standard means
of linking psychiatric specialistswith other cliniciansand
patientsacrossthe country and even globally. Clear video
imagesin real timewill maketel ecoll aboration astandard
way of communication. And these clear video imagescan
transfer information needed immediately. Internet2 will
make possible new meansfor theanalysisof brainimaging
at both ends of thelink that will make thiskind of mental
health practice clearly cost effective.

As | have witnessed, patients will avoid unnecessary
travel from distant rural settingsto major medical centers.
Mental health practitionerswill have expert consultation
delivered tothemintheir officesin ahighly personalized
manner. Psychiatrists and patients will accomplish in a
single office visit what now involves multiple visits and
maj or inconveniences.

Psychiatrists will be able to obtain immediate
teleconsultation with physiciansin other fields of practice,
as they deem necessary for their patients. Thus 12 will
enable other experts to help in improving the care of
patients by using this advanced technology to bring them
to the patients instead of sending the patients to them.
Again, this process will improve efficiency and reduce
costs.

Internet2 can enable patient records to be linked
electronically in order for each patient to have a virtual
health record instead of numerous ones scattered around
the country in a number of offices and hospitals. The
patient’s virtual health record will be a distributed but
unified summary of al the mental health and other care

they have ever received in their lives. This should help
the psychiatristimmensely in treating the patient’ smental
health and relevantly related other care. |mproving upon
HIPPA, this virtual health record will be secure and
confidential, and released to other health care
professionals only with the patient’s permission or under
strictly defined and enforced criteriain times of medical
emergency.

The time of high-tech home care has begun and will
grow with the use of an advanced network like Internet2.
Thevideo link into the home will be 2-way enabling the
psychiatrist to move beyond the use of often time-
consuming telephone connections and conversations for
managing patient problems at a distance to using their
visual senses. And this “home visit” viavideo links will
provide new tools for monitoring patient’s behavior and
allowing more time for preventive care than crisis
management.

Internet 2 technology can contributeto theadministrative
duties of psychiatrists by its speed and being fast owing
to the rapid expansion of bandwidth that enables experts
to appear on video walls in hospitals and classrooms
thousandsof milesaway. Second, Internet2 will aways
be on with no need to log on, will enable use to monitor
real-timedata, and will make possible medical monitoring
attached to real people. Third, Internet2 will enable us
naturally to ask a question in the language of our choice
and have the question routed to the most knowledgeable
expert, who will answer in hisor her native language, and
we will hear the answer in our own language. Third, the
search engines of Internet2 will bring us a few relevant
matches. The trusted networking of Internet2 will make
authentication rather than security the biggest issue but
digital IDswill help solvethat problem. Thesewill bea
few of the advantages Internet2 will bring psychiatrist
administrators.

Srategy for Psychiatric Administrators in Quest of
Support for Internet2

This year there has been a shift at NSF from high
performance connectivity to advanced networking
research. Thefundsfrom Clinton-Gore administration for
NGI connectivity have come to an end, and the Bush
administration intends to provide no more. The 206
universities, including all the major academic medical
centers have what we commonly call Internet2
connectivity. Theannual maintenance cost per ingtitution
runsaround $500,000. ThismeansInternet2 universities
will need to support maintenance from federal grants or




corporate partners, or users fees. And research and
education collaboration between and among Internet2
universities along with corporate partners will be crucial
in obtaining federal grants based upon my experience on
aNSF Information Technology Research panel last spring.
Yet mental health carewill beinarelatively good position.

Both the previous administration and the present one
have supported strongly the Mental Health Commission
and the National Health Care Quality Project. Each of
theseinitiativesrequiresthe high performance connectivity
of Internet2. | have dealt already with that need in regard
to the Mental Health Commission. The Health Care
Quality Project run by AHRQ responded to a DHHS
request in 2003 for an action report on national priorities.
The 20 prioritiesfor transforming health care quaity during
thisdecadeinclude major depression, severe and persistent
mental illness, self-management, hypertension, obesity,
aging issues, end of life, tobacco dependence, and care
coordination, the latter listed asthefirst priority. At least
half of these noted prioritiescall for some degree of mental
health care and the benefits of Internet2 to address them.

Conclusion

Clearly, Internet2 with itshigh performance connectivity,
hasthe potentia to make significant contributionsto mental
health care. The time has come for 12 applications to
mental health care and for exponentialy increasing the
funding for mental health care priorities. Psychiatrist
administrators need to realize both Internet2 potential but
alsoto participatein the process of devel oping applications
commensurate with the challenges of present needs and
future expectations. That neither of thefederal initiatives
to improve health care recognizes the importance of
Internet2 for what it can enable us to do makesit al the
more necessary to address the matter of Internet2 and
mental health care for psychiatrist administrators.

Dr. Yost has served as Principal Investigator of two
National Science Foundation (NSF) grants awarded
for Internet2 and belongs to the national 12 Health
Science Advisory Council with 15 members. He has
presented research papers on 12 andbiomedical
ethicsat numerous national meetings. Dr. Yost is a full
professor and Associate to the Provost at the Bradley
University, Peoria and adjunct at UIC-Medical
College.
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SOFTEN UP: THE IMPORTANCE OF SOFT SKILLS

FOR PSYCHIATRIST EXECUTIVE
Arthur Lazarus, M.D.,M.B.A.,C.PE.,FA.C.PE.

No one would argue that, to be an effective
administrator, aphysician needsakeen eyefor details
and numbers. Knowledge of accounting, finance, and
guantitative-based decision sciences are considered
prerequisitefor managing healthcare systems.* But don't
befooledintothinkingthet “ hard kills” donearesufficient
for job success. Today’scompetitivejob market means
that minimum acceptable skillsare being replaced with
higher standards. Among the higher sandardsarewhat
many call “ soft skills’ the cluster of personality traits,
social graces, facility withlanguage, personal habits,
friendliness, and optimismthat mark each of ustovarying
degrees (see Table 1). A review of the careers of
executiveswho havefailed to acquire appropriate soft
skillsrevealsthey have beentripped up by everything
from busnessmed blundersto ethicd |gpsesinjudgment
and outright fraud. Thoseindividualsmay have been
business savvy, but they lacked the soft skillsessential
for leading and managing people.

Whilethereisno universally established set of core
hedlth management competencies, leadersinthefield of
healthcare administration are beginning to place equal
or greater emphasison soft skillsover moretraditional
clinical, technical, and businessskills. It'sagiventhat
high-ranking physcianexecutivesareexpertsinther field
and havebusinesstaent. Soft skills, onthe other hand,
aredifficult toteach (somewould arguethey’ reinnate)
andthey’ reeven harder tomeasure. Soft skillsarehighly
relevant to medical students andresidents’ futureroles
asleadersinacomplex and ever-evolving healthcare
system. The good news for psychiatrists is that
psychotherapy training and practice providean excellent
grounding in soft skillsfor healthcareadministration.?

The Chicago-based National Center for Hedlthcare
Leadership and the Washington-based Accrediting
Commission on Education for Health Services
Adminigtration have entered into apartnership to define
essential competenciesfor healthcare managers and
educational programs. Although the competenciesare
under congderation and may not befindized until 2005,
thus far they include leadership; collaboration and

communication; management practice; learning and
performance improvement; professionalism; and
community health services.® Not surprisingly, these
competenciesfall under theumbrelaof soft skills. Let's
examine each one separately and discussitsrelevance
to psychiatric administration and management.

L eader ship

In medical school, many of uslearned procedures
by the classic “see one, do one, teach one” method.
And they called that leadership! While there is no
universally accepted definition of leadership, or even
genera consensusonwhat congtitutesthe most effective
style of leadership, it iswidely recognized that great
|eaders possesstraitsin common, for example, wisdom,
compassionand ahighleve of energy.

When Rudy Giuliani wasnamed Timemagazine's
Person of theYear in 2001, thetributeread: “For having
morefathin usthanwehadinourselves, for being brave
when required and rude where appropriate and tender
without being trite, for not deeping and not quitting and
not shrinking fromthepaindl aroundhim.” Thisisabout
asgood adefinition of leadership | have come across.
In detailing hisown principlesof leadership, Giuliani
observed that leadership is a privilege but it carries
reponsibilities—organizing around apurpose, hiringthe
best peoplefor thejob and ensuring they work asateam,
taking cal culated risks, and articulating and acting on
strong beliefsand being held accountablefor theresults.
Giuliani also remarked, “Leadership doesnot simply
happen. It can betaught, learned, devel oped.”*

Today’s psychiatrists are leaders in Fortune 500
companies, insurance companies, integrated health
systems, hospitals, software firms, medical schools,
pharmaceutical companies, medical research
organizations, managed carecompanies, and al branches
of government and themilitary. Itisimportant tolearn
from them by examining theleadership challengesthey
havefaced and by eval uating how they have dealt with
those challengesat different pointsintheir career.
Psychiatristsinterested in careersin administration and




management need |eadership role model sto help them
make informed decisions and avoid career traps.
Psychiatrisssmay have had rolemodel sduring residency
training, but the process of identifying and selecting
mentorsother than supervisors can be haphazard. Once
in practice, exposureto bonafideleadersin psychiatry
may never occur, or it may occur serendipitoudy. Advice
fromwomen who areleadersinthefield of psychiatry
may be even moredifficult to obtain becausethe“glass
ceiling” hasthwarted the careersof many womenleaders
inmedicine® Therefore, early career psychiatristsmay
need aprofessiona coachto develop persond strategies
that allow them to assume positions of authority and
influenceinthefuture.

Callabor ation and Communication

Itisessentia for administratorsto communicatetheir
thoughtseffectively to others. Thatiswhy so many job
postingsfor psychiatrist executivesask for candidates
with strong written and verbal communication skills. As
agroup, however, physi ciansoperatewith considerable
autonomy and have aunique style of communication
based on their psychological disposition asmeasured
by theMyers-Briggs TypeIndicator.t Awarenessof the
essential psychological differencesbetween physician
executivesand non-physician executives, coupled with
amotivationto act onit, may serveasapowerful device
by which relationships can be strengthened, especialy
through communication.

A large part of collaboration occurs through
teamwork. Team skillshave become anecessary part
of thepractice of medicineand psychiatry. Patientsare
often aware of underlyingtensioningroup practices. A
teamthat isperceived asdysfunctiond may causepatients
toquestionthequality of carereceived. Physciansmust
giveup the* doctor card” sotheteam canfunctionat its
best. Accordingto Patrick Lencioni, author of TheFive
Dysfunctionsof a Team,” team membersmust dsolearn
totrust each other, resolve conflicts, make commitments,
accept accountability, and focuson results. Thereis
nothing that anindividual can dothat an effectiveteam
cannot do better, every time.

Management Practice
Theascendancy of large numbersof physiciansto
management positions has beentruly remarkable. At

the sametime, it isproblematic whether the education
curriculaofferedinmedica schoolsand resdency training
programs provide adequate preparation for these
expanding rolesinthe complicated management of hedth
services. While some institutions have devel oped
|eadership and management programson their own,®
physicianshaveincreasingly turned to business schools
and schools of public health to supplant their medical
training. The large number of physicians currently
enrolled or who graduated various master’s degree
programsin businessand health adminigtration or related
disciplines suggeststhat doctorsare already preparing
themselves to assume additional management
respongbilities.

Residency directors and medical directors of
managed care organizations appear to value similar
competenciesfor managing care. Inonesurvey,® of the
10 tasks rated most important to residency directors
and managed care medical directors, 9 werethe same,
addressing timemanagement; ethics, case management;
practiceguiddines, cos-effectivedinica decisonmaking;
referral management; disease management; patient
satisfaction; and clinical epidemiology. Interestingly,
negetiveattitudestoward managed careamong academic
physiciansdid not appear to affect their viewson the
importance of teaching specific managed care tasks
related to popul ation health.

Coreclinical competenciesfor providing careto
individuaswith saverementd ilinesshavebeenidentified
by diversegroupsof stakeholders.’*!! Key areasinclude
patient care, medical knowledge, rehabilitation and
empowerment, family and support systems, social and
culturd factors, and resourcesand coordination of care.
Mental health treatment organizations that plan to
evaluate and improvethe quality of their caremay be
ableto usethese competenciestoinformtheir efforts.
Psychiatric administratorsmay beinstrumental inthe
design of specific curriculathat can be used to train
clinicians and ensure that clinicians have access to
appropriate educationa programs.

L ear ning and Perfor mancel mprovement
Rdiableand vdid methodsfor assessnglearningmust
be developed in order to ensure the adoption of core
health management competenciesby students, trainees,
andclinicians. Vaid measuresmust also be devel oped




to define outcome measuresfor ng performance,
especially in specialized areas such asmental health.
Once this has been accomplished, institutions must
demonstrate acommitment to ongoing eval uation and
continuousimprovement inal facetsof learning. The
useof new technology and* best practices’ shouldfigure
prominently inthisprocess

For example, in the managed care study® cited
above, residents were taught new competencies
(managed care tasks) and were asked to report their
level of confidence in performing each of the
competenciesusing a4-point Likert-typescae(1=Ieast
confident and 4 =most confident). Pre- and post-training
comparisonsweremadewithin subjectsand comparisons
were also made to a control group who received no
specific training. By choosing tasks that were
behavioraly defined and observable, theentirelearning
processwas quantified and measured. By delineating
thetasksto be performed, curricular interventionscould
be focused in those cases where performance was
suboptimdl.

Corporationsaswell asindividualsare capabl e of
learning new competencies. Incontrast toindividua core
competencies, organizational core competencies
represent “the collectivelearning in the organi zation,
especially how to coordinate diverse production skills
and integrate multiple streams of technology.” > Most
companies build world leadership with only a few
fundamental competencies. Examplesinclude Honda
(engines and power trains), Canon (fine optics and
microelectronics), Sony (miniaturization and video
technology), and 3M (substrates, coatings and
adhesives). Thepractice of medicineissimilar inthat
both personal and organizational competencies
contributeto successful medica outcomes.

Professionalism

Mary FrancesLyons, aphysician, worksfull-time
recruiting other physiciansfor executive-level postions.
Shedtates, “In search work, we are constantly exposed
to differing levels of professionalism. There are
professional MDsand therearelessprofessional MDs.
Highlevelsof professiondism arestrong contributorsto
career success, asit isthe major determinant of how
those around a person perceive and work with the
person.” 3

Lyonsdefines professionalism in many ways, for
example, by doing what you say you are going to do;
showing up for important functions; supporting the
leadership of your organization; keeping sensitive
information confidential; speaking well of others; and
taking responghility for your mistakes. Inmy own office,
aggnreads. “l amwillingto make mistakesif someone
elseiswillingtolearnfromthem.” Admitting mistakes
and accepting blamewhileoffering an gpology signifies
a high level of professional behavior and earns the
gratitude of those around you.

Lyonsobserves, “If youredly want to be professiona
and perceived as such, thereis an easy way to keep
track of what to do. Whatever would makeyoufed the
best if you were at the other end of theinteraction, do
that. In other words, ‘ Do unto others as you would
havethem dountoyou.’” %3

Community Health Services

| went to medical school and trained in psychiatry at
Temple University School of Medicinein Philadelphia,
Pennsylvania. Dr. Anthony Panzetta, my mentor and
theformer chairman of the department of psychiatry,
wasapioneer inthecommunity menta health movement.
Although Dr. Panzetta became disillusioned with
community mental healthinthe 1980s, when | wasa
resident, he continued to stress the importance of
working with community leaders and supporting
community healthinitiatives. Panzetta'sclassic 1985
article, “Whatever Happened to Community Mental
Hedth?’ ,*actudly foreshadowed themanaged careera.
He founded one of the first managed behavioral
hedlthcare organizationsin the United States(TAO, Inc.)
andmodeled it after idedistic principlesembodiedinthe
Community Menta HedlthAct.

| recently reconnected with my medica school dma
mater, donated money for building anew medica school,
and arranged amesting with the Dean and other faculty
to discuss pharmaceutical research aliances. My
previous and present employers, both pharmaceutical
companies, have also contributed significantly to their
communitiesintermsof job creation and real dollars,
not to mention pharmaceuticd reief throughindigent care
programsand philanthropic endeavorsworldwide.
There can be no more noble purposefor apsychiatrist
executive than to help improve the welfare of a




community anditscitizensthrough charitable community
activities.

Soft skills are critical to the success of psychiatrist
executives. Soft skillsareimportant whenthereisintense
competitionfor hedthcarepostionsat theexecutiveleve.
Invariably, it seemsthat recruiterslikeoutgoing, friendly,
well-adjusted physicians more than those with great
qualificationsbut lessacceptable soft skills. Obvioudly,
psychiatristswith astrong complement of soft skillsand
technical proficiency makeided job candidates.
Ask yourself, “Do | need toimprove my soft skills’?
Hereareafew thingsto consider:
» Learnthebasicsof public speaking. Takeaspeech
communicationscourseor joinalocd ‘ Toasmeagters

group. Practiceyour telephone skills.

Pay special attention to your manner of dressand
grooming. You only have one chanceto make a
good “first impression.” Make sure you dress
appropriately for job interviews and for the job
Seiting.

Engagepeople. Practiceyour approachingreeting
them. Look peopleintheeye. Smileand offer a
firm handshake, but not onethat ispainful.
Practicetheart of conversation. Becomewell versed
in current events and topics other than medicine.
Book clubsand discussion groups are good ways
to develop theseskills.

Maximize your leadership potential. Clearly
communicateyour vison and achievebuy-in of your

Table-1: Illustrative Soft Skills
Work Ethic: Givingafull day of diligent work and following your supervisor’ sinstructions.

Courtesy: Fregquently usngthewords® please,” “thank you,” “excuseme,” and“may | hdpyou” indedlingwith
patients, supervisors, and colleagues.

Teamwork: Sharing responsbilities, conferring with other peopl e, honoring commitments, helping othersdo
thelr jobs, and seeking hel p when needed.

Self-disciplineand self-confidence: Arranging your tasksfor best performance, learning from experience,
asking questionsand correcting mistakes, and absorbing criticism and direction without fedling defeated, resentful,
or insulted.

Conformity to prevailingnorms. Governing your dress, grooming, body language, tone of voiceand vocabulary
according to the particular culture of theworkplace.

Languageproficiency: Theability to speak, read, and write standard English in abusinessikeway.

Problem solving ability: Applying creative and innovative solutionsto technical and conceptual problems.
Using original ideasto frametactical and strategic plans.

Customer serviceorientation: Appreciating the needsand requirementsof individuasinternal and external to
your organization, and satisfying those requirementsin atimely manner.

Leadership: Creating the conditionsthat alow peopleto grow and do their best on beha f of the organization.
Training and mentoring new team members.




ideas. Motivate peopleto do their best. Display
your ability to multi-task.

Enter intolong-term strategic relationships. Expand
your network and increaseyour sphereof influence.
L earn to manage conflict and change. Negotiate
issuesfairly.

Tackletough Stuationshead on. Beaproblem solver.
Establish stretch goas. Behonest if youfall short.
Beup-front with everyone.

Keeptakinginitiative. Volunteer for projects. Help
get thingsdone. Take cdculated risksto benoticed
and get promoted. Learn how to read other people's
emotionsandfedings.

Always be polite and courteous. Respect other
peopl€ sopinions; try and devel op consensus. Never
compromiseyour ethics. Dotheright thing!

Theability to develop and use soft skillscan makethe
difference between an outstanding job offer and the
enjoyment of new employment in a rewarding
environment.

Dr. Arthur Lazarus is senior director of clinical
research for AstraZeneca Pharmaceuticals, basedin
WImington, Delaware.
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THE EARLY CAREER ADMINISTRATIVE PSYCHIATRY AWARD:

Greetings from the APA Committee on Psychiatric Administration and Management
Suart B. Silver, MD

Early Career Administrative Psychiatry Award

The Committee on Psychiatric Administration and
Management (CPAM) in collaboration with The
AmericanAssociation of PsychiatricAdministratorshas
recommended to theAmerican Psychiatric Association
(APA) arevisonof theAdminigtrative Psychiatry Award.
Thenew award will honor agifted young adminigtrative
psychiatrist and will contrast with the newly named
Career Administrative Psychiatry Award that hasbeen
bestowed annually since 1983 and which honors a
nationally recognized clinician -executive whose
effectivenessasan adminigrator of amgor mentd hedlth
program has expanded the body of knowledge
concerning management of mentd hedth servicesddivery
systems, and whose effectivenesshasmadeit possible
for him/her to function as a role model for other
psychiatrists.

The new award will be inaugurated in 2005 and
presented for thefirst timeat the Fall 2006 Institutefor
Psychiatric ServicesMeeting (1PS). Entitled the Early
Career Adminigirative Psychiatry (ECAP) Award, it will
honor an early career clinician-administrator who has:
1) demonstrated interest in psychiatric administration
either by additional training, certification or publication,
2) who has contributed significantly to the field of
psychiatric administration and management, and 3)
whose creativity and sensitivity promotesinterestin
improving patient carethrough psychiatricadministration
and management. To be eligible for this award, the
candidate must beamember of theAPA, withintenyears
of completion of hisor her residency in psychiatry, and
certified in Psychiatry by the American Board of
Psychiatry and Neurology.

TheECAPawardwill consst of anhonorarium: of a
check for $500 and aplague. It will be presented every
third year at the IPSMeetinginlieu of the CAPAward
in keeping with the current award rotation schedule.
Theaward recipient may be asked to present alecture
at that meeting. To be considered for the award,
prospective candidates should submit to the APA
Committee on Psychiatric Administration and

Management lettersof nominationandaC.V. by August
1% of the year prior to presentation. The American
Association of PsychiatricAdministratorsprovidesthe
honorariumand funding for the plague.

Examination in Psychiatric Administration and
M anagement

The new, single written examination combining
multiple choice and brief essay questions will be
administered for thethirdtimein May 2004 at theannua
meeting of theAPA. Theapplication deadlinefor the
May 2005 examination is February 1, 2005. Early
applicationsareencouraged in order to alow candidates
moretimeto prepare. Thenew examination process
haseliminated the oral portion of the examination; and
has changed the application pre-requisites to enable
young and early career psychiatrists to pursue
certification. Elimination of theora examination means
that candidates could receive certification just afew
months after applying, assuming they passthewritten
test. APA Certificationin psychiatricadministrationand
management reflectsthe candidate' sknowledgeand skills
in four areas: psychiatric care management,
adminigtrativetheory, budget and finance, and law and
ethics, aseach gppliesto mental health administration.

APA believestheadditiond skillsand experiencefound
inpsychiatristswho fill administrativerol es, even part-
time, deserve recognition through acertification that
recognizesthosequdifications. Inaddition, certification
isavisibledemonstration of knowledge and skillsthat
may increase a psychiatrist’s opportunities for
employment or promotion in some settings.

Perhaps most important, persons preparing for the
examination gothrough asubgtantid educationa process
which oftenincludes studying textsand articles (some
specificaly recommended in the application materials),
talking with professionals in other fields (e.g., an
organization’s human resources or budget director,
attorney, or senior managers), and/or attending courses,
seminars, or workshopson mentd heath administration.

Prospective candidatesfor the examination must be




certified in general psychiatry by the ABPN or an
equivalent body, and must have at |east one year of
substantid experienceingenerd or clinica adminigration
(verified by lettersof reference). Theexperienceneed
not be extensive, but should providefamiliarity with
general management concepts. A year asan assistant
unit or program director, for example, may suffice.
Applicantsmay subdtituteayear of adminigtrativetraining

during residency or two semesters of graduate-level
management coursesfor the post-residency experience.
APA membership is not required to sit for the
examination.

Dr. Slver is the Chair of the APA Committee on
Psychiatric Administration and Management.
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may havefor thisarea.

Sy Saeed, M.D.
Editor

Changesin the Frequency and Format of
Psychiatrist Administrator

You probably have noticed arecent changein the frequency of how often the Psychiatrist Administrator is
delivered to your mailbox. With thisissueyou probably are also noticing achangein the quality of paper and
afew format changes. Thisisareflection of thefiscal challengesAAPA facestoday. Last year our Council
decided to reducethefrequency of the Journa from 4/year to 2/year until weresolved thefinancial difficulties.
Asyou know, thejourna hasbeen funded partialy through aninconsistent flow of grantsand partialy through
the membership dues. The Council continuestowork onthisarea. I’ d appreciate any suggestionsthat you




COLUMN EDITOR: Josephine L. Dorsch, MAL, AHIP

LITERATURE SCAN

Welcometo Literature Scan, anew column that reviews
recent literature of interest to administratorsin behaviora
hedlth caresystems. Thisfirst column scanstheliterature
from the past year; future columnswill cover aperiod of
approximately 3-6 months. Paperswill be selected on
such topics asadministration, consumer satisfaction,
delivery of health care, education, efficacy, ethics,
evidence-based practice, |eadership, and management.
| expect the columnto evolve and develop over timeas
| hear from readersabout other topicsof interest to them
and as | learn more about the association and its
membership. Thedaily demandsof administration and
practiceoftenleavelittletimefor browsingjournds. It's
our hopethat thiscolumn may fill thegap.

JosephineL. Dorsch, MALS

Associate Professor & Health SciencesLibrarian
Library of theHealth Sciences-Peoria
University of lllinoisat Chicago

jod@uic.edu

Abramovitz R, Bloom SL. Creating sanctuary in
residentia trestment for youth: fromthe*well-ordered
asylum” to a “living-learning environment.” The
Psychiatric Quarterly 2003 Summer;74(2):119-35.

Thispaper identifieschangesin the population currently
in careand examinesthetwo dominant approachesthat
have shaped standard treatment models in use. It
concludeswith adescription of the Sanctuary Model,
an approach that integrates a variety of treatment
gpproaches, and how itisbeingintroduced by residentia
centersto provide asystematic trestment model for use
inschoals, living units, and trestment sessions.

American Geriatrics Society and American
Association for Geriatric Psychiatry. Consensus
gtatement onimproving thequality of mental hedth care
inU.S. nursing homes. Management of depressionand
behaviora symptomsassociated with dementia. Journal
of the American Geriatrics Society 2003
Sep;51(9):1287-98. [Consensus Development
Conference; Practice Guiddling]

American Geriatrics Society and American
Association for Geriatric Psychiatry. TheAmerican
Geriatrics Society and AmericanAssociationfor Geriatric
Psychiatry recommendationsfor policiesin support of
quality mental health care in U.S. nursing homes.
Journal of the American Geriatrics Society 2003
Sep;51(9):1299-304. [Practice Guideline]

BartelsSJ, DumsAR, Oxman TE, Schneider LS,
Arean PA, AlexopoulosGS, et al. Evidence-based
practicesingeriatric mental health care: anoverview of
systematic reviews and meta-analysis. Psychiatric
Clinics of North America 2003 Dec;26(4):971-90,
X-Xi. [Review]

This article provides an overview of the emerging
evidence base supporting theefficacy of geriatric menta
hedthinterventions, including systematic reviews, meta-
analysesand expert consensus statements.

Buck JA. Medicaid, health carefinancing trends, and
thefuture of state-based public mental health services.
Psychiatric Services. 2003 Jul;54(7):969-75.

Thetrend for Medicaid to fund public mental health
servicesadministered by statesrepresentsamajor shift
inthe predominant mode by which public menta health
services are funded, organized, and delivered. The
modd inwhich programsareadministered by satementa
health authorities and direct funding of designated
community providers is being displaced by one
associated with state Medicaid programs, which are
based on organization and financing methods
characteristic of healthinsuranceplans. Thisshiftin
model s needsto be understood for suchimplicationsas
adminigrativeauthority, funding source, datacollection,
populations served, and servicesprovided.

Chrisensen H, GriffithsK. Theinternet and mental
hedlth practice. Evidence-Based Mental Health 2003
Aug;6(3):66-69.

Theauthors consider theinternet from the perspective




of themental health specialist, examining itsimpact in
twodomains: &) information resourcesand b) trestment
provison. They also discusstheadvantagesand mgjor
obstaclesand disadvantagesto using thesetechnologies.
A convenient tableisprovided with namesand URL sof
popular menta health Stes.

Cooper B. Evidence-based mental health policy: a
critical appraisa. British Journal of Psychiatry 2003
Aug;183:105-13. [Review]

The current evidence-based approachisrdiant on meta-
analytic reviews, more gpplicableto specific treatments
thantothe careagenciesthat control their delivery. Only
10% of clinical tridlsand meta-analysesfound focused
on effectiveness of services, and many reviewsproved
inconclusive. A broader evidence baseiscalled for,
extending to studiesin primary careand the evaluation
of preventivetechniques.

Corrigan P,McCracken S, Blaser B. Disseminating
evidence-based mental health practices. Evidence-
Based Mental Health 2003 Feb 6;4(1):4-5.

Thisarticlefocuseson barriersto staff use of evidence-
based treatmentsand Strategiesto reducethesebarriers.
Thetwo main barriersto staff dissemination arelack of
knowledgeand skillsamong individud serviceproviders
and organizationd dynamicstha underminestaffs ability
toimplement and maintaininnovative approaches.

Corrigan PW, Boyle MG. What works for mental
health system change: evolution or revolution?
Administration & Policy in Mental Health 2003
May;30(5):379-95.

Two fundamentd gpproachesto systemschangeto adopt
standardsand practicesof quality carefor peoplewith
psychiatric disability arecompared. Theauthorspresent
the two approaches as naturally occurring change
processesthat work intandemintherea world.

Essock SM, Goldman HH, Van Tosh L, Anthony
WA, Appell CR, Bond GR, et al. Evidence-based
practices. setting the context and responding to concerns.

Psychiatric Clinics of North America 2003
Dec;26(4):919-38, ix.

Theauthorsmet with stakehol der groupsand recommend
that further dial og and planning about evidence-based
practicesshould beinclusive. Involving stakeholders
will ensure that practices emerge that represent the
integration of the best research evidencewith clinical
expertiseand consumer values.

Fortney J, Sullivan G, Williams K, Jackson C,
Morton SC, Koegel P. Measuring continuity of care
for clients of public mental health systems. Health
ServicesResearch 2003Aug;38(4):1157-75. [Review]

Thisstudy identified aset of measuresof continuity of
outpatient care using administrative dataand eval uated
the validity of these measures for persons in the
community withseriousmentd illness. Thefivecontinuity-
of-caremeasureswerefound to berelatively easy and
inexpensive to generate and may serve useful for
identifying individualsat risk for poor outcomesand
strategiesto keep clientsengagedin careover time.

Goldman HH, Arzin ST. Public policy and evidence-
based practice. Psychiatric Clinicsof North America
2003 Dec;26(4):899-917.

For evidence-based mental health practices to be
implemented, particularly at thepolicy level, stateand
federal support to createthe organizational and financia
incentives are needed. There is an opportunity to
combinequdity improvement with accountability through
performance measurement and theimplementation of
effective new servicesand treatments.

Greenberg GA, Rosenheck RA. Changein mental
health service delivery among blacks, whites, and
Hispanics in the Department of Veterans Affairs.
Administration & Policy in Mental Health 2003
Sep;31(1):31-43.

The authors analyzed changesin accessto and use of
menta hedlth servicesby minoritiesinthe VeteransHedlth
Administration from 1995-2001. Blackshad poorer




outpatient access than whites, but were not further
disadvantaged over time. For Hispanics, therewasa
trend toward greater inequality inthedelivery of care.
Of particular concerniswhether changesintheU.S.
health care system in the 1990s, fostered in part by
managed care, may have further adversely affected
accessto quaity menta hedlth careamong minorities.

Harwood HJ, Mark TL, McKusick DR, Coffey
RM, King EC, Genuardi JS. National spending on
mental health and substance abuse treatment by age of
clients, 1997. Journal of Behavioral Health Services
Research 2003 Oct-Dec;30(4):433-43.

Thisarticlepresents 1997 nationd expenditureson mental
heal th and substance abuse treatment by three major
age groups. 1-17 (13%), 18-64 (72%), and 65 and
older (15%). The authorsexamine how age specific
estimates can enable policy makers, providers, and
researchers to design programs and studies more
appropriately tailored to specific age groups.

Hogan MF. The President’s New Freedom
Commission: Recommendationsto transform mental
health care in America. Psychiatric Services 2003
Nov;54(11):1467-74.

Hogan, chair of the President’s New Freedom
Commission on Mental Hedlth, describestheyearlong
processthat the Commission undertook to develop the
report, summarizesitsrecommendations, and urgesall
members of the mental health community to make a
commitment to transform the system. Other articlesin
thisissue describe goal s of the campaign, discussthe
report’simplicationsfor psychiatry, and offer aview of
thereport from the perspective of managed behavioral
hedlth care. Theissuead so containsstatementsfromthe
Nationa Association of State Mental Health Program
Directors, theNationa Alliancefor theMentdly 111, the
National Mental Health Association, and the Bazelon
Center for Mental Health Law.

Levinson Miller C, Druss BG, Dombrowski EA,
Rosenheck RA. Barriers to primary medical care
among patients at acommunity mental health center.
Psychiatric Services 2003 Aug;54(8):1158-60.

The authors examined barriersto medical treatment
among patients at acommunity mental health center.
Patient responsesto avalidated instrument measuring
accessto and qudity of medical careindicated problems
withaccess. Scoresweresignificantly lower than those
of thegenera population.

LuchinsDJ. Thequditativeand quantitativetraditions
within menta healthadministration. Administration &
Policy in Mental Health 2003 Nov;31(2):183-86.

Increasingly inmenta hedlth, thequalitative gpproachto
measuring and achieving qudity isbeing replaced by the
quantitative. Thisarticleexaminesboth approachesand
offerssuggestionsasto their appropriateroles.

Marshall T, Solomon P. Professonds responsibilities
inreleasinginformationto familiesof adultswithmental
illness. Psychiatric Services 2003 Dec;54(12):1622-
28.

Confidentidity policiesoften do not specifically discuss
therelease of confidentia information to thefamiliesof
personswith mental illness. Thisstudy examined how
providersand family membersinterpret and implement
confidentiality policiesand suggeststhat these policies
may be posing a barrier to collaboration between
providers, consumers, and family members.

MechanicD. Policy challengesinimproving mental
hedlth services: somelessonsfromthepast. Psychiatric
Services 2003 Sep;54(9):1227-32.

Theauthor shareslessons he haslearned focusing on
fiveareas. research, managed behavioral health care,
health insurance and parity, service system availability
andlinkage, and dignified employment for personswith
mentd illness. Theauthor concludesthat dthough better
treatment toolshave becomeavailableand servicesare
being provided to more people, many signs of neglect
remain, particularly for themost poor and disenfranchised
individuds

Mellman LA, Beresin E. Psychotherapy
competencies. development and implementation.
Academic Psychiatry 2003 Fall;27(3):149-53.




New requirementshby the Psychiatry Residency Review
Committee of the Accreditation Council for Graduate
Medical Education maintain that residents must be
competent in five specified psychotherapies. brief,
cognitive behavioral, psychodynamic, supportive and
combined psychotherapy and psychopharmacol ogy.
TheAmerican Association of Directorsof Residency
Training Task Force on Competency haswritten sample
competenciesineach of thefiveareasto assst resdency
directors.

MunetzMR, Galon PA, FreseFJ 39. Theethicsof
mandatory community treatment. Journal of the
American Academy of Psychiatry and the Law
2003;31(2):173-83.

Theauthors present three ethical argumentsto address
the controversy of mandatory community treatment:
rights-based versus beneficence, utilitarian, and
communitarian. Each gpproach suggeststhat mandatory
community treatment can bean ethica intervention for
individua swith severementd disordersinwell-defined
circumgtances. Theauthorsarguefor flexiblecriteriaso
that mandatory community trestment isused only when
aternatives have failed, that treatment should be
implemented long enough to be effective, and that
consumers be involved in the development and
implementation of programs.

Newton DA, Grayson M S. Trendsin career choice
by US medical school graduates. Journal of the
American Medical Association 2003 Sep
3;290(9):1179-82.

Thisarticlereviewsand highlightstemporal trendsin
career choice by graduates of allopathic US medical
schools, focusing on US medical doctors (USMDs)
entering residencies from 1987. The most notable
example is the recent decrease in the percentage of
USMDschoosing aprimary care career. Inthenon-
primary careand non-surgical specidties, therehasbeen
agenera increase. However, psychiatry declinedfrom
more than 5% in the late 1980s to 3.1% in 1998,
followed by agradual increaseto 4.2% in 2002.

Semansky RM, Koyanagi C. Obtaining child mental

health services through Medicaid: the experience of
parents in two states. Psychiatric Services 2004
Jan;55(1):24-25.

In 2002 the Bazelon Center for Mental Health Law
conducted a series of focus groups with parents of
childrenwith seriousemotional disturbancewho were
receiving Medicaid. Focusgroup participantsreported
that their difficultiesbeganimmediately with faillure by
mental health providers to recognize the severity of
disordersand overlook risk factors, delayed diagnosis
until years after the parents suspected adisorder, and
too few services and the wrong kinds of servicesto
benefit them.

Silk KR, Yager J. Suggested guidelinesfor e-mail
communication in psychiatric practice. Journal of
Clinical Psychiatry 2003 Jul;64(7):799-806.

Existing genera guidelinesconcerningtheuseof e-mail
in medical practice are useful starting points, but
expans on and/or modificationto addressmoredirectly
issues of specific concernin psychiatric practiceare
needed. Of particular interest to psychiatric practice
aretheissuesof confidentiaity, communicativetone, and
professional boundaries. Nonethel ess, with cautions,
e-mail may provide a useful tool for enhancing
communication and treatment optionsfor psychiatrists
andtheir patients.

Snowden M, Sato K, Roy-ByrneR.  Assessment
and treatment of nursing homeres dentswith depresson
or behavioral symptomsassociated with dementia: a
review of the literature. Journal of the American
Geriatrics Society 2003 Sep;51(9):1305-17.
[Literature Review]

Thisextengveliteraturereview wasconducted to provide
an expert panel with an evidence base for making
recommendations on the assessment and treatment of
depression and behavioral symptoms associated with
dementia. Thereview concludesthat there are sufficient
data to formulate an evidence-based approach to
treatment of depression and behavioral symptoms, but
moreresearch isneeded to prioritize treatments. The
resulting practice guidelineand consensus statement are




publishedinthissameissue.

Srebnik D, Brodoff L. Implementing psychiatric
advancedirectives. serviceprovider issuesand answers.
Journal of Behavioral Health Services Research 2003
Jul-Sep;30(3):253-68.

Thisarticle presentsand respondsto issuesrai sed by
psychiatric advance directives (PADSs), an emerging
method for adults with serious and persistent mental
illnessto document treatment preferencesin advance of

periodsof incapacity.

MANUSCRIPT REVIEWERS:
Psychiatrist Administrator iscurrently seeking
psychiatristsinterested in serving asamanuscript
reviewersfor thejourna. If you areinterestedin
serving inthis capacity, please contact (or send
inquiriesto):

Sy Atezaz Saeed, M .D., Editor

Psychiatrist Administrator

Department of Psychiatry and Behaviord Medicine
Universty of lllinoisCollegeof Medicineat Peoria
5407 North University Street, SuiteC

Peoria, 111inois61614-4785

E-mail: sasaeed@uic.edu

CALL FOR PAPERS

ThePsychiatrist Administrator invitesarticles
on all areas of psychiatric administration and
management with a focus on the roles and
perspectivesof psychiatristsin leadership and
management roles. Please make submissionsand
inquiresto:

Sy Atezaz Saeed, M.D., Editor

Psychiatris Administrator

Department of Psychiatry & Behaviord Medicine
University of Illinois College of Medicine @
Peoria

5407 North University Street, SuiteC

Peoria, 111inois61614-4785

Tel: (309) 671-2165

Fax: (309) 691-9316

E-mail: sasaeed@uic.edu

* Yad Jabbarpour, M.D.
* KrisMcLoughlin, MSA

AAPA Component Workshop - 2004

“ Sate Hospital Psychiatry: ‘Been Down So Long It Looks Like Up To M¢e”

Monday, May 3
9:.00am.—-10:30a.m.
Odets Room - 4th Floor
Marriott Marquis
New York, New York

* Jeffrey Geller, M. D.
» Michael Hogan, Ph.D.




INSTRUCTION FOR AUTHORS

The Psychiatrist Administrator is the official
publication of the American Association of Psychiatric
Administrators (AAPA). Established in 1961, AAPA is
the premiere educational, networking, and support
resourcefor psychiatristsinterested in administration and
management. The AAPA promotes medical |eadership
and medical excellencein behavioral healthcare systems,
including services for mental illness, substance use
disorders, and developmental disabilities.

Thechoiceof “ Psychiatrist Administrator” isintended
to distinguish the NewsJournal from other publicationsin
mental and behavioral health administrationintermsof its
focus on the roles and perspectives of psychiatrists in
leadership and management within evolving systems of
care.

The purpose of the NewsJournal is to provide up-to-
date, accurate, and easily understandable information to
our readership and to contribute to the body of scholarly
work in the area of psychiatric administration and
management. Your article should be written in a clear,
straightforward style that is pleasant to read.

PREPARATION OF MANUSCRIPT

Manuscripts should be typewritten on standard (8 1/2"
x 11") white paper with 1" marginson all sides. Theentire
manuscript, including referencesand figurelegends, should
be double-spaced. Each element of the manuscript should
begin on anew page: title page, abstract, text, references,
tables (typed 1 per page), figure legends. Number pages
consecutively through the manuscript. Manuscripts should
be no more than 3000 words of text (not including
references or tables).

A separate page should be included giving thetitle of
the paper, the names, titles, and affiliations of each author,
and the mailing address, e-mail address, and phone and
fax numbers of the corresponding author. Any grant
support reguiring acknowledgment should be mentioned
on this page. Acknowledgments other than those of grant
support should be put at the end of the text.

An abstract should be provided, preferably no longer
than 200 words.

Tables should be typed double-spaced one per page.
Provide a clear, descriptive title for each table. Tables
should be numbered consecutively as they appear in the
text.

Figures should be numbered consecutively as they
appear inthetext. Illustrations- line drawings, graphs, or
charts - should be of camera-ready quality.

References should be numbered consecutively asthey

are cited in the text, with reference numbers typed as
superscripts. References should be typed double-spaced
beginning on a separate page after the text and
acknowledgments. The NewsJournal uses the Uniform
Requirements for Manuscripts Submitted to Biomedical
Journals (Vancouver group) asitsguidefor referencestyle.
Abbreviations of journal names must conform to Index
Medicus style; journas not listed in Index Medicus should
not be abbreviated. Ligt al authors when there are no more
thansx; for morethansx authors, list thefirst three, followed
by et d.

MANUSCRIPT REVIEW AND EDITING

Manuscripts are reviewed by the editor, editorial board
members, or other reviewers. Manuscripts may be edited
for clarity, style, conciseness, and format. The edited
manuscript will be sent to the corresponding author for
approval. Authors may be asked to respond to editorial
queries or make revisions.

Authors will receive page proofs before publication.
The author should return corrected proofs to Frances
Roton, Executive Director AAPA, within three days of
receipt; delays in returning proofs may result in
postponement of publication.

MANUSCRIPT SUBMISSION

Manuscript submission is a representation that the
manuscript has not been published previously and is not
currently under consideration for publication el sewhere.

Three copies of the manuscript should be sent to Sy
Saeed, M.D., Editor, Psychiatrist Administrator,
Department of Psychiatry & Behavioral Medicine,
University of 1llinois College of Medicine @ Peoria, 5407
North University Street, Suite“C”, Peoria, 11lincis61614-
4785. The manuscript should be accompanied by a
transmittal | etter giving the name, address, email address,
and phone numbers of the corresponding author. Theletter
should indicate that all authors have seen and approved
the manuscript and that the manuscript has not been
published or is not under consideration for publication
elsewhere. A disk copy of the complete manuscript,
including tables and references, should a so be submitted.
Pleaselabel the disk with the name of thefirst author and
title of the articleand indicate what hardware and software
were used. You can also submit the manuscript
electronically by sending it as an e-mail attachment
to the editor at sasaeed@uic.edu.

If you have any questions about specific details not
covered here, please e-mail sasaeed@uic.edu.
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AAPA MEMBERSHIP LUNCHEON
Tuesday, May 4, 2004
12:00 noon—2 p.m.

Grand Hyatt Hotel
Julliard Room

“Organizational Liability for Clinical Staff Negligence:
Beyond Respondeat Superior”

William H. Reid, M .D.

PLAN TO ATTEND!!!
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