Comments & Controversies

Ask returning veterans about
traumatic brain injury

The article “6 screening questions
for military veterans” (Pearls, CUR-
RENT PsYCHIATRY, September 2008, p.
78-9) is a well written and thorough
review for clinicians treating active
duty personnel and military veterans.
A very important and clinically rele-
vant seventh question is to ask about
traumatic brain injury (TBI) that may
have occurred during training or
deployment to Iraq or Afghanistan.
One tool clinicians can use to screen
these patients is the Brief Traumatic
Brain Injury Screen developed by the
Defense and Veterans Brain Injury
Center.! Coupled with a-clinical inter-
view, this 3-question survey will as-
sist clinicians in identifying possible
TBI patients. Referring TBI patients
to a polytrauma rehabilitative center
through the Department of Veterans
Affairs is part of a comprehensive
treatment plan.?

Timothy Berigan, MD

Psychiatrist

Raymond W. Bliss Army Health Center
Fort Huachuca, AZ
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Dr. Barry responds ‘

Mild traumatic brain injury (mTBI) is one
ofthe signature diagnoses of the conflicts
in Irag and Afghanistan, and we're learn-
ing more about the pathogenesis, mani-
festations, sequelae, and treatment of
this syndrome. Most veterans have basic
knowledge about this condition because

| Current Psychiatry
1 4 November 2008

—

i

Urr cnt

SYCHI Alﬂ‘f
ADHD in adults

Madchimg theraples
with patients needs

1 i e, Kb b il
bmwiriar s Fied

ek gl e
Lia [ p—
e aeEre i oy
e R T Al
T ——

September 2008

the military educates-and screens all per-
sonnel for mTBI . and employs.aggressive,
multi-disciplinary.. treatment plans for
those in need. Thus, clinical interview,
physical examination, and screening-for
mTBl—as suggested by Dr.Berigan—
might yield useful-information for clini-
cians treating veterans.

Matthew James Barry, DO

Chief of psychiatric services

U.S. Army’s Medical Department Activity
Fort Drum, NY

Psychiatry ethics guidelines
need to be revised

At a time when 28.4% of psychiatric
practices provided no psychothera-
py during a typical week,' applying
psychotherapy principles to ethical
judgments involving psychiatrists is
inappropriate and should be aban-
doned (“Psychiatrist/patient bound-
aries: When it’s OK to stretch the
line” CURRENT PsycHIATRY, August
2008, p. 53-62).

The American Psychiatric Asso-
ciation should revamp its ethics anno-
tations by removing psychoanalytic
references and terms such as “identi-
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fication” to make these guidelines rel-
evant to all psychiatric practices, even
those without psychotherapy.

H. Berryman Edwards, MD
Bellevue, WA
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Examine the evidence on
expert witness testimony
The authors of “Psychiatrist/patient
boundaries: When it's OK to stretch
the line” (CURRENT PSYCHIATRY, Au-
gust 2008, p. 53-62) cited the American
Academy of Psychiatry and the Law’s
recommendation that “psychiatrists
avoid acting-as expert witnesses for
their-patients or performing patient
evaluations for legal purposes... The
intrusion of another role into the doc-
tor/patient relationship can alter the
treatment process and permanently
color future interactions... these situ-
ations create the appearance that you
have conscripted a vulnerable indi-
vidual into your practice.”

These statements raise several
questions:

® Aren’t most individuals coming
into psychiatric practices vulnerable?

e If psychiatrists avoid patient
evaluations for legal purposes, who
will do them?

e Which opinion carries more
weight, that of a psychiatrist who has
worked with a patient for years or that
of an independent evaluator who has
seen the patient for an hour or 2?

e Is it in the best interest of the
patient or the therapeutic alliance if
the treating psychiatrist declines the
patient’s request to testify or write an
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evaluation because of possible merce-
nary motivations, particularly when
the testimony might make a signifi-
cant difference?

If the patient and psychiatrist
are willing to forego confidentiality,
the doctor should have the option
to represent the patient’s psychiatric
treatment as a witness, not as an inde-
pendent medical examiner. Salaried
psychiatrists testifying for patients
treated in public agencies—from city
to federal—do not receive fees for
testimony. As far as I know, there is
not a standard forensic fee for private
practice psychiatrists, who can adjust
their fees to reflect work done, per-
haps applying their hourly office rate
for time spent on preparation, travel,
and testimony. These psychiatrists
also can discuss the fee with patients
to prevent undue financial strain.

Hope is a precious commodity
that should not be denied to patients
because of possible overinterpreta-
tion of boundary concepts.

Perhaps I have overinterpreted the
authors’ points. Maybe forensic psychi-
atric testimony should be re-examined
in light of its possible harmful effects
on psychiatrist/patient relationships.
However, I think the material cited by
the authors could needlessly deprive
patients of assistance. I thought our
goal is to use our clinical judgment to
serve the best interest of each patient,
not merely avoid lawsuits or board
complaints as we go.

S. Epstein, MD
Los Angeles, CA

Drs. Marshall, Teston,
and Myers respond

Dr. Epstein’s questions imply that in some
cases, the legal system might serve as an
ally to the therapist. Our assumptions
about the legal system are less charitable.

Though there may be occasions when
treatment goals and a legal ruling may
align, risks multiply when therapy moves
from the office to the courtroom. Although
we agree that our decisions should not be
driven by adesireto avoid lawsuits or board
complaints, once a case goes to court the
therapist surrenders control of the thera-
peutic process, opening a Pandora’s box of
potentially negative consequences.

Although there are unusual circum-
stances—such as physicians practicing
in rural areas—when a physician may
assume dual roles, physicians under oath
serve the court, not the patient, and litiga-
tion is not always driven by the patient’s
best interests. Presumably, the treating
psychiatrist possesses more information
about the patient, but what if the patient
has lied? Or what ifthe psychiatrist reveals
sensitive information about the patient,
which results in a patient losing a job, los-
ing respect in the community, or getting
divorced? In other cases, patients may not
be sufficiently competent to “forego con-
fidentiality,” or they might not fully ap-
preciate the risks involved in granting the
therapist permission to testify.

As noted, patients are not obliged
to maintain boundaries. In fact, they are
not even obliged to tell us the truth. Only
psychiatrists have the obligation to tell
the truth, maintain boundaries, and pro-
tect our patients, even—at times—from
themselves. Advocate courageously for
your patients, but be judicious (no pun in-
tended) where you exercise that courage.

Richard M. Marshall, PhD

Associate professor

University of South Florida Polytechnic
Lakeland, FL

Karen Teston, MD
Staff psychiatrist
Watson Clinic LLP
Lakeland, FL

Wade C. Myers, MD

Professor and director,

forensic psychiatry program

University of South Florida College of Medicine
Tampa, FL
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POLITICAL
ADVERTISING
CANNOT
BE CENSORED.

WHY ARE
SOME MEMBERS
OF CONGRESS &

ACADEMIA
TRYING TO CENSOR
MEDICAL
COMMUNICATIONS?

Diabetes. Cancer. Obesity. Respiratory
disease. America’s medical professionals
are busier than ever. How can they stay
current with medical advances and still
improve their patients’ well-being?

Information is part of quality care. Yet
government controls threaten to keep
doctors in the dark about current
medical advances.

Restrictions on how much information
consumers and doctors can know about
current and new treatments reduce
their ability to advocate for care.

Using censorship as a policy tool to
control healthcare costs is a bad idea!
Yet that’s what vocal pockets of academic
medicine and Congress have in mind.

We are concerned that some members

of Congress and Academia are seeking

to restrict the content of CME and other
industry-sponsored communications
without input from practicing physicians.

Information is the first step to care.
To learn more, visit cohealthcom.org.

This message brought to you as a
public service by the Coalition for
Healthcare Communication.



