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Haven't you heard? They are planning to reform the healthcare system. Great idea!
But what does it mean? At this point, no one is really sure, but many people have some
pretty strong opinions on the subject. To clarify a rather murky picture, a few key con-
cepts are getting tossed around. The medical home model, for example, is a method of
healthcare delivery, first developed by the American Academy of Pediatrics, in which
a primary care physician heads a medical team and is responsible for coordinating
care and patients are referred out to specialists as needed. Prevention is a key com-
ponent of this plan as well as providing appropriate support services to help patients
with chronic illnesses. A good example of this model is the North Carolina Medicaid
Initiative. A single payer system is a structure in which one entity is responsible for
payment to doctors, hospitals, and other healthcare entities. An insurance mandate is
the legal requirement that everyone obtain health insurance, which aims to protect the
system from “freeloaders” and balances the costs to the system by including healthy
members as well as members who frequently utilize the system. An electronic medi-
cal records approach is the creation of an electronic information system for healthcare
records that can be accessed by hospitals, physicians, and other authorized healthcare
providers. Comparative effectiveness is a comparison of the clinical effectiveness of dif-
ferent treatments, which would allow healthcare providers to make better decisions for
their patients and, hopefully, reduce the costs of care and improve patient outcomes. A
health insurance exchange is a place where people could go to select a healthcare plan.
Similar to the federal government employee system, people would be offered a variety
of plans and would be able to compare them online and determine which plan best
meets their needs. Whether this exchange would offer a public option, which would
be similar to making Medicare available to everyone, has yet to be determined.

The articles in this issue provide guidance in understanding the changes in healthcare
delivery currently being debated. The outcome of this debate will have a significant
impact on us as residents and how we will practice. It will also affect our patients and
the care they will receive. Advocating for our patients is a critical part of what it means
to be a physician, and—now more than ever before—we must assume this role.
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Comprehensive Health Reform Is Within Our Reach

The healthcare system in the United
States is in crisis. To create a sustainable
and equitable health system, we must
cover all U.S. citizens, improve quality,
and control costs. Strong leadership from
lawmakers and stakeholders as well as
public support makes such reform within
reach.

There are compelling moral, economic,
and quality reasons for comprehensive
reform of the U.S healthcare system. In
2007, it was estimated that 46 million
Americans were uninsured, and millions
more were paying beyond what they
could afford for health insurance that did
not always satisfy their health needs (1).
The uninsured are condemned to remain
ill longer and die sooner than the insured.
As a result, our economy loses more than
$200 billion annually (2). Meanwhile,
U.S. businesses are at a disadvantage
relative to international competitors, and
rising healthcare costs for workers is plac-
ing an increasing strain on families as well
as the federal government. Although the
United States has some of the best doc-
tors and hospitals in the world, our health
system is fraught with errors and uncoor-
dinated medical care.

The cost, coverage, and quality chal-
lenges facing our healthcare system are
inextricably linked. We cannot solve one
problem without addressing the others.

First, we must commit to quality, afford-
able health coverage for all. In order to
accomplish this, the non-group insur-
ance market must be modernized to
make health insurance efficient and equi-
table. Insurance companies today expend
considerable resources on medical under-
writing—that is, avoiding the sick—and
marketing. The following three reforms
will create an insurance market that en-
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courages competition based on price,
clinical value, and customer satisfaction
rather than risk selection:

Eliminate discrimination based on health
status. Require insurers to sell to all cus-
tomers regardless of medical history and
prohibit premium variation based on
health status;

Offer subsidies to make a high-value
insurance package affordable to everyone;
and

Require all U.S. citizens to purchase in-
surance to balance the risk pool and
prevent free riders.

Next, we must change the way we deliver
care to achieve more value for our health-
care dollar and control costs over time.
The following reforms will help us rein in
costs and improve quality:

Establish an electronic health informa-
tion system to streamline healthcare
delivery, increase transparency, and make
available data and decision support tools;

Use comparative effectiveness research
to produce more information about what
treatments work best for different pa-
tients; and

Create incentives, including malprac-
tice reform, for patients and providers to
make high-value diagnostic and treat-
ment choices.

I believe that comprehensive health re-
form must be a partnership between the
public and private sectors. Just as it has
for decades, Medicare should continue
to drive innovation in payment structure
and care delivery. Competition between
private insurers will enhance the federal
government’s role in driving innovation
and containing costs.

Politics is the art of the possible. Many

approaches to solving our nation’s health-
care crisis could be successful. But I
believe firmly that only a bipartisan
healthcare reform proposal is politically
sustainable over time. To be truly bipar-
tisan, each political party must realize
its core values in the policy solution. For
Republicans, this means that markets,
choice, and sound budgetary constraints
must play a key role. For Democrats, the
proposal must benefit all Americans, es-
pecially the most vulnerable.

We can meet the moral, economic, and
quality challenges of our current system
through a comprehensive reform that
preserves the best features of our current
system but tackles its many shortcomings.
Americans have made clear that they are
ready for this kind of reform—a uniquely
American solution that demands shared
responsibility from individuals, govern-
ments, employers, and health system

stakeholders.

Kyle Noonan is Health Policy Program As-
sociate for the New America Foundation.
Dr. Pope is a fourth-year resident Child
and Adolescent Psychiatry Research Fellow
at Children’s National Medical Center and
NIMH and the Editor for this issue.
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Healthcare Reform: The Single Payer System

The U.S. healthcare system is notorious
for its exorbitant costs and marginal out-
comes. As evidenced by rates of infant
mortality, life expectancy, and patient
satisfaction compared with that of other
developed nations, Americans suffer
from substandard health outcomes. In
2008, an estimated 116 million Ameri-
cans were uninsured or underinsured
(1), and this number continued to rise
as approximately 14,000 workers lost
employer-subsidized health insurance
coverage each day (2). This lack of cov-
erage is associated with unnecessary and
costly morbidity and mortality (3).

Simultaneously, total healthcare spending
in the United States exceeds 16 percent of
the gross domestic product, significantly
more per capita than any other devel-
oped nation in the world (4). A publicly
funded, privately delivered single payer
system would offer a solution to the ac-
cess and cost crises currently plaguing
the U.S. healthcare system. Under such
a financing model, all Americans would
have access to high-quality compre-
hensive medical care, including mental
health services and prescription medica-
tions. Similar to the Medicare program,
this core set of services would be feder-
ally financed and administered by federal,
state, or local boards. The care would be
provided by doctors, nurses, and allied
health professionals who would retain the
independence they have today (5).

To achieve universal coverage without
increasing costs, a single payer national
health insurance program would replace
the for-profit health insurance industry
and eliminate current reliance on em-
ployer-based health insurance. Insurers,
which are publicly traded companies
whose fiduciary responsibility is to their
investors and not to their customers,
would no longer profit from denying cov-
erage to high-risk individuals or denying
patients access to medically necessary
services, and employers would no longer
be burdened with the skyrocketing cost
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of subsidizing employees’ health insur-
ance. A national health insurance system
would save approximately 31% of current
healthcare spending associated with the
commercialization of care, thus permitting
more funds to be directed toward assuring

guaranteed healthcare for all (6, 7).

Current public financing for healthcare
services already accounts for approxi-
mately 60% of healthcare costs, although
much of this amount is shunted away
from patient care. Under a national
health insurance program, these funds
would be supplemented by a modest pay-
roll tax on employers and small increase
in federal income taxes to fund health-
care services. These tax increases would
replace existing employer and employee
contributions to private health insur-
ance and out-of-pocket costs borne by
individuals (premiums, deductibles, and
copayments). As a result, by realigning
the forces directing the flow of health-
care dollars, a national health insurance
program could concurrently cover the
uninsured and improve coverage for un-
derinsured Americans without increasing
healthcare costs (8).

Under a single payer system, contrary to
the portrayal in the infamous “Harry and
Louise” commercials aired in opposition
to the Clinton healthcare reform cam-
paign in 1993, patients would retain the
ability to choose healthcare providers. In
fact, because private insurance plans often
limit coverage to in-network profession-
als, individuals would enjoy even greater
freedom to choose their providers and
would benefit from the personal freedom
of no longer being bound to one particu-
lar employer for insurance purposes. In
addition, physicians and other healthcare
providers would no longer have to navi-
gate the administrative labyrinth of the
fragmented third-party reimbursement
system. Instead, healthcare professionals
would be empowered to focus on pro-
viding high-quality coordinated patient

care without fear of claims denial and
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other financial retribution. Such a financ-
ing system could more effectively offer
incentive for evidence-based preventive
care and chronic disease management by
ensuring that each American would have
access to a medical home. Most impor-
tantly, a single payer system would confer
professional freedom to providers and the
right to quality healthcare to each and
every American.

Elizabeth Wiley is a _first-year medical stu-
dent; David Marcus is a fourth-year medical
student; and Ronald Codario is a second-
year resident in internal medicine.
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The Road to Health Policy: One Resident’s Story

Department of Psychiatry, George Washington University

How the air in a room with someone in the
depths of depression seems stagnant—their
conveyed feeling of hopelessness almost steal-
ing your breath.

I could see the fear in his eyes, and I
wished that I could have made it go away.
But instead of comfort, I gave an uneasy
laugh, along with the rest of the group,
poking fun at the frightened man. From
then on, seeing someone drop low and run
immediately after hearing the loud bang
of a car backfiring became a joke among
my peers on the Southside of Chicago.
It wasn’t until years later that I began to
associate a name with such psychological
pain and suffering that I witnessed while
growing up. The exaggerated startle re-
sponses, outbursts of anger, and moments
when friends shared fears of not making
it to adulthood I now associate with post-
traumatic stress disorder.

I'went to medical school specifically to be-
come a psychiatrist. However, during my
inpatient psychiatry rotation, I became
disillusioned with pre-authorizations
and quick discharges. Ironically, it was
my outpatient family practice rotation
that sparked my interest in public health
and policy. The rotation was in an all-in-
one clinic run by a child and adolescent
psychiatrist, with assistance from several
internists. The clinic offered a multitude
of services, from HIV case management
to comprehensive psychiatric treatment.

They even had a food bank!

I liked it so much that I took the year off
after medical school and worked there
as an HIV case manager. Many of my

clients were confronted with having to
choose between healthy food and their
medication because of limited income.
I wrote letters of support for the clinic’s
funding while dealing with the constant
stress of reapplying for grants as well
as the fear of having to restructure the
clinic’s programs if the funding wasn't
continued. When possible, the direc-
tor and I attended town hall meetings,
given by the local city council member,
to help advocate for policy change. Com-
munity clinics need to be able to count
on sustained funding in order to continue
helping those in need. It was at this point
when I rethought my career plan.

My residency director was the first to
suggest that I look into health policy. He
said to me, “Kahlil, the only way you may
be able to affect change on as large a scale
as you would like is through policy.” I
agreed. So I enrolled in the department’s
Joint Master of Health Policy (M.P.H.)
program. The classes were amazing! The
compatibility of the two programs was
not. My call schedule took no consider-
ation of my exam schedule. Frustrated,
I realized that I was not going to finish
before residency ended. Again, it was my
director who suggested that I apply for
the Jeanne Spurlock Congressional Fel-

lowship offered by APA.
I applied for the Fellowship and, after
completing the application process

(which included an essay on my policy
interests and an intense panel interview),
was chosen as the 2009 recipient. The
inspiration for my policy interests in the
essay came from data on the sociodemo-
graphic determinants of health, produced

Kabhlil A. Johnson, M.D.

by the Robert Wood Johnson Founda-
tion Commission to Build a Healthier
America. Interviewing on Capitol Hill
began in late November 2008. I inter-
viewed with the offices of both Senate
and House members. I found a match
with the office of Representative (Rep.)
Edolphus “Ed” Towns from New York’s
10th district.

Rep. Towns is the Chairman of the Com-
mittee on Oversight and Government
Reform and has an absentee seat on the
Energy and Commerce Committee. He
has worked as a social worker and has a
strong interest in programs that improve
the social welfare of U.S. citizens and in
improving our system of healthcare. Since
starting the Fellowship in January 2009,
I have had the opportunity to brief Rep.
Towns on several pieces of legislation (in-
cluding the Children’s Health Insurance
Program [CHIP] Reauthorization Act),
worked to garnish support for several
health bills, met with constituents, and
I am currently helping to plan an event
that addresses healthcare reform.

I have not yet had the opportunity to
assist with producing any new health
policies, but I recently learned that I may
have the chance in the near future. How-
ever, the most important thing about the
Fellowship is that at the end of each day
I go home with the satisfaction that I am
helping people on a much larger scale
than I had ever dreamed of doing when 1
started this journey.

Dr. Johnson is the 2009 APA Jeanne Spur-
lock Congressional Fellow and a fourth-year
psychiatry resident.

The American Psychiatric Publishing Textbook of Geriatric Psychiatry, Fourth Edition
Edited by Dan G. Blazer, M.D., Ph.D., and David C. Steffens, M.D., M.H.5.
www.appi.org or call TOLL FREE 1-B00-368-5777
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Healthcare Advocacy: Together We Are Stronger

It has been my good fortune to be in-
volved in healthcare advocacy at the
county, state, and national levels. When
I first got started, I wondered how best to
become involved. One key to becoming
involved is to find mentors. I have been
graced with mentorship from Wiscon-
sin psychiatrists who have shown me the
ropes at meetings and introduced me to
amazing people. My mentors have picked
me up when my own self-doubt might
otherwise have let me down.

My involvement with advocacy began
with the Wisconsin Psychiatric Associa-
tion (WPA). As Resident Representative
of the WPA Board of Directors over the
past 2 years, I have been a part of the task
force working to oppose legislation that
would permit psychologists to prescribe
psychopharmaceuticals in our state. One
must be well-organized and hard working
to be involved in a state medical organi-
zation, but it is easy to be a hard worker
when it comes to issues about which one
feels passionate.

Having gained confidence that I could
make a difference at the local or state
level, I sought involvement with the

Claudia L. Reardon, M.D.
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American Medical Association (AMA).
I attended my first national AMA Resi-
dent Fellow Section (RFS) meeting as
a psychiatry intern. Involvement with
AMA RFS committees is an excellent
way to make a very large organization,
such as AMA, more personal. My partici-
pation in the AMA RFS Legislative and
Advocacy Committee (LAC) has done
just that for me. Our main charge is to
stay abreast of recent debatable legislative
healthcare issues, make certain that our
members are informed about said issues,
and implement new AMA policy when
necessary. Our activities thus far this year
have included drafting a resolution on
President Obama’s proposed healthcare
reform model and disseminating issue
briefs on the State Children’s Health In-
surance Program (SCHIP), the 20/220
pathway for loan repayment, and com-
parative-effectiveness research. Another
one of our undertakings was hosting the
annual AMA Student, Resident, and Fel-
low Lobby Day in Washington, DC, and
we were very pleased with the more than
300 trainees who showed up for the event

on Capitol Hill this spring.

You might ask, why bother with all of
this? First, meeting colleagues from
across the nation has enhanced both my
education and practice. Working with
colleagues from across specialties cre-
ates a sense of collegiality, which I find
translates into my clinical work when col-
laborating with other providers. Second,
work with individual patients seems to
take on new meaning when I am able to
put it into the larger context of healthcare
systems and policy. More importantly, we
as physicians must be “at the table” when
it comes to healthcare policy. This is an
immensely exciting time to be involved in
organized medicine, given that healthcare
reform might be just over the horizon.
Many stakeholders (insurance compa-
nies, businesses, hospital organizations,
government, patients, and providers)
want the final say as to how healthcare
reform will play out. If physicians are
not part of the discussion, the doctor-
patient relationship could be at risk. We
as psychiatrists know more than most the
importance of this relationship, and thus
we must defend it with passion, clarity,

and integrity.
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In addition to this online edition of the
Resident’s Journal, there is an e-mail portion
delivered each month. This month’s e-mail

highlights

antidepressant

treatment and

pregnancy and dynamic psychotherapy and
borderline personality disorder.
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Delivered from Distraction: A Book Review

Delivered from Distraction: Getting the
Most out of Life with Attention Deficit Dis-
order, by Edward M. Hallowell, M.D. and
John J. Ratey, M.D. New York, Ballantine
Books, 2005, 416 pp., $15.00 (soft cover).

As much as we try to empathize with our
patients who have attention deficit hy-
peractivity disorder (ADHD), it is often
difficult to step inside their shoes and ex-
perience life from their perspective. I am
so thankful that my psychopharmacology
supervisor suggested that I read Delivered
from Distraction, by Drs. Edward Hallow-
ell and John Ratey, the follow-up to their
previously published Driven fo Distrac-
tion, which enabled me to truly get inside
the “ADHD brain” and more authenti-

cally connect with my patients.

This easy-to-read, patient-centered book
is divided into short manageable chapters,
with topics such as diagnosis, genetics,
treatment with and without medication,
finding the necessary and right doc-
tor, and sex and drugs as they relate to
ADHD. The first chapter, “The Skinny
on ADD, Read This If You Can’t Read
the Whole Book,” provides a wealth of in-
formation that is helpful to both patients
and family members. The chapter is writ-
ten in a question and answer format, and
the authors succinctly answer the most
common questions about ADHD, dis-
pel myths, and foreshadow the chapters
to come. The authors also beautifully de-
scribe the problematic aspects of ADHD
and stress the importance of the patient
finding his or her interests and talents,
such as “originality, creativity, charisma,
energy, liveliness, an unusual sense of
humor, areas of intellectual brilliance, and

spunk” (p. 4).

As a third-year resident, I often find
myself identifying the symptoms and
pathology of patients to the exclusion of
other things. This book has helped me

recognize the significance of supporting

The Residents’ Journal

Anna Kerlek, M.D.

Department of Psychiatry, New York University

patients’ strengths and not
simply intervening when
weaknesses are identified.
It is clear that Dr. Hallow-
ell, a physician who himself
has been diagnosed with
ADHD, has found a voice
with which to speak to his
patients about ways to man-
age their symptoms and
“find the buried treasures.”

After spending a weekend
leisurely reading, I rec-
ommended this book to
two of my patients in the
outpatient clinic. One of
them came in the follow-
ing week and said: “Thank
you so much. I cant stop
reading this! The authors
know exactly what I am
going through, and maybe
how I can feel even better.”
The 29-year-old patient
with newly diagnosed adult
ADHD had already ben-
efited tremendously from
starting an extended-release
drug treatment, but we
still needed to tackle the many nega-
tive cognitions stemming from years of
criticism by the patient’s teachers, family,
and spouse. In addition to the work we
did in our sessions, this book became a
resource that provided the patient with
hope. I have also found the book particu-
larly beneficial for patients’ loved ones to
read before a family meeting, serving as a
launch pad for discussion.

Although at times the book can feel
slightly “hokey,” as many self-help books
often do, I very rarely found myself roll-
ing my eyes. It could have probably been
shorter, since the authors sometimes re-
peat themselves, although this may be just
what their target audience needs. Readers
can pick and choose from the clearly titled
chapters to learn about their individual
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issues and concerns. The pros and cons
of particular medications, possible alter-
native treatments such as omega-3 fatty
acids and cerebellar stimulation, impor-
tance of diet and exercise, and a five-step
method for creating a satisfying life are
described in a language that patients can
understand but that also conveys infor-
mation correctly and appropriately. In
addition, there is a useful appendix full
of resources for patients, with specific ad-
vocacy and support groups by state, and
other recommended reading material.

Delivered from Distraction is a book that I
can recommend to my patients with full
confidence, knowing that it will provide
both patients and their families with one
more tool to overcome their symptoms
and achieve success.
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We would like to invite all residents to participate in a focus group
taking place at the 2009 APA Annual Meeting in San Francisco.
Editor-in-Chief Robert Freedman, M.D., along with the Committee
of Residents and Fellows and select Deputy Editors, will solicit
thoughts on the Residents’ Journal and ideas on how The American
Journal of Psychiatry can be of further use to residents. The meeting
is scheduled for Tuesday, May 19, 2009 (Moscone Center; Room
226, Mezzanine Level; 2:00 pm-3:30 pm). For further information
please contact AJP@psych.org

For information on the 2009 APA Annual Meet-
ing, including registration and housing, visit

SHAPI :iﬁﬂ?yARN s LSJ;HL:IFIEE http://www.psych.org/MainMenu/EducationCareerDevelopment/Meetings.aspx.

162D ANNUAL MEETING

AMERICAN PSYCHIATRIC
ASSOCIATION

Candidates and Employers
Connect through the
APA Job Bank

at the APA Annual Meeting, May 16-21
in San Francisco, CA

psych.org/jobbank

Visit the APA Job Bank to search the most comprehensive online Located in the APA Member Center, next to
listing of psychiatric positions. registration, and at the Career Fair, opening
Sunday May 17 at 10:00 am in the Exhibit Hall
Use the APA Job Bank Conference Connection tool at
psych.org/jobank to set up interviews with an employer or
candidate at the meeting. When you use the Conference
Connection you are eligible to win a $100 gift card.

Saturday, May 16 10:00 am - 5:00 pm
Sunday, May 17 10:00 am - 4:30 pm
Monday, May 18 10:00 am - 5:00 pm

Tuesday, May 19 10:00 am - 5:00 pm
Wednesday, May 20 10:00 am - 3:00 pm

Ask APA Job Bank representatives for a demonstration of site
features.
APA

jeB

B AN K

Visit the APA Job Bank to find the ideal position!

tric job placement
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Committee of Residents and Fellows

The Committee of Residents and Fellows (CORF) is a permanent
standing committee of APA. The Committee is composed of seven
psychiatry residents, each representing one of the seven geographic
areas into which APA divides the United States and Canada. Ad-
ditionally, representatives from APAY three fellowship programs

participate as active members. Each member is nominated by his/

Since 1971, the Committee has represented resident opinions and
issues within the Association and has established effective and
meaningful liaisons with many components of APA, as well as
with many other organizations that are involved in training and

the profession.

her residency training program and serves a 3-year term.

Area 1

Teo-Carlo Straun, M.D.
University of Massachusetts
¢.s08873@gmail.com

Area 2

Stacey Yearwood, M.D.
The Zucker Hillside Hospital
smylein05@yahoo.com

Area 3

Jessica Kettel, M.D., Ph.D.
University of Pittsburgh
ketteljc@upmc.edu

Area 4, Chair
Molly McVoy, M.D.

University Hospitals-
Case Medical Center

molly.mcvoy@uhhospitals.org
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Area 5
Sarah Johnson, M.D.
University of Louisville

sbjohn01@gwise.louisville.edu

Area 6
Shirley Liu, M.D.
University of Massachusetts

shirley.liu@umassmemorial.org

Area 7

Rachel Davis, M.D.
University of Colorado
rachel.davis@UCHSC.edu

Liaison from ACOM
Joshua Sonkiss, M.D.
University of Utah
joshua.sonkiss@hsc.utah.edu

Mentor

Paul O’Leary, M.D.
University of Alabama
pjoleary@uab.edu

APA Minority Fellow
Icelini Garcia-Sosa, M.D.
SUNY Downstate Medical Center

icelini@hotmail.com

APA /Bristol-Myers Squibb Fellow
Sharon Kohnen, M.D.
University of Pittsburgh

kohnens@upmc.edu
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