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Editor:

In his recent editorial on the medication ofcrim
inal defendants (J Am Acad Psychiatry Law
29:136-7, 2001),Dr. Slovenko rejects anycourse of
action other than medicating the individual in ques
tion. His recommendation that the treating psychia
trist ".. .let the chips fall where they may," and fol
low theadage, "whateverwillbe,will be..." does not
inspireconfidence in his assessment ofhis treatment
choice's consequences. In fact, several factors com
plicate thescenario thatDr.Slovenko appears to find
so simple.

First, contrary to Dr. Slovenko's assertion that
"The physician's task is totreat thesuffering irrespec
tive of what the future may hold," the physician's
task istocollaborate withthe patientin thetreatment
of suffering. A patient may have a perfectly logical
reason to refuse treatment—in this case fear of the
death penalty—which the physician must respect. I
myselfhave hadseveral patients whohave refused the
medication I have offered to relieve their suffering,
despite the fact that I knewwhat was best for them.
Andyes, acourt-ordered medicationwouldallowthe
physician to medicate the patient while remaining
within ethical boundaries. But incompetence topro
ceed withtrial does not imply incompetence to refuse
medication. In an easily imaginable hypothetical
case, an incompetent-to-stand-trial defendant might
be found by a judge to be quite competent to make
medication decisions.

Second, adefense attorney's suggestion thata jury
should see a defendant in the "true," unmedicated
stateisnot incredible, but quite reasonable. Dr. Slov
enko is correct in pointing out that the mentally ill
and unmedicated defendant's behavior on the wit
ness standdoes not necessarily correlate with hisun
medicated behavior at the time of the crime, but the
jury is supposed touse eyes andears tomake just such
an assessment.

Third, Dr. Slovenko's assertion that juries are less
likely to find a "crazy-looking" defendant not guilty
by reason of insanity (NGRI) because they do not
want him back on the streets, is unsupported by any
data that I know of. In any case, defense attorneys

should be allowed to recommend whatever strategy
they think will serve, based on their understanding,
their client's best interests.

As physicians, wemustconsider the consequences
of various treatment alternatives, talk with patients
about those consequences, and respect their choices.
This applies to the prison psychiatrist aswell.

Laurence M. Westreich, MD
Associate Professor of Clinical Psychiatry
New YorkUniversity School of Medicine

New York, NY

Editor:

The recent article on recovered memory byCan-
nell etal.' and subsequent discussions by Davis etal.2
and Barden,3 although probably fairly predictable,
were also fascinating and frightening. They stimu
lated a series of reflections on matters indirectly, ifat
all, addressed:

1. Because memory responds to attention and
therapy inevitably directs attention (e.g., by asking
questions, even open-ended ones), all therapy is "re
covered memory therapy."

2. "Recovered" and continuous memory can be
true, false, a mixture, or—as Binder's important ar
ticle describes—a mix of documented factually ac
curate and psychoticcontent.

3. The present dearth of senior clinicians who
practice oreven understand serious psychotherapy is
one of the tragedies ofour profession at this time.

Thomas G. Gutheil, MD
Harvard Medical School
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Discussion

In State v. Eppinger, theOhioSupreme Courtcon
sidered procedural issues related to Ohio'sversion of
"Megan's Law." The Court appeared to be con
cerned with the procedural protections provided by
the statute. The Court also appeared to be bothered
bythetrial court's stated preference for thetestimony
ofagypsy over thatofamental health professional in
attempting to predict the likelihood of engagement
in sexually oriented offenses in the future.

The Court noted the problems inherent in pre
dicting future behavior of a sexual offender and re
ferred to this as "an imperfect science." The Court
stated that such a prediction was required bystatute
and testimony by a mental health professional or
other expert might be the best way to assist the trial
court in that determination.

The Court also notedthestatutory factors that the

trialcourt must consider in makinga sexual offender
classification, suchasthedefendant'sage, priorcrim
inal record, use of drugs or alcohol to impair the
victim, and the presence of mental illness in the
defendant.

The Ohio Supreme Court's decision in State v.
Eppinger requires trial courts in Ohio to review sev
eral factors whenmaking a sexual offender classifica
tion. Some of these factors have not been shown to
predict recidivism. TheCourtappears tobe comfort
able in allowing, but not requiring, the testimony of
mental health professionals on the issue.

Philip Merideth.MD.JD
Clinical Assistant Professor of Psychiatry
University of Mississippi Medical Center

Jackson, MS
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