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LETTERS

Letters from readers are wel-
come. They will be published at
the editor’s discretion as space
permits and will be subject to ed-
iting. They should not exceed
500 words with no more than
three authors and five references
and should include the writer’s e-
mail address. Letters comment-
ing on material published in Psy-
chiatric Services, which will be
sent to the authors for possible
reply, should be sent to Howard
H. Goldman, M.D., Ph.D., Edi-
tor, at psjournal@psych.org. Let-
ters reporting the results of re-
search should be submitted on-
line for peer review (mc.manu
scriptcentral.com/appi-ps).

CCooggnniittiivvee  IImmppaaiirrmmeenntt  
iinn  MMeennttaall  IIllllnneessss::  
AAnn  SSSSAA  BBlliinndd  SSppoott??

To the Editor: The field now recog-
nizes that our patients, particularly
those with a diagnosis of schizophre-
nia, have significant co-occurring cog-
nitive impairment (1). Unfortunately,
in our experience at Thresholds, the
disability determination process used
by the Social Security Administration
(SSA) often does not recognize cogni-
tive impairment of individuals with
schizophrenia and similar conditions
otherwise considered stable (the ex-
ception is for the category of patients
with dementia, delirium, or amnestic
disorders, for whom cognitive impair-
ment is taken into account). SSA does
not recognize the importance of cog-
nitive impairment in most mental dis-
orders as a vocational impairment in
determining disability.

The current SSA guidelines for de-
termining disability focus heavily on
the overt signs and symptoms of men-
tal impairments but do not focus on
cognitive impairment. Proposed new
rules would deemphasize the signs
and symptoms, but there is no evi-
dence of concern about cognitive im-
pairment in schizophrenia and other
psychiatric disorders in the proposed
rules. The actual vocational disability
that results from these disorders is of-

ten unrelated to delusions, hallucina-
tions, sadness, or anxiety. Our pa-
tients, even when their symptoms
have remitted, are left with cognitive
impairments that interfere with con-
centration, attention, visuospatial
function, language, memory, and ex-
ecutive function. These are the en-
during and disabling features of seri-
ous mental illness. There is no good
way to demonstrate these impair-
ments unless you test for them.

The Montreal Cognitive Assess-
ment (MoCA) was designed as a rap-
id test for “mild cognitive impair-
ment” among elderly persons (2).
Like the Folstein Mini-Mental State
Exam, scores on the MoCA range
from 0 to 30. The MoCA takes about
12 minutes to administer. For persons
with no cognitive impairment, MoCA
scores averaged 27.4±2.2. Persons
with known dementia of the
Alzheimer type had MoCA scores
that averaged 16.2±4.8. Persons with
“mild cognitive impairment” had
MoCA scores that averaged 22.1±3.1.

In a 2010 study at Thresholds, we
administered the MoCA and the Fol-
stein Mini-Mental State Exam to 112
stable individuals with schizophrenia
(Wilkniss S, Teachout A, Robin L, et
al., unpublished manuscript, 2010).
The mean±SD MoCA score of per-
sons with schizophrenia was 22.7±
4.3. This score falls squarely into the
“mild cognitive impairment” range
observed with an elderly sample. On
the Folstein Mini-Mental State
Exam, the same individuals had a
score of 27.1±2.5, which is in the nor-
mal range.

As part of preparing a report for
SSA, we also administered the MoCA
to 224 individuals seen for consecu-
tive psychiatric evaluations. The
group had a wide range of diagnoses.
We cannot validate the representa-
tiveness of the sample with respect to
all individuals who apply to SSA for
disability benefits; however, we did
nothing to specially select the sample.
We were surprised by the high rates
of cognitive impairment across all di-
agnostic categories. [A table with
mean MoCA scores for patients in the
main diagnostic categories is available

in an online supplement to this letter
at ps.psychiatryonline.org.]

On the basis of our experience, we
propose that SSA recognize cognitive
impairment as a common work-relat-
ed impairment in a wide range of
mental disorders not confined to de-
mentia, delirium, or amnestic disor-
ders. Failure to do so risks inappro-
priate denials of disability benefits.
Physicians reporting to SSA need to
perform more sophisticated cognitive
testing. The SSA guidelines should
accommodate the concept of co-oc-
curring cognitive impairment in all
diagnostic categories. Adjudicators
and administrative law judges need to
be educated about this phenomenon.
At the same time, strategies to facili-
tate recovery and exit from the dis-
ability roll must target cognitive im-
pairment and remediation of cogni-
tive deficits.

Mark A. Amdur, M.D.

Dr. Amdur is senior psychiatric consult-
ant at Thresholds, Chicago.
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EExxcceessssiivvee  AAnnttiippssyycchhoottiicc
DDoossiinngg  iinn  aa  CCaannaaddiiaann  
OOuuttppaattiieenntt  PPooppuullaattiioonn

To the Editor: Although the efficacy
of antipsychotic drugs for the treat-
ment of psychotic disorders is well es-
tablished, there is still considerable
debate about how these drugs should
be dosed. Numerous considerations
must be made in decisions about
dosage, including the patient’s mental
status, medical history, age, concur-
rent medications, smoking status, and
tolerance for side effects (1). Guide-


