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My name is Frederick J. Frese III, Ph.D. I am currently an associate professor of psychology in psychiatry at the Northeastern Ohio Universities College of Medicine, in Rootstown, Ohio. I also hold a clinical faculty appointment at the Case Western Reserve University School of Medicine, in Cleveland, Ohio. I am also a person who was diagnosed with paranoid schizophrenia, a condition I have been receiving treatment for since my initial diagnosis in March, 1966, while I was serving as a 25 year old Marine Corps officer.  Following my initial diagnosis, I was hospitalized some ten times over a ten year period, in six different states, mostly involuntarily. At one point, in July of 1967, I was taken to a court and was judicially declared to be an insane person as defined by the Ohio Revised Code, and remanded to the Ohio state hospital system indefinitely. 

Despite this disability I have been able to attend graduate schools, having received a degree in international management as well as masters and doctoral degrees in psychology from Ohio University in Athens, Ohio.  I was licensed as a psychologist in Ohio (#2870) in 1979. During much of my career, for some 15 years, I functioned as the Director of Psychological Services at a large state hospital serving seriously mentally ill persons in the Cleveland/Akron area. Most of those patients carried the diagnosis of chronic schizophrenia.
 In the mid 1980’s I became open about having schizophrenia and began spending considerable time as an advocate for persons with schizophrenia and other forms of serious mental illnesses. As an advocate for persons with serious mental illness, I have served on the national boards of The National Alliance on Mental Illness (NAMI), NISH (formerly: the National Industries for the Seriously Handicapped), the Treatment Advocacy Center, and the American Occupational Therapy Association (AOTA), and on national committees for the National Institutes of Mental Health (NIMH), the Substance Abuse and Mental Health Services Administration (SAMHSA), the Department of Veterans Affairs (VA), the American Psychological Association and the American Psychiatric Association. I was the editor of the volume, The Role of Organized Psychology in Treatment of the Seriously Mentally Ill. I serve as a reviewer, and am on the Editorial Boards of the journal, Schizophrenia Bulletin, and for Schizophrenia Digest. I lecture widely and have been invited to testify on matters concerning serious mental illness several times before both houses of the U. S. Congress. 

Regarding the “questions for medical experts”, I am certainly not holding myself out as an expert in all of the 14 areas addressed, but I will my best to address all of the questions I was given. As a consequence, I submit the following:

1. Concerning the current state of the art with respect to diagnosing schizophrenia, as of 2001, Heinrichs reports that the most powerful and reliable neuroscience findings indicate the following (in descending order) are the most effective measures for diagnosing schizophrenia.

a. P50 evoked potential “gating” effect  - 1.55


b. Impaired general verbal ability – 1.41
c. Vulnerability to backward visual masking – 1.27
d. Impaired attention in dichotic listening – 1.16
e. Impaired general intellectual ability – 1.10

f. Reduced ability to generate words – 1.09

g. Continuous Performance Test – 1.04

h. Saccadic frequency in eye tracking – 1.03

The numeric values following each diagnostic marker are the Cohen’s d value. Average effects greater than or equal to d = 1.0 imply that more than 50% of schizophrenia patients demonstrate the reported abnormality. A d = 3.0 would indicate a powerful (93%) separation of patient and healthy distributions. In short, there are no abnormalities that occur in all people with a diagnosis of schizophrenia. (from Heinrichs, R.W. , In search of madness, Oxford University Press. 2001, p. 248 – 254, paraphrased).


From recent discussions with Dr. Heinrichs, I understand that he feels that there has been little improvement in our ability to find markers for schizophrenia since his seminal publication.

2. Regarding the strategies to find genes that cause schizophrenia, there are three main strategies, linkage studies, association studies, and searching for copy number variation. Findings thus far indicate that no single gene for schizophrenia exists. However, using these methods, numerous genes have been identified as having some degree of relationship to having vulnerability for schizophrenia. These include: the gene encoding dystrobrevin-binding protein 1 (DTNBP1) or Dysbindin; Neuregulin 1 (NRG 1) and two genes on chromosome 1: DISC 1 and DISC 2. (paraphrased from: Kirov, G and Owen, M.J., 12.4 Genetics of Schizophrenia, in Kaplan & Sadock’s Comprehensive Textbook of Psychiatry, 9th ed. Wolters Kluwer (2009). Pp. 1462 – 1474.

3. Some of the most promising developments which might relieve symptoms of schizophrenia include pharmacological innovations such as aripiprazole (Abilify), approved by the FDA in November, 2002; iloperadone (Fanapt), approved by the FDA 5/7/09, and asenapine (Saphris tablets) approved by the FDA 8/14/09. The NIMH initiative known as MATRICS (Measurement and Treatment Research to Improve Cognition in Schizophrenia) is an effort to develop pharmacological interventions for the neurocognitive deficits in schizophrenia.

Psychosocial approaches to the treatment of schizophrenia include, family intervention, including family psychoeducation, supported employment, assertive community treatment (ACT), individual skills training, Cognitive Behaviorally oriented psychotherapy (CBT), and token economy interventions. Cognitive Enhancement Therapy (CET) also appears to hold promise as a non-pharmacological intervention for persons with schizophrenia. 
4. The MATRICS Consensus Cognitive Battery is a measure of the seven dimensions of the cognitive deficits that accompany schizophrenia and is currently in widespread use in clinical trials. This test is administered by a trained practitioner. Administration time is a little over an hour for most patients. The cost of the test material itself is a little over $1000.

5. Regarding short-term and long-term effects of treatments that may impair the ability to function, anti-psychotic medications can slow down mental processes in such a way as to make it very difficult to function in the workplace. This can be particularly true for high doses of medications.

6. Cost of treatment for a person with schizophrenia varies considerably. For persons who are very much recovered, costs may be limited to the price of small amounts of medication and visits to a physician as infrequently as once per year. For persons more disabled the costs can escalate considerably. Long term residential  may cost from about $30 - $50  per day in a ‘board and care facility’ to about $200 per day in a “therapeutic farm community” such as Gould Farm in Massachusetts, Cooper Riis in North Carolina, Rose Hill in Michigan, or Hopewell in Ohio. Care in a state or other public hospital runs around $500 per day. Care in a private psychiatric hospital or psychiatric section of a general hospital may run in excess of $1000 per day. 

7. Life expectancy: We now know that adults with serious mental illness treated in the public system die about 25 years earlier than Americans overall. This figure is considerably larger than that of the early 1990’s when life spans were though to be shortened by only 10 to 15 years. The Veterans Affairs Hospital system reports shortened life spans of only about 12- 13 years for veterans under their treatment. 

8. Concerning biomarkers for schizophrenia, see # 1 above.
Behaviors that indicate that an individual will likely be unable to perform sustained work in the economy would include:

a. Extreme disorganization - e.g., as exhibited by a severe inability to stay on the topic when conversing. 

b. Extreme paranoid, fearfulness.

c. Extreme withdrawal, catatonic state. 

d. Difficulty in sustaining attention. 
e. Frequent relapses into psychosis (losing contact with reality).

f. Severe difficulties with short term memories

g. Avolition – an inability to initiate and persist in goal-directed activities.

9. Substance abuse, depression, and obsessive-convulsive symptoms frequently co-occur with schizophrenia.

10. Recent evidence indicates that use of Marijuana, particularly during late adolescent years, increases the likelihood of the development of schizophrenic symptoms. There is also recent evidence that use of marijuana also increases the likelihood of relapse for persons living with schizophrenia. More research is needed concerning the relationship between schizophrenia and substance/alcohol abuse.

11. Persons with schizophrenia frequently become homeless, where they become vulnerable to the effects of weather, diseases, criminals, accidents, etc.
12. The Diagnostic and Statistical Manual of Mental Disorders, fourth edition, Text Revision (DSM-IV-TR), (2000) American Psychiatric Association Press. indicates, that “A slightly higher incidence of Schizophrenia has been observed in men than in women. (p. 308)” and that “Schizophrenia is expressed differently in men and women. The modal age at onset for men is between 18 and 25 years, and that for women is between 25 and the mid-30’s. The age-at-onset distribution is bi-modal for women, with a second peak occurring later in life, but unimodal for men (p. 307”). Not all authorities agree with this characterization. Harvey, in “Schizophrenia in late life” cites a 1993 publication by Castle and Murray indicating that “Using current diagnostic criteria, the gender ratio in patients with schizophrenia appears to be about 2 to 1 in favor of male gender (p. 86)”.

13.  Regarding the question of schizophrenia varying among ethnic groups, geographically, or demographically, the Diagnostic and Statistical Manual of Mental Disorders, fourth edition, Text Revision (DSM-IV-TR), (2000) American Psychiatric Association Press, indicates “There is some evidence that clinicians may have a tendency to overdiagnose  Schizophrenia in some ethnic groups. .. Schizophrenia may be diagnosed more often in individuals who are African American and Asian American than in other racial groups….Individuals with Schizophrenia in developing nations tend to have a more acute course and a better outcome than do individuals in industrialized nations.” 

14. I have very little experience with SSA'S forms. I am told by social work and administrative staff that the forms are way too long and too difficult to complete. Allowance of an SSA disability becomes a significant consideration concerning a person’s decision to return to work. The rules tend to be difficult for patients to understand or remember. They often do not understand that working more that a specified amount of time, or earning more that a specified amount of income may jeopardize their ability to receive disability payments. The Ticket-to-work program seems to have addressed the problem, but only to a small degree, so far.  
Thank you for allowing me to address this hearing.
