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VA to Keep Using DSM
To Diagnose P'TSD in Vets

A government-requested report says there is no need to change DSM-IV
criteria for diagnosing posttraumatic stress disorder when evaluating veter-

ans for the disorder.

SM-1V criteria for posttraumatic
D stress disorder (PTSD) are well-

founded and should remain the
standard for diagnosis, the Institute of
Medicine (IOM) reported in June. The
report had been requested by the Depart-
ment of Veterans Affairs in response to
concern about increasing numbers of vet-
erans applying for PTSD disability com-
pensation.

Diagnosis should be carried out by expe-
rienced clinicians familiar with DSM-IV
standards, added the IOM group, chaired
by Richard Mayeux, M.D., M..S., a profes-
sor of neurology, psychiatry, and epidemi-
ology at the College of Physicians and Sur-
geons at Columbia University.

“The committee strongly concludes
that the best way to determine whether
a person is suffering from PTSD is with
a thorough, face-to-face interview by a
health professional trained in diagnosing
psychiatric disorders,” Mayeux said.

“In asking the IOM to evaluate and
confirm the DSM-IV criteria, the VA was
not seeking to challenge the criteria but
to provide validation of those criteria to
those who did challenge them,” said Ira
Katz, M.D., Ph.D., deputy chief patient
care services officer for mental health at
the VA. “The goals were very well met.”

Acceptance of the DSM-IV criteria
meant that new, idiosyncratic standards
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need not be created and verified, a major
concern for Darrel Regier, M.D., M.P.H.,
executive director of the American Psy-
chiatric Institute for Research and Edu-
cation and director of APA’s Division of
Research.

“Frankly, I'm surprised that things
went so smoothly,” Regier told Psychiat-
ric News. “A panel of experts agreed that
the present criteria were evidence based

and that there were plenty of assessment
instruments to use.”

Separating diagnosis from treatment
and disability was a good choice because
the latter two issues probably lay more
at the heart of the VA’s concerns, said
Regier.

The IOM committee will also review
evidence for PTSD treatment and prog-
nosis and for determining standards of
disability related to the disorder. Those
two reports are expected by the end of the
year.

Although the primary diagnostic tool
for PTSD is the knowledge and experience
of the clinician, the report also suggested
that use of structured or semistructured
interviews such as the Clinician-Adminis-
tered PT'SD Scale (CAPS), the Structured
Clinical Interview for DSM-IV (SCID),
the PTSD Symptom Scale—Interview

Please see VA on page 42

U.S. Unique in Approach
To Funding Prescription Plans

Comparisons of U.S. and foreign publicly funded drug benefits have been
described by experts as a trade-off between more choices on one hand
and more affordability on the other, with the costs to taxpayers mixed.

change the recently instituted Medi-

care drug benefit, the policies of other
industrialized nations may provide pre-
views of the impact that changes could
produce.

Approaches to publicly subsidized pre-
scription drugs in other countries differ in
important ways from those in the United
States—most allow access to fewer drugs

In the midst of high-profile efforts to

At this year’s APA Institute on Psychiatric Services, the bright lights and endless attractions of
New York will compete for attention with a rich scientific program. Many of the sessions will focus
on community-psychiatry issues and on the theme “Trauma and Violence in Our Communities.”
Institute coverage begins on page 28, and the preliminary program begins on page 31.
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but cover more people than the approach
used by the United States, according to
health policy experts from Europe, Can-
ada, and Australia who provided a brief-
ing to congressional staff on the issue in
June.

Among the major differences between
the U.S. approach, which subsidizes drug
coverage for about 43 million elderly and
disabled, and those of other industrialized
countries is that most other nations con-
sider the comparative effectiveness of med-
icines sold in those markets when deciding
what to include in their formularies.

“Without rigorous evaluation [by a
third party] the drug industry inevitably
will be dominated by marketing,” said Ste-
ven Morgan, an assistant professor in the
Department of Health Care and Epidemi-
ology at the University of British Colum-
bia.

He pointed out that 13 percent annual
growth in per-capita drug expenditures by
Americans since 1995 coincided with huge
increases in direct-to-consumer advertis-
ing. Such advertising increased from less
than $500 million in 1995 to more than $4
billion in 2005.

Drug spending per capita in Canada,
which bans such marketing, has increased
much more slowly than it has in the U.S.
market since the mid-1990s.

Theleading U.S. drug-assessment initia-

Please see Funding on page 42
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PROFESSIONAL NEWS
Complex Factors Cause
Child Psychiatry Shortage

The number of child psychiatrists remains
well below optimum levels, particularly in
rural and poverty-stricken areas, but several
strategies aim to ameliorate the problem.

Psychiatrists See Cancer
Through Unique Lens

Psychiatrists diagnosed with cancer
must find balance between their roles as
patient and physician

How a Deadly Epidemic
Changed Psychiatrist’s Life

A psychiatrist who has been on the

front lines in the battle against AIDS since
its earliest days reflects on 25 years of
tragedy, frustration, and hope.

Study Shows Frequency
Of Prescribing Errors

Only a small percentage of prescription
errors in psychiatric practice appear to be
serious; however, the overall rate of errors in
writing of prescriptions is significant.

COMMUNITY NEWS

1 When Communities Shatter
Lives Do Too

The American experiment in urban
renewal carries profound lessons for how to
respond to Hurricane Katrina’s destruction
of the Gulf Coast.

Features

CLINICAL & RESEARCH NEWS
Off-Label Prescribing 1 6
More Rule Than Exception

A new study provides a fascinating snap-
shot of which psychotropic drugs are most
commonly prescribed off-label, by whom,
and why.

Workplace Bullies Cause 20

Psychic Distress

Although school bullying has been studied
for 30 years or so, researchers are beginning
to focus on bullying in the workplace and its
often serious mental health consequences.

Compound Aids Cognition
In Schizophrenia 23

A drug that enhances nicotinic-receptor

action may improve the mental abilities of
schizophrenia patients more than nicotine
does, making it less likely they will smoke.

MEMBERS IN THE NEWS

Psychiatrist Has Day 2 6
Named in His Honor

Krishna Kumar, M.D., has devoted his
career to working in the public arena in Ha-
waii to improve treatment of the mentally ill
and has received a unique honor in return.

APA INSTITUTE

Lectures Will Spotlight 28
Critical MH Issues

A series of special lectures will provide
food for thought on issues such as the
link between trauma and violence, public
mental health challenges, and the future
of psychiatric care, among others.
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Who Can Call Themselves Physicians:
Law Would Draw the Line

Consumer surveys consistently report a demand by the public for federal
legislation to help them understand the qualifications of their health care
professionals. New legislation seeks to respond to that demand.

he Healthcare Truth and

Transparency Act aims

to bar practitioners who

have not graduated from

medical school from mis-
representing themselves as physicians
through advertising. Under the legisla-
tion, sponsored by Rep. John Sullivan (R-
Okla.), nonphysician health professionals
who continue to misrepresent themselves
would face investigation and fines by the
Federal Trade Commission.

The legislation is backed by APA as a
member of the Coalition for Health Care
Accountability, Responsibility, and Trans-
parency (CHART), a physicians’ advocacy
group. The legislation is needed to help
patients avoid “substandard—and perhaps
even dangerous—care” through mislead-
ing claims, said APA President-elect Car-
olyn Robinowitz, M.D., in a written state-
ment.

“Information is power—the power to
make better choices, to protect you and
your family’s safety, and to keep costs in
check by getting you the care you need the
first time,” she said.

The legislation aims to eliminate prac-
tices such as those of Louisiana psycholo-
gists, who in recent years won the right
to prescribe psychoactive medications
and to refer to themselves as “medical
psychologists.” That title is misleading,
APA maintains, because the law that gave
Louisiana psychologists prescribing privi-
leges placed their oversight with the non-
physician Louisiana State Board of Exam-
iners of Psychologists rather than with a
state medical board.

“The term ‘medical psychologist’
encourages a patient to believe he or she
is being seen by a medical doctor, when
they’re really being seen by someone with-
outa medical degree. To me, thatis decep-
tive,” Robinowitz said.

BY RICH DALY

Sullivan said that the increasingly
complex health care system has created
aneed to help consumers understand the
differences in the kind of care they are
offered.

The vast majority of Americans (90
percent) appear to be concerned about
the qualifications of the professionals who
provide their health care, according to a
recent CHART survey. It found 86 per-
cent support federal legislation that would
make it easier for them to understand the
qualifications of the health care profes-
sionals who treat them and their families.

The measure comes as changes in state
laws in recent years related to practitio-
ners’ scope of practice have blurred the line
between physicians, other clinicians who
have some degree of medical training, and
nonmedically trained practitioners. Add-
ing to the confusion are nonphysician cli-
nicians who use “physician” inaccurately or
employ misleading uses of “doctor.”

“While non-M.D. practitioners have an
important role in the health care system,
in fairness to the patients, the line must be
clear as to the qualifications of the provid-
ers treating them,” Sullivan said. “As we
focus on improving the delivery of health
care in America, we must start by insist-
ing on a level of transparency and truth in
advertising that will empower patients to
make an informed decision when it comes
to their health care.”

In addition to APA, CHART members
include the American Academy of Oph-
thalmology, American Academy of Oto-
laryngology-Head and Neck Surgery,
American College of Surgeons, American
Medical Association, and American Soci-
ety of Anesthesiologists.

The text of the Healthcare Truth and
Transparency Act is posted at <bttp://
thomas.loc.gov/cgi-bin/query/z2c109:
H.R.5688:>. &

APA Invites Nominations for MI'T Position

he APA Nominating Committee con-

tinues to accept recommendations for
candidates for the member-in-training
trustee-elect (MITTE) position for APA’s
2007 election.

The resident elected in the 2007 elec-
tion will serve as MITTE (without vote)
from May 2007 to May 2008, and as MI'T'T
(member-in-training trustee, with vote)
from May 2008 to May 2009.

Residents must have been accepted as
APA members in both APA and their district
branch, be in their PGY-2 or PGY-3 year in
the summer of 2006, and have written per-

mission from their training directors to ful-
fill the two-year commitment as MITTE
and MI'T'T as a part of their training.

Information about the MITTE/
MITT positions, eligibility criteria, and
submission forms are posted on APA’s
Web site at <www.psych.org/edu/res_
fellows/rf/mitte.cfm>.

All materials must be received by
August 4.

More information on the MITTE nom-
inating process is available by contacting
Carol Lewis by e-mail at clewis@psych.org
or by phone at (703) 907-8527. W
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Psychiatrists Address Needs
Of Older Americans

purred by my atten-

dance at the annual

meeting of the
American  Association
for Geriatric Psychiatry
(AAGP) in Puerto Rico
last March, I decided to
devote this column to
the mental health needs
of older adults.

Interest in this popu-
lation is burgeoning as
evidenced by the excel-
lent turnout at the AAGP
meeting—about 1,200
people. Leading geriatric
psychiatryinto the future is AAGP’s impres-
sive and committed leadership: Dr. Dan G.
Blazer II as past president, Dr. Christopher
C. Colenda as president, and Dr. Gary Moak
as president-elect, as well as Christine de
Vries, AAGP’s executive director.

Several facts help explain the ris-
ing interest in America’s older citizens.
According to the AAGP, about 32 mil-
lion Americans are now aged 65 and over.
While they make up 13 percent of the U.S.
population, they account for 19 percent of
all suicides—the highest suicide rate of any
age group. By the year 2010, there will be
about 40 million older adults in this coun-
try, and it is estimated that more than 8
million (or 20 percent) will experience
mental health problems. That number
will only increase as successive waves of
baby boomers reach the traditional retire-
ment age.

A major barrier to access to care for the
elderly is inadequate reimbursement for
psychiatric services under Medicaid and
Medicare, and serious workforce shortages
only add to the problem. There are only
2,700 board-certified geriatric psychia-
trists and 500 to 700 geropsychologists.
Other factors that prevent older Ameri-
cans from getting the care they need are
denial of their conditions, reluctance to
seek care due to stigma and insensitivity
among some sectors of society, failure of
clinicians to detect and diagnose mental
conditions among older adults, insuffi-
cient funding for mental health programs
directed to older adults, and lack of “medi-
gap” insurance coverage.

These factors present a formidable chal-
lenge since currently about 20 percent of per-
sons over age 55 suffer from mental problems
unrelated to age. The most common of these
conditions are anxiety disorders, cognitive
disorders, and mood disorders. Schizophre-
nia and personality disorders are less com-
mon among older adults. Moreover, declin-
ing health, loss of loved ones, and chronic
conditions put older adults at higher risk for
mental health problems.

APA and AAGP continue to fight for
parity for mental health benefits under
Medicare, but for now we are saddled with
asystem in which the copay for most mental
health services is much higher (50 percent)
than for most other medical services (20
percent). The discrepancy is nothing less
than tragic: 70 percent of older adults who
commit suicide see their primary care pro-
fessionals within one month of committing
suicide. Itis notan overstatement to say that
many of these suicides could be prevented
if seniors were given the same coverage for

BY PEDRO RUIZ, M.D.

mental health services as
they have for other medi-
cal services.

Substance abuse s
another common condi-
tion among older adults,
and yet substance abuse
treatment is not covered
by most medical insur-
ance plans for this popu-
lation. About 45 percent
of older adults over age 55
drink alcohol—that is, 36
million persons. In 2000,
about 1.7 million older
adults were in need of sub-
stance abuse treatment; in 2020, this number
is estimated to be about 4.4 million.

The most common substances used or
abused by older adults are marijuana, pre-
scription drugs, and cocaine. Comorbid
conditions are very common, frequently
leading to poor outcomes; decreased qual-
ity of life; and increased health care utili-
zation, disabilities and impairment, care-
giver stress, mortality, and suicide.

In March Dr. Blazer warned a congres-
sional subcommittee about “the impend-
ing public health crisis caused by an
unprecedented increase in the burden of
mental illness among aging persons, espe-
cially among the baby-boom generation.”
He presented a list of recommendations to
stem the crisis, including increased fund-
ing for research on aging and for the Men-
tal Health Outreach and Treatment for the
Elderly program and funding restored to
Fiscal 2005 levels for the geriatric health
professions program under the Public
Health Service Act.

APA and the AAGP have a long history
of working together on mental health issues
that affect the elderly and will continue to
address ways to overcome the many barri-
ers to care our seniors encounter. To be as
effective as possible in this quest, we also
need to collaborate with patient-oriented
groups.

Older Americans are among the most
vulnerable people in this country to inhu-
mane care. Let’s secure for them access to
the full range of acute and long-term psy-
chiatric services that will help them main-
tain a satisfying quality of life and remain
in the community for as long as possible.
These services must include home-based
care, crisis-intervention services, respite
care and other services for caregivers, and
programs geared to special populations,
such as racial and ethnic minorities. Letus
notstop our efforts until we fulfill our pro-
tessional responsibility to our seniors. W

Bober Named

Daniel I. Bober, D.O., has been selected
as the 2007 Jeanne Spurlock Congres-
sional Fellow. Bober is a fifth-year child
and adolescent psychiatry resident at the
Yale Child Study Center in New Haven,
Conn. He plans to enter a forensic psychi-
atry fellowship at the University of Mas-
sachusetts Medical School before begin-
ning the congressional fellowship. Bober
will begin his fellowship on Capitol Hill
in July 2007 and will end in December
2007. ®
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“Hi, My name is Dr. Jack Krasuski and I'm

the developer of the Beat The Boards! Courses.
| know the oral boards are a challenging exam
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in the weeks and months before your exam.

If so, | have good news for you. | want to share with
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board preparation and give you a ton of FREE oral board
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Oral Boards and How
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tions for correcting
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Psychiatry International
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Special Report: The NEW ABPN Oral Board
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Rural Counties Suffer From
Child Psychiatry Shortage

Child and adolescent psychiatrists remain in short supply, especially in
underserved counties, while attempts to increase numbers have pro-

gressed only slowly.

he number of child and

adolescent  psychiatrists

per capita rose from 1990

to 2001, but still fell short

of the need, a shortage

compounded by an unequal distribution

of practitioners, according to a recent

report by Christopher Thomas, M.D., and

Charles Holzer 111, Ph.D., of the Depart-

ment of Psychiatry and Behavioral Sci-

ences at the University of Texas Medical
Branch at Galveston.

Rural counties and those with high

poverty rates, regardless of population,

BY AARON LEVIN

than in 1990, but because there were more
youngsters, the rate per 100,000 children
remained nearly the same: 18.0 in 2001
versus 18.6 in 1990.

In 2001 the rate of child psychia-
trists per 100,000 youth varied from 3.1
in Alaska to 21.3 in Massachusetts. Rates
were also especially low in rural counties
and in counties with higher percentages
of youth living in poverty. Even that dis-
tribution wasn’t uniform, wrote Thomas
and Holzer.

“Although metropolitan counties were
more likely to have child and adolescent
psychiatrists than rural

Demand Outstrips Supply

Below are the number of accredited child and adolescent psychiatry
residency training programs in the United States and the number of
residency positions filled by academic year. Numbers exclude

combined programs.

Academic Year :

programs
July 2000 thru June 2001 115
July 2001 thru June 2002 115
July 2002 thru June 2003 116
July 2003 thru June 2004 15
July 2004 thru June 2005 115 |
July 2005 thru June 2006 114
July 2006 thru June 2007 13

Source: Accreditation Council on Graduate Medical Education

No. of residency : No. of residency

counties, almost half the
metropolitan  counties
did not have even one
child and adolescent psy-
chiatrist,” they said.
Many psychiatrists in
urban areas do not accept

positions filled third-party reimburse-

702 ment, which limits the
655  number of psychiatrists
681 available to provide ser-
707 vices through managed
715 care organizations.
Several factors may
739
account for the slow
725

growth in the numbers of
child and adolescent psy-
chiatrists, said Thomas

had few or no child psychiatrists.

“Wealthier counties have not reached
saturation in service, and incentives for
practice in underserved areas are insuf-
ficient,” wrote Thomas and Holzer. The
study was published online in the American
Journal of Child and Adolescent Psychiatry on
May 17 and will appear in the September
print edition.

Thomas and Holzer tracked the num-
ber and distribution of child and adoles-
cent psychiatrists from a list compiled by
the Department of Health and Human
Services, comparing data from 1990, 1995,
2000, and 2001. The total of 6,256 child
psychiatrists is probably an overestimate,
said Thompson in an interview, because
not all are in active, full-time practice.
Some are retired, while others are admin-
istrators, teachers, or researchers.

Data were broken down by state
and county and showed a slight general
increase from 1990 to 2001 in proportion
to the number of young people. There
was an average of 6.73 child and adoles-
cent psychiatrists per 100,000 youth in the
United States in 1990 and 8.67 in 2001.
However, other studies have estimated
that 14.38 child and adolescent psychia-
trists would be needed per 100,000 youth
in ideal circumstances, and only six states
(Connecticut, Hawaii, Maryland, Massa-
chusetts, New York, and Rhode Island)
met that standard in 2001.

Often any increase in the number of
child psychiatrists was outpaced by added
numbers of young people. Maryland, for
instance, had 64 more clinicians in 2001
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in an interview. Child
psychiatry is a subspecialty and requires
three years of general psychiatry residency
plus two years of child psychiatry.

Medical school debt, the bane of most
new physicians, exerts its influence in their
choice of specialty. Half of first-year resi-
dents who say they are interested in child
psychiatry stay in adult psychiatry so they
can begin earning income a year sooner,
said Thomas Anders, M.D., of the Depart-
ment of Psychiatry at the University of
California, Davis, and the president of the
American Academy of Child and Adoles-
cent Psychiatry (AACAP).

Medical students may also have too lit-
tle exposure to child psychiatry and thus
fail to consider it as a career option, said
Anders. Stigma plays a role, too, he said.
“To go into child psychiatry takes courage
and exposure.”

About 10 percent of child psychiatry

When Idealism, Reality Collide

No one has to tell Adam Bowman, M.D., about a shortage of child psychiatrists.

His days at Delaware Guidance Services in Lewes, Del., are crammed with brief
med checks, hemmed in by insurers’ rules, and pressed by the needs of children
from the coast and farmlands of Sussex County. Like all child psychiatrists, he has
to deal with the educational and social problems that many of his patients experi-
ence. To top it off, the local hospital has no inpatient psychiatric ward.

Bowman is just two years out of residency, but reality has begun to temper the
idealism that drew him to the field.

“I went into child psychiatry because I thought if I started working with chil-
dren and their families early, I could change the outcomes in their lives,” he said.
“I'still feel that way, but now I'm more skeptical. I see the effects of poverty, school
problems, lack of insurance, poor coordination among social agencies, and a dis-
jointed medical-records system.”

Most children he sees are covered by Medicaid or by Delaware’s child mental
health services program, which provides mental health and substance abuse treat-
ment to children without health insurance, or children with Medicaid who require
services more intensive than the basic 30 hours of outpatient treatment can pro-
vide.

Following Medicaid’s rules, children who come to Delaware Guidance Services
are initially evaluated by a psychologist or social worker, and if appropriate, are then
referred to Bowman or his colleague, Ruben Portnoy, M.D.

Bowman does his own evaluation but will only be paid for one hour, even if he
feels thata longer time would be preferable. After that, the child may see the thera-
pist once a week and Bowman once a month to monitor medications. Ideally, Bow-
man would like to hold some sessions with the patient and others with the patient

and the family, but rarely has that luxury, he said.

This split therapy is complicated even more by the absurdities of insurers, he
said. “Some companies won’t reimburse a psychiatrist and a psychologist or social
worker if they see the patient on the same day. That’s ludicrous when patients live

an hour away.”

If split therapy is not easy for the children, it’s not easy for Bowman, either. He
was trained in psychotherapy in his residency at Jefferson Medical College in Phil-
adelphia, preparation for a more intensive approach to patients, but that’s hard to

do in a 15-minute med check.

Overall, the county’s children need more support for mental health services

from many sources, not just psychiatrists.

“There’s also a shortage of good therapists to work with, and there’s a real short-
age of insurance or government funding to pay for these services,” he said.

institution and accrediting bodies, super-
vision, and additional patients who can
afford such care or have insurance that
covers it.

The organization has seen success with
a triple-board program, developed jointly
by AACAP, APA, the American Academy
of Pediatrics, the American Board of Psy-
chiatry and Neurology, and the American
Board of Pediatrics, that now takes in 21
new residents each year at 10 institutions,
said Anders. These residencies require two
years of pediatrics, followed by three years
of an integrated adultand child psychiatry
curriculum (Psychiatric News, March 3).

AACAP has also proposed a pilot proj-
ectallowing board certified/eligible family
physicians or pediatricians to enter the last
three years of such programs and expects
a decision from the Residency Review
Committee in Psychiatry in October. A
“radical” faction has even suggested mak-
ing child psychiatry its own specialty (as

opposed to the current designation as a
subspecialty) to reduce the residency time
spent on general psychiatry below certifi-
cation levels, but that is a minority view,
said Anders. “The predominant thinking
is that you need adult psychiatry and that
we are still a subspecialty.”
Both AACAP and APA are working on
a policy level, too. Anders noted that bills
have been introduced into Congress—
although not yet passed—that would
extend loan forgiveness programs for all
mental health professions, remove the 50
percent cap on Medicare-funded train-
ing slots in hospitals for all subspecialties,
and designate child psychiatry a shortage
subspecialty. (Child psychiatry is already
recognized as a shortage specialty by the
federal Department of Health and Human
Services Bureau of Health Professions and
the Accreditation Council on Graduate
Medical Education.)
please see Child Psychiatry on page 41

residency slots go
unfilled each year,
so AACAP (in
cooperation with

Shortage Affects Entire Country
Data from the year 2000 indicate that metropolitan counties were more likely to
have child and adolescent psychiatrists than rural counties, but almost half of the

Child Psychiatrists

r \

APA) is trying metropolitan counties did not have even one child and adolescent psychiatrist. Counties Mean no. Mean no. per
: : per county : 100,000 youth
to raise the visi- Metropolitan areas of more than 1 million people : M3 99 ! 6.9
bility of the sub- Metropolitan areas of 250,000 to 1 million people : 325 36 5.6
specialty among Metropolitan areas of fewer than 250,000 people : 351 | 1.3 5.4

medical students
and PGY-1 and Urban population of more than 20,000 people, adjacent to a metropolitan area 218 0.3 2.1
PGY-2  psychia- Urban population of more than 20,000 people, not adj:acent toa metropolitan area : 105 0.7 4.4
try residents, said Urban population of 2,500 to 19,999 people, adjacent to a metropolitan area : 609 : 0.1 : 1.2
’ Urban population of 2,500 to 19,999 people, not adjacent to a metropolitan area : 450 : 0.1 : 1.7

Anders. Increas- : : :
ing residency slots Rural population of fewer than 2,500 people, adjacent to a metropolitan area 235 00 : 0.3
is difficult because Rural population of fewer than 2,500 people, not adjacent to a metropolitan area : 435 | 0.0 i 0.3

it takes funding,
approval from the

Source: Christopher Thomas, M.D., and Charles Holzer Ill, Ph.D., Journal of the American Academy of Child and Adolescent Psychiatry, September 2006
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IMPORTANT SAFETY INFORMATION
=Antidepressants increased the risk of suicidal thinking and behavior (suicidality) in short-term studies in children
and adolescents with major depressive disorder (MDD) and other psychiatric disorders. All pediatric patients
being treated with antidepressants for any indication should be observed closely for clinical worsening,
suicidality, or unusual changes in behavior, especially during the initial few months of a course of drug therapy,
or at time of dose changes, either increases or decreases. Families and caregivers should be advised for the
need for close observation and communication with the prescriber. EMSAM is not approved for use in pediatric
patients (see Boxed WARNING)
Pooled analyses of short-term (4 to 16 weeks) placebo-controlled trials of nine antidepressant drugs (SSRis and
others) in children and adolescents with major depressive disorder (MDD), obsessive compulsive disorder (OCD),
or other psychiatric disorders (a total of 24 trials involving over 4400 patients) have revealed a greater risk of
adverse events representing suicidal thinking and behavior (suicidality) during the first few months of treatment
in those receiving antidepressants. The average risk of such events in patients receiving antidepressants was 4%,
twice the placebo risk of 2%. No suicides occurred in these trials
«To reduce the risk of hypertensive crisis, which is potentially life-threatening, foods and beverages high in
tyramine must be avoided while on EMSAM 9 mg/24 hr or 12 mag/24 hr, and for 2 weeks following
discontinuation of EMSAM at these doses or reducing the dose to EMSAM 6 mg/24 hr
*Due to the potential for serotonin syndrome, which is potentially life-threatening, EMSAM should not be used with
the following antidepressants: selective serotonin reuptake inhibitors (SSRis), dual serotonin and norepinephrine reuptake
inhibitors (SNRIs), tricyclic antidepressants (TCAs), monoamine oxidase inhibitors (MAQIs), mirtazapine, and bupropion;
meperidine and analgesics such as: tramadol, methadone, propoxyphene, and pentazocine; the antitussive
dextromethorphan; cyclobenzaprine; oral selegiline; and St. John's wort
»After stopping treatment with SSRis, SNRIs, TCAs, MACIs, mirtazapine, bupropion; meperidine and analgesics such as:
tramadol, methadone, and propoxyphene; dextromethorphan; 5t. lohn's wort; and buspirone, approximately 1 week
{5 weeks for fluoxetine) should elapse before starting therapy with EMSAM. At least 2 weeks should elapse after stopping
EMSAM before starting therapy with buspirone or a drug that is contraindicated with EMSAM
*Carbamazepine and oxcarbazepine are contraindicated in patients taking MAO inhibitors, including EMSAM
*The use of EM5AM is contraindicated for use with sympathomimetic amines, including amphetamines as well as cold
products and weight-reducing preparations that contain vasoconstrictors (eq, pseudoephedrine, phenylephrine,
phenylpropanolamine, and ephedrine)
*Patients taking EMSAM should not undergo elective surgery requiring general anesthesia or be given
local anesthesia containing sympathomimetic vasoconstrictors
*EMSAM should not be used in the presence of pheochromocytoma since such tumors secrete pressor substances
=Adults with MDD or co-morbid depression in the setting of other psychiatric illness being treated with antidepressants
should be observed for clinical worsening and suicidality, especially during the initial few months of a course of drug
therapy, or at times of dose changes, either increases or decreases
*Risk of bipolar disorder should be ruled out prior to initiating antidepressant therapy. EMSAM is not approved for the
treatment of bipolar depression
=Due to the potential for elevated blood pressure, the use of EMSAM with buspirone is not recommended
=As with other MAOIs, postural hypotension can occur with EMSAM therapy. Dose increases in the elderly should be
made with caution and patients should be observed closely for postural changes in blood pressure throughout treatment
*EMSAM should be used with caution in patients with certain concomitant systemic illnesses that can produce altered
metabolism or hemodynamic responses

*As with other psychoactive drugs, EMSAM may have the potential to impair judgment, thinking, or motor skills.
Patients should not drive or operate hazardous machinery until they are certain EMSAM does not impair their ability

to engage in such activities

*The use of alcohol is not recommended while taking EMSAM

*EMSAM should not be used in combination with tyramine-containing nutritional supplements

*EMSAM should be used in pregnancy only if the potential benefit justifies the potential risk to the fetus. Caution should
be exercised when administering EMSAM to a nursing mother

*EMSAM is contraindicated in patients with known hypersensitivity to selegiline or to any component of the
transdermal system

*Treatment-emergent adverse events in short-term clinical trials that occurred at a 22% incidence with EMSAM and for
which the incidence was greater than placebo include: application site reaction (24% vs 12%), headache (18% vs 17%),
insomnia (12% vs 7%), diarrhea (9% vs 79), dry mouth {8% vs 6%), dyspepsia (4% vs 3%), rash (4% vs 2%), pharyngitis
(3% vs 2%), and sinusitis (3% vs 1%)

Please see Brief Summary of FULL PRESCRIBING INFORMATION, including Boxed WARNING, on following pages.




Proven
Results.

The first and only
transdermal MAOI—
no dietary modifications at
the starting and target
dose of 6 mg/24 hr

Significant relief—
proven short-term efficacy
with longer time to relapse

Demonstrated
tolerability—
reported sexual dysfunction
similar to placebo;
minimal weight change

INDICATION
EMSAM is indicated for the treatment of Major Depressive Disorder (MDD).

Dose-Dependent Dietary Modifications:

To reduce the risk of hypertensive crisis, which is potentially life-threatening, foods and
beverages high in tyramine must be avoided while on EMSAM’ 9 mg/24 hr and 12 mg/24 hr,
and for 2 weeks following discontinuation of EMSAM at these doses, or reducing the dose
to EMSAM 6 mg/24 hr.

» Estimates of the incidence of sexual é\\ \‘} EMSAM 6 mg/24 hr

dysfunction cited in product labeling . A e 5
may underestimate actual incidence it {SEtE'[Jﬂlﬂemﬂﬂden'ﬂﬂ }"STE’m.'
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CONTINUOUS DELIVERY FOR ONCE-DAILY APPLICATION

Brief Summary of Prescribing Information. For complete prescribing information please consult official
package circular.

Suicidality in Children and Adolescents

Antidepressants increased the risk of suicidal thinking and behavior (suicidality) in short-term
studies in children and adolescents with major depressive disorder (MDD) and other psychi-
atric disorders. Anyone considering the use of EMSAM or any other antidepressant in a child
or adolescent must balance this risk with the clinical need. Patients who are started on therapy
should be observed closely for clinical worsening, suicidality, or unusual changes in behavior.
Families and caregivers should be advised for the need for close shservation and communica-
tion with the prescriber. EMSAM is not approved for use in pediatric patients. (See WARNINGS
and PRECAUTIONS, Pediatric Use.)

Pooled analyses of short-term (4 to 16 weeks) ptacebo-controlled trials of nine antidepressant
drugs (SSRIs and others) in children and adolescents with major depressive disorder (MDD),
obsessive compulsive disorder (OCD), or other psychiatric disorders (a total of 24 trials involving
over 4400 patients) have revealed a greater risk of adverse events representing suicidal
thinking or behavior (suvicidality) during the first few months of treatment in those receiving
antidepressants. The average risk of such evenis in patients receiving antidepressants was
4%, twice the placebo risk of 2%. No suicides occurred in these trials.

INDICATIONS AND USAGE
EMSAM is indicated for the treatment of major depressive disorder.

The efficacy of EMSAM in the treatment of major depressive disorder was established in 6- and 8-week
placebo-controlled trials of outpatients with diagnoses of DSM-IV category of major depressive disorder (see
Clinical Efficacy Trials in Full Prescribing Information).

Amajor depressive episode (DSM-IV) implies a prominent and relatively persistent (nearly every day for at Jeast
2 weeks) depressed or dysphoric mood that usually interferes with daily functioning, and inciudes at least five
of the following nine symptoms: depressed mood, loss of interest in usual activities, significant change in weight
andfor appetite, insomnia or hypersomnia, psychomotor agitation or retardation, increased fatigue, feelings of
guilt or worthlessness, slowed thinking or impaired concentration, and suicide attempt or suicidal ideation.

The benefit of maintaining patients with major depressive disorder on therapy with EMSAM after achieving
a responder status for an average duration of about 25 days was demonstrated in a controlled trial (see
Clinical Efficacy Trials under CLINICAL PHARMACOLOGY in Full Prescribing Information). The physician
who elects to use EMSAM for extended periods should periodically re-evaluate the long-term usefulness of
the drug for the individual patient (see DOSAGE AND ADMINISTRATION).

The antidepressant action of EMSAM in hospitalized depressed patients has not been studied.

CONTRAINDIGATIONS
EMSAM is contraindicated in patients with known hypersensitivity to selegiline or to any component of the
transdermal system.

EMSAM is contraindicated with selective serotonin reuptake inhibitors {SSRIs, e.g., fluoxetine, sertraline,
and paroxetine), dual serotonin and norepinephrine reuptake inhibitors (SNRIs, e.g., ventafaxine and duloxetine),
tricyclic antidepressants (TCAs, e.g., imipramine and amitriptyline), bupropion hydrochloride; meperidine and
analgesic agents such as tramadol, methadone and propoxyphene; the antitussive agent dextromethorphan;
St. John’s wort; mirtazapine; and cyclobenzaprine. EMSAM should not be used with oral selegitine or other
MAO inhibitors (MAOIs e.g., isocarboxazid, phenelzine, and tranylcypromine) (see WARNINGS).

Carbamazepine and oxcarbazepine are contraindicated in patients taking selegiline {see PRECAUTIONS,
Drug Interactions).

As with other MAOIs, EMSAM is contraindicated for use with sympathomimetic amines, including amphet-
amines as well as cold products and weight-reducing preparations that contain vasoconstrictors (e.g.,
pseudoephedrine, phenylephrine, phenylpropanolamine, and ephedrine).

As with other MAOIs, patients taking EMSAM should not undergo elective surgery requiring general anes-
thesia. Also, they should not be given cocaine or focal anesthesia containing sympathomimetic vasoconstrictors.
EMSAM should be discontinued at least 10 days prior to elective surgery. If surgery is necessary sooner,
benzodiazepines, mivacurium, rapacuronium, fentanyl, morphine, and codeine may be used cautiously.

As with other MAOIs, EMSAM is contraindicated for use in patients with pheochromocytoma.

EMSAM is an irreversible MAO inhibitor. As a class, these compounds have been associated with hyper-
tensive crises caused by the ingestion of foods containing high amounts of tyramine. In its entirety, the data
for EMSAM 6 mg/24 hours support the recommendation that a modified diet is not required at this dose.
Due to the more limited data available for EMSAM 9 mg/24 hours and 12 mg/24 hours, patients receiving
these doses should follow Dietary Modifications Required for Patients Taking EMSAM 9 ma/24 hours
and 12 mg/24 hours. (See: WARNINGS and PRECAUTIONS, Drug Interactions, 7yramine.)

WARNINGS

Clinical Worsening and Suicide Risk

Patients with major depressive disorder (MDD), both adult and pediatric, may experience worsening of their
depression and/or the emergence of suicidal ideation and behavior (suicidality) or unusua! changes in
hehavior, whether or not they are taking antidepressant medications, and this risk may persist until signifi-
cant remission occurs. There has been a long-standing concern that antidepressants may have a role in
inducing worsening of depression and the emergence of suicidality in certain patients. Antidepressants
increased the risk of suicidal thinking and behavior (suicidality} in short-term studies in children and ado-
lescents with Major Depressive Disorder (MDD) and other psychiatric disorders.

Pooled analyses of short-term placebo-controlled trials of nine antidepressant drugs (SSRis and others} in
children and adolescents with MDD, OCD, or other psychiatric disorders (a total of 24 trials involving over
4400 patients) have revealed a greater risk of adverse events representing suicidal behavior or thinking
(suicidality) during the first few months of treatment in those receiving antidepressants. The average risk of
such events in patients receiving antidepressants was 4%, twice the placebo risk of 2%. There was consid-
erable variation in risk among drugs, but a tendency toward an increase for aimost alt drugs studied. The
risk of suicidality was most consistently observed in the MDD trials, but there were signals of risk arising
from trials in other psychiatric indications (obsessive compulsive disorder and social anxiety disorder) as
well. No suicides occurred in these frials. It is unknown whether the suicidality risk in pediatric patients
extends to longer-term use, i.e., beyond several months. It is also unknown whether the suicidality risk
extends to adults.

Al pediatric patients being treated with antidepressants for any indication should be observed
closely for clinical worsening, suicidality, and unusual changes in behavior, especially during the initial
few months of a course of drug therapy, or at times of dese changes, either increases or decreases.
Such observation would generally include at least weekly face-to~face contact with patients or their
family members or caregivers during the first 4 weeks of treatment, then every other week visits for
the next 4 weeks, then at 12 weeks, and as clinically indicated beyond 12 weeks. Additional contact
by telephone may be appropriate between face-to-face visits.

Adults with MDD or co-morbid depression in the setting of other psychiatric illness being treated
with antidepressants should be observed similarly for clinical ing and suicidality, especially
during the initial few months of a course of drug therapy, or at times of dose changes, either increases
or decreases.

established, there is concern that such symptoms may represent precursors to emerging suicidality.

Consideration should be given to changing the therapeutic regimen, including possibly discontinuing the
medication, in patients whose depression is persistently worse, or who are experiencing emergent suicidality
or symptoms that might be precursors to worsening depression or suicidality, especially if these symptoms
are severe, abrupt in onset, or were not part of the patient’s presenting symptoms.

If the decision has been made to discontinue treatment, medication should be tapered, as rapidly as is fea-
sible, but with recognition that abrupt discontinuation can be associated with certain symptoms.

Families and caregivers of pediatric patienis being treated with antidepressants for major depres-
sive disorder or other indications, both psychiatric and nonpsychiatric, should be alerted about the
need to monitor patients for the emergence of agitation, irritability, unusual changes in behavior, and
the other symptoms described ahove, as well as the emergence of suicidality, and to report such
symptoms immediately to healthcare providers. Such monitoring should include daily observation by
families and caregivers. Prescriptions for EMSAM (selegiline transdermal system) should be written for
the smallest quantity consistent with good patient management, in order to reduce the risk of overdose.
Families and caregivers of adults being treated for depression should be similarly advised.

Screening Patients for Bipolar Disorder

A major depressive episode may be the initial presentation of bipolar disorder. It is generally believed
(though not established in controlled trials) that treating such an episode with an antidepressant alone may
increase the tikelihood of precipitation of a mixed/manic episode in patients at risk for bipolar disorder.
Whether any of the symptoms described above represent such a conversion is unknown. However, prior to
initiating treatment with an antidepressant, patients with depressive symptoms should be adequately
screened to determine if they are at risk for bipolar disorder; such screening shouid include a detailed psy-
chiatric history, including a family history of suicide, bipolar disorder, and depression. It should be noted that
EMSAM is not approved for use in treating bipolar depression.

Hypertensive Crisis

EMSAM is an irreversible MAO inhibitor. MAO is important in the catabolism of dietary amines (e.g., tyramine).
In this regard, significant inhibition of intestinal MAQO-A activity can impose a cardiovascular safety risk fol-
lowing the ingestion of tyramine-rich foods. As a class, MAQIs have been associated with hypertensive
crises caused by the ingestion of foods with a high concentration of tyramine. Hypertensive crises, which in
some cases may e fatal, are characterized by some or all of the following symptoms: occipital headache
which may radiate frontally, palpitation, neck stiffness or soreness, nausea, vomiting, sweating (sometimes
with fever and sometimes with cold, clammy skin), dilated pupils, and photophobia. Either tachycardia or
bradycardia may be present and can be associated with constricting chest pain. Intracranial bleeding has
been reported in association with the increase in blood pressure. Patients should be instructed as to the
signs and symptoms of severe hypertension and advised to seek immediate medical attention if these signs
or symptoms are present.

In 6 of the 7 clinical studies conducted with EMSAM at doses of 6 mg/24 hours—12 mg/24 hours, patients
were not limited to a modified diet typically associated with this class of compounds. Although no hyperten-
sive crises were reported as part of the safety assessment, the likelihood of developing this reaction cannot
be fully determined since the amount of tyramine typically consumed during the course of treatment is not
known and blood pressure was not continuously monitored.

To further define the likefihood of hypertensive crises with use of EMSAM, several Phase | tyramine chal-
lenge studies were conducted both with and without food (see PRECAUTIONS, Drug Interactions,
Tyramine). \n its entirety, the data for EMSAM 6 mg/24 hours support the recommendation that a modified
diet is not required at this dose. Due to the more limited data available for EMSAM 9 mg/24 hours, and the
results from the Phase | tyramine challenge study in fed volunteers administered EMSAM 12 mg/24 hours
(see PRECAUTIONS, Drug Interactions, Tyramine), patients receiving these doses should follow Dietary
Modifications Required for Patients Taking EMSAM 9 mg/24 hours and 12 mg/24 hours.

If a hypertensive crisis occurs, EMSAM should be discontinued immediately and therapy to lower blood
pressure should be instituted immediately. Phentolamine 5 mg or labetalol 20 mg administered slowly
intravenously is recommended therapy to contro! hypertension. Alternately, nitroprusside delivered by con-
tinuous intravenous infusion may be used. Fever should be managed by means of external cooling. Patients
must be closely monitored until symptoms have stabilized.

Dietary Modifications Required for Patients Taking EMSAM 9 mg/24 hours and 12 mg/24 hours
The following foods and beverages should be avoided beginning on the first day of EMSAM 9 mg/24 hours

or 12 mg/24 hours treatment and should continue to be avoided for two weeks after a dose reduction to
EMSAM 6 mg/24 hours or following the discontinuation of EMSAM 9 mg/24 hours or 12 mg/24 hours.
Food and beverages to avoid and those which are acceptable’:

Class of Food and Tyramine-Rich Foods and Beverages
Beverage to Avoid

Meat, Poultry and Fish |Air dried, aged and fermented meats,
sausages and salamis (including cacciatore,
hard salami and mortadella); pickled
herring; and any spoiled or improperly
stored meat, poultry and fish {e.g., foods
that have undergone changes in coloration,
odor, or become moldy); spoiled or
improperly stored animal livers

Acceptable Foods, Containing
No or Little Tyramine

Fresh meat, pouttry and fish,
including fresh processed
meats (e.g., funch meats, hot
dogs, breakfast sausage, and
cooked sliced ham})

Vegetables Broad bean pods (fava bean pods) All other vegetables

Dairy Aged cheeses Processed cheeses, mozzarella,
ricotta cheese, cottage cheese
and yogurt

Beverages All varieties of tap beer, and beers As with other antidepressants,

concomitant use of alcohol with
EMSAM is not recommended.
(Bottled and canned beers and
wines contain little or no
tyramine.)

Brewer’s yeast, baker’s yeast,
soy milk, commercial chain-
restaurant pizzas prepared
with cheeses low in tyramine

that have not been pasteurized so as
to aflow for ongoing fermentation

Miscellaneous Concentrated yeast extract (e.g., Marmite),
sauerkraut, most soybean products
(including soy sauce and tofu), 0TC

supplements containing fyramine
1 Adapted from K. I. Shulman, S. E. Walker. Psychiatric Annals. 2001; 31:378-384.

Use With Other Drugs Affecting Monoamine Activity
Serious, sometimes fatal, central nervous system (CNS) toxicity referred to as the “serotonin syndrome” has
been reported with the combination of non-selective MAOIs with certain other drugs, including tricyclic or
selective serofonin reuptake inhibitor antidepressants, amphetamines, meperidine, or pentazocine.
Serotonin syndrome is characterized by signs and symptoms that may include hyperthermia, rigidity,
myoclonus, autonomic instability with rapid fluctuations of the vital signs, and mental status changes that
include extreme agitation progressing to defirium and coma. Similar less severe syndromes have been
reported in a few patients receiving a combination of oral selegiline with one of these agents.

Therefore, EMSAM should not be used in combination with selective serotonin reuptake inhibitors (SSRis,
e.g., fluoxetine sertraling, paroxeting); dual serotonin and norepinephrine reuptake inhibitors (SNRIs,

The following symptoms, anxiety, agitation, panic attacks, insomnia, irritability, hostility, aggre:
impulsivity, akathisia (psychomotor restlessness), hypomania, and mania, have been reported in adult and
pediatric patients being treated with antidepressants for major depressive disorder as well as for other
indications, both psychiatric and nonpsychiatric. Afthough a causal link between the emergence of such
symptoms and either the worsening of depression and/or the emergence of suicidal impulses has not been

e.g., venlafaxine and duloxetine); tricyclic antidepressants (TCAs, e.g., imipramine and amitriptyline); oral
selegitine or other MAOIs (e.g., isocarboxazid, phenelzine, and tranylcypromine), mirtazapine; bupropion
hydrochioride; meperidine and analgesic agents such as tramadol, methadone, and propoxyphene; the anti-
tussive agent dextromethorphan, or St. John's wort because of the risk of life-threatening adverse reactions.
Also, EMSAM should not be used with sympathomimetic amines, including amphetamines as well as coid



products and weight-reducing preparations that contain vasoconstrictors {.g., pseudoephedring, phenyle-
phrine, phenylpropanolamine, and ephedrine). (See CONTRAINDICATIONS.)

Concomitant use of EMSAM (selegiline transdermal system) with buspirone hydrochloride is not advised
since several cases of elevated biood pressure have been reported in patients taking MAGIs who were then
given buspirone HCI.

After stopping treatment with SSRis; SNRIs; TCAs; MAQIs; meperidine and analgesics such as tramadol,
methadone, and propoxyphene; dextromethorphan; St. John's wort; mirtazapine; bupropion HC; or buspirone
HC), a time period equal to 4-5 half-lives (approximately 1 week) of the drug or any active metabolite should
elapse before starting therapy with EMSAM. Because of the long haif-life of fluoxeting and its active
metabolite, at least five weeks should elapse between discontinuation of fluoxetine and initiation of ireat-
ment with EMSAM. At least two weeks should elapse after stopping EMSAM before starting therapy with
buspirone HCI or a drug that is contraindicated with EMSAM.

PRECAUTIONS

General

Hypotension

As with other MAQIs, postural hypotension, sometimes with orthostatic symptoms, can occur with EMSAM
therapy. In short-term, placebo-centrolled depression studies, the incidence of orthostatic hypotension (i.e.,
a decrease of 10 mmHg or greater in mean biood pressure when changing position from supine or sitting
1o standing) was 9.8% in EMSAM-treated patients and 6.7% in placebo-treated patients. [t is recommend-
ed that elderly patients treated with EMSAM be closely observed for postural changes in blood pressure
throughout treatment. Dose increases should be made cautiously in patients with pre-existing orthostasis.
Postural hypotension may be refieved by having the patient recline until the symptoms have abated. Patients
should be cautioned to change positions gradually. Patients displaying orthostatic symptoms should have
appropriate dosage adjustments as warranted.

Activation of Mania/Hypomania

During Phase Il trials, a manic reaction occurred in 8/2036 {0.4%) patients treated with EMSAM. Activation
of mania/hypomania can occur in a small proportion of patients with major affective disorder treated with
other marketed antidepressants. As with all antidepressants, EMSAM should be used cautiously in patients
with a history of mania.

Use in Patients With Concomitant Hiness

Clinical experience with EMSAM in patients with certain concomitant systemic iiinesses is fimited. Caution
is advised when using EMSAM in patients with disorders or conditions that can produce aitered metabo-
fism or hemodynamic responses.

EMSAM has not been systematically evaluated in patients with a history of recent myocardial infarction
or unstabie heart disease. Such patients were generally excluded from clinical studies during the product’s
premarketing testing.

No ECG abnormalities atiributable to EMSAM were observed in clinical trials.

Although studies of phenylpropanolamine and pseudoephedrine did not reveal pharmacokinetic drug inter-
actions with EMSAM, it is prudent to avoid the concomitant use of sympathomimetic agents, such as some
decongestants.

Information for Patients
Prescribers or other health professionals should inform patients, their families, and their caregivers about
the henefits and risks associated with treatment with EMSAM and should counsel them in its appropriate
use. A patient Medication Guide About Using Antid ts in Chi and T is available
for EMSAM. The prescriber or health professional should instruct patients, their families, and their care-
givers to read the Medication Guide and should assist them in understanding its contents. Patients should
be given the opportunity to discuss the contents of the Medication Guide and to obtain answers to any ques-
tions they may have. The complete text of the Medication Guide is reprinted at the end of this document.
Patients should be advised of the following issues and asked to alert their prescriber if these ocour while
taking EMSAM.

Clinical Worsening and Suicide Risk

Patients, their families and their caregivers should be encouraged to be alert to the emergence of anxiety,
agitation, panic attacks, insomnia, irritability, hostility, aggressiveness, impulsivity, akathisia (psychomotor
restiessness), hypomania, mania, other unusual changes in behavior, worsening of depression, and suicidal
ideation, especially early during antidepressant treatment or when the dose is adjusted up or down. Famifies
and caregivers of patients should be advised to observe for the emergence of such symptoms on a day-to-
day basis, since changes may be abrupt. Such symptoms should be reported to the patient's prescriber or
health professional, especially if they are severe, abrupt in onset, or were not part of the patient's present-
ing symptoms. Symptoms such as these may be associated with an increased risk for suicidal thinking and
behavior and indicate a need for very close monitoring and possibly change in the medication.

General
Patients should be advised not to use oral selegiline while on EMSAM therapy.

Patients should be advised not to use carbamazepine or oxcarbazepine while on EMSAM therapy.

Patients should be advised not to use meperidine and analgesic agents such as tramadol, methadone, and
propoxyphene.

Patients should be advised not to use sympathomimetic agents while on EMSAM therapy.

Patients should be advised not to use selective serotonin reuptake inhibitors (SSRIs, e.g., fluoxetine,
sertraiine, paroxetine, and St. John’s wort), dual serotonin and norepinephrine reuptake inhibitors (SNRIs,
¢.g., venlafaxine and duloxetine), tricyclic antidepressants (TCAs, e.g., imipramine and amitriptyling),
mirtazapine, oral selegiline or other MAOIs (e.g., isocarboxazid, phenelzine, and tranylcypromine), bupropi-
on hydrochloride or buspirone hydrochloride while on EMSAM therapy.

EMSAM has not been shown to impair psychomotor performance; however, any psychoactive drug may
potentially impair judgment, thinking, or motor skills. Patients should be cautioned about operating haz-

ardous machinery, including automobiles, until they are reasonably certain that EMSAM therapy does not

impair their ability to engage in such activities.

Patients should be told that, although EMSAM has not been shown fo increase the impairment of mental
and motor skills caused by alcohol, the concomitant use of EMSAM and alcohol in depressed patients is not
recommended.

Patients should be advised to notify their physician if they are taking, or plan to take, any prescription or
over-the-counter drugs, including herbals, because of the potential for drug interactions. Patients should
also be advised to avoid tyramine-containing nutritional supplements and any cough medicine containing
dextrometnorphan.

Patients should be advised to use EMSAM exactly as prescribed. The need for dietary modifications at
higher doses should be explained, and a brief description of hypertensive crisis provided. Rare hypertensive
reactions with oral selegitine at doses recommended for Parkinson's disease and associated with dietary
influences have been reported. The clinical relevance to EMSAM is unknown.

Patients should be advised that certain tyramine-rich foods and beverages should be avoided while on
EMSAM 9 mg/24 hours or EMSAM 12 mg/24 hours, and for two weeks following discontinuation of EMSAM
at these doses {see CONTRAINDICATIONS and WARNINGS).

Patients should be instructed to immediately report the occurrence of the following acute symptoms:
severe headache, neck stiffiess, heart racing or palpitations, or other sudden or unusual symptoms.

Patients should be advised to avoid exposing the EMSAM application site to external sources of direct
heat, such as heating pads or electric blankets, heat lamps, saunas, hot tubs, heated water beds, and pro-
longed direct sunlight since heat may result in an increase in the amount of selegiline absorbed from the
EMSAM patch and produce elevated serum levels of selegiline.

Patients should be advised to change position gradually if lightheaded, faint, or dizzy while on EMSAM
therapy.

Patients should be advised to notify their physician if they become pregnant or intend to become pregnant
during EMSAM therapy.

Patients should be advised to notify their physician if they are breast-feeding an infant.

While patients may notice improvement with EMSAM (selegiline transdermal system) therapy in one to
several weeks, they should be advised of the importance of continuing drug treatment as directed.

Patients should be advised not to cut the EMSAM system into smaller portions.

For instructions on how to use EMSAM, see DOSAGE AND ADMINISTRATION, How to Use EMSAM.

Drug Interactions

The potential for drug interactions between EMSAM and a variety of drugs was examined in several human
studies. Drug interaction studies described below were conducted with EMSAM 6 mg/24 hours. Although
no differences are expected, drug interaction studies have not been conducted at higher doses (see In vitro
Metabolism in Full Prescribing Information). in all of the studies described below, no drug-related adverse
events were noted that required discontinuation of any subjects. Further, the incidence and nature of the
adverse events were consistent with those known for selegiline or the test agent.

Alcohot

The pharmacokinetics and pharmacodynamics of atcohol (0.76 mg/kg) alone or in combination with
EMSAM 6 mg/24 hours for 7 days of treatment was examined in 16 healthy volunteers. No clinically signif-
icant differences were observed in the pharmacokinetics or pharmacodynamics of alcohol or the pharma-
cokinetics of selegiline during co-administration. Although EMSAM has not been shown to increase the
impairment of mental and motor skills caused by alcohol (0.75 mg/kg) and failed to alter the pharmacoki-
netic properties of alcohol, patients should be advised that the use of alcohol is not recommended white
taking EMSAM.

Alprazolam .
In subjects who had received EMSAM 6 mg/24 hours for 7 days, ce-administration with alprazolam
(15 mg/day), a CYP3A4/5 substrate, did not affect the pharmacokinetics of either selegiline or alprazolam.

Carbamazepine

Carbamazepine is an enzyme inducer and typically causes decreases in drug exposure, however, slightly
increased levels of selegiline and its metabolites were seen after single application of EMSAM 6 mg/24 hours
in subjects who had received carbamazepine (400 mg/day) for 14 days. Changes in plasma selegiline
concentrations were nearly two-fold, and variable across the subject population. The clinical relevance of
these observations is unknown. Carbamazepine is contraindicated with MAOIs, including selegiline (see
CONTRAINDICATIONS).

Ibuprofen
In subjects who had received EMSAM 6 mg/24 hours for 11 days, combined administration with the CYP2C9
substrate ibuprofen (800 mg single dose) did not affect the pharmacokinetics of either selegiling or ibuprofen.

Ketoconazofe

Seven-day treatment with ketoconazole (200 mig/day), a potent inhibitor of CYP3A4, did not affect the
steady-state pharmacokinetics of selegiline in subjects who received EMSAM 6 mg/24 hours for seven days
and no differences in the pharmacokinetics of ketoconazole were observed.

Levathyroxine

In healthy subjects who had received EMSAN 6 mg/24 hours for 10 days, single dose administration with
Jevothyroxine (150 pig) did not alter the pharmacokinetics of either selegiline or levothyroxine (as judged by
T3 and T, plasma leveis).

Olanzapine

In subjects who had received EMSAM 6 mg/24 hours for 10 days, co-administration with olanzapine, a
substrate for CYP1A2, CYP2D6, and possibly CYP2A6, did not affect the pharmacokinetics of either selegi-
line or olanzapine.

Phenylpropanolamine (PPA}

In subjects who had received EMSAM 6 mg/24 hours for 8 days, co-administration with PPA (25 mg every
4 hours for 24 hours) did not affect the pharmacokinetics of PPA. There was a higher incidence of significant
blood pressure elevations with the co-administration of EMSAM and PPA than with PPA alone, suggesting
a possible pharmacodynamic interaction. It is prudent to avoid the concomitant use of sympathomimetic
agents with EMSAM.

Pseudoephedrine

EMSAM 6 mg/24 hours for 10 days, co-administered with pseudoephedrine (60 mg three times a day) did
not affect the pharmacokinetics of pseudoephedrine. The effect of pseudoephedrine on EMSAM was not
examined. There were no clinically significant changes in blood pressure during pseudoephedrine adminis-
tration alone, or in combination with EMSAM. Nonetheless, it is prudent to avoid the concomitant use of
sympathomimetic agents with EMSAM.

Risperidone
In subjects who had received EMSAM 6 mg/24 hours for 10 days, co-administration with tisperidone (2 mg
per day for 7 days), a substrate for CYP2DS, did not affect the pharmacokinetics of either selegiline or
risperidone.

Tyramine

Selegiline (the drug substance of EMSAM) is an irreversible inhibitor of monoamine oxidase (MAO), a
ubiquitous intraceltutar enzyme. MAQ exists as two isoenzymes, referred to as MAD-A and MAO-B. Selegiline
shows greater affinity for MAO-B; however, as selegiline concentration increases, this selectivity is lost with
resutting dose-related inhibition of MAO-A. Intestinal MAQ is predominantly type A, while in the brain both
isoenzymes exist.

MAQO plays a vital physiological role in terminating the biological activity of both endogenous and exogenous
amines. In addition to their role in the catabolism of monoamines in the CNS, MAOs are also important in the
catabolism of exogenous amines found in a variety of foods and drugs. MAO in the gastrointestinal tract
(primarily type A) provides protection from exogenous amines with vasopressor actions, such as tyramine,
which if absorbed intact can cause a hypertensive crisis, the so-called “cheese reaction.” If a large amount
of tyramine is absorbed systemically, it is taken up by adrenergic neurons and causes norepinephrine
release from neuronal storage sites with resultant elevation of blood pressure. While most foods contain
negligible amounts or no tyramine, a few food products (see WARNINGS) may contain large amounts of
tyramine that represent a potential risk for patients with significant inhibition of intestinal MAG-A resulting
from administration of MAOIs. Tyramine-containing nutritional supplements should be avoided by patients
taking EMSAM.

Animal studies have indicated the transdermal administration of selegiline via EMSAM 6 mg/24 hours
allows for critical levels of MAO inhibition to be achieved in the brain while avoiding levels of gastrointestinal
inhibition. To further define the risk of hypertensive crises with use of EMSAM, several Phase | tyramine
challenge studies were conducted both with and without food.

Fourtesn tyramine challenge studies including 214 healthy subjects (age range 18-65; 31 subjects >50
years of age) were conducted to determine the pressor effects of oral tyramine with concurrent EMSAM
treatment (6 ma/24 hours-12 mg/24 hours), measured as the dose of fyramine required to raise systolic
bioad pressure by 30 mmHg (TYR30). Studies were conducted with and without concomitant administration
of food. Studies conducted with food are most relevant to clinical practice since tyramine typically will be
consumed in food. A high-tyramine meal is considered to contain up to 40 mg of tyramine.

One study using a crossover design in 13 subjects investigated tyramine pressor doses (TYR30) after
administration of EMSAM 6 mg/24 hours and oral selegiline (5 mg twice daily) for 9 days. Mean pressor
doses (TYR30) of tyramine capsules administered without food were 338 mg and 385 mg in subjects treated
with EMSAM and oral selegiline, respectively. .

Another study using a crossover design in 10 subjects investigated tyramine pressor doses after
administration of EMSAM 6 mg/24 hours or tranyicypromine 30 mg/day for 10 days. Mean pressor doses
(TYR30) of tyramine capsules administered without food were 270 mg in subjects treated with EMSAM
6 mg/24 hours and 10 mg in subjects treated with tranylcypromine.

In a third crossover study, tyramine without food was administered to 12 subjects. The mean tyramine
pressor doses (TYR30) after administration of EMSAM 6 mg/24 hours for 9 and 33 days were 292 mg and



204 mg, respectively. The lowest pressor dose was 50 mg in one subject in the 33-day group.

Tyramine pressor doses were also studied in 11 subjects after extended treatment with EMSAM (selegitine
transdermal system) 12 mg/24 hours. At 30, 60, and 90 days, the mean pressor doses (TYR30) of tyramine
administered without food were 95 mg, 72 mg, and 88 mg, respectively. The lowest pressor dose without
food was 25 mg in 3 subjects at day 30 while on EMSAM 12 mg/24 hours. Eight subjects from this study,
with a mean tyramine pressor dose of 64 mg at 90 days, were subsequently administered tyramine with
food, resulting in a mean pressor dose of 172 mg (2.7 times the mean pressor dose observed without food,
p <0.003).

With the exception of one study (N=153), the phase Ill clinical development program was conducted with-
out requiring a modified diet (N=2553, 1606 at 6 mg/24 hours, and 947 at 9 mg/24 hours or 12 mg/24 hours).
No hypertensive crises were reported in any patient receiving EMSAM.

In its entirety, the data for EMSAM 6 mg/24 hours support the recommendation that a modified diet is not
required at this dose. Due to the more limited data available for EMSAM 9 mg/24 hours and 12 mg/24 hours,
patients receiving these doses should follow Bietary Modifications Required for Patients Taking EMSAM
9 mg/24 hours and 12 mg/24 hours. (See WARNINGS )

Warfarin

Warfarin is a substrate for CYP2C9 and CYP3A4 metabolism pathways. In healthy volunteers titrated with
Coumadin® (warfarin sodium) to clinical levels of anticoagulation (INR of 1.5 to 2), co-administration
with EMSAM 6 mg/24 hours for 7 days did not affect the pharmacokinetics of the individual warfarin
enantiomers. EMSAM did not alter the clinical pharmacodynamic effects of warfarin as measured by INR,
Factor VIf or Factor X levels.

Garcinogenesis, Mutagenesis, lmpairment of Fertility
Carcinogenesis
In an oral carcinogenicity study in rats, setegifine given in the diet for 104 weeks was not carcinogenic up
to the highest evaluable dose tested (3.5 mg/kg/day, which is 3 times the oral maximum recommended
human dose on a mg/mz hasis).

Carcinogenicity studies have not been conducted with transdermal administration of selegitine.

Mutagenesis

Selegiline induced mutations and chromosomal damage when tested in the in vifro mouse lymphoma assay
with and without metabolic activation. Selegitine was negative in the Ames assay, the in vifro mammalian
chromosome aberration assay in human lymphocytes, and the in vivo oral mouse micronucleus assay.

Impairment of Fertility

A mating and fertility study was conducted in male and female rats at transdermal doses of 10, 30, and
75 mg/kg/day of selegiline (8, 24 and 60 times the maximum recommended human dose of EMSAM
{12 mg/ 24 hours) on & mg/m? basis). Slight decreases in sperm concentration and total sperm count were
observed at the high dose; however, no significant adverse effects on fertility or reproductive performance
were observed.

Teratogenic Effects - P Category C

In an embryofetal development study in rats, dams were treated with transdermal selegiline during the period
of organogenesis at doses of 10, 30, and 75 mg/kg/day (8, 24, and 60 times the maximum recommended
human dose [MRHD] of EMSAM [12 mg/24 hours] on a mg/m? hasis). At the highest dose there was a
decrease in fetal weight and slight increases in malformations, defayed ossification (also seen at the mid
dose), and embryofetal post-implantation lethality. Concentrations of selegiline and its metabolites in fetal
plasma were generally similar to those in maternal plasma. In an oral embryofetal development study in
rats, a decrease in fetal weight occurred at the highest dose tested (36 mg/kg; no-effect dose 12 mg/kg);
no increase in malformations was seen.

In an embryofetal development study in rabbits, dams were treated with transdermal selegiline during the
period of organogenesis at doses of 2.5, 10, and 40 mg/kg/day (4, 16, and 64 times the MRHD on a mg/m?
basis}. A slight increase in visceral malformations was seen at the high dose. In an ora/ embryofetal devel-
opment study in rabbits, increases in total resorptions and post-implantation loss, and a decrease in the
number of live fetuses per dam, occurred at the highest dose tested (50 mg/kg; no-effect dose 25 mg/kg).

In a prenatat and postnatal development study in rats, dams were treated with transdermal selegifine at
doses of 10, 30, and 75 mg/kg/day (8, 24, and 60 times the MRHD on a mg/m? basis) on days 6-21 of ges-
tation and days 1-21 of the factation period. An increase in post-implantation loss was seen at the mid and
high doses, and an increase in stillhorn pups was seen at the high dose. Decreases in pup weight {through-
out lactation and post-weaning periods) and survival (throughout lactation period), retarded pup physical
development, and pup epididymat and testicular hypoplasia, were seen at the mid and high doses. Retarded
neurobehavioral and sexual development was seen at all doses. Adverse effects on pup reproductive per-
formance, as evidenced by decreases in implantations and litter size, were seen at the high dose. These
findings suggest persistent effects on the offspring of treated dams. A no-effect dose was not established
for developmental toxicity. In this study concentrations of selegiline and its metabolites in milk were ~ 15
and 5 times, respectively, the concentrations in plasma, indicating that the pups were directly dosed during
the lactation period.

There are no adequate and well-controlled studies in pregnant women. EMSAM should be used during
pregnancy only if the potential benefit justifies the potential risk to the fetus.

Labor and Defivery
The effect of EMSAM on labor and delivery in humans is unknown.

Nursing Mothers

In a prenatal and postnatal study of transdermal selegiline in rats, sefegiline and metabolites were
excreted into the milk of lactating rats. The levels of selegiline and metabolites in milk were approximately
15 and 5 times, respectively, steady-state levels of sefegiline and metabolites in maternal plasma. it is not
known whether this drug is excreted in human milk. Because many drugs are excreted in human milk,
caution should be exercised administering EMSAM to a nursing mother.

Pediatric Use )
Safety and effectiveness in the pediatric population have not been established (see BOX WARNING and
WARNINGS, Clinical Worsening and Suicide Risk).

Anyone considering the use of EMSAM in a child or adolescent must batance the potential risks with the
clinical need.

Geriatric Use
One hundred ninety-eight (198) elderly (=65 years of age) patients participated in clinical studies with EMSAM
6 mg/24 hours to 12 mg/24 hours. There were no overall differences in effectiveness between elderly and
younger patients. In short-term, placebo-controlled depression trials, patients age 50 and older appeared to
be at higher risk for rash (4.4% EMSAM versus 0% placebo) than younger patients (3.4% EMSAM versus
2.4% placebo).

ADVERSE REACTIONS

The premarketing development program for EMSAM included selegiline exposures in patients and/or normal
subjects from two different groups of studies: 702 healthy subjects in clinical pharmacelogy/pharmacoki-
netics studies and 2036 exposures from patients in controlled and uncontrolied major depressive disorder
clinical trials. The conditions and duration of treatment with EMSAM varied and included double-blind,
open-label, fixed-dose, and dose titration studies of shori-term and longer-term exposures. Safety was
assessed hy monitoring adverse events, physical examinations, vita! signs, body weights, laboratory analy-
ses, and ECGs.

Adverse events during exposure were obtained primarily by general inquiry and recorded by clinicatl
investigators. In the tables and tabutations that foliow, standard COSTART terminology has been used to
classify reported adverse events. The stated frequencies of adverse events represent the proportion of indi-
viduals who experienced, at least once, a treatment-emergent adverse event of the type listed. An event was
considered treatment-emergent if it occurred for the first time or worsened while receiving therapy follow-
ing baseline evaluation.

Adverse Findings Observed in Short-Term, Placebo-Controlled Trials

Adverse Events Associated with Discontinuation of Treatment

Among 817 depressed patients who received EMSAM (selegiline transdermal system) at doses of either
3 mg/24 hours {151 patients), 6 mg/24 hours (550 patients) or 6 mg/24 hours, 9 mg/24 hours, and
12 mg/24 hours (116 patients) in placebo-controlied trials of up to 8 weeks in duration, 7.1% discontinued
treatment due to an adverse event as compared with 3.6% of 668 patients receiving placebo. The onty
adverse event associated with discontinuation, in at least 1% of EMSAM-treated patients at a rate at least
twice that of placebo, was application site reaction (2% EMSAM vs. 0% placebo).

Adverse Events Occurring at an Incidence of 2% or More Among EMSAM-Treated Patients

Table 1 enumerates adverse events that occurred at an incidence of 2% or more {rounded to the nearest
percent) among 817 deprassed patients who received EMSAM in doses ranging from 3 to 12 mg/24 hours
in placebo-controlled trials of up to 8 weeks in duration. Events included are those occurring in 2% or more
of patients treated with EMSAM and for which the incidence in patients treated with EMSAM was greater
than the incidence in placebo-treated patients.

Only one adverse event was associated with a reporting of at least 5% in the EMSAM group, and a rate
at least twice that in the placebo group, in the pool of short-term, placebo-controlled studies: application
site reactions (see Application Site Reactions, below). In one such study which utilized higher mean doses
of EMSAM than that in the entire study pool, the following events met these criteria: application site reac-
tions, insomnia, diarrhea, and pharyngitis.

These figures cannot be used to predict the incidence of adverse events in the course of usual medical
practice where patient characteristics and other factors differ from those that prevailed in the clinical trials.
Similarly, the cited frequencies cannot be compared with figures cbtained from other clinical investigations
involving different treatments, uses, and investigators. The cited figures, however, do provide the prescrib-
ing physicians with some basis for estimating the relative contribution of drug and non-drug factors to the
adverse event incidence rate in the population studied.

Table 1. Treatment-Emergent Adverse Events: Incidence in Placebo-Gontrolled Clinical Trials for
Major Depressive Disorder with EMSAM®

Body System/Preferred Term EMSAM (N=817) I Placebo (N=668)
(% of Patients Reporting Event)

Body as a Whole

Headache 18 17
Digestive

Diarrhea 9 7

Dyspepsia 4 3
Nervous

Insomnia 12 7

Dry Mouth 8 6
Respiratory

Pharyngitis 3 2

Sinusitis 3 1
Skin

Application Site Reaction 24 12

Rash 4 2

() Events reported by at least 2% of patients treated with EMSAM are included, except the following events
which had an incidence on placebo treatment = to EMSAM: infection, nausea, dizziness, pain, abdomi-
nal pain, nervousness, back pain, asthenia, anxiety, flu syndrome, accidental injury, somnolence, rhinitis,
and palpitations.

Application Site Rleactions

in the pool of short-term, placebo-controlled major depressive disorder studies, application site reactions
(ASRs) were reported in 24% of EMSAM-treated patients and 12% of placebo-treated patients. Most ASRs
were mild or moderate in severity. None were considered serious. ASRs led to dropout in 2% of EMSAM-
treated patients and no placebo-ireated patients.

In one such study which utilized higher mean doses of EMSAM, ASRs were reported in 40% of EMSAM-
treated patients and 20% of placebo-treated patients. Most of the ASRs in this study were described as ery-
thema and most resolved spontaneousty, requiring no treatment. When treatment was administered, it most
commosly consisted of dermatological preparations of corticosteroids.

Male and Female Sexual Dysfunction with MAO-Inhibitors
Although changes in sexual desire, sexual performance and sexual satisfaction often occur as manifesta-
tions of a psychiatric disorder, they may also be a consequence of pharmacologic treatment.

Reliable estimates of the incidence and severity of unfoward experiences involving sexuat desire, per-
formance, and satisfaction are difficult to obtain, in part because patients and physicians may be refuctant
to discuss them. Accordingly, estimates of the incidence of untoward sexual experience and performance
cited in product labeling are likely to underestimate their actual incidence. Table 2 shows that the incidence
rates of sexual side effects in patients with major depressive disorder are comparable to the placebo rates
in placebo-controlled trials.

Table 2. Incidence of Sexual Side Effects in Placebo-Controlled Clinical Trials with EMSAM

Adverse Event EMSAM [ Placebo
IN MALES ONLY
{(N=304) (N=256)
Abnormal Ejaculation 1.0% 0.0%
Decreased Libide 0.7% 0.0%
Impotence 0.7% 0.4%
Anorgasmia 0.2% 0.0%
IN FEMALES ONLY
(N=513) (N=412)
Decreased Libido 0.0% 0.2%

There are no adequately designed studies examining sexual dysfunction with EMSAM treatment.

Vital Sign Changes
EMSAM and placebo groups were compared with respect to (1) mean change from baseline in vital signs
(pulse, systolic blood pressure, and diastolic biood pressure) and (2) the incidence of patients meeting cri-
teria for potentially clinically significant changes from baseline in these variables. In the pool of short-term,
placeho-controlled major depressive disorder studies, 3.0% of EMSAM-treated patients and 1.5% of placebo-
treated patients experienced a low systolic blood pressure, defined as a reading less than or equal to
90 mmHg with a change from baseline of at least 20 mmHg. In one study which utilized higher mean doses
of EMSAM, 6.2% of EMSAM-treated patients and no placebo-treated patients experienced a low standing
systolic blood pressure by these criteria.

in the pool of short-term major depressive disorder trials, 9.8% of EMSAM-treated patients and 6.7% of
placebo-treated patients experienced a notable orthostatic change in biood pressure, defined as a decrease
of at least 10 mmHg in mean blood pressure with postural change.



Does Being a Psychiatrist
Affect Response to Cancer?

Psychiatrists who have been diagnosed with cancer note that their medi-
cal training can be both a help and a hindrance as they struggle through

treatment toward an uncertain future.

hough hardly surprising,

psychiatrists are no dif-

ferent from other people

when it comes to coping

with the reality of being

diagnosed with cancer, according to pan-

elists at APA’s 2006 annual meeting in May
in Toronto.

“Denial is alive and well and working

in psychiatrists,” said Madelaine Wohl-

BY EVE BENDER

reich, M.D., who spoke from personal
experience.

Wohlreich, a medical advisor at Eli
Lilly and Co., found a lump in her breastin
January 2005. For six months prior to her
discovery, she had experienced pain that
she attributed to a bra not fitting well.

She found her denial “particularly
striking” given the fact that her mother
had breast cancer and had a mastectomy

when  Wohlreich  was
11. In fact, she decided
to become a physician
in part because of the
stressful medical prob-
lems experienced by her
mother and other family
members, she said.

As an adult, Wohlreich
was diagnosed with breast
cancer soon after find-
ing the lump and experi-
enced “terror, an absolute
sense of the world collaps-
ing, as anyone would,” she
noted.

Waiting to receive her
diagnosis was perhaps the most difficult
time for her. “Foremost, I had fear that
I was facing my own death,” during this
time.

Weight Changes
In placebo-controlled studies (6-8 weeks), the incidence of patients who experienced =5% weight gain or
weight loss is shown in Table 3.

Table 3. Incidence of Weight Gain and Weight Loss in Placebo-Controlled Trials with
EMSAM (selegiline transdermal system)

Weight Change EMSAM Placebo
(N=757) (N=614)
Gained = 5% 2.1% 2.4%
Lost = 5% 5.0% 2.8%

In these trials, the mean change in body weight among EMSAM-treated patients was -1.2 Ibs compared to
+0.3 Ibs in placebo-treated patients.

Laboratory Changes

EMSAM and placebo groups were compared with respect to (1) mean change from baseline in various
serum chemistry, hematology, and urinalysis variables and (2) the incidence of patients meeting criteria for
potentially clinically significant changes from baseline in these variables. These analyses revealed no clini-
cally important changes in laboratory test parameters associated with EMSAM.

ECG Changes
Electrocardiograms (ECGs) from EMSAM (N=817) and placebo (N=668) groups in controlled studies were
compared with respect to (1) mean change from baseline in various ECG parameters and (2) the incidence
of patients meeting criteria for clinically significant changes from baseline in these variables.

No clinically meaningful changes in ECG parameters from baseline to final visit were observed for patients
in controlled studies.

Other Events Observed During the Premarketing Evaluation of EMSAM

During the premarketing assessment in major depressive disorder, EMSAM was administered to 2036
patients in Phase Ill studies. The conditions and duration of exposure to EMSAM varied and included
double-blind and open-label studies.

In the tabulations that follow, reported adverse events were classified using a standard COSTART-based
dictionary terminology. All reported adverse events are included except those already listed in Table 1 or
elsewhere in labeling, and those events occurring in only one patient. It is important to emphasize that
although the events occurred during treatment with EMSAM (selegiline transdermal system), they were not
necessarily caused by it.

Events are further categorized by body system and listed in order of decreasing frequency according to
the following definitions: frequent adverse events are those occurring on one or more occasions in at least
1/100 patients; infrequent adverse events are those occurring in less than 1/100 patients but at least
1/1000 patients; rare events are those occurring in fewer than 1/1000 patients.

Body as a Whole: Frequent: Chest pain, neck pain. Infrequent: Bacterial infection, fever, cyst, fungal infec-
tion, chills, viral infection, suicide attempt, neck rigidity, pelvic pain, photosensitivity reaction, face edema,
flank pain, hernia, intentional injury, neoplasm, generalized edema, overdose. Rare: Body odor, halitosis,
heat stroke, parasitic infection, malaise, moniliasis.

Cardiovascular System: Frequent: Hypertension. Infrequent: Vasodilatation, tachycardia, migraine, syncope,
atrial fibrillation, peripheral vascular disorder. Rare: Myocardial infarct.

Digestive System: Frequent: Constipation, flatulence, anorexia, gastroenteritis, vomiting. Infrequent:
Increased appetite, thirst, periodontal abscess, eructation, gastritis, colitis, dysphagia, tongue edema,
glossitis, increased salivation, abnormal liver function tests, melena, tongue disorder, tooth caries. Rare: G
neoplasia, rectal hemorrhage.

Hemic and Lymphatic System: Frequent: Ecchymosis. Infrequent: Anemia, lymphadenopathy. Rare:
Leukocytosis, leukopenia, petechia.

Metabolic and Nutritional: Frequent: Peripheral edema. Infrequent: Hyperglycemia, increased SGPT,
edema, hypercholesteremia, increased SGOT, dehydration, alcohol intolerance, hyponatremia, increased
lactic dehydrogenase. Rare: Increased alkaline phosphatase, bilirubinemia, hypoglycemic reaction.

Musculoskeletal System: Frequent: Myalgia, pathological fracture. Infrequent: Arthralgia, generalized
spasm, arthritis, myasthenia, arthrosis, tenosynovitis. Rare: Osteoporosis.

Nervous System: Frequent: Agitation, paresthesia, thinking abnormal, amnesia. Infrequent: Leg cramps,
tremor, vertigo, hypertonia, twitching, emotional lability, confusion, manic reaction, depersonalization, hyper-
kinesias, hostility, myoclonus, circumoral paresthesia, hyperesthesia, increased libido, euphoria, neurosis,
paranoid reaction. Rare: Ataxia.

Respiratory System: Frequent: Cough increased, bronchitis. Infrequent: Dyspnea, asthma, pneumonia,
laryngismus. Rare: Epistaxis, laryngitis, yawn.

Skin and Appendages: Frequent: Pruritus, sweating, acne. Infrequent: Dry skin, maculopapular rash, con-
tact dermatitis, urticaria, herpes simplex, alopecia, vesiculobullous rash, herpes zoster, skin hypertrophy,
fungal dermatitis, skin benign neoplasm. Rare: Eczema.

Special Senses: Frequent: Taste perversion, tinnitus. Infrequent: Dry eyes, conjunctivitis, ear pain, eye
pain, otitis media, parosmia. Rare: Mydriasis, otitis external, visual field defect.

Urogenital System: Frequent: Urinary tract infection, urinary frequency, dysmenorrhea, metrorrhagia.
Infrequent: Urinary tract infection (male), vaginitis, cystitis (female), hematuria (female), unintended preg-
nancy, dysuria (female), urinary urgency (male and female), vaginal moniliasis, menorrhagia, urination
impaired (male), breast neoplasm (female), kidney calculus (female), vaginal hemorrhage, amenorrhea,
breast pain, polyuria (female).

DRUG ABUSE AND DEPENDENCE
Controlled Substance Class
EMSAM is not a controlled substance.

Physical and Psychological Dependence
Several animal studies have assessed potential for abuse and/or dependence with chronic selegiline admin-
istration. None of these studies demonstrated a potential for selegiline abuse or dependence.

EMSAM has not been systematically studied in humans for its potential for abuse, tolerance, or physical
dependence. While the clinical trials did not reveal any tendency for any drug-seeking behavior, these obser-
vations were not systematic and it is not possible to predict on the basis of this limited experience the extent
to which a CNS-active drug will be misused, diverted, and/or abused once marketed. Consequently, patients
should be evaluated carefully for a history of drug abuse, and such patients should be observed closely for
signs of EMSAM misuse or abuse (e.g., development of tolerance, increases in dose, or drug-seeking
behavior).

OVERDOSAGE
There are no specific antidotes for EMSAM. If symptoms of overdosage occur, immediately remove the
EMSAM system and institute appropriate supportive therapy. For contemporary consultation on the man-
agement of poisoning or overdosage, contact the National Poison Control Center at 1-800-222-1222.
EMSAM is considered to be an irreversible, MAOI at therapeutic doses and, in overdosage, is likely to
cause excessive MAQ-A inhibition, and may result in the signs and symptoms resembling overdosage with
other non-selective, oral MAOI antidepressants (e.g., tranylcypromine [Parnate®], phenelzine [Nardil®], or
isocarboxazide [Marplan®]).

Overdosage With Non-Selective MAO Inhibition
NOTE: The following is provided for reference only; it does not describe events that have actually been observed
with selegiline in overdosage. No information regarding overdose by ingestion of EMSAM is available.

Typical signs and symptoms associated with overdosage of non-selective MAOI antidepressants may not
appear immediately. Delays of up to 12 hours between ingestion of drug and the appearance of signs may
occur, and peak effects may not be observed for 24-48 hours. Since death has been reported following
overdosage with MAOI agents, hospitalization with close monitoring during this period is essential.

Overdosage with MAOI agents is typically associated with CNS and cardiovascular toxicity. Signs and
symptoms of overdosage may include, alone or in combination, any of the following: drowsiness, dizziness,
faintness, irritability, hyperactivity, agitation, severe headache, hallucinations, trismus, opisthotonos, convul-
sions, coma, rapid and irregular pulse, hypertension, hypotension and vascular collapse, precordial pain,
respiratory depression and failure, hyperpyrexia, diaphoresis, and cool, clammy skin. Type and intensity of
symptoms may be related to extent of the overdosage.

Treatment should include supportive measures, with pharmacological intervention as appropriate.
Symptoms may persist after drug washout because of the irreversible inhibitory effects of these agents on
systemic MAO activity. With overdosage, in order to avoid the occurrence of hypertensive crisis (“cheese
reaction”), dietary tyramine should be restricted for several weeks beyond recovery to permit regeneration
of the peripheral MAO-A isoenzyme.

DOSAGE AND ADMINISTRATION

Initial Treatment

EMSAM (selegiline transdermal system) should be applied to dry, intact skin on the upper torso (below the
neck and above the waist), upper thigh or the outer surface of the upper arm once every 24 hours. The rec-
ommended starting dose and target dose for EMSAM is 6 mg/24 hours. EMSAM has been systematically
evaluated and shown to be effective in a dose range of 6 mg/24 hours to 12 mg/24 hours. However, the trials
were not designed to assess if higher doses are more effective than the lowest effective dose of 6 mg/24 hours.
Based on clinical judgment, if dose increases are indicated for individual patients, they should occur in dose
increments of 3 mg/24 hours (up to a maximum dose of 12 mg/24 hours) at intervals of no less than two
weeks. As with all antidepressant drugs, full antidepressant effect may be delayed.

Patients should be informed that tyramine-rich foods and beverages should be avoided beginning on
the first day of EMSAM 9 mg/24 hours or 12 mg/24 hours treatment and should continue to be avoided for
two weeks after a dose reduction to EMSAM 6 mg/24 hours or following the discontinuation of EMSAM
9 mg/24 hours or 12 mg/24 hours (see WARNINGS).

Special Populations

No dosage adjustment is required for patients with mild to moderate renal or hepatic impairment. The
recommended dose for elderly patients (=65 years) is EMSAM 6 mg/24 hours daily. Dose increases, in the
elderly, should be made with caution and patients should be closely observed for postural changes in blood
pressure throughout treatment.

How to Use EMSAM

1. EMSAM should be applied to dry, intact skin on the upper torso (below the neck and above the waist),
upper thigh or the outer surface of the upper arm. A new application site should be selected with each
new patch to avoid re-application to the same site on consecutive days. Patches should be applied at
approximately the same time each day.

2. Apply the patch to an area of skin that is not hairy, oily, irritated, broken, scarred or calloused. Do not
place the patch where your clothing is tight which could cause the patch to rub off.

3. After you have selected the site for your patch, wash the area gently and thoroughly with soap and
warm water. Rinse until all soap is removed. Dry the area with a clean dry towel.

4. Just before you apply the patch, remove it from the pouch. Remove half of the protective backing and
throw it away. Try not to touch the exposed side (sticky side) of the patch, because the medicine could
come off on your fingers.

5. Press the sticky side of the patch firmly against the skin site that was just washed and dried. Remove
the second half of the protective liner and press the remaining sticky side firmly against your skin.
Make sure that the patch is flat against the skin (there should be no bumps or folds in the patch) and
is sticking securely. Be sure the edges are stuck to the skin surface.

6. After you have applied the patch, wash your hands thoroughly with soap and water to remove any
medicine that may have gotten on them. Do not touch your eyes until after you have washed your
hands.

7. After 24 hours, remove the patch. Do not touch the sticky side. As soon as you have removed the
patch, fold it so that the sticky side sticks to itself.

8. Throw away the folded patch so that children and/or pets cannot reach it.

9. Wash your hands with soap and water.

10. If your patch falls off, apply a new patch to a new site and resume your previous schedule.

11. Only one EMSAM patch should be worn at a time.

12. Avoid exposing the EMSAM application site to external sources of direct heat, such as heating pads
or electric blankets, heat lamps, saunas, hot tubs, heated water beds, and prolonged direct sunlight.

Maintenance Treatment

It is generally agreed that episodes of depression require several months or longer of sustained pharmacologic
therapy. The benefit of maintaining depressed patients on therapy with EMSAM at a dose of 6 mg/24 hours
after achieving a responder status for an average duration of about 25 days was demonstrated in a con-
trolled trial (see Clinical Efficacy Trials in Full Prescribing Information and INDICATIONS AND USAGE). The
physician who elects to use EMSAM for extended periods should periodically re-evaluate the long-term
usefulness of the drug for the individual patient.

DISTRIBUTED BY:
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Madelaine Wohlreich, M.D., a psychiatrist who was diagnosed with
breast cancer in 2005, found that her status as a physician had its
benefits as far as her treatment was concerned.

Wohlreich noted that being a physician as
well asa patient can be a double-edged sword.
Her work in the pharmaceutical industry
ensured that she had good health benefits,
and her career as a psychiatrist helped her sift
through medical literature with more ease
than someone without a medical degree.

During the first few days after the diag-
nosis, Wohlreich spent much of her time in
front of the computer searching for infor-
mation on breast cancer treatment and
prognosis. However, she said, “the disad-
vantage of being a physician and facing
this diagnosis is that you are more aware
than others about the potential for nega-
tive outcomes. I've seen patients dying of
cancer and knew too much about what I
might be facing in the future.”

Another disadvantage of her status as
a physician was that she could not “assign
magical powers to my treatment team as
many other patients with cancer do,” she
said, being aware that luck would play a
role in the course of her illness—not just
the medical skills of her treatment team.

“Describing yourself as a physician to
members or your treatment team does grant
some privileges and respect,” Wohlreich said,
“but sometimes I felt the need to say, ‘please
talk to me now as a patientand nota physician
because I'm feeling overwhelmed.””

She found many positive ways to cope
with the diagnosis and treatment that she
endured by becoming involved with real-
life and Internet breast cancer support
groups, through which she found women
with whom she had much in common.

She gained a number of close friends in
the process but noted, “I'm well aware that
some of them with less-positive prognoses
will likely succumb to this illness.”

She also took a course titled “Look
Good. . .Feel Better,” offered to women
undergoing cancer treatment through the
American Cancer Society in conjunction
with several cosmetology organizations.

Her professional status enabled her pro-
actively to seek out a highly skilled team of
physicians to perform an elective bilateral
mastectomy with reconstruction.

Wohlreich noted that reflecting upon
her experience has helped her “deepen my
knowledge of myself, my beliefs, and the
meaning oflife.” In addition, she has found
it “extremely important and meaningful”
to share her experience with others.

Abigail Schlesinger, M.D., was a fellow
in child and adolescent psychiatry at the
University of Pittsburgh Medical Center’s
Western Psychiatric Institute and Clinic
last year when she began experiencing flu-
like symptoms and developed enlarged
right supraclavicar nodes.

She hadn’tseen a physician in several years,
but concerned family members urged her to

please see Cancer on page 41
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25 Years of AIDS Epidemic:
A Psychiatrist Learns to Heal

It has been 25 years since the first AIDS cases were identified. To mark that
grim anniversary, a psychiatrist who has long fought against the disease’s
ravages was asked by Psychiatric News to look back on how treatment

and he have changed.

o one “has touched me for

six months. Even my own

mother won’t come near

me.” After introducing

myself as a psychiatry resi-

dentin 1982, these were the first words spo-

ken through a cascade of tears by a 35-year-

old gay man when I asked how he was doing.

Onlya few months before, L had been read-

ing as much as I could about “GRID” (gay-

related immune deficiency syndrome), which

had been recently reported in Los Angeles,
New York City, and San Francisco.

After completing my internship in San

Francisco in 1980, my partner and I moved

BY MARSHALL FORSTEIN, M.D.

to Boston for my residency at Massachu-
setts General Hospital. Little did I know
how quickly I would be caught up in the
medical care, social activism, and politics
of what we came to know as HIV disease.

The epidemiology suggested that what-
ever was causing the collapse of gay men’s
immune systems (soon followed by the
cases of AIDS in other populations) was
sexually transmitted. A decade of sex-
ual liberation appeared to be the wave on
which this disease was riding, a wave that
turned into fear and anxiety that perme-
ated the gay community.

As I became more immersed in the clin-

ical care of people with
AIDS, some colleagues
and supervisors warned me
about becoming too iden-
tified professionally with
this stigmatizing disease.
At the same time I was
seeing more patients with
AIDS in the medical set-
ting, we began the unre-
lenting experience of los-
ing patients, friends, and
colleagues to the epi-
demic. The Era of Unre-
mitting Grief had begun.
We visited the AIDS quilt
that spent days laid out
on the vast expanse of
the Mall in Washington,
D.C. Amid thousands, in
eerie silence broken only
by sobbing, and sometimes wailing, we
discovered panel after panel marking the
passing of people we had known. I remem-

| =

ber wondering if any of us would survive
the disease or the overwhelming loss. The
image of thousands of gay men, their lovers,

Marshall Forstein, M.D.: “Colleagues and supervisors warned
me about becoming too identified professionally with this
stigmatizing disease.”

APA Responds to HIV/AIDS

1983
Committee on Gay, Lesbian, and Bisexual Issues recommends that APA
establish a special component on AIDS

APA presents the first workshop on AIDS at the annual meeting

First APPI journal publication, “Psychiatric Aspects of HIV,” in Psychosomatics

1984
APA establishes the Subcommittee on Psychiatric Aspects of AIDS

First AJParticle publication: “Psychopathology Complicating Acquired
Immune Deficiency Syndrome,” American Journal of Psychiatry

1985

American Psychiatric Press releases its first AIDS monograph, “Psychiat-

ric Implications of Acquired Immunodeficiency Syndrome”

1986

APA issues its first two AIDS policy statements addressing practice impli-

cations and patient discrimination

APA awards its first government contract to provide training to mental
health care providers on the psychiatric dimensions of HIV/AIDS

1987
APA establishes the Committee on the Psychiatric Aspects of AIDS

APA adopts AIDS-related policies on confidentiality and disclosure, and on

inpatient/outpatient psychiatric units

1988
APA establishes Commission on AIDS, allowing its members to report
directly to the Board of Trustees

Commission on AIDS releases its recommendations for a full response to
the AIDS epidemic

APA releases the AIDS Primer for psychiatrists and residents, its first com-

prehensive training manual

APA takes active posture with state licensing boards regarding the impor-

tance of treatment and rehabilitation of psychiatrically impaired physi-
cians without threat of license loss

1989
APA and AMA cosponsor an international HIV conference

APA adopts policies on name reporting of HIV-seropositive individuals

APA makes first formal request to outside organizations and committees
to increase HIV content in residency curriculum and examinations

1990
APA adopts policies on occupational exposure to HIV and psychiatrists
who are HIV infected

APA releases its first videotape addressing HIV-related psychiatric prob-
lems and patient stigma
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1991
APA establishes the Office of HIV Psychiatry

1992
APA sponsors its first Pan American conference on AIDS

1993
APA collaborates with NAMI to produce HIV videotape addressing the
needs of people living with HIV and mentall iliness

APA adopts policies on psychiatric hospitalization of children and adolescents
with HIV/AIDS

1996
APA adopts policies on vertical transmission of HIV from mother to child

APA awarded contract to establish a searchable database for tracking and
maintaining AIDS resources

1997
APA adopts policies on HIV-related neuropsychiatric findings and associ-
ated impairments and on needle exchange

1998
APA adopts policies on HIV antibody testing and management of HIV-
related neuropsychiatric conditions

1999
APA releases its first HIV residency training curriculum, distributed nationwide

APA announces the availability of online AIDS resource center

2000
APA awarded subcontract to develop the first HIV neuropsychiatric cur-
riculum for nonphysicians

APA releases “Practice Guidelines for the Treatment of Patients with HIV/AIDS”

2001
APA offers online HIV CME course

2003
APA offers first medical student senior elective in HIV psychiatry

APA offers its first HIV training using distant-learning technology
APA awarded subcontract to train minority community-based organizations

2004
APA awarded sixth contract to conduct HIV/AIDS trainings and develop
clinical resources

APA adopts policy on hepatitis C coinfection

2005
APA presents to the Presidents Advisory Council on HIV/AIDS and testifies
at Senate hearings

2006
APA awarded funding to train primary care clinicians as HIV trainers

To date APA has trained nearly 30,000 psychiatrists, residents, and men-
tal health clinicians in HIV/AIDS

¥ .

friends, and families grieving together on
the Mall between the Washington Monu-
ment and the Capitol is forever etched in
my mind. In retrospect, becoming involved
clinically, academically, and politically
served as a mechanism to contain my per-
sonal fear and anxiety about the epidemic
that was exploding around me.

After leaving residency, I served as
medical director of the Boston Gay and
Lesbian Counseling Service. After the
discovery of HIV as the causative agent, I
was asked to help develop a counseling and
testing protocol for the ELISA antibody
test that Massachusetts’s state laboratory
was developing. “To test or not to test”
became the dilemma for a generation of
gay men and then for injecting drug users
at a time when there was no treatment to
offer for the underlying HIV infection
that was almost always fatal.

At that time, testing was encouraged as
a way to inform people who believed they
had been at high risk for contracting HIV
to change their sexual and injecting drug-
use behaviors. In the absence of a definitive
treatment for HIV infection, only prophy-
laxis for opportunistic infections was avail-
able, and many gay men believed that testing
for antibodies would only further stigmatize
and isolate already marginalized people.
Later, the reticence I had in promoting test-
ing turned to advising testing once we had
ammunition against the virus.

As the epidemic grew in nongay popula-
tions, community-based organizations had
to find ways to treat people whose only com-
monality was being HIV infected. Increas-
ing numbers of psychiatric patients, intra-
venous drug users, women of childbearing
age, and children began to constitute what
became known as the “changing face of
AIDS.” These individuals often found sup-
port in agencies that had evolved in the gay
community. While people with AIDS were
quite diverse, HIV infection helped to cre-
ate political and social coalitions in the inter-
est of pushing for more AIDS funding for
research and treatment.

In 1985, in addition to seeing AIDS
patients at Cambridge Hospital, I had a
half-time private practice that had become
about 70 percent people with AIDS. Few
psychiatrists, even in the rich psychiatric
mecca of Boston, were willing to involve

Please see AIDS on page 41

Marshall Forstein, M.D., is an associate profes-
sor of psychiatry at Harvard Medical School and
director of adult psychiatry residency training at
Cambridge Health Alliance. He chaired the APA
Commission on AIDS from 1992 to 2004.

courtesy of Marshall Forstein, M.D.




Primary Care Treating More
Serious Mental Illness

A greater number of people with serious mental iliness are seeking help
from primary care clinicians, while psychiatrists increasingly treat less se-

rious conditions.

eneral practitioners treat

most of the people who

have mentalillness, accord-

ing to a recent study. And

there is an increasing like-
lihood that their patients include those with
major mental health problems.

A comparison of two nationally repre-
sentative household surveys that screened
for mental disorders 10 years apart found
that the use of only general practitioners
when seeking mental health treatment
was the fastest growing and most popular
approach among the survey respondents.
The study, published in the July American
Fournal of Psychiatry, found that respon-
dents treated by only a general physician
for any mental illness grew from 2.6 per-
cent in a previous survey to 6.5 percent in
the most recent study.

The researchers attributed that finding
to the increasing role of general physicians
as insurance plan “gatekeepers,” increased
access to mental health screening tools, the
growing popularity and safety of psychotro-
pic medications, and the increasing use of
psychotherapies by general practitioners.

One of the study authors, Harold Pin-
cus, ML.D., vice chair of strategic initia-

BY RICH DALY

tives in the Department of Psychiatry at
Columbia University, said the most trou-
bling finding was that patients with seri-
ous disorders expanded their exclusive use
of general practitioners to treat their men-
tal illness.

The increased utilization of mental
health care among those with moderate
mental illness—such as mild to moderate
depression—bodes well for the health of
the population, said the authors, because
research has found that, overall, psycho-
therapy and medication have equivalent
effectiveness. However, the increased
reliance on general physicians for men-
tal health care is more worrisome among
patients with more serious illnesses in light
of the increasing evidence that such ill-
nesses respond best to combined psycho-
therapy and pharmacotherapy, which gen-
eral practitioners are unlikely to provide.

“Thereis a question of whether the right
people are being cared for by the right pro-
tessionals,” Pincus told Psychiatric News.

The findings were based on compari-
sons of the assessments of mental disorders
among the 5,388 respondents in the 1990 to
1992 National Comorbidity Survey (NCS)
and the 4,319 respondents in the NCS Rep-

lication conducted from 2001 to 2003.

The study highlighted the need for
more information about what is provided
within “the black box of care” —that is,
what specific treatments are used and their
effectiveness in improving mental health,
Pincus said. More studies need to investi-
gate whether people are getting the qual-
ity of mental health care that they need
for a given condition, he said. The results
concerned Pincus in light of his previous
research that found an increase in the pre-
scribing of psychotropic medications by
general practitioners, who are unlikely to
have training in psychotherapy.

“People are making choices for medica-
tions and are maybe less interested in psy-
chotherapy,” he said.

Continuing stigma over treatment
from a psychiatrist or mental health pro-
fessional may drive some of the use of
general practitioners alone for serious ill-
nesses, he said.

The study showed that more compre-
hensive mental health care training is
needed for primary care physicians, Pin-
cus said. It also highlighted the need for
psychiatrists to communicate better with
general practice physicians and establish
closer referral relationships with them so
they are more aware of the types of condi-
tions that require specialty care, he said.

“General medical care without spe-
cialty use may result in lower treatment
intensity and adequacy than in specialty
care,” the researchers said.

Psychiatrists were the second most com-
mon source of mental health care among
the more recent survey respondents, which
saw their use rise from 2.4 percent to 5.2

percent of respondents. The researchers
credited this to diminished stigma, greater
recognition that mental illness requires
treatment, and greater demand for and
availability of pharmacotherapies.

People with serious mental illness
remained a minority of those who sought care
from psychiatrists. The proportion of serious
to less-serious cases remained the same as the

“There is a question of
whether the right people are
being cared for by the right
professionals.”

overall number seeking care rose, so psychi-
atrists likely saw increases in both types of
patients, according to the study authors.

Although patients’ use of nonpsychiat-
ric mental health clinicians, without first
consulting with their primary care physi-
cian, grew from 3.6 percent of respondents
to 4.3 percent, the authors had expected
more substantial growth in this area.

“Given the fact that there has been a
growth in the supply of nonphysician men-
tal health providers, we might have expected
to see more of that,” Pincus said.

Major decreases in the use of psycho-
therapy alone to treat mental illness con-
tinued in the most recent survey, a situa-
tion the authors attributed to both tighter
insurance coverage and the growing popu-
larity of psychotropic medications.

“Changing Profiles of Service Sec-
tors Used for Mental Health Care in the
United States” is posted at <btip://ajp.
psychiatryonline.org/cgi/content/full/
163/7/1187>. R
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American Academy of
Psychiatry and the Law

37th Annual Meeting
October 26-29, 2006

Marriott Hotel
Chicago, Illinois

e Civil Commitment

¢ Dangerousness

e Treatment of Offenders

e Criminal Forensic Psychiatry
e Child Forensic Psychiatry

e Ethics e Sexual Offenses

e Personal Injury & Malpractice

The American Academy of Psychiatry and the Law is accredited by
the Accreditation Council for Continuing Medical Education
to sponsor continuing medical education for physicians.

For program and registration information,
call (800) 331-1389
Website: www.AAPL.org

e American Psychiatric Foundation

Advancing public understanding of mental illnesses

Do yow know what these organizations have in comumon?

American Association of Community Psychiatrists
American Psychiatric Institute for Research and Education
(APIRE) — Barriers to Care Research Project

Anxiety Disorders Association of America

APA Committee on Family Violence and Abuse

Case Western Reserve University, Cleveland Clinic Lerner
College of Medicine

Central Massachusetts Area Health Education Center, Inc.
Freedom From Fear

Friends of the Library, Inc.

Mental Health Association of South Central Kansas
Merced Lao Family Community, Inc.

Montgomery County Emergency Service, Inc.

National Alliance on Mental lliness (NAMD Indiana, Inc.
National Alliance on Mental lliness (NAMD New Hampshire
Pine Belt Mental Healthcare Resources

University of lllinois at Chicago, College of Medicine
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Antipsychotics Prone to
Prescribing Errors

Prescribing errors are not rare in psychiatric practice or in other areas of
medicine. Fortunately, only a small portion of errors have a potential for
serious harm, according to a British study.

edication errors are a

major cause of patient

morbidity and mortal-

ity in nearly all medi-

cal specialties. More
than 7,000 deaths each year in the United
States are attributed to medication errors,
according to a recent Institute of Medicine
report, and researchers have estimated that
nearly 60 percent of all adverse events are
the result of medication errors. Nonethe-
less, few studies have examined medication
errors in psychiatry.

Medication errors can result either from
a prescribing error or a dispensing error or
a combination of both. A new study by a
group of British pharmacists suggests that
in psychiatry, prescribing errors are fairly
common.

David Taylor, Pharm.D., the chief
pharmacist at Maudsely Hospital in Lon-
don, teamed with pharmacists at other
U.K. National Health Service mental
health centers to evaluate all prescriptions
written in a one-week (five working days)
period in June 2004. Their report appears
in the July Fournal of Psychopharmacology.
The study was funded by the United King-
dom Psychiatric Pharmacy Group.

A total of 22,036 prescriptions were
reviewed from eight outpatient acute men-
tal health centers and one inpatient psychi-
atric hospital to identify errors in the writ-
ing of the prescription that could result
in “an unintentional significant reduc-
tion in the probability of treatment being
timely and effective, or an increase in the
risk of harm when compared with general
accepted practice.”

Prescribing errors were categorized by

BY JIM ROSACK

pharmacists at the nine sites as grade 1,
an error or omission of doubtful or neg-
ligible importance; grade 2, an error or
omission likely to result in minor adverse
effects or worsening of condition; grade
3, an error or omission likely to result in
serious effects or relapse; or grade 4, an
error or omission likely to result in fatal-
ity. A panel of five “expert psychopharma-
cologists” reviewed all grade 3 and grade 4
errors and assigned a consensus rating.

Of the more than 22,000 prescriptions
checked, 11,668 (52.9 percent) were for
psychotropic medications. Prescribing
errors meeting the study definition were
detected in 523 (2.4 percent) prescriptions.
More errors occurred with prescriptions
for antipsychotics (17 percent) than for any
other category. Hypnotics and anxiolytic
medications were involved in the second
highest proportion of prescription errors
(13.2 percent).

Taylor and his colleagues found that
“prescription-writing errors” were far
more common (77.4 percent) than “deci-
sion-making errors” (22.6 percent). Errors
categorized as involving the writing of
the prescription most frequently involved
writing an incomplete prescription (27.5
percent of total prescribing errors), such
as not specifying a start date or failing to
completely specify dosage, dosage route, or
frequency of administration. In 13 percent
of prescriptions, the prescriber neglected
to sign the prescription. The problem with
1.5 percent of the prescriptions was illeg-
ible handwriting that could not be accu-
rately transcribed by a pharmacist. Other
prescription-writing errors involved writ-

please see Prescribing on page 41

What Are the Most Common Prescribing Errors?
Researchers in the United Kingdom looked at all prescriptions written in one week (five working days) in
June 2004 from eight outpatient mental health centers and one psychiatric hospital to determine whether
prescribing errors had occurred. Below are the 10 most common errors shown in the two categories that
the researchers identified: decision-making errors and errors in the prescription-writing process.

Decision errors

Prescribing a dose regimen not recommended/potentially
harmful for the drug/formulation prescribed.

Prescribing a drug for a detained patient without the necessary 3.1%
Mental Health Act authorization of treatment form.

Problem with duration of treatment prescribed.

Prescribing two drugs for the same indication when only one
drug is necessary.

Prescription of a drug in a dose below that recommended for |5 273
the patient’s condition.

Writing errors

Writing an incomplete prescription—for example, no start date,
dosage, or frequency.

0% 2% 4% 6% 8% 10%

Omission of the prescriber’s signature. 13.0%

Prescribing the same drug twice (duplicate prescribing).

Prescribing a drug, dose, route, date, or time that is not

intended.

Omission of maximum dose of an “as-needed,” or PRN, drug.

0% 5% 10% 15% 20% 25% 30%

Source: Jean Stubbs, Camilla Haw, and David Taylor, Journal of Psychopharmacology, July 2006
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Military Broadens
Online MH Screening

After the early success of its online mental health tool, the military ex-
pands the use of anonymous health screenings to include a phone version

and an alcohol-dependence test.

he U.S. military’s online

mental health screen-

ing tool, developed to

address rising stress lev-

els in troops at home and
abroad, has proven more effective than
the Department of Defense’s (DoD) tra-
ditional screening programs in gathering
candid responses on possible mental health
problems.

The new Web site, which allows anon-
ymous self-screenings for signs of depres-
sion, bipolar disorder, generalized anxiety
disorder, posttraumatic stress disorder
(PTSD), and alcohol abuse, had elicited
more openness than the four in-person
assessments the military uses, according to
preliminary findings of ongoing research
on the program.

“People tend to be more candid when
using an online or telephone-based screen-
ing than in person, and we can speculate
that it is because there is more privacy or
they are more comfortable,” said Air Force
Col. Joyce Adkins, a psychologist in the

“People tend to be more can-
did when using an online or
telephone-based screening

than in person.”

Pentagon’s Office of Health Affairs and
program manager of the Mental Health
Self-Assessment Program.

The program, which went online in
January and has been widely publicized to
members of the military and their fami-
lies, assesses answers to questions about
recent behavior and mood swings. If the
responses indicate possible problems, the
site refers participants to a central locator
office that provides contact information
for local clinicians.

The initial findings answer the crit-
icisms of some veterans leaders who
described the online surveys as inadequate
substitutes for face-to-face encounters
with psychiatrists or mental health pro-
fessionals. The findings of higher degrees
of candor among online respondents in the
DoD program are similar to the findings
reported by other researchers of online
mental health screening tools.

A study titled “Psychology of the Inter-
net” published in 1999 by Cambridge Uni-
versity Press found that people tend to dis-
close more information about themselves
to computers than in face-to-face contact.
A 2004 study in the Fournal of Clinical Psy-
chology found that computer-based assess-
ment can gather information of greater
quantity and higher quality than clinician-
administered assessment.

In addition, a 2003 study in the Fournal of
Medical Internet Research found thata Web-
based depression and anxiety test was reli-
able for identifying patients with and with-
out major depressive disorder and several
anxiety disorders—panic disorder with and
without agoraphobia, social phobia/social
anxiety disorder, obsessive-compulsive dis-
order, and PTSD.

BY RICH DALY

“I don’t know that people are being
dishonest otherwise, but they are more
candid across the board” with the online
approach, Adkins maintained.

Michele Ybarra, Ph.D., who has
researched online mental health tools,
said studies of this emerging area of care
indicate that those who use online screen-
ing tools are then more likely to seek in-
person care from mental health clinicians
than people who fail to take advantage of
them.

“The concern was that people would
use these tools to say, ‘Oh, I'm not that bad
off so I don’t need any help,’” but we have
found they do just the opposite of that,”
said Ybarra, president of Internet Solu-
tions for Kids Inc, a not-for-profit research
company.

The military’s standard screening
tools for mental illness among troops are
included as part of its mandatory health
assessments that occur immediately before
and after deploymentand then three to six
months after return.

A recent study found that a third of
service members returning from Iraq
who completed the postdeployment sur-
vey received counseling (Psychiatric News,
June 16).

A fourth screening tool, the Periodic
Health Assessment (PHA), is given to all
members of the military and their fami-
lies annually.

“The PHA is designed for everybody,
every year, to do a global health assess-
ment,” Adkins said.

The new screening tool and the mil-
itary’s more traditional mental health
screening programs ask similar questions,
and both require more research to bet-
ter assess their effectiveness, said Capt.
Thomas Grieger, M.C., an associate pro-
fessor of psychiatry at the Uniformed
Services University of the Health Sci-
ences. Both a Government Accountability
Office study and a DoD National Quality
Management Program study questioned
whether adequate referrals followed the
use of such screening tools.

“You would know if you might have a
problem, but it would not definitively tell
you that your problem is significant, nor
would it be able to tell you that it isn’t,”
said Grieger, who represents the Society
of Uniformed Services Psychiatrists in the
APA Assembly. “It just says that you have
some symptoms.”

Adkins emphasized that the online
program is designed to supplement—not
replace—the more formal programs. The
online program, Adkins said, helps to fill
a void when face-to-face screening and
counseling are not immediately available
to a service member or relative. It is also
described as primarily an educational tool
for those under stress and those who know
someone under stress.

Other measures of the site’s success
include its level of use. While Adkins
declined to specify the overall number of
users, she said its use has steadily increased

since its launch to the point that “thou-
sands” use it each week.

Following the success of the online
mental-assessment program, the military
now plans to add an anonymous phone-
based version for those without Internet
access. It is scheduled to be launched by
the end of the year.

Also planned is an early intervention,
cognitive-behavioral psychoeducational
program to provide preemptive education
in depression, PTSD, and generalized
anxiety disorder to those whose screen-
ings did not indicate that they may need
treatment.

The DoD also is developing a Web-
based psychoeducation program on alco-
hol abuse that is in the pilot stage.

Military clinicians knew that a key
component of the online program’s suc-
cess would be its ability to be “relevant,
convenient, targeted, and trusted.” To

meet the last goal, the DoD chose the
nonprofit company Screening for Mental
Health Inc., which created the National
Depression Screening Day program, to
design the online tool.

Paul Davidson, executive director of
the nonprofit National Gulf War Resource
Center, said the reluctance of members of
the military to seek mental health assis-
tance is affected by fears that just asking
for help will impact their status within
their unit and the military careers. He
praised the online tool as providing a place
where they can feel comfortable to answer
honestly and find out if they need profes-
sional help.

“For some this may be their only way to
find out if they should seek help,” he told
Psychiatric News.

The online screening tool is posted at
<www.militarymentalbealth.org/welcome.
asp>. H

Pentagon Does About Face
On Classifying Homosexuality

The military quickly retreats after media reports and protests from APA
and others condemn its classification of homosexuality as a mental disor-
der decades after it was deleted from the DSM.

uried for years in the Pentagon’s list
Bof conditions it classifies as mental

disorders is one that more than three
decades ago psychiatrists stated is not a
disorder at all.

It turns out that while APA acted to
remove homosexuality from its compen-
dium of psychiatric illnesses in 1973—a
decision backed by all major medical and
mental health organizations—the military
chose until last month to maintain its label-
ing of homosexuality as a mental disorder.

The list that included homosexuality
was contained in a section of “Department
of Defense Instruction Number 1332.38,”
delineating “Conditions Not Constitut-
ing a Physical Disability” and a subsection
titled “Developmental Defects and Other
Specific Conditions.” The Department of
Defense (DoD) document was last issued
in 2003 and is current DoD policy.

Immediately after the Pentagon’s pol-
icy came to light last month, APA Med-
ical Director James Scully Jr., M.D,,
sent a letter to William Winkenwerder
Jr., M.D., assistant secretary for health
affairs at DoD, asking him to “update”
the document listing the disorders, which
the DoD calls an “instruction,” to elimi-
nate homosexuality from the list. Scully
emphasized that, “based on scientific and
medical evidence, APA declassified homo-
sexuality as a mental disorder in 1973—a
position shared by all other major health
and mental health organizations based on
their own reviews of the science.”

American Psychological = Association
Executive Director Gwendolyn Keita, Ph.D.,
also sent Winkenwerder a letter citing APA’s
removal of homosexuality from the DSM in
1973, urging a need to remove “the stigma of
mental illness that has long been associated
with homosexual orientation.”

Protests also quickly made their way
from Capitol Hill to the Pentagon. Eight
members of Congress joined Rep. Mar-
tin Meehan (D-Mass.), a member of
the House Armed Services Committee,
in a letter to Defense Secretary Don-

BY KEN HAUSMAN

ald Rumsfeld stating that it is “disap-
pointing” that the Pentagon continues
to label homosexuality a mental disor-
der “more than 30 years after the mental
health community recognized that such
a classification was a mistake. There is
no scientific basis for such a classifica-
tion, which leads me to believe that the
classification is motivated by something
more sinister.”

Meehan’s letter also calls on Rums-
teld to bring all medical policies and reg-
ulations in line with current professional
thinking to “meet the mental health care
needs of all of our servicemen and women,
including the estimated 65,000 lesbian,
gay, and bisexual services members serv-
ing in our armed forces today.”

All of the protests along with consid-
erable media coverage apparently led the
DoD to actin an uncharacteristically rapid
manner. On June 28, less than two weeks
after the list of disorders became public,
Pentagon officials deleted homosexual-
ity from the list. The department issued a
statement saying, “Homosexuality should
not have been characterized as a men-
tal disorder.” It said that a “clarification”
would soon be issued that acknowledges
and corrects the policy.

“I'am glad that the Pentagon agreed—
23 years too late—to bring its list of dis-
orders up to date when the error was
brought to its attention” said Serena Yuan
Volpp, M.D., chair of the APA Committee
on Gay, Lesbian, and Bisexual Issues. “I
hope Pentagon officials continue to work
on making the culture of the military less
discriminatory toward gay and lesbian
service members.”

The change will have no effect on any
policies at the DoD, including its discharge
of any service member whose homosexual-
ity becomes known—the “don’t ask, don’t
tell” policy. The Pentagon affirmed this
by noting that while it will remove homo-
sexuality from the disorders list, doing so
“will have no practical impact” since it was
just a list of conditions. W
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Most Inmates Would Benefit
From Community-Based Care

Prerelease planning, including psychoeducation and vocational training,
could help ensure the success of inmates with mental iliness after they are

released from jail or prison.

large proportion of people in

jails and prisons are in need

of acute psychiatric treat-

ment and should be receiv-

ing mental health services
in the community, according to informa-
tion presented at APA’s annual meeting in
"Toronto in May.

According to Henry Weinstein, M.D.,
chair of APA’s Corresponding Committee
on Jails and Prisons, people with mental
illness fell under the auspices of the crimi-
nal justice system as state psychiatric hos-
pitals emptied in the 1970s and 1980s and
began to fill prisons and jails.

“In addition to being inhumane, itis also
very costly to incarcerate people with seri-
ous mentalillness,” said Weinstein, a clinical
professor of psychiatry at New York Univer-
sity and director of the Program in Psychi-
atry and the Law at New York University
Medical Center and Bellevue Hospital.

Though deinstitutionalization was origi-
nally driven by state budget concerns, incar-
cerating people with mental illness is costly
due to a number of factors. For instance,
“these inmates are usually incarcerated for
longer periods of time” than are people with-
out mental illness, Weinstein said.

APA committee members have studied
the costs of incarcerating people with seri-

Erik Roskes, M.D., said that some prisoners experience “gate fever,”
in which they have trouble adjusting to life outside of prison. This
may be especially true for ex-inmates with mental illness.

ous mental illness and have urged legisla-
tors to shift adequate funds into correc-
tions to treat them, he said.

“It’s in the interest of state legisla-
tures and corrections for these patients to
receive treatment in the community rather
than behind bars,” he said.

Weinstein and his  co-presenters
emphasized the importance of mental
health courts as one way to divert offend-
ers from incarceration to treatment.

“The resources of the mental health
system need to be greatly expanded, with
priority given to treating those who are in
danger of becoming mentally ill offend-
ers,” said H. Richard Lamb, M.D., one of
the workshop’s presenters.

Lamb, a professor of psychiatry and
director of the Division of Psychiatry,

BY EVE BENDER

Law, and Public Policy at the University
of Southern California, conducted a study
of the characteristics of 104 randomly
sampled men confined to the Los Ange-
les County Jail.

The inmates had been identified by jail
personnel as having mental illness and
housed on a 1,500-bed unit designed for
offenders with mental illness.

Based on his findings, Lamb deter-
mined that 80 percent of the sample had
a serious mental illness, including schizo-
phrenia, schizoaffective disorder, bipolar
disorder, or major depressive disorder.

Lamb and his colleagues determined
that 73 percent of the sample was more
appropriate for community mental health
treatment, while 27 percent were appro-
priately placed in the criminal justice sys-
tem because of “lengthy criminal histories
of drug possessions and sales and serious
property and weapons charges.”

Offenders with mental illness can pres-
ent unique problems for treatment in or
out of the criminal justice system, Lamb
noted, due to behavioral problems and
treatment noncompliance.

Over 90 percent of the sample had a his-
tory of being noncompliant with psycho-
tropic medications, 94 percent had prior
arrests, and 79 percent had been arrested
for violent crimes.

Tom Hamilton, Ph.D.,
the past president of the
National Alliance on
Mental Illness (NAMI)-
Texas and NAMI liaison
to APA’s Corresponding
Committee on Jails and
Prisons, was involved
in research on Texas
inmates, which showed
that incarcerating people
with mental illness was
far more expensive than
treating them.

Hamilton highlighted
findings from a govern-
ment study of 100 inmates
entering state prisons
and county jails in Texas,
which found that 1 in 4
inmates had serious men-
tal illness based on matching jail and men-
tal health records.

Those with mental illness had twice the
number of jail episodes and three times the
number of jail days per episode as the aver-
age offender, Hamilton pointed out.

In addition, inmates with mental ill-
ness were charged with more infractions
per offense than the average nonmentally
ill offender.

Hamilton noted that a 2004 cost analysis
of inmates in Harris County, Texas, showed
that by diverting offenders with mental ill-
ness to the community for treatmentinstead
ofincarcerating them, there is a potential 40
percent savings per consumer.

Under a program run by the Mental
Health and Mental Retardation Author-

Please see Inmates on page 41
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Attention Deficit Hyperactivity Disorder affects as many as 4 million children in the United States,' and each
patient comes to the physician with a unigue set of symptoms and circumstances, resulting in an individual
response to any given therapy.

In order for physicians to better manage the needs of each individual patient, research needs to bring
more treatment options to clinical practice. When physicians are able to tailor therapy to individual needs
and responses, they may manage the array of symptoms associated with ADHD more effectively. This helps
more patients achieve better outcomes.

ADHD is a widespread and complex disorder. At Cephalon, we're concentrating on helping physicians meet
individual patient needs.

Reference: 1. Dey AN, Bloom B. Summary health statistics for U.S.
children: National Health Interview Survey, 2003. Centers for Disease

Control and Prevention, National Center for Health Statistics. 2005. c h I
Vital Health Stat 10. (223):4. a e p a 0 n
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Medication Costs Continue
"To Outpace Inflation

Antipsychotics had the highest average percentage change in price in the
first quarter of 2006 of any specific therapeutic category of brand-name
\ drugs, with an increase of 6.6 percent.

Start Spreading
The News...

October 5-8, 2006
New York, NY

TRAUMA AND VIOLENCE
IN OUR COMMUNITIES

Institute on
Psychiatric
Services

APA's Leading Educational
Conference on Public and
Community Psychiatry

BY MARK MORAN

Save the date now to attend the American Psychiatric
Association’s 58" Institute on Psychiatric Services, APA’s
leading educational conference on clinical issues and
community mental health to meet the service needs of
people with severe mental illness.

. comple
events, and over 200 e

Who Should Attend?

+ All APA Members

Psychiatrists and mental health professionals in
community practice or the public sector including
state and Veterans Affairs hospitals, community
clinics, and jails and prisons

Psychiatric Administrators

Mental health professionals interested in social
issues that have an impact on patients and their
families

Minority psychiatrists and International Medical
Graduates

Psychiatric Residents (only $60 for advance
registration)

Nonmember Residents and Advocacy Group
Members

(only $85 for advance registration)

Medical Students (free registration); and

« Consumers interested in recovery issues

Why Should You Attend?

+ Earn up to 40 hours of category 1 CME credit

* Receive a 40% discount on APA member registration fees

+ Network with colleagues at receptions and other events

+ Industry-supported lunch and dinner symposia

+ Valuable exhibit hall prizes drawn each day

+ Visit New York City’s fabulous restaurants, theaters, museums, and shopping!

How Will You Benefit?

Learn about the latest updates and acquire new skills in clinical psychiatry, that
can be utilized to improve patient care;

Acquire a deeper understanding of how the current health care system affects
patient care;

Demonstrate and apply new skills useful in clinical and public psychiatry
settings;

Recognize and improve mental health disparities in the community;
Understand all aspects of recovery and how this affects families and the
community; and

Learn to diagnose and treat victims of trauma and violence in the community.

The Preliminary Program, which includes registration, housing, and travel
information will be available in May at www.psych.org/2006IPS or call
1-888-35-PSYCH and request a copy.

Online registration will begin on June 1.
For more information, please contact:

American Psychiatric Association
1000 Wilson Bivd., Suite 1825 « Arlington, VA 22209-3901
Phone: 1-888- 35-PSYCH or (703) 907-7300 * Fax: (703) 907-1090

E-mail: apa@psych.org « Web: www.psych.org/2006IPS
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anufacturer prices for

brand-name drugs

rose 6.2 percent in

the 12 months ending

with the first quarter
of 2006, more than one-and-a-half times
the 3.5 percent rate of general inflation,
according to an annual drug price survey
by AARP (formerly the American Associa-
tion of Retired Persons).

Moreover, in the first three months of
2006, the average price increase of 3.9 per-
cent marked the steepest rate of increase for
any three-month period since AARP began
doing the survey more than six years ago.

The analysis is based on a sample of 197
brand-name drugs that are among the 200
most widely dispensed drugs or the 200
with the highest sales levels among retail
and mail-order prescriptions filled by the
AARP Pharmacy Service for 2003.

The seven brand-name drug products
with the highest price increase during the
first three months of 2006 had increases
ranging from 8 percent to 13.3 percent.
One of those was Seroquel (25 mg), which
ranked seventh, with a price increase of 8
percent.

The drugs with the greatest increase
in price during the first quarter of 2006
were Ambien 5 mg (13.3 percent); Combi-
vent 120-20 mcg/act (12 percent); Atrovent
inhaler 18 mcg/act (12 percent); Ambien
10 mg (9.9 percent); Proscar 5 mg (8.9 per-
cent); and Lexapro 10 mg (8 percent).

When the data were grouped by ther-
apeutic category, antipsychotics had the
highest average three-month percentage
change in price during the first quarter
of 2006 of any specific category, with an
increase of 6.6 percent in price. Antide-
mentia drugs followed, with an increase of
6 percent. (Those two therapeutic catego-
ries were exceeded only by the nonspecific
category of “other therapeutic agents,”
which increased by 7.1 percent.)

Among the 25 top-selling brand-name
prescription drugs, Aricept (an antide-
mentia drug ranking 15 in sales) had a
price increase of 6 percent during the first
quarter of 2006.

The AARP survey is prepared by the
AARP Public Policy Institute and the
PRIME Institute at the University of
Minnesota.

“Through the end of the first quarter
of 2006, annual increases in manufacturer
prices charged to wholesalers for widely used
brand-name prescription drugs, on average,
continued to substantially exceed the rate of
general inflation,” according to the report.
“In fact, the first-quarter average-price
increase (3.9 percent) was the highest ever
for a first quarter during the more than six-
year period of analysis in AARP’s study of
drugs widely used by older Americans.”

The reportnoted thatwith the enactment
of the Medicare Modernization Act (MMA),
which established the Medicare Part D pre-
scription program, AARP challenged man-
ufacturers to keep the rate of price increase
to the rate of general inflation.

Clifford Binder of the AARP Public
Policy Institute told Psychiatric News that it
could not be determined if the initiation of
the new prescription-drug program in Janu-
ary played a role in pushing up the prices of
drugs. “We are continuing to monitor the
effect of the MMA on drug prices,” he said.

“While the rate of increase did slow down
beginning in mid-2004, the first-quarter
2006 results represent a disturbing reversal
of that trend,” according to the report. “It
remains to be seen whether thisis a one-time
change or the beginning of a pattern of an
increasing rate of price increase.”

The manufacturer price increases trans-
late also into increases in the cost of therapy
for patients. The average annual increase in
cost of therapy for 187 widely used brand-
name drugs used to treat chronic conditions
was $59.57 for the 12 months ending with the

Up, Up, Up. ..

The percentages below represent the average three-month percentage
change in manufacturers' prices for brand-name prescription drugs by
therapeutic category for the first quarter of 2006. Prices have been

adjusted for inflation.

Antipsychotics

Antidementia agents

Antihypertensive combinations

Anticonvulsants

first quarter of 2006, com-
pared with $47.43 in 2005
(Psychiatric News, Novem-
ber 4, 2005).

According to the report,
a typical older American
(who takes four prescrip-
tion drugs a day) is likely to
have experienced an annual
increase on average in the

cost of therapy of $238.28

Arthritis agents, COX 2s for the first 12 months end-

Angiotensin Il receptor

Ophthalmics solutions

Urinary incontinence agents

Estrogens

Osteoporosis agents

ing with the first quarter of
2006, assuming the drugs
are brand-name products
; and the full price increase

! was passed along to the
consumer.

Anti-infective agents “Trends in Manufic-

Antihyperlipidemic (statins)

Anticoagulants

Platelet aggregation inhibitors

Antidiabetics

0% 1% 2% 3%

Average 3-Month % Change
Source: AARP Public Policy Institute, Data Digest, July 2006

turer Prices of Prescrip-
tion Drugs Used by Older
Americans” is posted at
<www.aarp.org/research/
bealth/drugs/aresearch-
import-869-2004-06--
1B69.btml>. &

& 5% 6%



A POWERFUL SSRI | -

that’s well tolerated | 8y
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cor DEPRESSION W
.nd ANXIETY

UP TO 90% of depressed patients

present with symptoms of anxiety’ Lexapro

PROVEN EFFICACY for Major Depressive Disorder QSGITEHDDFHI’H oxalate ¢

and Generalized Anxiety Disorder m

IMPORTANT SAFETY INFORMATION - Depression is a serious condition that can lead to suicidal thoughts and behavior. Antidepressants increased
the risk of suicidal thinking and behavior [2% to 4% in short-lerm studies of 9 antidepressant drugs in children and adolescents with major
depressive disorder [MDD] and other psychiatric disorders. Patients started on therapy should be observed closely for clinical worsening,
suicidality, or unusual changes in behavior, especially at the beginning of therapy or at the time of dose changes. This risk may persist until
significant remission occurs. Families and caregivers should be advised of the need for close observation and communication with the prescriber,
Lexapro is not approved for use in pediatric patients.

Visit the LEXAPRD website al www.lexapro.com



LEXAPRO® (sscitalopram oxalate) TABLETS/ORAL SOLUTION
Briet Summary: For complete details, please see full presctibing i ion for Lexapro.

Suicidalily in Chitdren and Adulescents Aniidepressants increased the sk o suicidal finking and beRavior (suicidality) in short-term sludies in children and adolescents with Major Depressive Disorder (MDD} and ofher psychialric disorders. Anyane considaring the use of Lexapra or any other antidepressant
ina chitd or adolescent must balance fhis risk wilh the clinical need. Patients who aze staried on therapy should ba bserved closely for clinical worsening, suicidality, or unusual changes In hehavior, Families and caregivers should be advised of the need for close observation and communicalion with the
prescriber. Lexapro is not approved for use in pediatric patients. {See Warnings and Precautions: Pediatric Use) Ponled analyses of short-term {4 to 16 weeks) laceho-controlled triats of 9 antidepressant drugs (SSRIs and others) in children and adolescents with major depressive disorder {MDD), obsessive
compulsive disorder (OCD), or olher psychialric disorders {a fotal of 24 trials involving over 4400 patients) have revealed a greater risk of advarse evenls representing suicidal thinking or behavior (suicidality) during 1he first few months of treaiment in those recsiving antidepressants. The average risk of such
events in palients receiving antidepressants was 4%, wice the placebo risk of 2%. No suicides occurved in these trials.

CONTRAINDICATIONS Concomitant use In patients taking moncaming oxidase inhibitors (MAQIS) is contraindicated (see WARNINGS). Goncomitant use in patients taking pimozids is contraindicated (see Drug inferactions — Pimozide and Celexa). Lexapro is cantraindicated in patients with a hypersensitivity to escitalo-
pram or citalopram or any of the inactive ingredients in Lexapro. WARNINGS-Clinical Worsening and Suicids Risk Clinical Worsening and Suicide Risk Patients with major depressive disorder (MDD), both adult and pedliatric, may experience warsening of their depression and/or the emergence of suicidal ideation and
behavior (suicidality) or unusual ¢hanges in behavior, whether or not they are taking antidepressant medications, and this risk may persist untl significant remission occurs. There has been a long-standing cancern that antidepressants may have a role in inducing warsening of depression and the emergence of suicidality
in certain patients. Antidepressants increased the risk of suicidal thinking and behavior {suicidality) in short-term studies in children and adolescents with Major Depressive Disorder (MDD) and other psychiatric disorders. A causal role for antidepressants in inducing suicidality has been established in pediatric patients. Pooled analy-
ses of short-term placebo-controlled trials of 9 antidepressant drugs (SSRIs and others) in children and adolescents with MOD, OCD, or other psychiatri disorders (a total of 24 trials involving over 4400 patients) have revealed a greater risk of adverse events representing suicidal behavior or thinking (suicidality) during
the first few months of treatment in those recelving antidepressants. The average risk of such events in patients receiving antidepressants was 4%, twice the placeho risk of 2%. There was considerable variation in risk amiong drugs, but a tendency toward an increase for almost all drugs studied. The risk of suicidality was
most consistently observed in the MDD trials, but there were signals of risk arising from some trials in other psychiatric indications (obsessive compulsive disorder and social anxiety disorder) as well. No suicides occurred in any of these frials. It is unknown whether the suicidality risk in pediatric patients extends to
Jonger-term use, i.e., beyond several months. It is also unknown whether the suicidality risk extends to adults. All pediatric pattents being lreated with antidepressants for any indication should he observed clasely for clinical worsening, suicidality, and unusual changes in hehavior, especially during the initial few
months of a course ol drug therapy, or at limes of dose changes, either increases or decreases. Such ahservation wauld generally include at least weskly face-to-face cantact with patients or thelr famiiy members or caregivers during the first 4 weeks of traalment, then every otfier week visits for the next
4waeks, then at 12 weeks, and as clinically indicated heyond 12 weeks. Additianal conlact by teleghone may be appropriate hetween face-to-face visits, Adulls with MDD or co-morbid depression in the setting of other psychiatric iliness being treated with antidepressants should be observed similarly for ofin-
ical worsening and suicidality, especially during the initial few months of a course of drug therapy, ar at times of dose changes, either increases or decreases. The following symptoms, anxiety, agitation, panic atacks, insomnia, iritability, hostility, aggressiveness, impulsivity, akathisia (psychomotor restlessness),
hypomania, and mania, have been reported in adult and pediatric patients being freated with antidepressants for major depressive disorder as well as for other indications, both psychiatric and nonpsyehiatric. Although a causal link between the emergence of such symptoms and either the worsening of depression and/or
The emergence of suicidal impulses has not been established, there is concen that such symptoms may represent precursors to emerging suicidality. Consideration should be given to changing the therapeutic regimen, including pessibly discontinuing the medication, in patients whose depression is persistently warse, or
wiho are experiencing emergent suicidality or symptoms that might be precrsors fo worsening depression or suicidality, especially if these symptomns are severe, abrupt in onset, or were ot part of the patients presenting symptoms. Families and careqivers of pediatric palients being treated with anlidepressants for
major depressive disorder or ofher indications, hoth psychialric and nonpsychiatric, should be alerted about fhe need to monitor patients for the emergence of agilation, Irritability, unusual changes in hehavior, and the other symptoms descritied above, as well as the emergence of suicidality, and to regort
such symploms immediately to health care providess. Such monitoring should include daily observation by families and caregivers. Prescriptions for Lexapro should be written for the smaliest quantity of tablets consistent with good patient management, in order to reduce the risk of overdose. Families and caregivers
of adults being treated for depression should be similarly advised. Sereening Patients for Biolar Disorder: A major depressive episode may be the inital presentation of bipolar disorder. It is generally believed (though not established Tn controlled trials) that lreating stch an episode with an antidepressant alone may
increase the likelihood of precipilation of a mixe/manic episode in patients at risk for bipolar disorder. Whether any of the symptoms described above represent such & canversion is unknown. However, prior to Initiating treatment with an antidepressant, patients with depressive symptoms should be adeguately screened
to determine if they are at risk for bipotar disorder; such screening should include a detalled psychiatric history, including a family history of suicide, bipolar disorder, and depression, It should be noted that Lexapro is not approved for use in treating bipolar depression. Potential for Interation with Monoamine Oxidase
Inhibilars In patients receiving Serotonin reuptake inhibitor drugs in combination with a monoamine oxidase inhiitor (MAOI), there have heen reports of serious, sometimes fatal, reactions including hyperihermia, rigidity, myoclonus, autonomic instability with possible rapid fiuctuations of vital signs, and
mental stalus changes that incfude extreme agitation progressing to delirium and coma. These reactions have also heen reporled in patienls who have recently discontinued SSRI treatmenl and have heen started on an MAQI. Some cases presented with features resembfing neuroleptic malignant syndrome.
Furthermore, limited animal data on the effects of combined use of SSRIs and MAG!s suggest that these drugs may act synergistically to elevate blood pressure and evoke behavioral excitation. Theretare, it is recommended that Lexapro shoutd ot be used in combinalion with an MAQL, or within 14 days of
discentinwing trealment wilk an MAOL. Similarly, at least 14 ays shoutd he allowed after stopping Lexapro betore starting an MAQI. Serotonin syndrome has been reported in two palients who were concomilantly receiving linezolid, an antiiotic which is a reversible non-selective MAOI. PRECAUTIONS General
Disgontinuation of Trealment with Lexapro During marketing of Lexapro and ofher SSRIs and SNRIs (serotonin and norepinephrine reuptake inhihitors), there have been spontaneous reports of adverse events occurring Upoi discontinuation of these drugs, particularly when abrupt, including the following: dysphoric moad,
iritabiliy, agitafion, dizziness, sensory disturbances (e.q., paresthesias such as eleatric shock sensations), anxiety, confusion, headache, lethargy, emotional lability, insomnia, and hypomania. While thess events are generally sel-imiting, there have been reparts of serious discontinuation symptoms. Patients should be
monitored for these symptoms when discontinuing treatment with Lexapro. A gradual reduction in the dose rather than abrupt cessation is recommended whenever possible. If intoferable symptoms ocour following a decrease in the dose or upon discontinuation of treatment, then resuming the previously preseribed dose
may be considered. Subsequently, the physician may continue decreasing the dose but at a more gradual rate {see DOSAGE AND ADMINISTRATION in fulf prescribing information). Abnormal Bleeding Published case reports have documented the occurrence of bleeding episodes in patients treated with psychatropic drugs
that interfere with serotanin reuptake. Subsequent epidemiological studies, both of the case-control and cofort design, have demonstrated an association betwesn use of psychotropic drugs that interfer with serotonin reuptake and the occurrence of upper gastraintestinal bleeding, [n bwo studies, concurrent use of a non-
steroidal anti-inflammatory drug (NSAID] or aspirin potentiated the risk of bleeding see Drug Interactians). Aithough these studies focused on upper gastrointestinal bieeding, there is reason to oelieve that bleeding at other sites may be similarly potentiated. Patients should be cautioned regarding the risk of bleeding asso-
ciated with the cufncomilam use of Lexapro with NSAIDs, aspirin, or other drugs that affect coagulation. Hyponatremia Cases of hyponatremia and SIADH (syndrome of inappropriate antidiuretic hormone secretion) have been raported in association with Lexapro treatment. All patients wilh these events have recovered with
of

and/or medical i and SIADH have also been reported in association with ofher marketed drugs effective In th treatment of major depressive disorder, Activation of Mania/Hypomaniz In placebo-controlled trials of Lexapr in major depressive disarder, activation of
mania/hyporania was reported in one (0.1%) of 715 paiients treated with Lexapro and in nome of the 592 patients treated with placebo. One additional case of hypomania has been reported fn association with Lexapro freatment. Activation of mania/hypomania has also been reported in a small proportion of patients witf
major affective disorders ireated with racemic citalopram and other marketed drugs effective in the treatment of major depressive disorder. As with all drugs effective in the treatment of major depressive disorder, Lexapro should be used caufiously in patients with a history of mania. Seizures Although anticonvulsant effects
of racemic citalopram fiave been observed in animal studies, Lexapro has not been systematically evaluated in patients with a seizure disorder. These patients were excluded from clinical studies during the product's premarketing testing. In clinical trials of Lexapro, cases of convulsion have been reported in association
with Lexapro treatment, Like other drugs effective in the treatment of major depressive disorder, Lexapro should be introduced with care in patients with a history of seizure disorder. Interference with Cognilive and Motor Performance tn a study in normat volunteers, Lexapro 10 mg/day did not produce impairment of intel-
Jectual function or psychomoter performance. Because any psychoactive drug may impair judgment, thinking, or motor skills, however, patients should be cautioned about operating hazardous machinery, including automobiles, until they are reasonably certain that Lexapro therapy does nof affect their ability to engage in
such activities. Use in Patients with Congomitant {iness Clinical experience with Lexapro in patients with certain concomitant systemic ifinesses is limited. Caution is advisabl in using Lexapro in patients with diseases or conditions that produce altered metabolism or hemodynamic responses. Lexapro has not been sys-
tematically evaluated in patients with a recent history of myocardial ifarction or unstable heart disease. Patients with these diagnoses were generally excluded from cinical studies during the products premarketing testing. In subjects with hepalic impairment, clearance of racemic citalopram was decreased and plasma
concentrations were increased. The recommended dose of Lexapro in hepatically impaired patients is 10 mg/dey (ses DOSAGE AND ADMINISTRATION in full prescribing information). Because escitalopram is extensively metabolized, excretion of unchanged drug in urine is a minar route of elimination. Until adequate num-
bers of palients with Severe renal impairment have been evaluated during cronic treatment with Lexapro, however, it should be used with caution in such patients {see DOSAGE AND ADMINISTRATION in full prescribing information). Drug Interactions CNS Drugs - Given the primary CNS effects of escitalopram, caution
should be used when il is taken in combination with other centrally acting drugs. Aloohol - Although Lexapro did not potentiate the cogaitive and motor effects of alcahal in a clinical tril, as with other psychotropic medications, the use of alcohol by patients taking Lexapro is not recommended. Monoamine Oxidase
Inhibitors (MAQlS) - See CONTRAINDICATIONS and WARNINGS. Drugs That Interfere With Hemastasis (NSAIDs, Aspirin, Warfarin, etc.) Serotonin release by platelets plays an important role in hemestasis. Epidemiological studies of the case-control and cohort design that have demonstrated an association between
use of psychotropic drugs that interfere with serotonin reuptake and the occurrence of upper gastrointestinal bieeding have also shown that cancurrent use of an NSAID or aspirin potentiated the risk of blesding. Thus, patients should be cautioned about the use of such drugs concurrently with Lexapro. Cimetidine - In sub-
fects who had received 21 days of 40 mg/day racemic citalopram, combined adminisiration of 400 mg/day cimetidine for 8 days resuited in an increase in citalopram AUG and Gy of 43% and 39%, respectively. The clinical significance of these findings is unknown. Digoxin - In subjects who had recelved 21 days of
40 mo/day racemic citalopram, combined agministration of citalopram and digoxin (single dose of 1 m) did not significantly affect the pharmacokinetics of elther citalopram or digoxin. Lithium - Goadministration of racemic citaiopram {40 mgiday for 10 days) and lithium (30 mmolday for 5 days) had no significant eftect
on the pharmacokinetics of citalopram or fithium. Nevertheless, plasma lithium levels should be monitored with apprapriate adjustment to the lithium dose in accordance with standard clnical practice, Because lithium may enhance the serotonergic effects of escitalopram, caution shiould be exercised when Lexapro and
Jithium are coadministered. Pimozide and Gelexa - n a controlled study, a single cose of pimozide 2 mg co-administered with racemic citalopram 40 mg given once daily for 11 days was associated with a mean increase in QTc values of approximately 10 msec compared to pimozide given alone. Racemic citalopram did
1ot aiter the mean AUC or Gy, of pimozide. The mechanism of this pharmacodynamic interaction is not known. Sumatriptan - There have been rare postmarketing reports describing patients with weakness, hyperreflexia, and incoordination following the use of an SSRI and sumatriptan. If concomitant treatment with suma-
riptan and an SSRI {e.g., fluoxetine, flovoxamine, pasoxetine, Seriraline, citalopram, escitalopram) i clinically warranted, appropriate observation of the patient is advised. Theophyline - Combined administration of racemic citalopram (40 mg/day for 21 days) and the CYP1A2 substrate theophyline (single dose of 300 mg)
did not affect he inetics of ine. The effect of onthe i of citalopram was not evaluated. Wariarin - Administration of 40 mg/day racemic citalopram for 21 days did not affect the pharmacokinetics of warfarin, a CYP3Ad substrate. Prothrombin time was increased by 5%, the
clinicat significance of which is unknown. Carbamazepine - Combined administration of racemic citalopram (40 mo/day for 14 days) and carbamazepine (titrated to 400 m/day for 36 days) did not significantly affect the netics of ine, a CYP3A4 substrate. Aithough trough citalopram plasma levels
were unaffectad, given the enzyme-inducing properties of carbamazepins, the possibility that carbamazeping might increase the clearance of esci should b idered if the two drugs are i Triazolam - Combined administration of racemic citalopram (fitrated to 40 mg/day for 28 days) and the CYP3A4
substrate triazolam {single dose of 0.25 mg) did not significantly affect the pharmacokinetics of either citalopram or triazolam. Ketoconazole - Combined administration of racemic citaiopram (40 mg} and ketoconazole (200 mg), a potent CYP3Ad inhiitor, decreased the Cr,,, and AUG of ketoconazole by 21% and 10%,
respectively, and did nof significanty affect the pharmacokinetics of citatopram. Ritonavir - Combined administration of a single dose of ritonavir (800 mg), both a GYP3A4 substrate and a potent inhibitor of CYP3A4, and escitalopram (20 mg) did not affect the pharmacokinetics of either ritonavir or escitalopram. CYP3A4
and -2019 Inhibitors - /n vitro studies indicated that CYP3A4 and -2C18 are the primary enzymes involved in the metabolism of escilalopram. Howaver, coadministration of escitalopram (20 mg) and ritonavir (600 ma), a potent inhibitar of GYP3A4, did not signif affect the inetics of esci Because
escitalopram is metabolized by multile enzyme systems, inhibition of a single enzyme may not appreciably decrease escitalapram clearance. Drugs Metabolized by Gytochrome P4502D6 - I vitro studies did not reveal an inhibitory effect of escitalopram an CYP2D6, in addition, steady state levels of racemic citalopram
after multiple-d inistration of citalopram, suggesting that coadministration, with escitalopram, of a drug that inhibits GYP206, is unlikely to have clinically significant effects on escitalopram metabalism, However, thece are
limited Jn vive data suggesting a modest CYP2D6 inhibitory effect for le, inistration of esci (20 mg/day for 21 days) with the tricyclic antidepressant desipramine (single dose of 50 mg), a substrate for CYP2DS, resulted in a 40% increase in Cprg, and 2 100% increase in AUC of desiprarnine.
The clinical significance of this finding is unknown, Nevertheless, caution is indicated in the ion of escil and drugs CYP2D6. Metoprolol- Adminisiration of 20 mg/day Lexapro for 21 days in healthy volunteers resulted in a 50% increase in Gy, and 82% increase in AUC of the heta-
adrenergic blocker metoprolol (given in a single dose of 100 mg). Increased metoprool piasma levels have been associated with decreased cardioselecfivity. Coadministration of Lexapro and metoprolo! had no clinically significant effects on blood pressure or heart rate. Electroconvulsive Therapy (ECT) - There are no clin-
ical studies of the combined use of ECT and escil i is, Mutagenesis, Impai of Fentility Carcinogenesis Racemic citalopram was administered in the diet to NMRI/BOM strain mice and COBS W strain rats for 18 and 24 manths, respectively, There was no evidence for carcinogenicity of racemic
citalopram in mice receiving up to 240 mg/kg/day. There was an increased incidence of smalk intestine carcinoma in rats receiving 8 or 24 mg/kg/day racemic citalopram. A no-effect dose for this finding was not established. The relevance of these findings to humans is unknown. Mutagenesis Racemic citalopram was muta-
genic in the n vitro bacterial reverse mutation assay (Ames test) in 2 of 5 baoterial strains {Salmonella TASS and TA1537) in the absence of metabolic activation. It was clastogenic in the in vitro Chingse hamster lung cell assay for chromasomal abercations in the presence and absence of metabolic activation. Racemic
citzlopram was not mutagenic in the in vitro mammalian forward gene matation assay (HPRT) in mouse lymphoma cells or in a coupled in vifro/ia vivo unscheduled DNA synthesis (UDS) assay in rat liver. It was not clastogenic in the n vitro chromosomal aberration assay in human lymphacytes or in two i vivo mouse
micronucleus assays, Impairment of Fertility When racemi citalopram was administered orally to 16 male and 24 female rats prior to and throughout mating and gestation at doses of 32, 48, and 72 mg/kg/day, mating was decreased at all doses, and fertility was decreased at doses > 32 mg/kg/day. Gestation duration was
increased at 48 mg/kg/day. Pregnancy-Nonleratogenic Effects Neonates exposed to Lexapro and ather SSRIs or SNRIs, late in the third trimester, have developed complications requiring prolonged hospitalization, respiratory support, and tube feeding. Such complications can arise immediately upon defivery. Reported
chinical findings have inclided respiratory distress, cyanoss, apnea, seizures, temperature instability, feeding difficulty, vomiting, hypoglycemia, hypotonia, hypertonia, hypereffaxia, tremor, jtteriness, irtability, and constant crying. These features are consistent with either a direct toxc effect of SSRIs and SHRIs or, pos-
sibly, a drug discontinuation syndrome. It should be noted that, in some cases, the clinical picture is consistent with serotonin syndrome (see WARNINGS). When treating a pregnant woman with Lexapro during the third trimester, the physician should carefully consider the polential sisks and benefits of treatment (see
DOSAGE AND ADMINISTRATION in full prescribing information). Labor and Delivery The effect of Lexapro on fabor and delivery in humans is unknawn. Nursing Mothers Racemic citalopram, Ike many otiier drigs, is excreted in human breast milk. There have been two reports of infants experiencing excessive somao-
lence, decreased feeding, and weight loss in association with breastfeeding from a citalopram-treated mother, in ne case, the infant was reported to recover completely upon discontinuation of citalopram by its mother and, in the second case, no fallow-up information was available. The decision whether to continue or
discontinue ither nursing o Lexapro therapy should take into account the risks of citalopram exposure for the infant and the benefits of Lexapro treatment for the mother. Pedialric Uise Safety and effectiveness in the pediatric population have not been established (see BOX WARNING and WARNINGS-Clinical Worsening
and Suicide Risk). Gerialric Use Approximately % of the 114 palients receiving escitalopram in contralled trials of Lexapro in major depressive disorder and GAD were 60 years of age or older; elderly patients in these trials received daily doses of Lexapro between 10 and 20 mg. The number of elderly patients in these
rials was insufiicient to adequately assess for possible ditferential efiicacy and safety measures on the basis of age. Neverthieless, greater sensitivity of some elderly individuals to effects of Lexapro cannot be ruled out. In two pharmacokinetic studies, escitalopram haif-lfe was increased by approximately 30% in efderly
subjects as compared fo young subjects and G, vas unchanged (see CLINICAL PHARMACOLOGY). 10 mo/day is the recommended dose for elderly patients (see DOSAGE AND ADMINISTRATION in full prescribing information). Of 4422 palients in clinical studies of racemic citalopram, 1357 were 60 and over, 1034 were
85 and over, and 457 were 75 ang over. No overal differences in safety or effectiveness were observed between these subjects and younger subjects, and other reported clinical experience has not identified diferences in responses between the elderly and younger patients, but again, greater sensitivity of some elderly indi-
viduals cannot be ruled out. ADVERSE REACTIONS Adverse event information for Lexapro was collected from 715 patients with mejor depressive disorder who were exposed to escitalopram and from 562 patients who were exposed to placebo in double-biind, placebo-contralled trials. An additional 284 patients with major
depressive disorder were newly exposed to escitalopram in open-label irials. The adverse event information for Lexapro in patients with GAD was collected from 429 patients exposed to escitalopram and from 427 patients exposed to placebo in double-blind, placebo-controlied trials, Adverss events during exposure were
obtained primarily by general inquiry and recorded by clinical investigators using tesminalogy of their own choosing. Gansequently, it is not possible to provide a meaningful estimate of the proportion of individuals experiencing adverse events without first grouping similar types of events into a smaller number of stan-
dardized event categories. In the tables and tabulations that follow, standard Worlg Health Organization (WHO) terminology has been used to classify reported adverse events. The stated frequencies of adverse events represent the proportion of individuals who i at lpast once, a treatment-emergent adverse event
of the type listed. An event was considered ireatment-emesgent i it accurred for the first time or worsened while receiving therapy following basefine evaluation. Adverse Events Assaciated with Discontinuation of Treatment Major Depressive Disorder Among the 715 depressed patients who received Lexapro in
placebo-controlled trials, 6% discontinued treatment due to an adverse event, as compared to 2% of 592 patients recefving placebo. In two fixed-dose studies, the rate of discontinuation for adverse events in patients receiving 10 mg/day Lexapro was not significantly different from the rate of discontinuation for adverse
evens in patients receiving placebo. The rate of discontinuation for adverse events in patients assigned to a fixed dose of 20 mg/day Lexapro was 10%, which was significantly different from the rate of discontinuation for adverse events in patients receiving 10 mg/day Lexapro (4%) and placeba (3%). Adverse events that
were associated with the discontinuation of at feast 1% of patients treated with Lexapro, and for which the rate was at least twice fhat of placebo, were nausea (2%) and efaculation disorder (2% of malg patients). Generalized Anxiety Disorder Among the 429 GAD patients who received Lexapro 10-20 mg/day in placebo-
controled fials, 8% discontinued treaiment due to an adverse event, as compared to 4% of 427 patients receiving placebo. Adverse events that were associated with the discontinuation of at least 1% of patients treated with Lexapro, and for which the rate was at least twice the placeo rate, were nausea (2%), insomaia
{1%), and fatigue {1%). Incidence of Adverse Events in Placebo-Controlled Clinica! Trials Major Depressive Disarder Table 1 enumerates the incidence, rounded to the nearest percent, of treatment-emergent adverse events that occurred ameng 715 depressed patients who received Lexapro at doses ranging from
1010 20 m/day in placebo-controlled trials. Events included are those occurring in 2% or more of patients treated with Lexapro and for which the incidence in patients treated with Lexapro was greater than the incicence in placebo-treated patients. The prescriber should be aware that these figures can not be used to pre-
dict the ingidence of adverse events in the course of usual medical practice where patient characteristivs and other factors differ from those which prevailed in the clinical trials. Similarly, the cited frequencies cannot be compared with figures obtained from other clinical investigations involving different treatments, uses,
and investigators. The cited figures, however, do provide the prescribing physician with some basis for estimating the relative contribution of drug and non-drug factors to tfie adverse svent incidence rate in the popalation studied. The most commonly observed adverse events in Lexapra patients (incidence of approxi-
mately 5% or greater and approximately twice the incidence in placebo patients) were insomnia, ejaculation disorder (primarily ejaculatory delay), nausea, sweating increased, fatigue, and somnolence {see TABLE 1). TABLE 1: Treatment-Emergent Adverse Events: Incidencs in Pracebo-Canirolled Clinical Trials for Major
Depressive Disorder* [Lexapro (N=715) and Placebo (N=592)]: Autonomic Nervous System Disorders: Dry Mouth (6% and 5%); Sweating increased (5% and 2%). Ceniral & Peripheral Nervous System Disorders: Diziness (5% and 3%). Gastrointestinal Disorders: Nausea (15% and 7%). Diarthea {8% and 5%);
Constipation (3% and 1%Y, Indigestion (3% and 1%); Abdominal Pain (2% and 1%). General: Influenza-like Symptoms (5% and 4%}, Fatigue (5% and 2%). Psychiatric Disorders: [nsomnia (9% and 4%); Somnolence (6% and 2%); Appetite Decreased (3% and 1 %); Libido Decreased (3% and 1%). Respiratory Sysiem
Disarders: Rhinits (5% and 4%); Sinusitis (3% and 2%). Uragenital: Ejaculation Disorder': (9% and <1%); Impotence? (3% and <1%); Anorgasmia® (2% and <1 %).*Evants reported by at least 2% of patients treated with Lexapra are reported, except for the foflowing events which had an incidence on placebo > Lexapro:
headache, upper respiratory tract infection, back pain, pharyngitis, inflicted injury, anxiety. *Prinarily ejaculatory delay. 2Denominator used was for males only (N=225 Lexapro; N=183 placeho). 3Denominator used was for females only (N=490 Lexapro; N=404 placebo). Generalized Anxiety Disorder Table 2 enumetates
the incidence, rounded o the nearest percent of treatment-emergent adverse events that ocourred amang 429 GAD patients who received Lexapro 10 to 20 mg/day in placebo-controlled trials. Events included are those occurring in 2% or more of patients treated with Lexapro and for which the incldence in patients treat-
ed with Lexapro was greater than the incidence in placebo-treated patients. The most commanly observed adverse events in Lexapro patients (incidence of approximately 5% o greater and approximately twice the incidence in placebo patients) were nausea, ejaculation disorder (primaril ejaculatory delay), insomnia,
faligue, decreased libido, and anorgasmia (see TABLE 2). TABLE 2: Treatment-Emergent Adverse Events: Incidence in Placebn-Gonrolled Glinical Trials for Generalized Anxiety Disorder* [Lexapra {N=429) and Placebo (N=427)}: Aulonomic Nervous System Disorders: Cry Mouth (9% and 5%); Sweating increased
(4% and 1%). Central & Peripheral Nervous System Disorders: Headache {24% and 17%); Paresthesia (2% and 1%). Gastrointestinal Disarders: Nausea {18% and 8%); Diarrhea (8% and 6%); Constipation (5% and 4%}; indigestion (3% and 2%); Vomiting (3% and 1%}; Abdominal Pain (2% and 1%); Flatulence (2%
and 1%); Toothache (2% and 0%). General: Fatigue (8% and 2%); Infiuenza-like symptoms (5% and 4%). Musculoskeletal: Neck/Stioutder Pain (3% and 1%). Psyehiatric Disorders: Somnolence (13% and 7%); Insomnia (12% and 6%); Libido Decreased (7% and 2%); Dreaming Abnormal (3% and 2%):; Appefite
Decreased (3% and 1 %); Lethargy (3% and 1%); Yawning (2% and 1 %). Urogenital: Ejaculation Disorder'2 (14% and 2%); Anorgasmia? (6% and <1%); Menstrual Disorder (2% and 1%). *Events reported by at least 2% of patients treated with Lexapro are reported, except for the following events which had an inci-
dence on placeho > Lexapro: inflicted injury, dizziness, back pain, upper respiratory tract infection, thinitis, pharyngitis. 1Primarlly ejaculatory delay. 2Denominator used was for males only {N=182 Lexapro; N=195 placebo). *Denominator used was for females only (N=247 Lexapro; N=232 placebo). Dose Dependency of
‘Adverse Events The potential dose dependency of comman adverse events {dsfined as an incidence rate of 5% in either the 10 mg or 20 mg Lexapro groups) was examined on the basis of he combined incidence of adverse events in two fived-dose trials. The overallincidence rates of adverse events in 10 mg Lexapro-
treated paients (66%) was similar to that of the placebo-treated patients (51%), while the incidence rate in 20 mg/day Lexapro-treated patients was greater (86%). Table 3 shows common adverse events that occurred in the 20 mg/day Lexapro group with an incidence that was approximately twice that of the 10 mg/day
Lexapro group and approximately twice that of the piacebo group. TABLE 3; Ingidence of Common Adverse Events* in Patients with Major Defiressive Disorder Receiving Placeho (N=311), 10 mg/day Lexapro (N=310), 20 mg/day Lexapro (N=125)1: Insomnia (4%, 7%, 14%); Diarthea (5%, 6%, 14%): Dry Mouth
{3%, 4%, 9%); Somnolence (1%, 4%, 9%); Dizziness (2%, 4%, 7%); Swealing Increased (<1%, 3%, 8%); Constipation (1%, 3%, 6%); Fatique (2%, 2%, 6%); Intigestion {1%, 2%, 6%)."Adverse events with an incidence rate of at least 5% in either of the Lexapro groups and witk an incidence rate in the 20 mg/day
Lexapro group that was approximately twice that of the 10 mg/day Lexapro group and the placebo group. Male and Femate Sexual Dystunctian with SSRIs Athough changes in sextal desire, sexual performance, and sexual satisfaction often occur as manifestations of a psychiatric disorder, they may aiso be a conse-
quence of pharmacologic treatment. In particufar, some evidence suggests that SSRIs can cause such uttoward sexual experiences. Reliable estimates of the incidence and severity of untoward experiences involving sexual desire, performance, and satisfaction are difficut to abtain, however, in part Because patients and
physicians may be reluctant to discuss them. Accordingly, estimates of the incidence of untoward sexual experience and performance cited in product labeling are iikely to underestimate their aciual incidence. Table 4 shows the incidence rates of sexual side effects In patients with major depressive disorder and GAD in
placebo-conirolled trials, TABLE 4: Incidence of Sexual Side Effects in Placebo-Conlroled Clinicat Trials [In Males Only: Lexapro {N=A07) and Placeho (N=383)]: Ejaculation Disorder (primarily ejaculatory delay) {12% and 1%); Libido Decreased (6% and 2%); Impotence (2% and <1%). {in Females Only: Lexapro
{N=737) and Placebn {N=636)): Libido Decreased (3% and 1%); Anorgasmia (3% and <i%) There are no adequately designed studies examining sexual dysfunction with escitalopram treatment. Priapism has been reported with all SSRls. While it is difficult to know the precise fisk of sexual dysfunction associated witht

the use of SSRIs, physicians should routinely inquire about such possible side effects. Vital Sign Changes Lexapro and placebo groups were compared with respect to (1) mean change from baseline in vital signs (pulse, systolic blood pressure, and diastolic bluad pressure) and (2) the incidence of patients mesting

criteria for potentially clinically sigaificant changes from baseline in these variables. These analyses did not reveal any clinically important changes in vital signs associated with Lexapro treatment. In addition, a comparison of suping and standing vital sign measures in subjects receiving Lexapro indicated that Lexapro treat-

ment is not associated wifh orthostatic changes. Weight Changes Patients treated with Lexapro in controlled trials i not ditfer from placebo-treated patients with regard to clinicaily important change in bady welght. Lahoratory Ghanges Lexapro and placebo groups were compared with respect fo (1) mean change from

baseline in various serum chemistry, hematology, and urinalysis variables, and (2) the incidence of patients mesting criteria for potentially clinically significant changes from baseling in these variables. These analyses ravealed no clinically important changes in faboratory test parameters associated wilh Lexapro freaiment.

ECG Changes Electrocardiograms from Lexapro (N=625), racemic citalopram (N=351), and placebo {N=527) groups were compared with respect to (1) mean change Iram basefine in various EGG parameters and (2) the incidence of patienls meeting criteria for potentially clincally significant changes fram baseline in these

variables, These analyses revealed (1) a decrease in heart rate of 2.2 bpm for Lexapro and 2.7 bpm for racem citalopram, compared to an increase of 0.3 bpm for placebo and (2) an increase in QTc intsrval of 3.9 msec for Lexapro and 3.7 msec for racemic citalopram, compared to 0.5 msec for placebo. Neither Lexapro
nor racemic citalopram were associated with the development of clinically significant ECG abnormalities. Other Events Observed During the Premarketing Evaluation of Lexapto Following is a list of WHO terms that reflact treatment-emergent adverse events, as defined in the introduction to the ADVERSE REACTIONS
section, reported by the 1428 patients treated with Lexapro for periods of up to one year in double-blind or open-label clinical trials during its premarketing evaluation. All reported events are included except those already listed in Tables 1 & 2, those occurring in only ane patient, event terms that are so generat as to be
uninformative, and those that are unlikely to be drug related. it s important to emphasize that, although the events reported occurred during treatment with Lexapro, they were not necessarily caused by it. Events are further categorized by body system and listed in order of decreasing frequency according to the fallowing

definitions: frequent adverse events are those occurring on one or more occasions in at lzast 1100 patients; infrequent adverse events are those occurring in less than 1/100 patients but at least 111000 patients. Cardiovascular - Frequent: palpitation, hypertension. infrequent: bradycardia, tachycardia, ECG abnormal, flush-

ing, varicose vein. Cenral and Peripheral Nervous System Disorders - Frequent: light-headed feeling, migraine. /nfrequent: iremor, vertigo, restless legs, shaking, twitching, dysequilibrium, tics, carpal tunnel syndrome, muscle ions involuntary, i fination abnormal, faintness, hyperreflexia, muscy-

Jar tone increased. Gastrointestinal Disorders - Frequent: hearibura, abdorinal cramp, gastroenterits, Infrequent: gastroesophageal reflux, bleating, abdominal discomtort, dyspepsia, increased stoal freguency, belching, gastritis, hemorrhoids, gagging, polyposis gastric, swallowing difficukt. General - Frequent: allergy, pain

inlimb, fever, hot lushes, chest pain. /nfrequent: edema of extremities, chills, tightness of chest, leg pain, asthenia, syncope, malaise, anaphylaxis, fall. Hemic and Lymphatic Disorders - Infrequent bruise, anemia, nosebleed, hematoma, lymphadsnopathy cervical. Metabolic and Nutritionat Disorders - Frequent: increased

weight. infrequent: decreased weight, hyperglycemva, thirst, biliubin increased, hepatic enzymes increased, gout, hyperchotesterolemia. Musculoskeletal System Disorders - Frequerl: arthralgia, myalgia. Infrequent:jaw stiffness, muscle cramp, muscle stifiness, arthrits, muscle weakness, back discomfort, arthropathy, jaw
pain, joint stifiness. Psychiatric Disorders - Frequent: appetite increased, lethargy, irtitability, concentration impaired. infrequent: itteriness, panic reaction, agttation, apathy, forgetfulness, depression aggravated, nervausness, restlessness aggravated, suicide attempt, amnesia, anxiety attack, bruism, carbohydrate craving,

canfusion, depersanalization, disorientation, emotional labilty, feeling unreal, tremulousness nervous, crying abnormal, depression, excitability, auditory hallucination, suicidal tendency. Reproductive Disorders/Female" - Frequsnt; menstrual cramps, menstrual disorder. /nfrequent: menarrhagia, breast neoplasm, pelvic
inflammation, premenstrual syndrome, spotting betwean menses. “% based on female subjects only: N= 905 Respiratary System Disorders - Freguient: bronchitis, sinus congestion, coughing, nasal congestion, sinus headache infreguent: asthma, breath shortness, laryngitis, pneumania, tracheitis. Skin and Appendages
Disorders - Frequent:rash, Infrequent: pruritus, acne, alopecia, eczema, dermatitis, dry skin, folliculits, tipoma, furunculosis, dry lips, skin nodule. Special Senses - Frequent: vision blurred, tinnitus. infrequent: taste alteration, earache, conjunctivitis, vision abnormal, dry eyes, eye ritation, visual disturbance, eye infection,

pupils dilated, metallic taste. Urinary System Disorders - Frequent; urinary frequency, urinary tract infection. Infrequent: urinary urgency, kidney stone, dysuria, blood In urine. Events Reparted Subsequent to the Marketing of Escitatopram Although no causal relationship to escitalopram treatment has been found, the fol-

Towing adverse events have been reported to have occurred in patients and to be temporally associated with escitalopram treatment during postmarketing experience and were not observed during the premarketing evaluation of escitalopram: abnormal gait, acute renal failure, aggression, angioedema, airial ibeilation,

diplopia, dystonia, idal di i grand mal seizusres (or convulsions), hepatits, hypotension, myocardial infarction, neuroleptic malignant syndrome, orthostatic hypotension, pancreatits, puimonary embolism, QT prolongation, rhabdomyolysis, seizures, serotonin syndrome, SIADH,

e B

were not significantly different in poor metabolizers and extensive CYP2DG

rders,

thrombocytopenia, torsades de pointes, toxic epidermal necrolysis, ventricular tachycardia and visual vents Reported to the Marketing of Racemic Citalopram Although no causal relationship to racemic citalopram treatment has been found, the following adverse events have been reported fo
have occurred in patients and to be temporally associated with racemic citelopram treatment and were not observed during the premarketing evaluation of citalopram: acute renal faiure, akathisia, allergic reaction, anaphylaxis, angioedema, charecathetosis, deliriurn, dyskinesia, ecchymasis, erythema multiforme, gas-
Yointestinal hemarrhage, grand mal seizures {or convlsions), hemolytic anemia, hepatic nesrosis, myaclonus, neurolgptic malignant syndrome, nystagrius, pancreatits, priapisr, i in decreased, QT p { is, serotonin syndrome, spontaneous abertion, thrombaocytopenia,
thrombasis, torsades de pointes, toxic epidermal necrolysis and ventricular anhythmia.

Bx Only Licensed from H. Lundbeck A/S Rev. 02/05 © 2005 Forest Laboratories, Inc.




Katrina Response Can Learn
From Urban-Renewal Disaster

When the cementing relationships of “weak” social ties are disrupted, the
emergence of tribal hostility and factionalism after displacement should

not be a surprise.

he aftermath of 25 years of

“urban renewal” in Amer-

ican cities testifies to the

enormous power of place

in individual and social
stability, and to the profound psychoso-
cial implications of displacement.

So said psychiatrist Mindy Thompson
Fullilove, M.D., in a lecture at APA’s 2006
annual meeting in Toronto.

The American experiment in urban
renewal and the displacement of entire
neighborhoods in cities across the coun-
try carries profound lessons for how to
respond to the destruction of the Gulf
region by Hurricane Katrina, she said.

“There is much to be done in the man-
agement of displacement, and psychia-
trists have a very fundamental role in the
process,” Fullilove said. “For the suffer-
ing person who comes to us and needs our
care, it is essential to place the life story
of this person who has suffered from dis-
placement in the larger context of where
the person came from, why the person
was forced to move, and where the person
might possibly go.

“Whatever symptoms [such people]
present with may literally be the symptoms
of this rupture in their life pattern, and
the most important thing you can do is to
reorient them to the task of living.”

Regarding the reconstruction of the
Gulf region in the aftermath of Hurricane
Katrina, Fullilove said psychiatrists can
also play a partin helping to generate polit-
ical will to commit adequate resources—
a commitment that she said needs to be
comparable in scale to the Marshall Plan
to rebuild Europe after the destruction of
World War I1.

“The failure to have a reasonable plan
after Katrina is at the heart of illness and
destruction thatare going to affect genera-
tions of people,” she said.

Fullilove is a research psychiatrist at
the New York State Psychiatric Institute
and a professor of clinical psychiatry and
public health at Columbia University. She
has conducted research on AIDS and other
epidemics in poor communities, with a
special interestin the relationship between
the collapse of communities and decline
in health.

She has published widely and has writ-
ten two books, Root Shock: How Tearing Up
City Neighborboods Hurts America and What
We Can Do About It (One World/Ballantine
Publishers, 2004) and The House of Foshua:
Meditations on Family and Place (University
of Nebraska Press, 1992 and 2002).

Urban Renewal Can Be Ethnic Cleansing

Fullilove’s observations were drawn
from her study of the aftereffects of urban
renewal, the effort from 1949 to 1973 to
rebuild America’s inner cities by uproot-
ing long-established, largely poor, pre-
dominantly African-American commu-
nities. This effort was and is still widely
regarded as “progress,” but Fullilove said
it could more properly be described as a
form of ethnic cleansing.

BY MARK MORAN

During that period, 2,532 wurban
renewal projects were undertaken, two-
thirds of which were directed toward
African-American neighborhoods at a
time when blacks were just 12 percent of
the U.S. population; in this way, African
Americans had five times the risk of being
affected by displacement than should have
been expected on the basis of population,
she said.

“There was a great desire to get African
Americans away from downtown areas,”
Fullilove said. In the place of their indig-
enous, organic neighborhoods were built
office buildings, tourist attractions, cul-
tural institutions, and sports arenas.

As an example, she showed before and
after photographs of the Hill District, an
African-American neighborhood in Pitts-
burgh that was uprooted to make room for,
among other buildings, the Mellon Arena,
home to the Pittsburgh Penguins hockey
team.

“There is a real clash of who wants the
land for what,” she said. “This is a fun-
damental clash in all episodes of displace-
ment. Whoever has the power to write the
history of displacement will say that who-
ever used to have the land used it badly and
that they will use it well. There is no narra-
tive of displacement that does not contain
this story line.”

Communal Relationships Destroyed

Yet these same neighborhoods were
home to a rich culture and a crucial web
of family and communal relationships that
have been irrevocably lost. Fullilove illus-
trated her remarks with photographs taken
by Charles “Teenie” Harris, an African-
American photographer who left behind
a remarkable photographic record of
everyday life in the Hill District: dances,
parades, checkers games, customers in
a barbershop, and casual neighborhood
gatherings on sidewalk stoops.

It was in African-American neighbor-
hoods like the Hill District that jazz music
also flourished. This distinctively Ameri-
can music was nearly lost along with the
rest of the cultural heritage of uprooted
neighborhoods, only to be preserved by afi-
cionados in Japan and Europe. “In this way
it became a very cerebral music, divorced
from the folk culture of the ghetto,” Ful-
lilove said. “It became a different kind of
music, not the music of the community,
but the music of music lovers.”

She likened the psychological devasta-
tion of losing one’s home in this way to
“rootshock,” the trauma suffered by plants
that are uprooted from the soil that nur-
tures them.

“If your home was here,” she said, “you
can never go home again. There are peo-
ple from the Hill District whose homes
were in what is now the middle of the ice
at Mellon Arena. They have a feeling about
where their home is, but they can never
go there.”

Beyond the losses—financial and psy-
chological—of the displaced populations,
Fullilove emphasized that the uprooting of

communal relationships
has a profound impact on
the larger society.

She drew on the work
of  sociologist ~Mark
Granovetter’s 1973 article
“The Strength of Weak
Ties” to illustrate how
individuals are typically
bound by both “strong
ties”—those of race, reli-
gion, or tribe—and “weak
ties,” relationships with
individuals forged in the
day-to-day course of liv-
ing: the barber, the wait-
ress at the coffeeshop,
the cashier at the grocery
story.

She noted that when
people lose the web of
relationships that com-
prise their weak ties, they
fall back on the strong—
and potentially socially
divisive—ties of race,
religion, and tribe.

“It was precisely these
weak ties that were sev-
ered in the uprooting of
neighborhoods,”  Fulli-
love said. “Those weak
ties are the relationships
that get people jobs and that link them to
the political system. They spread across
ethnic groups, and when those cementing
relationships are broken, the emergence of
tribal hostility and factionalism after dis-
placement is absolutely to be expected.”

She also cited the work of social psy-
chiatrist Alexander Leighton, M.D., to
stress that as social bonds are ruptured,
the overall social organization changes. It
was Leighton who posited two theoreti-
cal extremes—the model supportive com-
munity and the loose collection of indi-
viduals—and said that as a society moved
along the continuum away from the model
toward the loose collection, it could expect

Mindy Thompson Fullilove, M.D.: “The failure to have a
reasonable plan after Katrina is at the heart of illness and
destruction that are going to affect generations of people.”

to see more and more mental illness.

As the weak ties that bind individuals to
one another have been ruptured, Fullilove
said, American society has moved more
and more toward the extreme of the loose
collection of individuals. She added that
Leighton pointed out 50 years ago that sta-
tus and wealth do not protect individuals
in a society that is moving toward a mere
collection of individuals.

“The well-to-do in a collection have
worse health than the poor do in a model
supportive community,” she said.

Fullilove noted that recent research
appears to bear out this dismal predic-

Please see Urban Renewal on page 42

Endowment Honors MH Advocates

When David Satcher, M.D., was U.S. Surgeon General from 1998 to 2002, he cru-
saded tirelessly to focus the federal government and the rest of the nation on the
unmet need for mental health care among minorities and children.

Inlandmark reports such as “Mental Health: A Report of the Surgeon General,”
“Action Agenda for Children’s Mental Health,” “Mental Health: Culture, Race,
and Ethnicity,” and “Call to Action to Prevent Suicide,” Satcher tried to awaken
his country to the wide-ranging causes and consequences of mental illness, the
effective treatments for it, and the barriers that keep so many from taking advan-

tage of those treatments.

Now, a very well-known American couple who has long admired his efforts have

announced a fitting tribute to Satcher.

Comedian and activist Bill Cosby and his wife, Camille, have endowed the
Poussaint-Satcher-Cosby Chair in Mental Health at Morehouse School of Medi-
cine in Atlanta. The “Poussaint” in the title honors psychiatrist Alvin Poussaint,
M.D., whois a professor of psychiatry at Harvard and served as an advisor on “The

Cosby Show.”

The chair, which the Cosbys endowed at a June 5 ceremony with a $3 mil-
lion gift for mental health research, is to be part of the Satcher Health Leader-
ship Institute at Morehouse. The institute’s mission is to spotlight issues and
research in “mental health, sexual health, the health of the black family, and
related issues impacting the community,” according to a press release announc-

ing the endowment.

Satcher, who is a former director of the Centers for Disease Control and Pre-
vention, received his undergraduate degree from Morehouse and before becom-
ing surgeon general chaired its Department of Community Medicine and Family
Practice. Also at the June 5 ceremony, Satcher was named president of Morehouse

School of Medicine.

In 2002 APA acknowledged Satcher’s efforts with its Patient Advocacy Award.
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Greater CB'T Use May
Aid Insomnia Treatment

CBT-based interventions for insomnia are not widely available in clinical
practice, and future research should focus on implementing low-threshold
treatment options for insomnia in primary care settings, say researchers.

ognitive-behavioral therapy
(CBT) has been found to
be more effective than the
drug zopiclone (Imovane)
in short- and long-term

management of insomnia in older adults.
On average, patients who received
CBT improved their “sleep efficiency”—
a ratio of total time spent asleep to actual
time spent in bed, multiplied by 100—by

BY MARK MORAN

9 percent, compared with a decline of 1
percent in the group receiving zopiclone.
These statistically and clinically signif-
icant improvements in the CBT group
were maintained at six-month follow-up,
according to a reportin the June 28 Journal
of the American Medical Association.

“Given the increasing amount of evi-
dence of the lasting clinical effects of
CBT and lack of evidence of long-term

efficacy of hypnotics, clinicians should
consider prescribing hypnotics only for
acute insomnia,” wrote lead author Berge
Svertsen, Psy.D., and colleagues. “At
present, CBT-based interventions for
insomnia are not widely available in clin-
ical practice, and future research should
focus on implementing low-threshold
treatment options for insomnia in pri-
mary care settings. . . . Future research
should seek to identify which single fac-
tors in the CBT regimen produce the best
results and to what extent booster sessions
at one to two years after initial treatment
may be necessary to maintain improve-
ments.”

Svertsen and colleagues are with the
University of Bergen in Norway.

In the study, 46 adults with an average
age of 60.8 years were randomly assigned
to either CBT (18), a medication regimen
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of 7.5 mg. zopiclone nightly (16), or pla-
cebo medication (12).

Five learning modules were included
in the CBT condition: sleep-hygiene edu-
cation, sleep restriction, stimulus control,
cognitive therapy, and progressive relax-
ation technique.

In the sleep-hygiene education mod-

“This study demonstrated
superior benefits of CBT over
zopiclone for treatment of
chronic insomnia in older adults
at six-week and six-month
follow-up.”

ule, the patient learns about the impact of
lifestyle habits such as exercise, diet, and
alcohol use and the influence of environ-
mental factors such as light, noise, and
temperature. The sleep-restriction mod-
ule involves a strict schedule of bedtimes
and rising times with the aim of increasing
“sleepdrive” through partial sleep depri-
vation.

In the stimulus-control module, the
aim is to break associations between
the sleep environment and wakeful-
ness by teaching the participant not to
engage in bedroom activities incompat-
ible with sleep and to stay in the bedroom
only when asleep or sleepy. The cogni-
tive-therapy module aims to identify,
challenge, and replace beliefs and fears
regarding sleep or the loss of sleep with
realistic expectations regarding sleep and
daytime function.

Finally, the progressive relaxation tech-
nique teaches the patient to recognize and
control muscular tension through the use
of exercise instructions on audiotape or
compact disc, and to practice the tech-
nique at home on a daily basis.

Ambulant clinical polysomnographic
(PSG) data and sleep diaries were used in
the assessment of four outcome measures:
total wake time, total sleep time, sleep effi-
ciency, and slow-wave sleep (time spent in
sleep stages 3 and 4).

Atsix weeks, the total wake time for the
CBT group improved significantly more
than for both the placebo group and the
zopiclone group; zopiclone was not sig-
nificantly better than placebo. And the
amount of PSG-recorded slow-wave sleep
improved significantly in the CBT group
compared with the placebo and zopiclone
groups.

At six month follow-up, total wake
time, sleep efficiency, and slow-wave sleep
were all significantly better in the CBT
group than in the zopiclone group. Sim-
ilar to PSG, the sleep diaries showed an
increase in total sleep time in the CBT
group at six months compared with six-
week follow-up.

“This study demonstrated superior
benefits of CBT over zopiclone for treat-
ment of chronic insomnia in older adults
at six-week and six-month follow-up,” the
authors wrote. “Future research should
require effects in slow-wave sleep and
define effects on daytime sleepiness.”

The study was funded by grants from
the University of Bergen, Meltzer Fund,
and Norwegian Foundation for Health
and Rehabilitation.

An  abstract of “Cognitive-Bebav-
ioral Therapy vs. Zopiclone for Treat-
ment of Chronic Primary Insomnia
in Older Adults” is posted at <bttp://
jama.ama-assn.org/cgi/content/
abstract/295/24/2851>. A
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of all patients had the metabolic
syndrome at baseline in the landmark
CATIE schizophrenia study.’

Be aware.
Screen and monitor your patients.
Make a difference.

Vicer

Reference: 1. McEvoy JP, Meyer JM, Goff DC, et al. Prevalence of the metabolic syndrome in patients with schizophrenia:
baseline results from the Clinical Antipsychotic Trials of Intervention Effectiveness (CATIE) schizophrenia trial and
comparison with national estimates from NHANES Ill. Schizophr Res. 2005;80:19-32.
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Off-Label Psychotropic Use
Reveals Complex Patterns

Off-label prescribing of psychotropic medications to Georgia Medicaid
recipients in 2001 was highly prevalent, mostly predictable, and unexpect-

edly rational, a new report says.

t is certainly no surprise to learn

that the majority of antidepressant,

anticonvulsant, and antipsychotic

medications dispensed to Georgia

Medicaid enrollees in 2001 were
for “off-label” indications. However, some
patterns of off-label prescribing revealed
in a new study are at once intriguing and
reassuring, while others may be unex-
pected.

“We had expected that the prevalence
of off-label use of psychotropic medi-
cations would be high before we started
doing the analysis,” Hua Chen, Ph.D,,
told Psychiatric News. Chen, an assistant
professor of pharmacy at the University
of Houston College of Pharmacy, and her
colleagues examined patterns of prescrib-
ing for antidepressant, anticonvulsant, and
antipsychotic medications among patients
enrolled in the Georgia Medicaid program
in 2001. Their reportappeared in the June
Fournal of Clinical Psychiatry. As part of
Chen’s doctoral dissertation, the study had

BY JIM ROSACK

no external sources of funding.

Chen reviewed the computerized Geor-
gia Medicaid administrative claims files
containing pharmacy, physician, hospital,
and nursing home claims to identify Med-
icaid enrollees who were at least 18 years
old as of January 1, 2001, and filled a pre-
scription for any drug in the three classes
in 2001. For an enrollee’s prescription to
be included in the analysis, the patient had
to be continuously eligible for Medicaid
for 24 consecutive months from January 1,
2000, through December 31, 2001. Chen’s
team imposed this requirement to allow the
inclusion of diagnoses that preceded the
prescription use in determining the on- or
off-label status of each prescription.

To define off-label prescribing, Chen
started with the definition outlined in
U.S. Food and Drug Administration
(FDA) standards. According to the FDA,
off-label prescribing is “the use of a pre-
scription drug for an indication, dosage
form, dose regimen, population, or other

SAD Patients Appear to Gome

In Two Varieties

Although most seasonal affective disorder patients have delayed bio-
logical clocks, a few may have advanced ones. Thus, the former may
respond to light therapy in the morning and the latter in the evening.

few years ago, researchers thought
Athat seasonal affective disorder

(SAD) was simply due to the shorter
days of winter. Then they realized that
SAD probably has a circadian (24-hour)
rhythm component as well. In other
words, bright-light therapy is known to
shift people’s biological clocks, and also
known to counter SAD depression. So it
seemed plausible that people with SAD
become depressed in winter because the
later dawn shifts their biological clocks
later with respect to real time and their
sleep/wake cycles.

But now it looks as though not all people
with SAD have tardy biological clocks, a new
study suggests. In fact, it may be that a few
have biological clocks that tick too fast.

The investigation was headed by Alfred
Lewy, M.D., Ph.D., vice chair of psychiatry
at Oregon Health and Science University.
Results were published in the May 9 Pro-
ceedings of the National Academy of Sciences.

Lewy and his colleagues selected 68
individuals diagnosed with SAD to partic-
ipate in their double-blind, placebo-con-
trolled, three-week winter trial. The sub-
jects were randomly placed in one of three
groups. A group of 22 subjects were given
low-dose melatonin capsules each after-
noon for three weeks to advance their bio-
logical clocks because giving a small dose
of exogenous melatonin in the afternoon,
when the body does not normally produce
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melatonin, is known to advance the clock.
In fact, the afternoon melatonin served as
a proxy for morning light therapy since the
latter is difficult to study in double-blind,
placebo-controlled trials.

Another group of 22 subjects were
given low-dose melatonin capsules each
morning for three weeks to delay their
biological clocks. In short, the morning
melatonin served as a proxy for evening
light therapy.

The remaining 24 of the 68 subjects
served as controls. Each day they received
capsules of a placebo, instead of melatonin,
during the three weeks of observation.

All subjects were assessed for levels of
depression at both the start and end of the
study. The scientists then compared depres-
sion outcomes for the three groups.

Seventeen of the subjects—I11 from
the first group and six from the second—
experienced a substantially greater reduc-
tion in depression than the placebo group
did (34 percent versus 14 percent). How-
ever, the remaining 27 subjects in the two
active groups did not. Why the 17 subjects
showed a substantial reduction in depres-
sion while the 27 subjects did not was
because the improved group had received
the correct treatment for their body clocks
(afternoon melatonin for the prototypical
phase-delayed subjects and morning mela-
tonin for the atypical phase-advanced sub-

please see SAD Patients on page 23

use not mentioned in the
approved labeling.” Due
to limitations in the state
Medicaid claims data-
base, however, the team
did not consider off-label
use related to dosage lim-
its, duration of time, or
route of administration.
In addition, prescribing
an antidepressant, anti-
convulsant, or antipsy-
chotic for monother-
apy, although it is solely
labeled for adjunct ther-
apy, was also not consid-
ered as off-label use.

To determine whether
a prescription was given
for an on- or off-label
use, diagnostic codes
from the International
Classification of Diseases,
Ninth  Edition, Clini-
cal Modification (ICD-9-
CM) were identified for

More off Than on
In 2001 Georgia Medicaid patients
filled prescriptions for medications in
these three classes of psychotropics
more often for off-label use than for
approved indications.

Antidepressants
62,289 recipients

75%
Off-label

Anticonvulsants
48,049 recipients

80%
0Off-label

Antipsychotics
33,406 recipients

64%

Off-label

Source: Hua Chen, M.D., Ph.D., et al.,
Journal of Clinical Psychiatry, June 2006

sants, anticonvulsants,
and antipsychotics.
Anticonvulsants,
although second of the
three drug classes in
terms of total prescrip-
tions filled, had the
highest percentage of
off-label use (80.12 per-
cent). That, Chen told
Psychiatric  News, was
partly driven by the
finding that an exceed-
ingly high percentage
of prescriptions (98.04
percent) for gabapentin
(Neurontin) were filled
for off-label uses. While
the researchers would
have expected a major-
ity of gabapentin pre-
scriptions to be off-label
(the drug is approved for
use only in patients who
have epilepsy with par-
tial seizures or who have

each indication approved

postherpetic neuralgia),

for each antidepressant,
anticonvulsant, and antipsychotic medi-
cation prescribed. Any prescription for
a medication filled during 2001 was cat-
egorized as off-label if none of the ICD-
9-CM codes listed for the patient dur-
ing the 24-month study window could be
matched with an approved indication for
the drug the patient had been prescribed.
The overwhelming majority of prescrip-
tions for antidepressants, anticonvulsants,
and antipsychotics were dispensed for off-
label indications, according to Chen (see
chart below).

Antidepressants were the most com-
monly prescribed psychotropic medica-
tion, and 75 percent of those prescrip-
tions were for off-label uses, according
to the study. Sertraline (Zoloft) was the
most commonly prescribed overall; it was
prescribed off-label nearly 67 percent of
the time. Amitriptyline, the second most
common antidepressant

Chen said her group was
surprised by the finding that nearly all gab-
apentin prescriptions were off-label.

In general, factors associated with
increased odds of being prescribed an off-
label anticonvulsant again included being
aged 65 or older (odds ratio 4.5), along
with being white (odds ratio 1.7) and hav-
ing a prescription for a newer generation
anticonvulsant versus an older drug (odds
ratio 7.6). Off-label use of anticonvulsants
was also associated with several nonseizure
disorders, including schizophrenia (odds
ratio 1.7), connective tissue disorders (odds
ratio 1.5), major depressive disorder (odds
ratio 1.4), liver disease (odds ratio 1.4), and
diabetes (odds ratio 1.2).

Chen noted that she and her col-
leagues were also surprised by the rel-
atively high percentage of antipsy-
chotics—specifically “the expensive

please see Patterns on page 42

prescribed for this pop-
ulation, had the high-
est level of off-label pre-
scriptions, 81 percent.
Off-label use of anti-
depressants was strongly

associated with being  Antidepressants

elderly, with those aged Sertraline
6.5 and Oldelj being 5.1 Amitriptyling
times more likely to get _

an off-label prescrip- Paroxetine
tion for an antidepres- Fluoxetine
sant than those under Trazodone

age 65. Males were 1.5
times more likely than
females to get an off-

Anticonvulsants

R=hs Gabapentin
label prescription for an ]
antidepressant.  Inter- orazepam
estingly, patients with Phenytoin

renal failure were 1.4
times more likely than
those with no renal
problems to use an anti-
depressant off-label—a

Divalproex sodium

Diazepam

Antipsychotics

finding that was true of R|sper|d0.ne
all three drug catego- Olanzapine
ries. Chen and her team Haloperidol
were surprisefi to find Quetiapine
that renal failure was _

the only common factor Prochlorperazine

that increased patients’
odds for off-label pre-
scribing of antidepres-

Most Popular Off-Label Drugs
The top five most frequently dispensed antidepressants,
anticonvulsants, and antipsychotics to Georgia Medicaid enrollees in
2001 also tended to have the highest levels of off-label use.
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Source: Hua Chen, M.D., Ph.D., et al., Journal of Clinical Psychiatry, June 2006
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A hidden danger
In schizophrenia

Look for the
following risk factors:

A his&y of relapse and rehospitalization™
Poor insight*®

B Disorganized thinking*’

B Cognitive impairment*’

M Delusional ideas or beliefs, such as
thinking that medication is poison®

Bl A history of drug or alcohol abuse*’

M A tendency to discontinue medication
when feeling better*

Any one of these may mean
your patient is at risk for
partial compliance.

Partial compliance can lead to serious consequences.””

Don’t wait to take action!
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patients with schizophrenia: effects of second generation antipsychotics. CNS Drugs. 2002;16:473-484. 3. Lam YWF, Velligan D, Ereshefsky L, et al. Intra-individual variability in plasma concentrations as an indicator of adherence in
schizophrenia. Poster presented at: 42nd Annual New Clinical Drug Evaluation Unit (NCDEU) Meeting: June 10-13, 2002; Boca Raton, Fla. 4. Lacro JP, Dunn LB, Dolder CR, Leckband SG, Jeste DV. Prevalence of and risk factors for
medication nonadherence in patients with schizophrenia: a comprehensive review of recent literature. J Clin Psychiatry. 2002,63:892-909. 5. Weiden PJ, Zygmunt A. The road back: working with the severely mentally ill. Medication
noncompliance in schizophrenia: part 1. Assessment. J Pract Psychiatry Behav Health. March 1997:106-110. 6. Gilmer TP, Dolder CR, Lacro JP, et al. Adherence to treatment with antipsychotic medication and health care costs
among Medicaid beneficiaries with schizophrenia. Am J Psychiatry. 2004;161:692-699. 7. Hunt GE, Bergen J, Bashir M. Medication compliance and comorbid substance abuse in schizophrenia: impact on community survival 4 years
after a relapse. Schizophr Res. 2002;54:253-264. 8. Weiden PJ, Kozma C, Grogg A, Locklear J. Partial compliance and risk of rehospitalization among California Medicaid patients with schizophrenia. Psychiatr Serv. 2004;55:886-891.

© Janssen, L.P.2006 June 2006 01CS523

~Janssen.



Experts Seek Best Way
To Treat Trauma Reactions

The timing and nature of early interventions following traumatic events
may help reduce the incidence or severity of PTSD symptoms.

arly diagnosis and interven-

tion—either  psychother-

apeutic or pharmacologi-

cal—following trauma may

some day reduce symptoms
of posttraumatic stress disorder (PT'SD),
said two researchers with different per-
spectives on the issue.

“Many people suffer PTSD symptoms
immediately after an exposure to trauma,
but most of them recover within the next
three months without formal health inter-
vention,” said Richard Bryant, Ph.D., the
Scientia Professor in the School of Psychol-
ogy at Australia’s University of New South
Wales. “The real question is how to iden-
tify shortly after an event people who will
be athigh risk for PT'SD later, as opposed to
those having transient stress reactions.”

Bryant spoke at a conference on early
psychological intervention following
mass trauma sponsored by the Depart-
ment of Psychiatry and Behavioral Sci-
ences and the School of Public Health at
the New York Medical College in Val-
halla, N.Y. He argued for improved diag-

BY AARON LEVIN

nostic approaches and for innovative ways
of treating the large number of patients to
be expected following major disasters like
hurricanes or terror attacks.

At the same meeting, Matthew Fried-
man, M.D., Ph.D., executive director of the
Department of Veterans Affairs’ National
Center for Post-Traumatic Stress Disorder
in White River Junction, Vt., reported on
promising avenues of research involving
the action of neurotransmitters in specific
areas of the brain.

The term “acute stress disorder” (ASD)
was introduced in 1994 as a kind of pre-
cursor to PTSD, recalled Bryant. DSM-
1V says that ASD could be diagnosed two
days after trauma, but this assumed a
momentary event, said Bryant. Long-last-
ing trauma like Hurricane Katrina or ser-
vice in Iraq might continue for extended
periods, so the “end” of traumatic expo-
sure had to be reckoned not by the calen-
dar but by the patient’s experience and the
context of the event. Also, remission fre-
quently occurred in the first week follow-
ing trauma, so two days was too early to

make a diagnosis, he said in disagreement
with the DSM-IV standards.

Much of the thinking about PT'SD has
depended on an early diagnosis of ASD,
but there are two problems with that, said
Bryant. Since 1994, a dozen prospective
studies have examined the hypothesized
links between ASD and PTSD. These
studies showed, however, that while a high
percentage of those who have ASD after
trauma go on to develop PTSD, a much
lower percentage of those with PTSD
were ever diagnosed with ASD. Much
has also made of dissociation in response
to trauma as a critical part of ASD and a
source of ongoing mental disorder, he said,
but dissociation was a misleading diagnos-
tic term.

“Dissociation is not the key,” said Bry-
ant. “If you include it, then you will miss a
lot of PTSD cases. The stress of the event
is the best predictor of PTSD.”

Cognitive models—how the victim
understands and appraises the stressful
experience—are influential, and cogni-
tive style also helps predict the occurrence
of PTSD. Furthermore, cognitive-behav-
ioral therapy (CBT) appears to work in
response, especially when compared with
supportive counseling, his own research
has shown.

“Can we apply this knowledge to make
a difference in mass trauma events?” asked
Bryant. “The limitations are daunting.”

Thousands of people may need help,
but mobilizing enough mental health pro-

Opiate Addiction Made Easier
Bv Plethora of Web Sites

What’s your pleasure—OxyContin, opium poppies, coca leaves, or pey-
ote? These and other controlled substances are being peddled by Web
sites located not only in other countries, but also in the United States.

ew Year’s Day 2003 stands out
Nsharply in the memory of Robert

Forman, Ph.D., a clinical scientist
affiliated with the University of Pennsyl-
vania’s Center for Studies of Addiction and
Treatment Research Institute.

Forman learned that an acquaintance
was addicted to opioid medications and
obtaining them via the Internet. Forman
started perusing the Internet for Web sites
offering to sell such medications without
a prescription. “I was amazed by what I
found,” he told Psychiatric News.

He was so dumbfounded by the pleth-
ora of such sites that he had located that
he and some colleagues decided to launch
an explorative study to get a better idea
of their prevalence and content.

Between March 3, 2003, and Septem-
ber 7, 2004, they conducted 47 Internet
searches for such sites. The searches were
intended to replicate what Internet users
would undertake if they conducted the
searches themselves using terms such as,
“codeine,” “Vicodin,” “OxyContin,” “no
prescription codeine,” “no prescription
Vicodin,” and “no prescription OxyCon-
tin.” Each search was limited to the first
100 sites listed because any Internet search
usually presents the results that are most
relevant to the search term first.

The searches yielded 302 Web sites
offering to sell opioid medications with-
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out a prescription, the team reported in
the July American Journal of Psychiatry. The
harvest of such Web sites was especially
rich when they prefaced their searches with
the words “no prescription.” Although
both Google and Yahoo provided access
to such Web sites, Yahoo generated signifi-
cantly more sites than Google did.

“The whole phenomenon was abso-
lutely jaw-dropping at first—and still is,”
Forman said.

George Woody, M.D., a professor of
psychiatry at the University of Pennsylva-
nia and one of the study investigators, told
Psychiatric News that he was both surprised
and troubled “by the breadth and depth of
offers to sell prescription opioid medica-
tions on the Web without any meaningful
medical evaluation showing that the per-
son requesting the medication had a prob-
lem that required it.”

How much Internet users, especially
young people, are tapping these Web sites
for opioid medications is not known, the
study investigators stated in their study
report. However, three national drug-
use monitoring studies have cited marked
increases in prescription opioid use, espe-
cially by youth, during the past five years.
These increases could well be due to young
people’s easy access to opioid medications
via the Internet, suspected the research-
ers.

And that leads to the question: Why
are such Web sites allowed to exist? One
reason, the researchers explained in their
study report, is because many are located
in countries that do not require prescrip-
tions for opioid medications or do not
enforce prescription regulations that are
in effect in the United States. For exam-
ple, of the 302 Web sites that were found
to be selling opioid medications without
a prescription, 189 (65 percent) were reg-
istered in 44 countries outside the United
States. That leaves, of course, the remain-
ing 113 (35 percent) that were registered
in the United States. The U.S. Drug
Enforcement Administration is taking
action against some of these sites, For-
man said, but unfortunately many still
abound.

Indeed, during their searches for Web
sites selling opioid medications without a
prescription, the researchers came across
Web sites selling numerous other controlled
substances as well. These included sedatives,
stimulants, steroids, marijuana, opium pop-
pies, coca leaves, nitrous oxide, psilocybin,
and peyote. Only cocaine, ecstasy, heroin,
and LSD seemed to be missing.

All things considered, Wood advised,
psychiatrists “should be aware of the pos-
sibility that their patients may be purchas-
ing opioid medications [or other controlled
substances] on the Web and should ask
them about it, especially if their patients
are suspected or shown to have a substance
use disorder.”

The study was funded by the National
Institute on Drug Abuse Clinical Trials
Network.

“The Availability of Web Sites Offer-
ing to Sell Opioid Medications Without
Prescriptions” is posted at <htip://ajp.
psychiatryonline.org/cgi/content/full/163/
7/1233>. A

fessionals to do formal early interventions
is nearly impossible. CBT works, but new
ways have to be devised to deliver it to large
numbers of people, he suggested.

“Ninety percent of CBT is self-help,
done outside the office, so let’s put it on
the Web,” said Bryant. Web-based ther-
apy could take a modular approach, he
said. People could take a self-test, then
be shifted to other pages for instruction
in CBT. Whether this would work is not
known, he said.

“We must set up a trial in a controlled
way,” he said. “We need to develop strat-
egies to assist those who can benefit from
CBT strategies and find creative means
of delivery—but these need to be tested
empirically.”

Research has been leading to better
understanding of how PTSD manifests
itself in the brain and may provide targets
for intervention right after trauma, said
Friedman.

PTSD is a disorder of reactivity, he
said. Control is carried out by neurotrans-
mitters that serve to prime the stress sys-
tem when it is needed for protection, but
it has negative consequences when it over-
reacts.

For instance, norepinephrine is nor-
mally effective in mobilizing fear, the
flight response, and sympathetic activation
and consolidating memory. Too much nor-
epinephrine, however, induces hypervigi-
lance, autonomic arousal, flashbacks, and
intrusive memories. In acute response to
trauma, serotonin promotes self-defense,
rage, and attenuation of fear, but too little
serotonin results in aggression, violence,
impulsivity, depression, and anxiety.

“The problem in PTSD is that the ‘on’
switch is stuck on ‘on, ” said Friedman.
The body needs to mobilize just enough
but no more.

A possible pharmacological interven-
tion to treat acute stress, a “morning-after
pill,” would focus on upstream mecha-
nisms and reduce corticotropin releasing
factor activity, normalize hypothalamic-
pituitary-adrenal axis function, reduce
locus ceruleus/norepinephrine activation,
and normalize immunologic function.

Such an acute intervention, given
shortly after trauma, might simultaneously
reduce excessive stress responses, enhance
inadequate stress responses, and promote
rapid recovery of normal functioning. It
might thus shorten the recovery time fol-
lowing a traumatic event.

Several compounds have been sug-
gested as candidates: beta-blockers,
hydrocortisone, tricyclic antidepressants,
risperidone, and benzodiazepines. Corti-
cotropin releasing factor antagonists have
been tried in animals but are not yet ready
for humans. Another important area in
neuroscience research is the rapid neu-
rotransmitters, like gamma-aminobutyric
acid (GABA, an inhibitory neurotransmit-
ter) and glutamate (a major excitatory neu-
rotransmitter), he said.

Friedman went a step further in sug-
gesting that it might someday be possi-
ble to identify children at risk and “inoc-
ulate” them against PTSD by teaching
about stress and how to cope with itin the
schools, much like sex education is taught
today. Also, since most people get over
stressful events, there has been a reluc-
tance to use medications for fear of pathol-
ogizing the incident. “There are no such
reservations about pandemic flu, however,”
he said. “So we need a cultural shift.” W
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13% of patients had diabetes in the
landmark CATIE schizophrenia study

at haseline—
than in the general population.’

Be aware.

Screen and monitor your patients.
Make a difference.
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Workplace Bullying Overlooked Quitting Often No Solution
As Cause of Severe Stress

Workplace bullying is far from rare and can take a grim toll on people’s
mental and physical health, contributing to anxiety, depression, sleep dif-
ficulties, sexual impairment, and other deleterious effects.

t may start off as a snicker, a dirty
look, or a belittling comment and
then mushroom slowly, but inex-
orably, into put downs in front
of colleagues, nasty comments
behind a person’s back, or the withhold-
ing of information a person needs to do
his or her job.
It is called “workplace bullying,” and
it is far from uncommon and can have a
devastating impact on people’s mental and
physical health, authorities on the subject
revealed at an APA annual meeting sym-
posium in Toronto in May.
Virtually all employees have experi-

David Hathcox

Loraleigh Keashly, Ph.D.: The targets of workplace bullying are
often overachievers or submissive individuals.

enced, at some point, unkind words or
behaviors from coworkers or superiors.
But to qualify as workplace bullying, such
verbal and behavioral abuse must be per-
sistent, unwanted by the person at whom it
is directed, and harmful to that individual,
Loraleigh Keashly, Ph.D., a researcher at
Wayne State University, reported.

Many American workers appear to be, or
have been at some point, the targets of work-
place bullying. In their U.S. Department
of Veterans Affairs investigation, which
included some 8,600 subjects, Keashly and
her coworkers found that 94 percent had
been bullied at least periodically, and 36
percent frequently. The National Institute
for Occupational Safety and Health sur-
veyed employees in more than 500 orga-
nizations to find out how many had been
the victims of workplace bullying, Keas-
hly also pointed out. Twenty-five percent
reported that they had.

Workplace bullying is “a particularly
noxious form of occupational stress,” Liza
Gold, M.D., a clinical associate professor
of psychiatry at Georgetown University,
explained. Thus, it should come as no sur-
prise that it can have a pernicious impact
on people’s mental and physical health.

Ten years ago, Renato Gilioli, M.D.,
a University of Milan psychiatrist, and
colleagues established the first center in
Italy to help victims of workplace stress
and harassment. Since then, they have
examined 3,279 individuals for work-
place-related psychiatric disorders and
found that 1,919 subjects (58.5 percent)
were related to bullying. They then stud-
ied these 1,919 subjects to learn more about
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workplace bullying and its psychological
consequences.

As Gilioli reported at the symposium,
68 percent met the criteria for an adjust-
ment disorder, 18 percent met criteria for
mood disorders, 10 percent had symptoms
suggestive of posttraumatic stress disor-
der, and 4 percent showed signs suggesting
other anxiety disorders.

Further, the victims of workplace bully-
ing often have difficulty falling asleep, expe-
rience nightmares regarding their work-
place situation, wake up feeling exhausted,
and incur sexual impairment, Gilioli added,
on the basis of research that he and his
group have conducted in
Scandinavia.

In fact, people who are
bullied in the workplace
may use alcohol or other
substances to cope with
bullying’sinjurious effects,
Judith Richman, Ph.D., a
professor of psychiatry at
the University of Illinois
at Chicago, reported. She
and her colleagues found
that this was the case in a
study of some 2,500 uni-
versity employees. One of
the victims who met this
particular profile was a
female psychiatric resi-
dent. First a surgery resident derided her
intellectual abilities, then a male psychiat-
ric supervisor did. She started using alcohol
to combat her distress, Richman explained,
giving an example of the link between the
substance abuse and bullying.

Alcohol, of course, is no solution to

Suppose victims of workplace bullying decide that the only way to escape it is by quitting their
job. But what are their options if they cannot find a position in another organization.

Not very good from a financial or legal viewpoint, David Yamada, J.D., reported at an
annual meeting symposium on the consequences of workplace bullying (see article at left).
Yamada is a professor of law at Suffolk University in Boston. Victims might quit their jobs, but
they then will likely lose employer-sponsored health insurance, and the costs of paying for
continued coverage under the COBRA law may be prohibitive.

They might quit their jobs and file for unemployment benefits, but such benefits may be
contested by employers who claim that the workers quit voluntarily.

They might seek workers' compensation for incapacity due to work-induced depression,
but such claims are often denied.

They might apply for Social Security disability payments on the basis that they are men-
tally ill because of workplace bullying, but then they must demonstrate that they are funda-
mentally impaired in performing a variety of normal life activities.

Or they can resort to a lawsuit against the individuals who bully them, but “most work-
place bullies fall through the cracks of the legal system,” Yamada explained. Thus, the
chances of receiving financial compensation from them are slim.

In short, the financial and legal safety net for people bullied in the American workplace
is virtually nonexistent, Yamada concluded, which is not the case in Australia, Canada, and
European countries.

So Yamada is in the process of developing the New Workplace Institute, a nonprofit
research and education center whose goal is to promote healthy, productive, socially respon-
sible workplaces. One of its first initiatives will be the Safety Net Project, which will provide
information and, eventually, direct advice to bullied workers about employee benefits such as
health insurance, workers’ compensation, unemployment insurance, and disability payments.

Yamada has also drafted model antibullying legislation, dubbed the Healthy Workplace
Bill, that would provide compensation to targets of severe workplace bullying who can dem-
onstrate physical or psychological harm.

Since 2003 variations of the Healthy Workplace Bill have been introduced—~but not yet
enacted—in six states, and efforts on behalf of the bill are under way in several other states

as well.

being bullied in the workplace. Yet there
are no easy answers on how to deal with it,
symposium speakers concurred. Nonethe-
less, some approaches appear to be more
effective than others.

Confronting the bully or retaliating
can be risky tactics, Keashly warned. The
reason is that, by confronting the bully,
the organization may view the complain-
ing employee, and not the bully, as the
problem employee.

Sometimes going to one’s boss and dis-
cussing the problem can be helpful, Keashly
said. So can talking with other coworkers
aboutitand finding out whether they, too,

are being bullied, and if so, perhaps form-
ing an alliance with them. For example,
Keashly said that she consulted on a case in
Detroitin which one teacher bullied other
teachers until one of the victims decided
to not take it anymore. She talked various
colleagues into joining her in reporting
the bully to the principal.

But looking for a position in another
organization is often the best solution,
Gold advised, because if bullying is toler-
ated in the person’s workplace, then “there
is a culture there thatsupportsit,” and it is
highly unlikely that such a culture can be
detoxified. W

Psychopathology in Bereaved Kids
Less Complicated Than Expected

When a parent dies, children may have symptoms of psychopathology,
but they are less severe than in children with major depression.

seem to present a great risk of psy-

chopathology for a child, yeta recent
study indicates that being depressed is
worse than being bereaved.

“Bereavement negatively affect[s] chil-
dren but to a lesser degree than does clini-
cal depression,” wrote Julia Cerel, Ph.D.,
of the College of Social Work at the Uni-
versity of Kentucky, and four colleagues.
Family socioeconomic status and the sur-
viving parent’s level of depression also
influenced the child’s risk of psychopa-
thology.

Little is known from rigorous studies
about how children fare after the death of
a parent, wrote Cerel and her colleagues
in the June Fournal of the American Acad-
enty of Child and Adolescent Psychiatry. Many

The death of a mother or father would

BY AARON LEVIN

earlier studies have looked retrospectively
at the histories of bereaved children and
adults who later sought psychiatric treat-
ment, while others had methodological
problems such as small sample sizes, nar-
rowly selected populations, or interviews
conducted with parents or teachers rather
than the affected child.

“We still have far to go to understand
childhood bereavement,” agreed Cynthia
Pfeffer, M.D., a professor of psychiatry
and head of the Childhood Bereavement
Program at Weill Medical College of Cor-
nell University in New York City. “There
are meager amounts of empirical research
in the field, and this paper is a good startin
answering many questions about bereaved
children.”

Cerel and colleagues recruited 360

bereaved children by scanning obituar-
ies and contacting funeral homes within a
50-mile radius of Columbus, Ohio. These
children were between the ages of 6 and
17, had never experienced the death of a
sibling, and had lost one parent. Of these,
191 “simple bereaved” children had no sig-
nificant stressor other than parental death,
while the rest faced additional stresses such
as another death or serious illness in the
extended family, parental unemployment,
parental death by homicide or suicide, or
a mental health contact in the immediate
family in the previous two years. These
“complex bereaved” children had an aver-

age of 1.7 additional stressors per child.
The researchers also recruited two
comparison groups: 128 community
controls—children of similar ages but
who had not experienced the death of
an immediate family member—and
110 children diagnosed with depres-
sion. The bereaved children were inter-
viewed about two months after the par-
ent’s death and again at six, 13, and 25
months after the death. The two control
groups were interviewed initially and at
six, 13, and 25 months later. Data were
please see Children on page 23
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edition of The Psychiatric Interview in
Clinical Practice, the authors continue to address the challenges
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Compound Improves Cognition
In Schizophrenia Patients

An agonist of the alpha-7 nicotinic acetylcholine receptor is found to im-
prove the mental performance of subjects with schizophrenia.

or over a decade, scientists have

attempted to find new drugs

for affective disorders by tar-

geting specific nerve receptors

known to be involved in those
conditions. Now investigators are starting
to use a similar tack to find valuable new
drugs for treating schizophrenia (Psychiat-
ric News, May 19).

One of the more provocative dramas
unfolding in this domain concerns the
alpha-7 nicotinic acetylcholine recep-
tor. Faulty alpha-7 receptors appear to be
responsible for some of the neurocogni-
tive deficits in schizophrenia, notably dif-
ficulty in paying attention. Moreover, nic-
otine has been found to enhance the action
of the alpha-7 receptors and to lead to a
modest improvement in neurocognition
function, especially in concentration, in
individuals with schizophrenia. Indeed,
the reason why persons with schizophre-
nia often smoke heavily may be because
nicotine helps them pay attention better
and think more clearly.

BY JOAN AREHART-TREICHEL

Robert Freedman, M.D., chair of psy-
chiatry at the University of Colorado
Health Science Center, Ann Olincy,
M.D., associate professor of psychiatry
there, and colleagues decided to search
for an alpha-7 receptor agonist that is
better than nicotine at enhancing the
mental performance of individuals with
schizophrenia. Freedman is also editor
in chief of the American Fournal of Psy-
chiatry.

The search led them to a compound
derived from a marine worm and dubbed
DMXB-A. After DMXB-A showed posi-
tive neurocognitive effects in both exper-
imental animals and in healthy human
volunteers, the researchers decided to
conduct a small “proof-of-concept” study
to see whether DMXB-A might also show
promise as a mental enhancer in individu-
als with schizophrenia.

Eleven persons with schizophrenia
participated in the trial. Although none
of them smoked, all were taking anti-
psychotic medications. On one day, they

received DMXB-A, and immediately
afterward their neurocognitive perfor-
mances were measured with the Repeat-
able Battery for the Assessment of Neu-
ropsychological Status (RBANS). The
RBANS measures attention, immedi-
ate memory, delayed memory, language
proficiency, and visuospatial ability. On
another day, the subjects received a pla-
cebo, and the RBANS was used to mea-
sure their neurocognitive performances
right after. The mental performances of
the subjects under the two conditions
were then compared.

DMXB-A led to significantly better
mental performances than the placebo
did, the researchers reported in the June
Avrchives of General Psychiatry. And these
superior performances were also greater
than those produced by nicotine in another
small study of schizophrenia subjects con-
ducted by the same group. Thus DMXB-A
mightindeed enhance the neurocognition
of individuals with schizophrenia and per-
haps better than nicotine does, the group
concluded.

Moreover, “we were surprised by the
marked effects that some of the patients
experienced in terms of the clearing of
their cognition and the decrease in their
symptoms,” Freedman added in an inter-
view with Psychiatric News. “We did not
expect that much effect after a single-day
administration [of DMXB-A]. Improve-
ment in schizophrenia, even for a brief

period, is always a heartening finding,
because it suggests the possibility that the
patients’ disability can improve.”

These results, however preliminary,
are “very important,” William Carpenter
Jr., M.D,, told Psychiatric News. Carpen-
ter is director of the Maryland Psychiat-
ric Research Center and a schizophrenia
authority. “Impaired cognition and pri-
mary negative symptoms are the critical
unmet therapeutic needs for schizophre-
nia.” And even if DMXB-A per se does
not pan out as a schizophrenia medica-
tion, it still adds to the growing body
of evidence that “the alpha-7 nicotinic
acetycholine receptor is the best molec-
ular target for new drug discovery in
schizophrenia.”

Freedman and his colleagues are now
conducting a phase 2 trial with DMXB-A,
and 30 subjects are enrolled. “We expect
results late this year,” he said.

The proof-of-concept trial was funded
by the Veterans Affairs Medical Research
Service, the National Institutes of Health,
the National Alliance for Research on
Schizophrenia and Depression, the Stan-
ley Medical Research Institute, and the
Institute for Children’s Mental Disor-
ders.

An  abstract of “Proof-of-Concept
Trial of an Alpba 7 Nicotinic Agonist in
Schizopbrenia” is posted at <bttp://arch
psyc.ama-assn.org/cgi/content/abstract/
63/6/630>. B

Children

continued from page 20

gathered from 1989 to 1996 and assessed
using DSM-III-R criteria. Significantly
more bereaved families (34 percent) and
those of depressed children (37 percent)
dropped out of the study by 25 months
compared with those of community con-
trols (8 percent). Lower socioeconomic
status correlated closely with withdraw-
ing from the study. The researchers will
address retention in another paper.

The primary outcome measure was
a scale summing symptoms of behav-
ioral, anxiety, mood, and other disorders
(BAMO), developed by Cerel and co-
author Mary Fristad, Ph.D., of Ohio State
University.

Bereaved children exhibited greater
psychopathology than did community

controls but less than depressed children.
On the combined BAMO scale, the aver-
age difference between the depressed and
control group was twice that between the
bereaved and control group.

There was one difference between the
simple and complex bereaved children.
BAMO scores were similar at the initial
interview, but the simple bereaved group’s
scores declined by the six-month inter-
view, while the complex bereaved group’s
score declined the most between six and
13 months.

Two other covariates were associated
with worse functioning by the children:
lower socioeconomic status and parental
depression. Loss of the deceased parent’s
income is important in itself, but also
affects the surviving family’s ability to
cope during a stressful time.

“The surviving parent is also bereft,”

SAD Patients

continued from page 16

jects), according to the researchers.

So there seem to be two types of SAD
patients, Lewy and his team concluded.
The biological clocks of most shift later
in winter, so they will respond to morn-
ing light treatment. A minority, however,
may have biological clocks that shift earlier
in winter, so they will respond to evening
light treatment.

“The old thinking was that [the cause of
SAD] was the shorter day,” said Lewyin an
interview. “The new thinking is that it is
either the later dawn or the earlier dusk.”

These findings also have a practical
implication, Lewy pointed out. A test to
determine which SAD patients have slow
clocks, and thus would respond to morn-
ing light therapy, and which SAD patients

have fast clocks, and thus would respond to
evening light therapy, is available only for
research purposes. However, it may become
clinically available in a year or two.

Now that SAD seems to show a strong
biological-clock component, it is time to
see whether there might also be a circa-
dian-misalignment component to nonsea-
sonal depression, Lewy asserted. Its role
may be minor, he said, but “even if the role
is small, it is so easy to treat. You can give
light to just about anybody. It is extremely
safe.”

The study was funded by the Pub-
lic Health Service and the National Alli-
ance for Research on Schizophrenia and
Depression.

An abstract of “The Circadian Basis
of Winter Depression” is posted at <www.
pnas.org/cgi/content/abstract/103/19/
7414>. A

said Pfeffer. “The child has lost one parent
and has one distraught parent with his or
her own psychological problems and can’t
parent well.”

The study results may indicate that
bereaved children are not as depressed as
is commonly believed or that they have
symptoms of disorders other than depres-
sion, said Pfeffer. Her own studies of chil-
dren who losta parentin the September 11
attacks have revealed a greater incidence of
anxiety disorders than that found in con-
trols, for instance.

The researchers found no difference
between a death long anticipated by the
family and a sudden death. “Although a
sudden death is shocking, living with a
dying parent for weeks, months, or years
is also difficult for a child and puts stress
on the entire family,” they said.

Anticipation of a parent’s death requires
further prospective study, said Pfeffer.
Children may develop symptoms during
the course of the parent’sillness, and some
may find that death brings a sense of relief.
“It would help to know how children feel
before and after a parent’s death,” she said,
to learn which symptoms appear at which
time.

Thus, when a child’s parent dies, clini-
cians should be aware of risk factors like
depressive symptoms in the surviving
parent, other stressful family events, and
lower socioeconomic status, wrote Cerel
and her team. Such children, they con-
cluded, “will warrant more careful moni-
toring, and support for their grieving par-
ents will be an important part of their own
recovery.”

Future research will go beyond symp-
toms of psychopathology and look at grief
emotions in these children, risk behaviors,
and behavior in school, said Cerel.

An abstract of “Childbood Bereave-
ment: Psychopathology in the 2 Years

Postparental Death” is posted at <www.
nchi.nlm.nib.gov/entrez/query.fcgizemd
=Retrieve&rdb=pubmed&dopt=Abstract&
list--uids=16721318&itool=iconabstrd»
query--bl=5&itool=pubmed—docsum>. W

NAMI Honors
Psychiatrists
For Disaster Relief

he National Alliance on Mental Illness

(NAMI) honored 16 physicians with
Exemplary Psychiatrists Awards during
APA’s 2006 annual meeting in Toronto in
May. The 2006 awards focus on psychia-
trists who have made substantial contribu-
tions to state or local NAMI activities and
demonstrate exemplary commitment and
expertise in the area of disaster psychiatry.
The annual award program is supported
by Eli Lilly and Co.

The following received the awards:

Gregory Binus, M.D.
Linda Carpenter, M.D.
Mary Diamond, D.O.
Avrim Fishkind, M.D.
Elizabeth Henderson, M.D.
Mary Mandell, M.D.
Andrew Morris, M.D.
James Nininger, M.D.
Carol North, M.D.
Anand Pandya, M.D.
Ilisse Perlmutter, M..D.
David Post, M.D.

Robert Rosenheck, M.D.
John Sargent, M.D.
Jeffrey Taxman, M.D.
Bryan P. Warren, M.D. B
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COMPARABLE EFFICACY

Consistent results in head-to-head studies'

BPRS Core Items

42% 42% 4” % 42%

GEODON Olanzapine GEODON Risperidone
(n=70) (n=84) (n=87) (n=94)

Mean % improvement from baseline at end point

A 6-week, double-blind, randomized study of GEODON vs olanzapine and an 8-week,
double-blind, randomized study of GEODON vs risperidone.

® BPRS core items include hallucinatory behavior, unusual thought content,
conceptual disorganization, and suspiciousness

® Comparable efficacy was maintained in double-blind extension studies
—up to 1 year vs risperidone!
—up to 6 months vs olanzapine*

GEODON is indicated for the treatment of schizophrenia and of acute manic or mixed
episodes associated with bipolar disorder.

Elderly patients with dementia-related psychosis treated with atypical antipsychotic drugs are at an
increased risk of death compared to placebo. GEODON is not approved for the treatment of patients
with dementia-related psychosis.

GEODON is contraindicated in patients with a known history of QT prolongation, recent acute
myocardial infarction, or uncompensated heart failure, and should not be used with other QT-prolonging
drugs. GEODON has a greater capacity to prolong the QT interval than several antipsychotics. In some
drugs, QT prolongation has been associated with torsade de pointes, a potentially fatal arrhythmia. In
many cases this would lead to the conclusion that other drugs should be tried first.

Hyperglycemia-related adverse events, sometimes serious, have been reported in patients
treated with atypical antipsychotics. There have been few reports of hyperglycemia or diabetes
in patients treated with GEODON, and it is not known if GEODON is associated with these
events. Patients treated with an atypical antipsychotic should be monitored for symptoms of
hyperglycemia.

In short-term schizophrenia trials, 10% of GEODON-treated patients experienced a weight
gain of 2/% of body weight vs 4% for placebo. In the same short-term trials, the most common
adverse events were somnolence (14%) and respiratory tract infection (8%).
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WITHOUT COMPROMISING METABOLIC PARAMETERS

Significant results in switch studies'

Body Weight (in) Total Cholesterol (mg/dL)

Switched Switched Switched Switched
from from from from

olanzapine risperidone olanzapine risperidone

gEoDoN MR GEODON geEoDoN N GEODON
2278 -157 -18" -13°

*P<0.05
**P<(0.001

Two 1-year open-label extensions of 6-week, open-label switch studies in patients suboptimally
controlled due to partial response or poor tolerability.

® Patients switching to GEODON from olanzapine and risperidone also
experienced reductions in triglycerides®

In the acute head-to-head studies...

® |n the GEODON vs olanzapine study, olanzapine significantly increased body
weight (8 Ib vs 2 Ib for GEODON, P<0.0001)'?

® In the GEODON vs risperidone study, risperidone increased body weight
(2 Ib vs O Ib for GEODON, P<0.01)*?

GEODON

ziprasidone HCl| Oral Capsules

o)

Please see brief summary of prescribing information on adjacent page. NEUROSCIENCE




Hawaii Psychiatrist Honored
For Advocacy Efforts

March 8 was named Dr. Krishna Kumar Day by County of Kauai Mayor

Bryan Bapitiste.

egislators and politicians of

every stripe in Hawaii who

know something about psy-

chiatry and mental health

most likely know about
Krishna Kumar, M.D.

For more than two decades Kumar has
been a force in the state’s battles over insur-
ance coverage of mental illness, affordable
access to the antipsychotic clozapine, psy-
chologist prescribing privileges, stigma,

BY MARK MORAN

and other issues. In that time, he has gar-
nered honors and commendations from
political leaders in the Aloha State at every
level; and this year, Bryan Baptiste, mayor
of the County of Kauai, Hawaii, named
March 8 “Dr. Krishna Kumar Day.”

“Dr. Kumar’s 35-year journey as a psy-
chiatrist has always been about his dedica-
tion to our community and especially our
children,” Baptiste said. “He is able to pro-
vide treatment and care to many psychiat-

ric patients and their families, collaborat-
ing with various health care professionals
for comprehensive care of the patient, and
removing the stigma of mental illness by
improving awareness.”

The honor caps a career devoted to
working in the public arena to improve
treatment of mental illness and to raise the
status of psychiatry. Kumar (who became
an APA distinguished life fellow during
the convocation at APA’s 2006 annual
meeting in Toronto) has served as presi-
dent of the Hawaii Psychiatric Medical
Association (HPMA) and for seven years
as the chair of its Public Affairs Commit-
tee. In those capacities and as a clinician
and private citizen, he has worked with
the Hawaii Medical Association, Ameri-
can Medical Association, advocacy groups,
legislators, employers, and insurance lead-
ers in the state.

BRIEF SUMMARY. See package insert for full prescribing information.
Increased Mortality in Elderly Patients with Dementia-Related Psychosis: Elderly patients with dementia-related psychosi with

information and instructions in the Patient i be di with patients. Laboratory Tests: Patients being considered
for GEODON treatment who are at risk of significant electrolyte disturbances should have baseline serum potassium and magnesium

atypical antipsychotic drugs are at an increased risk of death compared to placebo. Analyses of seventeen placebo controlled trials
(modal duration of 10 weeks) in these patients revealed a risk of death in the drug-treated patients of between 1.6to 1.7 times that seen
in placebo-treated patients. Over the course of a typical 10 week controlled trial, the rate of death in drug-treated patients was ahout
4.5%, compared to a rate of about 2.6% in the placebo group. Although the causes of death were varied, most of the deaths appeared
to be either cardiovascular (e.9., heart failure, sudden death) or infectious (e.g., pneumonia) in nature. GEODON (ziprasidone) is not
approved for the treatment of patients with Dementia-Related Psyl:hnsis

INDICATIONS—GEODON Capsules is indi iaand acute manic or mixed epi with
bipolar disorder with or without psychotic lealures GEODON® (Z|praS|dnne mesylate) for Injection is indicated for acute agitationin
schizophrenic patients.
CONTRAINDICATIONS — QT Prolongation: Because of GEODON's dose-related prolongation of the QT interval and the known association
of fatal arrhythmias with QT prolongation by some other drugs, GEODON is contraindicated in patients with a known history of QT
prolongation (including congenital long QT syndrome), with recent acute myocardial infarction, or with uncompensated heart failure (see
WARNINGS ). Pharmacokinetic/pharmacodynamic studies between GEODON and other drugs that prolong the QT interval have not been
performed. An additive effect of GEODON and other drugs that prolong the QT interval cannot be excluded. Therefore, GEODON should not
be given with dofetilide, sotalol, quinidine, other Class la and Il anti- arrhymmlcs mesoridazine, thioridazine, chlorpromazine, droperidol,
pimozide, sparfloxacin, gatlfloxaun moxifloxacin, idine, arsenic trioxide, levomethadyl acetats
mesylate, probucol, or tacrolimus. GEODON is also contraindicated with drugs that have demonstrated QT prolongation as one of their
pharmacodynamic effects and have this effect described in the full prescribing information a ion oraboxed or bolded warning
(see WARNINGS ). GEODON is contraindicated in individuals with a known hypersensitivity to the product. WARNINGS —Increased
Mortality in Elderly Patients with Dementia-Related Psychosis: Elderly patients with dementia-related psychosis treated with atypical
antipsychotic drugs are at an increased risk of death compared to placebo. GEODON (ziprasidone) is not approved for the treatment
of patients with dementia-related psychosis (see Boxed Warning). QT Prolongation and Risk of Sudden Death: GEODON use should
he avoided in combination with other drugs that are known to prolong the QT; interval. Additionally, clinicians should be alert to the
identification of other drugs that have been consistently observed to prolong the QT interval. Such drugs should not be prescribed with
GEODON. A study directly comparing the QT/QT;-prolonging effect of GEODON with several other drugs effective in the treatment of
schizophrenia was conducted in patient volunteers. The mean increase in QT; from baseline for GEODON ranged from approximately
9to 14 msec greater than for four of the comparator drugs (risperidone, olanzapine, quetiapine, and haloperidol), but was
approximately 14 msec less than the prolongation observed for thioridazine. Inthis study, the effect of GEODON on QT; length was not
augmented by the presence of a metabolic inhibitor (ketoconazole 200 mg bid). In placeho-controlled trials, GEODON increased the
QT interval compared to placeho by approximately 10 msec at the highest recommended daily dose of 160 mg. In clinical trials the
electrocardiograms of 2/2988 (0.06%) GEODON patients and 1/440 (0.23%) placeho patients revealed QT intervals exceeding the
potentially clinically relevantthreshold of 500 msec. Inthe GEODON patients, neither case suggesled arole of GEODON. Some drugs
that prolong the QT/QT interval have been iated with the oftorsade de points ith sudden unexplained death.
The relationship of QT prolongation to torsade de pointes is clearest for larger increases (20 msec and greater) but it is possible that
smaller QT/QT prolongations may also increase risk, or increase it in susceptible individuals, such as those with hypokalemia,
hypomagnesemia, or genetic predisposition. Although torsade de pointes has not been observed in association with the use of GEODON
atrecommended doses in premarketing studies, experience is too limited to rule out an increased risk. A study evaluating the QT/QT;
prolonging effect of inframuscular GEODON, with intramuscular haloperidol as a control, was conducted in patient volunteers. Inthe
trial, ECGs were obtained at the time of maximum plasma concentration following two injections of GEODON (20 mg then 30 mg) or
haloperidol (7.5 mg then 1[I mg) glven four hours apart. Note that a 30 mg dose of intramuscular GEODON is 50% higher than the
(T, from baseline was calculated for each drug using a sample-based correction
that removes the effect of heart rate onthe QT |nlerva| The mean increase in QT from baseline for GEODON was 4.6 msec following
thefirstinjectionand 12.8 msec following the second injection. The mean increase in QT; from baseline for haloperidol was 6.0 msec
following the first injection and 14.7 msec following the second injection. In this study, no patient had a QT interval exceeding 500
msec. As with other antipsychotic drugs and placebo, sudden unexplained deaths have been reported in patients taking GEODON at
recommended doses. The premarketing experience for GEODON did not reveal an excess of mortality for GEODON compared to other
antipsychotic drugs or placebo, but the extent of exposure was limited, especially for the drugs used as active controls and placebo.
Nevertheless, GEODON’s larger prolongation of QT length compared to several other antipsychotic drugs raises the possibility that
lhe risk of sudden death may be greater for GEDIJON than for other available drugs for treating schizophrenia. This possibility needs
g products. Certain circumstances may increase the risk of the occurrence of torsade
de pointes and/or sudden death in association with the use of drugs that prolong the QT; interval, including (1) bradycardia; (2)
hypokalemia or hypomagnesemia; (3) concomitant use of other drugs that prolong the QT; inlerval; and (4) presence of congenital
prolongation of the QT interval. GEODON should also be avoided in patients with congenital long QT syndrome and in patients with a
history of cardiac arrhythmias (see CONTRAINDICATIONS, and see Drug Interactions under PRECAUTIONS). It is recommended that
patients being considered for GEODON treatment who are at risk for significant electrolyte disturbances, hypokalemia in particular,
have haseline serum potassium and magnesium measurements. Hypokalemia (and/or hypomagnesemia) may increase the risk of
OTprnInngatlun and arrhylhmla Hypnkalem|a may resultfrom diuretic therapy, diarrhea, and other causes. Patients with low serum
with Itis essential to periodically
monitor serum electrolytesin pallentslurwhnm diuretic therapy is introduced durlng GEODON treatment. Persistently prolonged at;
intervals may also increase the risk of further prolongation and arrhythmia, butitis not clear that routine screening ECG measuresare

. Low serum p and should be repleted before treatment. Patients who are started on diuretics during
GEODON therapy need penodlc monitoring of serum and magnesium. Discontinue GEODON in patients who are found to have
persistent QT, measurements >500 msec (see WARNINGS). Drug Interactions: (1) GEODON should not be used with any drug that prolongs
the QT interval. (2) Given the primary GNS effects of GEODON, caution should be used when itis taken in combination with other centrally
acting drugs. (3) Because of its potential for inducing hypotension, GEODON may enhance the effects of certain antihypertensive agents.
(4) GEODON may antagonize the effects of levodopa and dopamine agonists. Effect of Other Drugs on GEQDON: Carbamazepine, 200 mg
bid for 21 days, resulted in a decrease of approximately 35% in the AUC of GEODON. Ketoconazole, a potent inhibitor of CYP3A4, 400 mg
qd for 5 days, increased the AUC and Cpyax 0f GEODON by about 35%-40%. Crmelld/ne 800 mg qd for 2 days, did not affect GEODON
pharmacokinetics. Coadministration of 30 mL of Maalox did not affect GEODON kineti Populallon phar inetic analysi
of schizophrenic patients in controlled clinical trials has not revealed any clinically significant with benztropine,
propranolol, or lorazepam. Effect of GEODON on Other Drugs: In vitro studies revealed little potential for GEODON to interfere with the
metabolism of drugs cleared primarily by CYP1A2, CYP2C9, CYP2C19, CYP2D6, and CYP3A4, and little potential for drug interactions with
GEODON due to displacement. GEODON 40 mg bid administered concomitantly with /ithium450 mg bid for 7 days did not affect the steady-
state level or renal clearance of lithium. GEODON 20 mg bid did not affect the pharmacokinetics of concomitantly administered oral
contraceptives, ethinyl estradiol (0.03 mg) and levonorgestrel (0.15 mg). Consistent with in vitro results, a study in normal healthy volunteers
showed that GEODON did not alter the metabolism of dextromethorphan, a CYP2D6 model substrate, to its major metabolite, dextrorphan.
There was no statistically significant change in the urinary dextromethorphan/dextrorphan ratio. Carcinogenesis, Mutagenesis,
Impairment of Fertility: Lifetime carcinogenicity studies were conducted with GEODON in Long Evans rats and CD-1 mice. In male mice,
there was no increase in incidence of tumors relative to controls. In female mice there were dose-related increases in the incidences of
pituitary gland adenoma and carcinoma, and mammary gland adenocarcinoma at all doses tested. Increases in serum prolactin were
observed ina 1-month dietary study in female, but not male, mice. GEODON had no effect on serum prolactin in rats in a 5-week dietary
study at the doses that were used in the carcinogenicity study. The relevance for human risk of the findings of prolactin-mediated endocrine
tumors in rodents is unknown (see Hyperprolactinemia). Mutagenesis: There was a reproducible mutagenic response in the Ames assay
in one strain of S. fyphimurium in the absence of metabolic activation. Positive results were obtained in both the in vitro mammalian cell
gene mutation assay and the in vitro chromosomal aberration assay in human lymphocytes. Impairment of Fertilit: GEODON increased
timeto copulationin Sprague-Dawley rats in two fertility and early embryonic development studies at doses of 10to 160 mg/kg/day (0.5t
8 times the MRHD of 200 mg/day on a mg/m? basis). Fertility rate was reduced at 160 mg/kg/day (8 times the MRHD on a mg/m? basis).
There was no effect on fertility at 40 mg/kg/day (2 times the MRHD ona mg/m? basis). The fertility of female rats was reduced. Pregnancy—
Pregnancy Category C: There are no adequate and well-controlled studies in pregnant women. GEODON should be used during pregnancy
only ifthe potential benefit justifies the potential risk to the fetus. Labor and Delivery: The effect of GEODON on labor and delivery in humans
is unknown. Nursing Mothers: It is not known whether, and if so in what amount, GEODON or its metabolites are excreted in human milk.
Itis recommended that women receiving GEODON should not breast feed. Pediatric Use: The safety and effectiveness of GEODON in
pediatric patients have not been established. Geratric Use: Of the approximately 4500 patients treated with GEODON in clinical studies,
2.4% (109) were 65 years ofage or over. In general, there was no indication of any different tolerability for GEODON or of reduced clearance
of GEODON in the elderly compared to younger adults. Nevertheless, the presence of multiple factors that might increase the
pharmacodynamic response to GEODON, or cause poorer tolerance or orthostasis, should lead to consideration of a lower starting dose,
slowertitration, and careful monitoring during the nitial dosing period for some elderly patients. ADVERSE REACTIONS — Adverse Findings
Observed in Short-term, Placebo-Controlled Trials: The following findings are based on the short-term placebo-controlled premarketing
trials for schizophrenia (@ pool of two 6-week, and two 4-week fixed-dose trials) and bipolar mania (@ pool of two 3-week flexible-dose trials)
inwhich GEODON was administered in doses ranging from 10 to 200 mg/day. Adverse Events Associated with Discontinuation:
Schizophrenia: Approximately 4.1% (29/702) of GEODON-treated patients in short-term, placebo-controlled studies discontinued treatment
due to an adverse event, compared with about 2.2% (6/273) on placebo. The most common event associated with dropout was rash,
including 7 dropouts for rash among GEODON patients (1%) compared to no placebo patients (see PRECAUTIONS). Bipolar Mania:
Approximately 6.5% (18/279) of GEODON-treated patients in short-term, placebo-controlled studies discontinued treatment due to an
adverse event, compared with about 3.7% (5/136) on placebo. The most common events associated with dropoutin the GEODON-treated
patients were akathisia, anxiety, depression, dizziness, dystonia, rash and vomiting, with 2 dropouts for each of these events among GEODON
patients (1%) compared to one placebo patient each for dystoniaand rash (1%) and no placebo patients for the remaining adverse events.
Adverse Events at an Incidence 5% and at Least Twice the Rate of Placebo: The most commonly observed adverse events associated
with GEODON in schizophreniatrials were somnolence (14%) and respiratory tractinfection (8%). The most commonly observed adverse
events associated with the use of GEODON in bipolar mania trials were somnolence (31%), extrapyramidal symptoms (31%), dizziness
(16%), akathisia (10%), abnormal vision (6%), asthenia (6%), and vomiting (5%). The following st enumerates the treatment-emergent
adverse events that occurred during acute therapy, including only those events that occurred in 2% of GEODON patients and at a greater
incidence than in placebo. Schizophrenia: Body as a Whole—asthenia, accidental injury, chest pam Cardiovascular—tachycardia.
Digestive—nausea, constipation, dyspepsia, diarrhea, dry mouth, anorexia. Nervous omnolence, akathisia,
dizziness. Respiratory—respiratory tract infection, rhinitis, cough increased. Mﬂwdagﬁ—rash fungal dermatitis. Special
Senses—abnormal vision. Bipolar Mania: Body as a Whol e—headache asthenla acmdenlal injury. Cardiovascular— hypertension.
Digestive—nausea, diarrhea, dry mouth, vomiting, i Muscu\oskeletal—mya\gla Nervous—
somnolence, extrapyramidal symptoms, dizziness, akathisia, anxiety, hypesthesm speech disorder. Respiratory—pharyngitis, dyspnea.
Skin and Appendages—fungal dermatitis. Special Senses—abnormal vision. Dose Dependency: An analysis for dose response in the
schizophrenia trials revealed an apparent relation of adverse event to dose for the following: asthenia, postural hypotension, anorexia, dry
mouth, mcreased salivation, arthralgia, anxiety, dizziness, dystonia, hypertonia, somnolence, tremor, rhinitis, rash, and abnormal vision.

effective in detecting such patients. Rather, GEODON should b illness,
eg, QT prolongation, recent acute myocardial infarction, uncompensated hearllallure or cardiac arrhythmia. GEODON should be
discontinued in patients who are found to have persistent 0 0 m: (NMS):A
potentially fatal symptom complex sometimes referred toas Neuroleptlc Malignant Synd rome (NMS) has been reported in association with
administration of antipsychotic drugs. The management of NMS should include: (1) immediate discontinuation of antipsychotic drugs and
other drugs not essential to concurrent therapy; (2) intensive symptomatic treatment and medical monitoring; and (3) treatment of any
concomitant serious medical problems for which specific treatments are available. If a patient requires antipsychotic drug treatment after
recovery from NMS, the potential reintroduction of drug therapy should be carefully considered. The patient should be carefully monitored,
since recurrences of NMS have been reported. Tardive Dyskinesia (TD): A syndrome of potentially irreversible, involuntary, dyskinetic
movements may develop in patients ing treatment with antipsychotic drugs. Although the p of TD appears to be highest
among the elderly, especially elderly women, itis impossible to rely upon prevalence estimates to predict, at the inception of antipsychotic
treatment, which patients arelikely to develop TD. If signs and symptoms of TD appearin a patient on GEODON, drug discontinuation should
be considered. Hyperglycemia and Diabetes Mellitus: Hyperglycemia-related adverse events, sometimes serious, have been reported in
patients treated with atypical antipsychotics. There have been few reports of hyperglycemia or diabetes in patients treated with GEODON,
and itis not known if GEODON is associated with these events. Patients treated with an atypical antipsychotic should be monitored for
symptoms of hyperglycemia. PRECAUTIONS — General: Rash: In premarketing trials, about 5% of GEODON patients developed rash
and/or urticaria, with discontinuation of treatment in about one-sixth of these cases. The occurrence of rash was dose related, although the
finding might also be explained by longer exposure n higher-dose patients. Several patients with rash had signs and symptoms of associated
systemicillness, e.g., elevated WBGs. Most patients improved promptly upon treatmem with antihistamines or steroids and/or upon

(EPS): Theincidence of reported EPS for GEODON patients in the short-term, placebo-controlled schizophrenia
ma\swas 14% vs 8% for placebo Objectively collected data from those trials on the Simpson-Angus Rating Scale and the Barnes Akathisia
Scale did not generally show a difference between GEODON and placebo. Vital Sign Changes: GEODON is associated with orthostatic
hypotension (se¢ PRECAUTIONS). Weight Gain: In short-term schizophrenia trials, the proportions of patients meeting a weight gain
criterion of 7% of body weight were compared, revealing a stati greater incidence of weight gain for GEODON patients
(10%) vs placebo patients (4%). A median weight gain of 0.5 kg was observed in GEODON patients vs 0.0 kg in placebo patients. Weight
gain was reported as an adverse event in 0.4% of both GEODON and placebo patients. During long-term therapy with GEODON, a
categorization of patients at baseline on the basis of body mass index (BMI) showed the greatest mean weight gain and the highest incidence
of clinically significant weight gain (>7% of body weight) in patients with alow BMI (<23) compared to normal (23-27) or overweight (>27)
patients.There was a mean weight gain of 1.4 kg for patients with a “low” baseline BMI, 0.0 kg for patients with a “normal” BMI, and a 1.3
kg mean weight loss for patients with a “high” BMI. ECG Changes: GEODON is associated with an increase in the QT interval (see
WARNINGS). In schi jatrials, GEODON was iated with a mean increase in heart rate of 1.4 beats per minute comparedtoa 0.2
beats per minute decrease among placebo patients. Other Adverse Events Observed During the Premarketing Evaluation of GEODON:
Frequent adverse events are those occurring in at least 1/100 patients; infrequent adverse events are those occurring in 1/100 to 1/1000
patients; rare events are those occurring in fewer than 1/1000 patients. Schizophrenia: Body as a Whole — Frequent: abdominal pain, flu
syndrome, fever, accidental fall, face edema, chills, photosensitivity reaction, flank pain, hypothermia, motor vehicle accident. Cardiovascular
System— Frequent:tachycardia, hypertension, postural hypotension; Infrequent: bradycardia, angina pectoris, atrial fibrillation; Rare: first-
degree AV block, bundle branch block, phlebitis, pulmonary embolus, cardiomegaly, cerebral infarct, cerebrovascular accident, deep
thrombophleb\tls myocarditis, thrombophlebitis. Digestive System— Frequent: anorexia, vomiting; /nfrequent: rectal hemorrhage,

discontinuation of GEODON, and all patients were reported to recover of rashforwhichan ive etiology
cannot be dentified, GEODON should be discontinued. Orthostatic Hypotension: GEODON may induce orthostatic hypotension associated
with dizziness, tachycardia, and, in some patients, syncope, especially during the initial dose-titration period, probably reflecting its oy
adrenergic antagonist properties. Syncope was reported in 0.6% of GEODON patients. GEODON should be used with particular caution in
patients with known cardiovascular disease (istory of myocardial infarction or ischemic heart disease, heamallure or conduction
abnormalities), cerebrovascular disease or conditions that would predispose patients to h lemia, and
treatment with antihypertensive medications). Seizures: In clmlcal trials, seizures occurred in 0.4% ofGEODON patlems There were
confounding factors that may have contributed to seizures in many of these cases. As ith other antipsychotic drugs, GEODON should be
used cautiously in patients with a history of seizures or with conditions that potentially lower the seizure threshold, e.g., Alzheimer's dementia.
Conditions that lower the seizure threshold may be more prevalentin a population of 65 years or older. Dysphagia: Esophageal dysmotility
and aspiration have been associated with antipsychotic drug use. Aspiration pneumonia is acommon cause of morbidity and mortality in
elderly patients, in particular those with advanced Alzheimer's dementia, and GEODON and other antipsychotic drugs should be used
cautiously in patients at risk for aspiration pneumonia. (See also Boxed WARNING, WARNINGS: Increased Mortality in Elderly Patients
with Dementia-Related Psychosis). Hyperprolactinemia: As with other drugs that antagonize dopamine D, receptors, GEODON elevates
prolactin levels in humans. Tissue culture experiments indicate that approximately one third of human breast cancers are prolactin dependent
invitro, afactor of potentialimportance if the prescription of these drugs is contemplated in a patient with previously detected breast cancer.

Neither clinical studies nor epidemic dies conducted to date have shown an association between chronic administration of this class
ofdrugsand i is in humans; ilable evidence is considered too limited to be conclusive at this time. Potential for Cognitive

and Motor Impairment: Somnolence was acommonly reported adverse eventin GEODON patients. Inthe 4- and 6-week placebo-controlled
trials, somnolence was reported in 14% of GEODON patients vs 7% of placebo patients. Somnolence led to discontinuation in 0.3% of
patients in short-term clinical trials. Since GEODON has the potential to impair judgment, thinking, or motor skills, patients should be
cautioned about performing activities requiring mental alertness, such as operating amotor vehicle (including automobiles) or operating
hazardous machinery until they are reasonably certain that GEODON therapy does notaffect them adversely. Priapism: One case of priapism
was reported in the premarketing database. Body Temperature Regulation: Afthough not reported with GEODON in premarketing trials,
disruption of the body’s ability to reduce core body temperature has been attributed to antipsychotic agents. Suicide: The possibility of a
suicide attempt is inherent in psychotic illness and close supervision of high-risk patients should accompany drug therapy. GEODON
prescriptions should be written for the smallest quantity of capsules consistent with good patient management to reduce overdose risk.
Use in Patients with Concomitant lliness: Clinical experience with GEODON in patients with certain concomitant systemm illnessesis ||m|ted

phagia, tongue edema; Rare: gum hemorrhage, jaundice, fecal impaction, gamma glutamy! transpeptidase increased, hematemesis,
cholestatic jaundice, hepatitis, hepatomegaly, leukoplakia of mouth, fatty liver deposit, melena. Endocrine— Rare: hypothyroidism,
hyperthyroidism, thyroiditis. emlcand Lymphatlc System—/nfrequent anemia, ecchymosis, leukocytosis, leukopenia, eosinophilia,
lymphadenopathy; Rare: hocytosis, monocytosis, basophilia, lymphedema, polycythemia,
thrombocythemia. Metabolic and Nutrmona\ Dlsorders—/nfrequent thlrst 1ransam|nasemcreased peripheral edema, hyperglycemia,
creatine phosphokinase increased, alkaline pt increased, hyperct hydration, lactic dehydrogenase increased,
albuminuria, hypokalemia; Rare: BUN increased, creatining increased, hyperllpem\a hypochclesteremla hyperkalemia, hypochloremia,
hypoglycemia, hyponatremia, hypoproteinemia, glucose tolerance decreased, gout, hyperchloremia, hyperuricemia, hypocalcemia,
hypoglycemic reaction, hypomagnesemla ketosis, respiratory alkalosis. Musculoskeletal System— Frequent: myalgia;
Infrequent:tenosynovitis; Rare: myopathy lervous System — Frequent‘agrtaﬂon extrapyramidal syndrome, tremor, dystonla hypertonia,
dyskinesia, hostility, twitching, p ion, vertigo, hypokinesia, hyperkinesia, abnormal gait, oculogyric crisis, hypesthesia,
ataxia, amnesia, cogwheel ng\dlty delmum hyputoma akinesia, dysarlhna withdrawal syndrome, buccoglossal syndrome, choreoathetoms
diplopia, paralysis; Rare:myoclonus, torticollis,
reﬂexesmcreased trismus. esplratou System Frequenl dyspnea; ia, epistaxis; Rare:t ,Iarynglsmus.
Skin and Appendages— Infrequent: maculopapular rash, urticaria, alopecia, eczema, exfoliative dermatitis, contact dermatitis,
vesiculobullous rash. Special Senses—Frequent: fungal dermatitis; Infrequent: conjunctivitis, dry eyes, tinnitus, blepharitis, cataract,
photophobia; Rare:eye hemorrhage, visual field defect, keratitis, keratoconjunctivitis. Urogenital System —/nfrequent:impotence, abnormal
ejaculation, amenorrhea, hematuria, menorrhagia, female lactation, polyuria, urinary retention, metrorrhagia, male sexual dysfunction,
anorgasmia, glycosuria; Rare: gynecomastia, vaginal hemorrhage, nocturia, oliguria, female sexual dysfunction, uterine hemorrhage.
Adverse Finding Observed in Trials of Intramuscular GEODON: In these studies, the most commonly observed adverse events associated
with the use of intramuscular GEODON (=5%) and observed at arate on intramuscular GEODON (inthe higher dose groups) at least twice
that of the lowest intramuscular GEODON group were headache (13%), nausea (12%), and somnolence (20%). Adverse Events at an
Incidence >1% in Short-Term Fixed-Dose Intramuscular Trials: The following list enumerates the treatment-emergent adverse events
that occurred in >1% of GEODON patients (in the higher dose groups) and at least twice that of the lowest intramuscular GEODON group.
BodyasaWhole—headache, injection site paln asthenia, abdominal pain, lu syndrome, back pain. Cardiovascular—postural hypotension,
hypertension, bradycardia, vasodilation. Digestive—nausea, rectal hemorrhage, diarrhea, vomiting, dyspep5|a ancrexm constlpatmn
tooth disorder, dry mouth. Nervous—dizziness, anxiety, insomnia, lence, akathisia, agitation, extrapy
cogwheel rigidity, parestt lity disorder, psychosis, speech disorder. Respiratory—rhinitis. Skm andAerndage —

GEODON has not been evaluated or used to any appreciable extentin patients with a recent history of myocardial infarction or

furunculosis, sweating. Uro enital al—dysmenorrhea, priapism. DRUG ABUSE AND DEPENDENCE— Controlled Substance Class:

disease. Patients with these diagnoses were excluded from premarketing clinical studies. Because of the risk of QT prolongation and
orthostatic hypotension with GEODON, caution should be observed in cardiac patients (see QT Prolongation and Risk of Sudden Deathin
WARNINGS and Orthostatic Hypotension in PRECAUTIONS). Infarmation for Patients: To ensure safe and effective use of GEODON, the

GEODON is nota controlled substance. OVERDOSAGE —In premarketing trials in over 5400 patients, accidental or intentional overdosage
of GEODON was documented in 10 patients. All patients survived without sequelae. In the patient taking the largest confirmed amount (3240
mg), the only symptoms reported were minimal sedation, slurring of speech, and transitory hypertension (BP 200/75).

References: 1. Data on file. Pfizer Inc., New York, NY. 2. Simpson GM, Glick ID, Weiden PJ, Romano SJ, Siu CO. Randomized, controlled, double-blind multicenter comparison of the efficacy and tolerability of ziprasidone and

olanzapine in acutely ill inpatients W|th schizophrenia or sch\zoaffectwe disorder. Am J Psychiatry. 2004;161:1837-1847.

3. Addington DEN, Pantelis C, Dineen M, Benattia |, Romano SJ. Efficacy and tolerability of ziprasidone

versus risperidone in patients with acute exacerbation of schizophrenia or schizoaffective disorder: an 8-week, double-blind, multicenter Yrial. J Clin Psychlatry 2004; 65:1624-1633. 4. Simpson GM, Weiden P, Pigott T,
Murray S, Siu CO, Romano SJ. Six-month, blinded, multicenter continuation study of ziprasidone versus olanzapme in sch\zophrema. Am J Psychiatry. 2005;162:1535—1538. 5. Weiden PJ, Loebel A, Yang R, Lebovitz H.

Course of weight & metabolic benefits 1 year after switching to ziprasidone. Presented at: American Psychiatric Association Annual Meeting; May 1-6, 2004; New York, NY.
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Krishna Kumar, M.D.

Among the efforts in which he has been
involved, Kumar cites the HPMA’s work to
improve health insurance coverage for men-
tal illness as among the most gratifying.

“In 1975, the first outpatient visit to
obtain treatment from a psychiatrist was
not covered by the insurance companies
in Hawaii, and there was an annual cap of
$500 for all outpatient psychiatric treat-
ment,” he said. “Today six psychiatric dis-
orders have unlimited insurance cover-
age, and other psychiatric disorders have
24 outpatient visits a year for each family
member. There is a provision for exchang-
ing two outpatient visits for each hospital
day of coverage.”

As chair of the district branch’s Public
Affairs Committee, Kumar led a candle-
light ceremony for two consecutive years
at the Hawaii statehouse to raise public
awareness about mental illness and to com-
bat stigma. The ceremony attracted more
than 3,000 people each time, he said.

In 1995 Kumar received an Exemplary
Psychiatrist Award from the National
Alliance on Mental Illness “for exemplify-
ing the kind of professional treatment and
personal caring we strive to make avail-
able to all people who have severe mental
illnesses.” W

Human Rights Award

PA members are asked to submitnom-

inations for APA’s 2007 Human Rights
Award. The award, conferred yearly on an
individual and/or an organization, recog-
nizes efforts that exemplify the capacity
of human beings to act courageously and
effectively to prevent human rights viola-
tions, to protect others from human rights
violations and their psychiatric conse-
quences, and to help victimsrecover from
human rights abuses.

Nomination letters should succinctly
describe the contributions that are the
basis for the nomination and be accompa-
nied by the individual’s curriculum vitae or
the organization’s mission statement.

Recipients will receive a plaque, to be
presented at the Convocation of Fellows at
APA’s 2007 annual meeting in May.

The deadline for receipt of nomina-
tions is August 15. Materials should be
submitted by mail to Office of Inter-
national Activities, APA, 1000 Wilson
Boulevard, Suite 1825, Arlington, Va.
22209; fax to (703) 907-1087; or e-mail
to edalder@psych.org. B
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Whatever Your Passion,
Indulge It in New York

Give your regards to Broadway and other favorite Big Apple sites while

you are in town for APA’s fall meeting.

here could be no better
time to visit New York
City than October 5 to 8
to attend APA’s 58th Insti-
tute on Psychiatric Ser-
vices (IPS) at the Marriott Marquis Hotel
in Times Square. Early fall in the north-
east is always glorious, with its seasonally
mild temperatures and colorful foiliage. A
major election is being held this autumn,

Spencer Eth, M.D., is the local arrangements
consultant to the IPS Scientific Program
Committee.

How to Register

e Register online for the 2006 Institute on
Psychiatric Services at <www.psych.org/
edu/ann_mtgs/ips/06/index.cfm>.

e Or use the registration form found in the
preliminary program booklet and mail or fax
the completed form to APA. The booklet

can be obtained by calling (888) 357-7924.

Register before September 7 and save on
fees. A discounted fee is available for resi-
dents; medical students attend free.

BY SPENCER ETH, M.D.

and the city will be abuzz with campaigns
for governor and the U.S. Senate and
House of Representatives. Whether the
hometown baseball teams, the Yankees
and Mets, will be in the playoffs remains
to be seen, but as the saying goes, “You
gotta believe.”

Your base at the Marriott Marquis,
site of all IPS sessions, is in the center of
the Broadway theater district. Although
it is never too early to purchase advance
tickets for the hottest shows, rest assured
that there will be an opportunity to buy
discount tickets on the day of the per-
formance (and remember that Wednes-
day and Saturday are matinee days). You
might also consider the Off and Off-Off
Broadway productions. Several ticket ser-
vices can be accessed through an Inter-
net search of the term “Broadway theater
tickets.”

The city also abounds with world-class
opera, ballet, dance, and live music con-
certs of every imaginable variety. These
productions can be found at many loca-
tions throughout the city, including Lin-
coln Center and Carnegie Hall.

No trip to New York is complete
without a visit to at least one of the city’s
famous museums. Even if you have toured
the Metropolitan Museum of Art (the
Met), don’t miss a chance to view the ren-

ovated Museum of Modern Art, Gug-
genheim Museum, Whitney Museum of
American Art, or one of the smaller gems,
such as the Frick Collection. And there are
the Madison Avenue art galleries waiting
to be seen.

For visitors and locals alike, much
of the special pleasure of Manhattan is
found by simply walking through the
many distinctive neighborhoods. Armed
with a street-by-street guidebook (I sug-
gest Eyewitness New York), you can stroll
north from the Theater District to the 843
acres of Central Park. Be sure to stop by
the Strawberry Fields memorial to John
Lennon, the Angel of the Waters statue at
Bethesda Fountain, and the zoo.

Bordering the park is Central Park
West, home to the American Museum
of Natural History and the Planetarium
(don’t forget the kids), and the magnificent
Dakota and San Remo apartment build-
ings.

Heading south from Times Square on
the West Side are Chelsea and the Gar-
ment District, which blends into Green-
wich Village, home to universities, cof-
feehouses, and music clubs. The far west
end of Greenwich Village is now called the
Meat Packing District, where some of the
newer, trendier attractions are found.

Below Greenwich Village are SoHo
(South of Houston Street), TriBeCa (Tri-
angle Below Canal Street), Little Italy,
and Chinatown. At the bottom of Man-
hattan Island are the former site of the
World Trade Center, Wall Street, and the
Staten Island ferry station, the start of an
inexpensive boat trip and great view of
the Statue of Liberty. On the East Side of
Manhattan are famous landmarks, includ-
ing the United Nations and Empire State

buildings, Fifth Avenue, and St. Patrick’s
Cathedral.

Walking around the city, or even rid-
ing the subways, can stimulate an appe-
tite-not to worry, as Manhattan boasts a
seeming unlimited number of restaurants
catering to every style and taste. A pleas-
ant surprise is the quality and quantity of
lower-priced establishments. But, be sure
to review restaurant guides, such as Zagat
and Michelin, and make reservations for
your favorites.

General information about New York
City is readily available. Closer to October
you may also want to scan the weekly peri-
odicals (New Yorker, New York, Time Out
New York, and Village Voice) and newspa-
pers (New York Times, Post, and Daily News,
all available online). 'm looking forward to
seeing you in the Big Apple in October! B

Another Residency Program Joins APA’s 100% Club

he psychiatry residency
Ttraining program atthe

Delaware State Hospi-
tal Program of the Delaware
Psychiatric Center in New
Castle, Del., is the latest res-
idency program to have all
of its psychiatry residents
become members of APA.

It joins the ranks of
an exclusive organization
within APA: the 100% Club.
This club was established to
encourage residents through-
out the United States and
Canada to join APA and to do
so with other trainees in their
programs, according to Deb-
orah Hales, M..D., director of
APA’s Division of Education
and Career Development.

A photo of each program
that joins the 100% Club
will be turned into a poster
and mailed to every medical
school in the United States
and Canada to encourage
medical students to join APA.
In addition, programs in the
100% Club receive a major
textbook from American Psy-
chiatric Publishing Inc. and a
free online subscription to Focus: The Fournal
of Lifelong Learning for each year that all of
their residents are APA members.

“We are delighted to all be members of
APA and look forward to enjoying the ben-

.
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member today:

—————
| —— Delaware State Hospital Program of the
—_— Hos 2
—_— Delaware Psychiatric Center in New Castle, Del.
e — Training Director: Michele Fallon, M.D.

:-\-___._-:_‘:-.

—_— 100% of the psychiatry residents at Delaware State Hospital Program of

= the Delaware Psychiatric Center in New Castle, Del., have joined the
1 American Psychiatric Association. As APA members, they meet and network

with potential mentors, develop leadership skills, and are invited to attend the
largest psychiatric meeting in the world. Resident APA members are eligible
for numerous award fellowships and travel scholarships. They also receive
access to the top journals in the field, both in print and online. Check out
wwvw.psychiatryonline.org for a previcw.

Membership and meeting registration are FREE for medical students and
deeply discounted for residents!

Enhance your career and join us. Your membership in the APA will
strengthen the field of psychiatry and help our patients. Become an APA

Call (888) 35-PSYCH for membership information.

Back row from left: Jagwinder Sandhu, M.D., Sachidanand Kamtam, M.D., Izzeldeen Elhage, M.D., Ajay Sharma, M.D., Arshad Siddiqui, M.D.
Front row from left; Yadvinder Sandhu, M.D., Rhodora Tolentino, M.D., Anasuya Salem, M.D., Nana Berikashvili, Michele Fallon, M.D. (residency

training director), and Khaled Mirza, M.D.

efits of the 100% Club,” said Michele Fal-
lon, M.D., the program’s residency train-
ing director.

More information about the 100% Club
is available from Nancy Delanoche of APA’s
Division of Education and Career Develop-

ment at (703) 907-8635. Programs that
are interested in signing up all their resi-
dents should also contact Delanoche. B
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Special Lectures to Explore
Key Issues Facing Psychiatry

The lectures at the Institute on Psychiatric Services will be presented by an
impressive list of psychiatric clinicians, researchers, and policymakers.

hanks to the wonderful

resources available in and

near New York City and

the breadth of interests

represented on the Scien-
tific Program Committee of APA’s Insti-
tute on Psychiatric Services (IPS), we
have a remarkably diverse plate of lectures
awaiting you this fall.

Here are just some of the lectures
you can attend: Paula Panzer, M.D., will
discuss a community agency’s focus on
trauma, which speaks directly to the
theme of the conference, “Trauma and
Violence in Our Communities”; Mark
Olfson, M.D., will discuss antidepres-
sant medication and suicidality; Jef-
frey Lieberman, M.D., will summarize
the CATIE study’s findings on antipsy-
chotic drugs; Saun Eack, M.S.W., will
present a lecture for Gerard Hogarty,
who died after he had accepted the invi-
tation to discuss the evolution of psycho-
social treatment; and Kenneth Kendler,
M.D., will give an overview of ’psychi-
atric genetics.

Several lecturers will discuss social
issues that impact the world of commu-
nity practice: Ellen Haller, M.D., and
Susan Vaughn, M.D., will discuss lesbian
and gay families; Franklin Kameny and
Barbara Gittings will discuss gay pride
and its relationship to health; Annelle
Primm, M.D., will present research find-
ings on disparities in mental health; Ned
Cassem, M.D., will discuss psychiatry
Appelbaum, M.D., will discuss behav-
ioral genetics and its impact on prevent-
ing crime and punishing offenders; Lau-
rie Flynn, former executive director of
NAMI, will discuss the “anti-screening”
movement; and my friend Sanho Tree
will discuss toxic illnesses, deforestation,
homelessness, and other collateral dam-
age of the war on drugs.

Leon Eisenberg, M.D., will treat us to
a history lecture on Benjamin Rush and
the yellow fever epidemic, while others
will talk about the future of psychiatry,
including Charles Nemeroff, M.D., on
psychiatry in the next millennium; Her-
bert Pardes, M.D., on prospects for psy-
chiatric care in the future; and Bernard
Aarons, M.D., on services and science—
“shall the twain ever meet?”

Others will grapple with daunting
policy issues in psychiatry, including

BY CHARLES W. HUFFINE JR., M.D.

whether the subspecialty of psychoso-
matic psychiatry is needed; Neal Cohen,
M.D., on the public health challenge for
psychiatry; and Lloyd Sederer, M.D., on
meeting the mental health needs of New
York City.

Two other lecturers will anticipate
the fabulous Celebration Recovery on
Saturday night by addressing the press-
ing policy issue of bringing the men-

tal health field in line with federal pol-

icies regarding the recovery movement
in mental health and transforming the
mental health system. The talk by Mark
Raggins, M.D., will provide an articu-
late first-person narrative on becom-
ing a recovery-oriented psychiatrist,
and Katherine Power, director of the
Center for Mental Health Services in
SAMHSA, will address the issues of
recovery and trauma, thus returning to
the IPS theme chosen by APA President
Pedro Ruiz, M.D.

Please do look over the lectures and
partake of this treasure trove of good
ideas and thoughtful discussions. We are
very fortunate to attract such a promi-
nent group of leaders in mental health
and related fields who are willing to give
of their time and come to New York at
their own expense to share their exper-
tise.

IPS Program Change

The recipient of the 2006 Alexan-
der Gralnick Award for Research in
Schizophrenia, Prof. Gerry Hogarty
of the Western Psychiatric Institute
and Clinic in Pittsburgh, recently
passed away. Hogarty was to receive
the Gralnick Award and present the
Gralnick Lecture at APA’s 2006 Insti-
tute on Psychiatric Services, which
is being held October 5 to 8 in New
York City. In his place, Shaun Eack,
M.S.W., of the University of Pitts-
burgh will present Hogarty’s work.
The session will be held October 7 at
10 a.m. Thomas McGlashan, M.D.,
chair of the award committee, will
offer perspectives on Hogarty’s life
and work.

FIRST

IN A NOVEL
CLASS OF

SLEEP

AGENTS

Rozerem is indicated for the treatment of insomnia characterized by difficulty with sleep onset.
Rozerem can'be prescribed for long-term use. Rozerem should not be used in patients with
hypersensitivity to any components of the formulation, severe hepatic impairment, or in. combination
with fluvoxamine. Failure of insomnia to remit after a reasonable period of time should be medically
evaluated, as this may be the result of an unrecognized underlying medical disorder. Hypnotics
should be administered with caution to patients exhibiting signs and symptoms of depression.
Rozerem has not been studied in patients with severe sleep apnea, severe COPD, or in children or
adolescents. The effects in these populations are unknown. Avoid taking Rozerem  with alcohol.
Rozerem has been associated with decreased testosterone levels and increased prolactin levels.
Health professionals should be mindful of any unexplained symptoms possibly associated with such
changes in these hormone levels. Rozerem should not be taken with or immediately after a high-fat
meal. Rozerem should be taken within 30 minutes before going to bed and activities confined to
preparing for bed. The most common adverse events seen with Rozerem that had at least a 2%
incidence difference from placebo were somnolence, dizziness, and fatigue.

Thomas Wise, M.D., who will discuss

Charles Huffine, M.D., is chair of the IPS
Scientific Program Chair,

Erratum

Douglas Robert Luther, M.D., was
incorrectly listed as deceased in the
“In Memoriam” list published in the June
2 issue. It was his father, Robert Luther,
M.D., who died. APA apologizes for this

error.

Please see adjacent Brief Summary of Prescribing Information.
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fistory notes

From N.Y. Lunatic Asylum to New York
Hospital’s Westchester Division

sychiatric services delivered in gen-
Peral hospitals may appear to be a
20th-century innovation, but the
practice began in 1752, when the Pennsyl-
vania Hospital in Philadelphia provided
for mental patients. In New York City,
the New York Hospital, which received a
royal charter in 1771, also admitted men-
tal patients when it opened in 1792. Cur-
able patients were preferred, and public
patients, whose care was paid for by their
townships, were admitted along with pri-
vate patients.
The demand for admission led to con-
struction of an adjacent building in 1808

BY LUZY OZARIN, M.D., M.P.H.

known as the New York Lunatic Asylum.
The state legislature provided an annuity
to the hospital (1816-1849) to help defray
the costs for public patients. (The first
state mental hospital in New York opened
in 1843 in Utica.)

Thomas Eddy, a Quaker member of the
Hospital Board of Governors of New York
Hospital, had corresponded with Samuel
Tuke of the Quaker York Retreat in Eng-
land, where a new approach to treating
mentally ill people, known as moral treat-
ment, had been instituted. It consisted of
kindly treatment, occupational and recre-
ational activities, minimal or no restraint,

and medication as needed. Eddy success-
fully pressed the Board of Governors to
use the moral treatment approach at the
New York Lunatic Asylum.

In 1816 the need for a larger asylum
led to the purchase of land around 120th
Street, and in 1821 the Bloomingdale Asy-
lum was opened. Administration of the
asylum was under a lay superintendent or
warden, and visiting physicians provided
medical services. The Asylum and Inspec-
tion committees of the Board of Gover-
nors provided supervision.

In 1825 James McDonald, M.D., was
appointed “resident physician” and in
1831 was sent to study mental hospitals in
Europe. McDonald was dissatisfied with
his limited authority and urged the Board
of Governors to give the resident physician
more authority over patient treatment.
Gradually this was accomplished, and after
mid-century the resident physician became
superintendent, while a warden oversaw
tasks not related to patient care.

The asylum had been named Bloom-

ingdale after the main road alongside the
property, and this name maintained until
well into the 20th century.

The press for admission continued as
the city’s population increased, and in 1868
the Board of Governors bought farm land
north of the city in White Plains, West-
chester County. In 1894 a large hospital
was opened with the name of Society of the
New York Hospital, Bloomingdale, White
Plains. In the early 1900s Payne Whitney,
a member of the Board of Governors, left
a fund to New York Hospital for “neuro-
logic and psychiatric work.” To provide
these services, a building known as the
Payne Whitney Clinic was constructed at
the New York Hospital site. In 1936 the
name Bloomingdale disappeared, and the
psychiatric hospital is now named Payne
Whitney Westchester.

Three histories of Bloomingdale have
been written. In 1848 Pliny Earle, M.D., a
founding father of the predecessor of the
American Psychiatric Association and super-

please see History Notes on page 30

Start and stay with
nonscheduled Rozerem—
ZERO evidence

of abuse or dependence

Clinical studies show no evidence
of potential abuse, dependence, or withdrawal*

¢ First and only—nonscheduled prescription insomnia medication...
not a controlled substance and approved for long-term use'

e First and only—prescription insomnia medication that targets the
normal sleep-wake cycle'

e First and only—prescription insomnia medication with no evidence
of abuse potential in clinical studies’

e First and only—prescription insomnia medication that does not
promote sleep by CNS depression’

* Promote sleep with Rozerem—patients who took Rozerem fell
asleep faster than those who took placebo!

® One simple 8-mg dose’

*Rozerem is not a controlled substance. A clinical abuse liability study showed no differences indicative of
abuse potential between Rozerem and placebo at doses up to 20 times the recommended dose (N=14).
Three 35-day insomnia studies showed no evidence of rebound insomnia or withdrawal symptoms with
Rozerem compared to placebo (N=2082).

Please visit www.rozerem.com

ORozerem.

ramelteon 8-mg tablets

Proven for sleep.
Nonscheduled for added safety.

Rozerem- is a trademark of Takeda Pharmaceutical Company Limited and used under license by Takeda Pharmaceuticals North America, Inc.
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atters fo the editop

Black-Box Warnings

he March 3 issue ran an article on an

FDA panel’s unexpected recommen-
dation of a black-box warning for stimu-
lants, despite minimal evidence of a direct
link to serious or fatal outcomes and a level
of risk (even accepting such a link) far, far
below that involved in many nonpsychiat-
ric medications.

While one would have thought that the
FDA had learned by now—given the fiasco
of the antidepressant black-box warning—
that its actions can have serious conse-
quences and must therefore be well con-
sidered, cautious, and scientifically based,
that is not what we see. This latest recom-
mendation is even more clearly based in
a new role the FDA is assuming, that of a
moral watchdog whose purpose is to make
sure the rest of us “do the right thing.”
The underlying assumption is that we

don’t read the literature and don’t pay any
attention to the PDR and related databases
and instead prescribe what the drug com-
panies tell us to prescribe with the only
other motive to get rich off a gullible pub-
lic. Or perhaps it is that the FDA believes
that we have no understanding or concern
for the wider issues of prescriptive practice
and are incompetent to guide overall pre-
scribing patterns.

Whatever the rationale, the FDA and
its advisory panels have a disturbing new
face of moral rectitude these days. Behind
that facade, one easily senses politics, prej-
udice, and power hunger. The fact is that
there was no excuse for putting a black box
on antidepressants, and it did great harm,
which the FDA is not tracking. The good
data in the black box are part of every
medical student’s training and contained
in every psychiatric textbook and PDR
entry.

The black-box recommendation for
stimulants (hopefully it is stimulants—
imagine the comic horror of a black box
on “ADHD drugs”) is even more openly
a departure from science. It is based on
the panel’s vague concerns about overpre-
scribing and the legitimacy of psychiatric
diagnosis.

Dr. Steven Nissen, and FDA consul-
tant, wants my hand to tremble when I
prescribe stimulants. Does his tremble
when he prescribes digoxin or any one of
the other toxic and potentially lethal drugs
he prescribes routinely as a cardiologist? I
wantit to, because I regularly have to clean
up the psychiatric mess created when non-
psychiatrists prescribe drugs with psychi-
atric side effects they never check for and
wouldn’t admit to seeing.

And then, of course, when the press
gets hold of news about black-box warn-
ings, reporters write uninformed articles,

ORozerem.

ramelteon smgtabies

Brief Summary of Prescribing Information
05-1114

ROZEREM™

(ramelteon) Tablets

INDICATIONS AND USAGE
ROZEREM is indicated for the treatment of insomnia characterized by diffi-
culty with sleep onset.

CONTRAINDICATIONS
ROZEREM is contraindicated in patients with a hypersensitivity to ramelteon
or any components of the ROZEREM formulation.

WARNINGS

Since sleep disturbances may be the presenting manifestation of a physical
and/or psychiatric disorder, symptomatic treatment of insomnia should be
initiated only after a careful evaluation of the patient. The failure of insomnia
to remit after a reasonable period of treatment may indicate the presence

of a primary psychiatric and/or medical illness that should be evaluated.
Worsening of insomnia, or the emergence of new cognitive or behavioral
abnormalities, may be the result of an unrecognized underlying psychiatric or
physical disorder and requires further evaluation of the patient. As with other
hypnotics, exacerbation of insomnia and emergence of cognitive and behav-
ioral abnormalities were seen with ROZEREM during the clinical development
program.

ROZEREM should not be used by patients with severe hepatic impairment.

ROZEREM should not be used in combination with fluvoxamine (see PRE-

CAUTIONS: Drug Interactions).

A variety of cognitive and behavior changes have been reported to occur in

with the use of hypnotics. In primarily dep patients,

worsening of depression, including suicidal ideation, has been reported

in association with the use of hypnotics.

Patients should avoid engaging in hazardous activities that require concentra-

tion (such as operating a motor vehicle or heavy machinery) after taking
0ZEREM

After taking ROZEREM, patients should confine their activities to those neces-

sary to prepare for bed.

PRECAUTIONS

General

ROZEREM has not been studied in subjects with severe sleep apnea or
severe COPD and is not recommended for use in those populations.
Patients should be advised to exercise caution if they consume alcohol in
combination with ROZEREM.

Use in Adolescents and Children

ROZEREM has been associated with an effect on reproductive hormones in
adults, e.g. decreased testosterone levels and increased prolactin levels. It is
not known what effect chronic or even chronic intermittent use of ROZEREM
may have on the reproductive axis in developing humans (see Pediatric Use).
Information for Patients

Patients should be advised to take ROZEREM within 30 minutes prior to
going to bed and should confine their activities to those necessary to prepare
for bed.

Patients should be advised to avoid engaging in hazardous activities (such as
operating a motor vehicle or heavy machinery) after taking ROZEREM.
Patients should be advised that they should not take ROZEREM with or
immediately after a high fat meal.

Patients should be advised to consult their health care provider if they experi-
ence worsening of insomnia or any new behavioral signs or symptoms of
concern.

Patients should consult their health care provider if they experience one of
the following: cessation of menses or galactorrhea in females, decreased
libido, or problems with fertility.

Laboratory Tests

No standard monitoring is required.

For patients presenting with unexplained amenorrhea, galactorrhea, decreased
libido, or problems with fertility, assessment of prolactin levels and testos-
terone levels should be considered as appropriate.

Drug Interactions

ROZEREM has a highly variable inter-subject pharmacokinetic profile
(approximately 100% coefficient of variation in Cy.x and AUC). As noted
above, CYP1A2 is the major isozyme involved in the metabolism of
ROZEREM; the CYP2C subfamily and CYP3A4 isozymes are also involved

to a minor degree.

Effects of Other Drugs on ROZEREM Metabolism

Fluvoxamine (strong CYP1A2 inhibitor): When fluvoxamine 100 mg twice
daily was administered for 3 days prior to single-dose co-administration of
ROZEREM 16 mg and , the AUCq.ins for increased
approximately 190-fold, and the Cpax increased approximately 70-fold,
compared to ROZEREM administered alone. ROZEREM should not be used

in combination with fluvoxamine (See WARNINGS). Other less potent
CYP1A2 inhibitors have not been adequately studied. ROZEREM should be
administered with caution to patients taking less strong CYP1A2 inhibitors.
Rifampin (strong CYP enzyme inducer): Administration of rifampin 600 mg
once daily for 11 days resulted in a mean decrease of approximately 80%
(40% to 90%) in total exposure to ramelteon and metabolite M-I, (both
AUCq.in and Cpgy) after a single 32 mg dose of ROZEREM. Efficacy may be
reduced when ROZEREM is used in combination with strong CYP enzyme
inducers such as rifampin

Ketoconazole (strong CYP3A4 inhibitor): The AUCq.in and Cpay 0f ramelteon
increased by approximately 84% and 36%, respectively, when a single 16 mg
dose of ROZEREM was admmlslered on the fourth day of keloconazole
200 mg twice daily to ROZEREM
alone. Similar increases were seen in M 1l pharmacokinetic var\ables
ROZEREM should be administered with caution in subjects taking strong
CYP3A4 inhibitors such as ketoconazole.

Fluconazole (strong CYP2C9 inhibitor): The total and peak systemic exposure
(AUCq.ins and Cpax) of ramelteon after a single 16 mg dose of ROZEREM was
increased by approximately 150% when administered with fluconazole.
Similar increases were also seen in M-I exposure. ROZEREM should be
administered with caution in subjects taking strong CYP2C9 inhibitors such
as fluconazole.

Interaction studies of concomitant administration of ROZEREM with fluoxe-
tine (CYP2D6 inhibitor), omeprazole (CYP1A2 inducer/CYP2C19 inhibitor),
theophylline (CYP1A2 substrate), and dextromethorphan (CYP2D6 substrate)
did not produce clinically meaningful changes in either peak or total expo-
sures to ramelteon or the M-Il metabolite.

Effects of ROZEREM on Metabolism of Other Drugs
Concomitant administration of ROZEREM with omeprazole (CYP2C19 sub-
strate), dextromethorphan (CYP2D6 substrate), midazolam (CYP3A4

YP1A2 substrate), digoxin (p-glycoprotein sub-
strate), and warfarin (CYP2C9 [S]/CYP1A2 [R] substrate) did not produce
clinically meaningful changes in peak and total exposures to these drugs.
Effect of Alcohol on Rozerem
Alcohol: With single-dose, daytime ion of ROZEREM 32 mg
and alcohol (0.6 g/kg), there were no clinically or ly sig-

nificant effects on peak or total exposure to ROZEREM. However, an additive
effect was seen on some measures of psychomotor performance (i.e., the
Digit Symbol Substitution Test, the Psychomotor Vigilance Task Test, and a
Visual Analog Scale of sedation) at some post-dose time points. No additive
effect was seen on the Delayed Word Recognition Test. Because alcohol by
itself impairs performance, and the intended effect of ROZEREM is to pro-
mote sleep, patients should be cautioned not to consume alcohol when using
ROZEREM.

Drug/Laboratory Test Interactions

ROZEREM is not known to interfere with commonly used clinical laboratory
tests. In addition, in vitro data indicate that ramelteon does not cause false-
positive results for benzodiazepines, opiates, barbiturates, cocaine, cannabi-
noids, or amphetamines in two standard urine drug screening methods

in vitro.

i and i of Fertility
Carcinogenesis
In a two-year carcinogenicity study, B6C3F; mice were administered ramelteon
at doses of 0, 30, 100, 300, or 1000 mg/kg/day by oral gavage. Male mice
exhibited a dose-related increase in the incidence of hepatic tumors at dose
levels 100 mg/kg/day including hepatic adenoma, hepatic carcinoma, and
Female mice ped a dose-related increase in the inci-

dence of hepatic adenomas at dose levels > 300 mg/kg/day and hepatic
carcinoma at the 1000 mg/kg/day dose level. The no-effect level for hepatic
tumors in male mice was 30 mg/kg/day (103-times and 3-times the therapeu-
tic exposure to and the active M-I1, resp , at the
maximum recommended human dose [MRHD] based on an area-under-the-
curve [AUC] comparison). The no-effect level for hepatic tumors in female
mice was 100 mg/kg/day (827-times and 12-times the therapeutic exposure
to ramelteon and M-11, respectively, at the MRHD based on AUC).
In a two-year carcinogenicity study conducted in the Sprague-Dawley rat,
male and female rats were administered ramelteon at doses of 0, 15, 60,
250 or 1000 mg/kg/day by oral gavage. Male rats exhibited a dose-related
increase in the incidence of hepatic adenoma and benign Leydig cell tumors
of the testis at dose levels = 250 mg/kg/day and hepatic carcinoma at the
1000 mg/kg/day dose level. Female rats exhibited a dose-related increase in
the incidence of hepatic adenoma at dose levels > 60 mg/kg/day and hepatic
carcinoma at the 1000 mg/kg/day dose level. The no-effect level for hepatic
tumors and benign Leydig cell tumors in male rats was 60 mg/kg/day
(1,429-times and 12-times the therapeutic exposure to ramelteon and M-I,
respectively, at the MRHD based on AUC). The no-effect level for hepatic
tumors if in female rats was 15 mg/kg/day (472-times and 16-times the

exposure to and M-I1, resp , at the MRHD
based on AUC).
The development of hepatic tumors in rodents following chronic treatment
with non-genotoxic compounds may be secondary to microsomal enzyme
induction, a mechanism for tumor generation not thought to occur in
humans. Leyd\g cell tumor development following treatment with non-

higher than the ic exposure to

the MRHD based on AUC).

The effects of on pre- and post-natal in the rat were

studied by administration of ramelteon to the pregnant rat by oral gavage at

doses of 0, 30, 100, or 300 mg/kg/day from day 6 of gestation through par-

turition to postnatal (lactation) day 21, at which time offspring were weaned.

Maternal toxicity was noted at doses of 100 mg/kg/day or greater and con-

sisted of reduced body weight gain and increased adrenal gland weight.

Reduced body weight during the post-weaning period was also noticed in the

offspnng of the groups given 100 mg/kg/day and higher. Offspring in the
group physical and delays

|n|:|ud|ng delayed eruption of the lower incisors, a delayed acquisition of the

righting reflex, and an alteration of emotional response. These delays are

often observed in the presence of reduced offspring body weight but may

still be indicative of developmental delay. An apparent decrease in the viability

of offspring in the 300 mg/kg/day group was likely due to altered maternal

behavior and function observed at this dose level. Offspring of the

300 mg/kg/day group also showed evidence of diaphragmatic hernia, a find-

ing observed in the embryo-fetal development study previously described.

There were no effects on the reproductive capacity of offspring and the

resulting progeny were not different from those of vehicle-treated offspring.

The no-effect level for pre- and postnatal development in this study was

30 mg/kg/day (39-times higher than the MRHD on a mg/m? basis).

Labor and Delivery

The potential effects of ROZEREM on the duration of labor and/or delivery, for

either the mother or the fetus, have not been studied. ROZEREM has no

established use in labor and delivery.

Nursing Mothers

Ramelteon is secreted into the milk of lactating rats. It is not known whether

this drug is excreted in human milk. No clinical studies in nursing mothers

have been performed. The use of ROZEREM in nursing mothers is not

recommended.

Pediatric Use

Safety and effectiveness of ROZEREM in pediatric patients have not been

established. Further study is needed prior to determining that this product

may be used safely in pre-pubescent and pubescent patients.

Geriatric Use

A total of 654 subjects in double-blind, placebo-controlled, efficacy trials who

received ROZEREM were at least 65 years of age; of these, 199 were 75 years

of age or older. No overall differences in safety or efficacy were observed

between elderly and younger adult subjects.

ADVERSE REACTIONS

Overview

The data described in this section reflect exposure to ROZEREM in 4251 sub-

jects, including 346 exposed for 6 months or longer, and 473 subjects for

one year.

Adverse

and M-1I, resp at

genotoxic compounds in rodents has been linked to re jons in
testosterone levels with y increases in lutei hormone
release, which is a known proliferative stimulus to Leydig cells in the rat
testis. Rat Leydig cells are more sensitive to the stimulatory effects of
luteinizing hormone than human Leydig cells. In mechanistic studies con-
ducted in the rat, daily ramelteon administration at 250 and 1000 mg/kg/day
for 4 weeks was associated with a reduction in plasma testosterone levels.
In the same study, luteinizing hormone levels were elevated over a 24 hour
period after the last ramelteon treatment; however, the durability of this
luteinizing hormone finding and its support for the proposed mechanistic
explanation was not clearly established.
Although the rodent tumors observed following ramelteon treatment occurred
at plasma levels of ramelteon and M-Il in excess of mean clinical plasma con-
centrations at the MRHD, the relevance of both rodent hepatic tumors and
benign rat Leydig cell tumors to humans is not known.
Mutagenesis
Ramelteon was not genotoxic in the following: in vitro bacterial reverse muta-
tion (Ames) assay; in /tru mammalian cell gene mutation assay using the
mouse lymphoma TK*'~ cell line; in vivo/in vitro unscheduled DNA synthesis
assay in rat hepatocytes; and in in vivo micronucleus assays conducted in
mouse and rat. Ramelteon was positive in the chromosomal aberration assay
in Chinese hamster lung cells in the presence of S9 metabolic activation.
Separate studies indicated that the concentration of the M-I metabolite
formed by the rat liver S9 fraction used in the in vitro genetic toxicology
studies described above, exceeded the concentration of ramelteon; therefore,
the genotoxic potential of the M-Il metabolite was also assessed in these
studies.
Impairment of Fertility
Ramelteon was administered to male and female Sprague-Dawley rats in
an initial fertility and early embryonic development study at dose levels of
6, 60, or 600 mg/kg/day. No effects on male or female mating or fertility were
observed with a ramelteon dose up to 600 mg/kg/day (786-times higher than
the MRHD on a mg/m? basis). Irregular estrus cycles, reduction in the num-
ber of implants, and reduction in the number of live embryos were noted with
dosing females at > 60 mg/kg/day (79-times higher than the MRHD on a
mg/m2 basis). A reduction in the number of corpora lutea occurred at the
g/kg/day dose level. of up to 600 mg/kg/day
to male rats for 7 weeks had no effect on sperm quality and when the treated
male rats were mated with untreated female rats there was no effect on
implants or embryos. In a repeat of this study using oral administration of
ramelteon at 20, 60 or 200 mg/kg/day for the same study duration, females
demonstrated irregular estrus cycles with doses > 60 mg/kg/day, but no
effects were seen on implantation or embryo viability. The no-effect dose for
fertility endpoints was 20 mg/kg/day in females (26-times the MRHD on a
mg/m2 basis) and 600 mg/kg/day in males (786-times higher than the MRHD
on a mg/m2 basis) when considering all studies.
Pregnancy: Pregnancy Category C
Ramelteon has been shown to be a developmental teratogen in the rat when
given in doses 197 times higher than the maximum recommended human

in
Five percent of the 3594 individual subjects exposed to ROZEREM in clinical
studies discontinued treatment owing to an adverse event, compared with
2% of the 1370 subjects receiving placebo. The most frequent adverse events
leading to discontinuation in subjects receiving ROZEREM were somnolence
(0.8%), dizziness (0.5%), nausea (0.3%), fatigue (0.3%), headache (0.3%),
and insomnia (0.3%).
ROZEREM Most Commonly Observed Adverse Events in Phase 1-3 trials
The incidence of adverse events during the Phase 1 through 3 trials
(% placebo, n=1370; % ramelteon [8 mg], n=1250) were: headache NOS
(7%, 7%), somnolence (3%, 5%), fatigue (2%, 4%), dizziness (3%, 5%),
nausea (2%, 3%), insomnia exacerbated (2%, 3%), upper respiratory tract
infection NOS (2%, 3%), diarrhea NOS (2%, 2%), myalgia (1%, 2%),
depression (1%, 2%), dysgeusia (1%, 2%), arthralgia (1%, 2%),
influenza (0, 1%), blood cortisol decreased (0, 1%)
Because clinical trials are conducted under widely varying conditions, adverse
reaction rates observed in the clinical trials of a drug cannot be directly com-
pared to rates in clinical trials of other drugs, and may not reflect the rates
observed in practice. The adverse reaction information from clinical trials
does, however, provide a basis for identifying the adverse events that appear
to be related to drug use and for approximating rates.
DRUG ABUSE AND DEPENDENCE
ROZEREM is not a controlled substance.
Human Data: See the CLINICAL TRIALS section, Studies Pertinent to
Safety Concerns for Sleep-Promoting Agents in the Complete Prescribing
Information.
Animal Data. Ramelteon did not produce any signals from animal behavioral
studies indicating that the drug produces rewarding effects. Monkeys did not
self-administer ramelteon and the drug did not induce a conditioned place
preference in rats. There was no generalization between ramelteon and
midazolam. Ramelteon did not affect rotorod performance, an indicator of
disruption of motor function, and it did not potentiate the ability of diazepam
to interfere with rotorod performance.
Discontinuation of ramelteon in animals or in humans after chronic adminis-
tration did not produce withdrawal signs. Ramelteon does not appear to
produce physical dependence.
OVERDOSAGE
Signs and Symptoms
No cases of ROZEREM overdose have been reported during clinical develop-
ment.
ROZEREM was administered in single doses up to 160 mg in an abuse liabil-
ity trial. No safety or tolerability concerns were seen.
Recommended Treatment
General ic and supportive should be used, along with
immediate gastric lavage where appropriate. Intravenous fluids should be
administered as needed. As in all cases of drug overdose, respiration, pulse,
blood pressure, and other appropriate vital signs should be monitored, and
general supponive measures employed.

dose [MRHD] on a mg/m? basis. There are no adequate and well-
studies in pregnant women. Ramelteon should be used during pregnancy
only if the potential benefit justifies the potential risk to the fetus.

The effects of ramelteon on embryo-fetal development were assessed in both
the rat and rabbit. Pregnant rats were administered ramelteon by oral gavage
at doses of 0, 10, 40, 150, or 600 mg/kg/day during gestation days 6-17,
which is the period of organogenesis in this species. Evidence of maternal
toxicity and fetal teratogenicity was observed at doses greater than or equal
to 150 mg/kg/day. Maternal toxicity was chiefly characterized by decreased
body weight and, at 600 mg/kg/day, ataxia and move-
ment. At maternally toxic doses (150 mg/kg/day or greater), the fetuses
demonstrated visceral malformations consisting of diaphragmatic hernia and
minor anatomical variations of the skeleton (irregularly shaped scapula). At
600 mg/kg/day, reductions in fetal body weights and ions including

Hemodialy reduce exposure to ROZEREM. Therefore,
the use of d\alysm |n the treatment of overdosage is not appropriate.
Poison Control Center

As with the management of all overdosage, the possibility of multiple drug
ingestion should be considered. The physician may contact a poison control
center for current information on the management of overdosage.

Rx only

Manufactured by:

Takeda Pharmaceutical Company Limited

540-8645 Osaka, JAPAN

Manufactured in:

Takeda Ireland Ltd.

Kilruddery, County Wicklow, Republic of Ireland

cysts on the external genitalia were additionally observed. The no-effect level
for teratogenicity in this study was 40 mg/kg/day (1,892-times and 45-times
higher than the therapeutic exposure to ramelteon and the active metabolite
M-I, respectively, at the MRHD based on an area-under-the-curve [AUC]
comparison). Pregnant rabbits were administered ramelteon by oral gavage
at doses of 0, 12, 60, or 300 mg/kg/day during gestation days 6-18, which is
the period of organogenesis in this species. Although maternal toxicity was
apparent with a ramelteon dose of 300 mg/kg/day, no evidence of fetal effects
or teratogenicity was associated with any dose level. The no-effect level for

©2006 Takeda Pharmaceuticals North America, Inc.
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was, therefore, 300 mg/kg/day (11,862-times and 99-times

RAM-00238

by:
Takeda Pharmaceuticals America, Inc.
475 Half Day Road
Lincolnshire, IL 60069
ROZEREM™ is a trademark of Takeda Pharmaceutical Company Limited and
used under license by Takeda Pharmaceuticals America, Inc.

©2005, Takeda Pharmaceuticals America, Inc. P102-0002-1
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confirming every stigma and prejudice our

culture has and encouraging witch hunts
all around.

ROGER HENSLEY, M.D.

South Bend, Ind.

read with interest the article in the March

17 issue reporting that physicians are not
attending to the black-box warnings in the
way in which they were intended. I have
noted that in the past two years antide-
pressants (concerning suicide risk in chil-
dren and adolescents as well as adults) and
second-generation antipsychotics (con-
cerning cerebrovascular events in demen-
tia patients) now have black-box warn-
ings. Moreover, stimulants are also under
consideration for a black-box warning for
cerebrovascular events.

One would expect thata black-box warn-
ing would be used only for severe and well-
proven risks. After reviewing the data on
these warnings, I cannot say this appears
obvious. In the September 2005 Fournal of
Clinical Psychiatry, Rosa Liperoti and col-
leagues reported that there is no apparent
link between second-generation antipsy-
chotics (SGAs) and cerebrovascular events
inindividuals with dementia. The study was
sponsored by NIH. This would appear to be
the most definitive research on the issue, yet
I hear no discussion about withdrawing the
black box from the labeling of SGAs.

It appears to me that the FDA has low-
ered the threshold for adding black-box
warnings and is reluctant to withdraw
them even in the face of contradictory
data. It is therefore difficult to attend the
warnings with the same vigor as I have in
the past. One hears echoes of the little boy
who cried wolf.

GREG UNFRIED, M.D.
Evansville, Ind.

fistory notes

continued from page 29

intendent of the hospital, published A His-
tory, Description, and Statistics of the Blooming-
dale Hospital for the Insane. In 1921 the Society
of the New York Hospital produced 4 Psy-
chiatric Milestone to mark the hospital’s cen-
tenary. In 1945 William L. Russell, M.D.,
superintendent of Bloomingdale from 1911-
1936 published the New York Hospital, A His-
tory of the Psychiatric Service, 1721-1936. Pre-
served hospital records provide a treasure
trove of information about 19th- and early
20th-century psychiatry.

The history of Bloomingdale also por-
trays its contributions to American psy-
chiatry. Seven APA presidents have been
superintendent or on the staff of the hospi-
tal: Charles Nichols, M.D. (1873-74), Pliny
Earle, M.D. (1884-85), William Russell,
M.D. (1931-32), Clarence Cheney, M.D.
(1935-36), Macfie Campbell, M.D. (1936-
37), Karl Bowman, M.D. (1941-46), and
Samuel Hamilton, M.D. (1946-47). &
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58th Institute on
Psychiatric Services

APA’s Leading Educational Conference
on Public and Community Psychiatry

Octoher 5-8,2006
New York, NY

www.psych.org/IPS2006
1-888-35-PSYCH or (703) 907-7300

Conference Highlights and Advance Registration
Trauma and Violence in Our Communities

American Psychiatric Association

Register early and...
Earn up to 40 CME PRA credits

Save on registration fees

Network with colleagues and meet new friends

Interact with experts in small group settings

Acquire new skills to improve patient care

Assess and evaluate all aspects of recovery

Treat victims of trauma and violence in the community

Examine how the current health care system affects patient care
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Earn 40 Hours of CME PRA Credit, Register Today!

Treating patients with mental illness requires a continuum of
specialized training and support to meet the needs of these
individuals. The APA Institute on Psychiatric Services (IPS)
focuses on clinical and service programs, especially those that
provide a complex array of services and clinical innovations to
meet the needs of those suffering from mental illness in social
and community contexts. The clinical focus of the IPS is on
innovations and adaptations of proven therapies and serves as
a forum for discussing systems of care, quality management,
government policy, and social and economic factors.

Mental health professionals in community practice and/or
those that serve in the public sector including, but not limited
to, state, community, and Veterans Affairs hospitals, commu-
nity clinics, jails or other agencies, will find this comprehen-
sive, educational, and networking event indispensable in their
professional development.

Opening Session and Awards Ceremony

Thursday, October 5, 2006
12 noon—-1:30 p.m.

Kick-off the Conference with the APA President. Don’t miss
this opportunity to hear the APA President, and guest lecturer,
Suzanne Vogel-Scibilia, M.D., President, National Alliance on
Mental Illness, and congratulate your colleagues at the awards
ceremony.

Educational Sessions

Attend over 300 timely, information-packed presentations

led by industry experts. Session topics include: Trauma and
Violence; Recovery Issues; Social and Community Psychiatry;
Psychopharmacology; Resident and Medical Student Concerns;
Substance Abuse; Child and Adolescent Issues; AIDS, Cross-
Cultural and Minority Issues; Psychiatric Administration and
Services; Treatment Techniques and Outcome Studies; Health
Services Research; and much more...

For a complete list and more detailed information on educa-
tional sessions at the 58th Institute on Psychiatric Services,
please visit www.psych.org/IPS2006.

Who We Are

The American Psychiatric Association is a national medical
specialty society, founded in 1844, whose 35,000 physician
members specialize in the diagnosis, treatment, and prevention
of mental illnesses including substance abuse disorders. For
more information, visit the APA Web site at www.psych.org.
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8:00 a.m.—5:00 p.m.
8:30 a.m.—5:00 p.m.
10:00 a.m.—11:30 a.m.

9:30 a.m.— 12 noon and
3:00 p.m.—5:45 p.m.
12 noon—1:30 p.m.

1:30 p.m.—-3:00 p.m.
3:30 p.m.—5:00 p.m.

5:00 p.m.—6:00 p.m.
6:00 p.m.—9:00 p.m.
6:00 p.m.—9:00 p.m.

Sunday, Octoher 8, 2006

8:00 a.m.—12 noon

8:30 a.m.—3:30 p.m.

9:00 a.m.—5:00 p.m.
10:00 a.m.—11:30 a.m.

Friday, October 6, 2006

Educational Sessions
HIV Symposium, featuring Francine Cournos, M.D., and Marshall Forstein, M.D.

Plenary Session, entitled “Hurricane Katrina: Leadership Lessons Learned,”

by Cheryll Bowers-Stephens, M.D.

Exhibit Hall Hours with beverages, snacks, and prize drawings

Meet the Experts Luncheon for Residents, ECP’s and Medical Students
Industry-Supported Luncheon Symposia
Lecture by SAMHSAS, A. Kathryn Power, M.Ed., on Trauma and Recovery

Local Chairs’ Forum on The Role of Academic Departments and Faculty in Forging
the Future of Psychiatry

Reception for Residents, ECP’s, and Medical Students
Industry-Supported Dinner Symposium

AACP Forum and Reception for all attendees

Saturday, October 7, 2006

7:30 a.m.—8:30 a.m.
8:00 a.m.—5:00 p.m.
8:30 a.m.—5:00 p.m.
8:30 a.m.—11:30 a.m.

Health Services Research Breakfast

Educational Sessions

Children and Young Adults
9:30 a.m.—12 noon

10:00 a.m.—11:30 a.m.
for Schzophrenia

12 noon—1:30 p.m.
1:30 p.m.—-3:00 p.m.
3:30 p.m.—5:00 p.m.
4:00 p.m.—7:00 p.m.
7:00 p.m.—10:00 p.m.

Industry-Supported Luncheon Symposia

Industry-Supported Dinner Symposium

o :I:':_, .=.
Educational Sessions 2 S
Full-Day Seminar on Treating Homeless People =
Who Have Mental Illnesses i e

AGLP Fall Business Meeting
APA’s Judd Marmor Award Lecture by Kenneth Kendler, M.D.,

on Psychiatric Genetics

AGLP Day featuring the John E. Fryer, M.D. Award Lecture

American Orthopsychiatric Association’s Symposium on Prevention of Aggression in

Exhibit Hall Hours with beverages, snacks, and prize drawings

Lecture by Herbert Pardes, M.D., on Prospects for Psychiatric Care in the Future
APA’s Oskar Pfister Award Lecture, by Ned H. Cassem, M.D.

Celebration Recovery with music, food, and entertainment
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APF’s Alexander Gralnick Award Lecture on The Evolution of Psychosocial Treatment
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Lectures and Plenary Sessions
Thursday, October 5, 10:00 a.m.—11:30 a.m.

Bebhavioral Genetics and the Prevention
and Punishment of Crime,

by Paul S. Appelbaum, M.D.

Dr. Appelbaum will discuss the recent
advances in behavioral genetics that
relate to antisocial behavior, and their
potential implications for adjudication
of criminal behavior and preventive
interventions.

Paul S. Appelbaum, M.D., is Professor
and Director, Division of Psychiatry, Law and Ethics,
Department of Psychiatry, Columbia University. He was
previously the A.E Zeleznik Distinguished Professor;
Chair, Department of Psychiatry; and Director, Law and
Psychiatry Program, University of Massachusetts Medical
School. Dr. Appelbaum is Past President of the American
Psychiatric Association (APA) and the American Academy
of Psychiatry and Law, and serves as Chair of APA’s
Council on Psychiatry and Law. He received APA’s Isaac
Ray Award for “outstanding contributions to forensic psy-
chiatry and the psychiatric aspects of jurisprudence,” and
was elected to the Institute of Medicine of the National
Academy of Sciences.

Thursday, October 5, 12 noon—1:30 p.m.

Reflections on Recovery

Suzanne E. Vogel-Scibilia, M.D.,

is currently the President, National
Alliance for the Mentally Ill (NAMI),
and Medical Director, Beaver County
Psychiatric Services. She has had
Bipolar Disorder since the age of 15.
She is the mother of five children, two
of whom have been diagnosed with mental illnesses. She
is a psychiatrist with board certification in general psychi-
atry, addiction psychiatry, and geriatric psychiatry, and has
additional board certification from the American Board
of Adolescent Psychiatry. She also has a thriving practice
in Beaver, Pennsylvania. Dr. Vogel-Scibilia stays very ac-
tive leading local peer education and support groups, and
acts in an advisory capacity for national organizations.
She is a consumer, family member, and provider, and she
represents the broad perspective that NAMI brings to the
important advocacy movement.

Thursday, October 5, 1:30 p.m.—3:00 p.m.

Services and Science: Shall the Twain Ever Meet?,
Jfeaturing Bernard S. Arons, M.D.

Dr. Arons will address the successes of
generative interaction of science and
services. He will identify the signifi-
cant barriers to enhanced interaction
of science and services, and tell about
three or more immediate actions that
would leap over the barriers.

Dr. Arons is the Executive Director and CEO of the
National Development and Research Institutes, Inc.
(NDRI). The NDRI advances scientific knowledge in
the areas of substance abuse, mental health, HIV/AIDS,
and other related social and health concerns in order to
contribute to the prevention and solution of these social

problems. Previously, Dr. Arons was the Director of
the Center for Mental Health Services, SAMHSA, U.S.

Department of Health and Human Services.
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Thursday, October 5, 1:30 p.m.—3:00 p.m.

Friday, October 6, 1:30 p.m.—3:00 p.m.

APA’s Benjamin Rush Award Lecture, entitled

Furor Therapeutics: Benjamin Rush and the
Yellow Fever Epidemic, by Leon Eisenberg, M.D.

Dr. Eisenberg is the Presley Professor
of Social Medicine and Professor of
Psychiatry Emeritus, Harvard Medi-
cal School, where he also chaired the
Department of Social Medicine and
Health. As consultant to the World
Health Organization’s Division of
Mental Health, he chaired three international scientific
work groups and served on several others. He has been

a recognized leader in child psychiatry for over 40 years
through his work in pharmacological trials, research,
teaching and social policy and for his theories of autism
and social medicine. He has received prestigious awards
from the American Academy of Pediatrics, the American
Psychiatric Association, and the American Orthopsychi-
atric Association, to name but a few. His publications
include more than 250 peer-reviewed journal articles, 130
book chapters, and nine edited books, including most re-
cently “Bridging Disciplines in the Brain, Behavioral, and
Clinical Sciences” (National Academy Press, 2000).

Friday, October 6, 10:00 a.m.—11:30 a.m.

Cheryll Bowers-Stephens, M.D., M.B.A., on
Hurricane Katrina: Leadership Lessons Learned

Cheryll Bowers-Stephens, M.D., M.B.A,,
is the former Assistant Secretary for the
Office of Mental Health in the Louisiana
Department of Health and Hospitals. She
| is a graduate of Spellman University, with
an undergraduate degree in psychology
and computer science. She also holds an M.B.A. from the
University of New Orleans and an M.D. from Louisiana
State University in New Orleans. Her general psychiatry
residency was at the Ochsner Medical Foundation, fol-
lowed by a child and adolescent fellowship at Tulane
University. Her clinical area of expertise is treatment

of youth with co-occurring mental illness and develop-
mental disabilities. She has served for the past ten years
in program administration and program development.

In this role, she has emphasized the importance of infant
mental health, services to at-risk youth ages 05 and their
families, and collaboration at the community level.

Dr. Bowers-Stephens has been engaged in Project Legacy,
an effort to transform mental health for the State of
Louisiana. Currently, she is the Chief Executive Officer
for the The Schopenhauser Group, LLC.

Friday, October 6, 1:30 p.m.—3:00 p.m.

Trauma and Recovery; Learning and Doing,

by A. Kathryn Power, M.Ed., Director,

Center for Mental Health Services, SAMHSA,
U.S. Department of Health and Human Services
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In this lecture the importance of
violence, trauma, and abuse in women’s
lives will be highlighted. Violence

and trauma is far more prevalent than
commonly understood, and there is a
disconnect between the prevalence of
trauma and its recognition in the health,
mental health, and substance abuse provider communities.
The relationship between trauma and mental health and
substance abuse problems is a critical one for providers

to identify and treat, and many new individual and
community models for integrated trauma counseling have
been developed that have been demonstrated to facilitate
recovery. The essential features in trauma integrated
counseling will be featured in terms of their support for
the process of recovery in women’s lives.

Comparative Effectiveness of Antipsychotic Drugs:
Results of the NIMH-CATIE Study,
by Jeffrey A. Lieberman, M.D.

Dr. Lieberman is currently the Chair,
Department of Psychiatry, College of
Physicians and Surgeons, Columbia
University; Director, New York State
Psychiatric Institute; and Director,
Lieber Center for Schizophrenia
Research. Dr. Lieberman earned his
medical degree from George Washington University. He
has held research leadership positions in New York City
at Mt. Sinai School of Medicine, Albert Einstein College
of Medicine, and at the State University of New York
School of Medicine. He was recruited to the University
of North Carolina School of Medicine in 1996. With
research focused on neurobiology, pharmacology, and
the treatment of schizophrenia and related psychotic
disorders, Dr. Lieberman has authored more than 300
scientific papers.

Saturday, October 7, 8:00 a.m.—9:30 a.m.

Do We Really Need Another Subspecialty?
Psychosomatic Medicine: What Is It and What
About the Name?, by Thomas N. Wise, M.D.

Dr. Wise graduated from Duke
University School of Medicine. He is
currently the Chair, Department of
Psychiatry, at Inova Fairfax Hospital.
He is also the Director of Behavioral

| Services at Inova Health Systems,

and is Professor of Psychiatry and
Behavioral Sciences, at Johns Hopkins University School
of Medicine. Dr. Wise is Editor-in-Chief of the Journal
of Psychosomatics, is President of the Board, American
Psychiatric Publishing, Inc., and is active on many other
journals as an editorial board member reviewer.

Saturday, October 7, 1:30 p.m.—3:00 p.m.

Prospects for Psychiatric Care in the Future,
by Herbert Pardes, M.D., President and Chief
Executive Officer, New York-Presbyterian Hospital

This lecture will focus on the
implications of government support
versus how psychopharmacological
care will fare with tougher scrutiny and
reservations regarding the numbers
of people who genuinely benefit from
pharmacological care; develop an
understanding of what the current political perspective
will mean for the care of the chronically mentally ill;
and elaborate how the prevailing culture will impact the
nature of mental health manpower and education of
psychiatrists.

Sunday, October 8, 10:00 a.m.—11:30 a.m.

APA’s Judd Marmor Award Lecture featuring
Kenneth S. Kendler, M.D., on Psychiatric
Genetics: A Current Perspective

] Dr. Kendler is the Banks Distinguished
Professor of Psychiatry, Professor

of Human Genetics, and Director,
Virginia Institute for Psychiatric and

| Behavioral Genetics. He received his
medical degree from the Stanford
University School of Medicine. His re-
search interests include psychiatric genetics, epidemiology,
schizophrenia, and the genetics of psychiatric and drug
abuse disorders.




Health Services Research Track

The American Psychiatric Association is pleased to offer,
for the first time at the 2006 Institute on Psychiatric
Services, a special Health Services Research program track.
This track, is designed to highlight the implications of
current health services research for psychiatric practice, in-
troduce psychiatric residents to the field of health services
research, and update clinicians on innovative and practical
approaches for improving mental health care. This track
will benefit public sector psychiatrists and those working
in systems of care. Among the offerings are the following
activities:

Symposium

Thursday, October 5, 8:30 a.m.—11:30 a.m.

Monitoring Depression Severity:
Clinical Applications in Psychiatry

This symposium will update clinicians on the systematic
management of depression using the nine item Patient
Health Questionnaire (PHQ-9). A simple quantitative
instrument, the PHQ-9 holds significant promise for im-
proving the treatment of depression by equipping physi-
cians with a standardized tool for monitoring the severity
of depression.

Lecture

Friday, October 6, 10:00 a.m.—11:30 a.m.

Anti-Depressant Medication and
Suicidality

Mark Olfson, M.D., M.PH., Clinical
Professor of Psychiatry at Columbia
University, will provide a clinical update
on the use of antidepressant medication

and suicidality.

Friday, October 6, 12 noon—1:30 p.m.

“Meet the Experts” Luncheon

This luncheon, for Residents only, includes a senior health
services researcher on the panel of presenting experts.

Saturday, October 7, 7:30 a.m.—8:30 a.m.

Health Services Research Breakfast

This breakfast is designed to provide psychiatric residents
and young investigators the opportunity to interact with
senior investigators in the health services research field.
The recipients of the Health Services Research Early
Career Award and Senior Scholar Award are recognized at
the breakfast and will share their health services research
experiences.

Symposium

Saturday, October 7, 8:30 a.m.—11:30 a.m.

National Institute of Mental
Health (NIMH) Health Services
Research

The Division of Services and Inter-
vention Research, NIMH, presents a
symposium on several current clinical
trials it is currently supporting and their
implications for psychiatric practice.

Lecture

Sunday, October 8, 8:00 a.m.—9:30 a.m.

Disparities in Mental Health Care:
What Does Research Tell Us?

Annelle Primm, M.D., M.PH., Director of APA’s Office
of Minority/National Affairs, will provide an overview
and an update on disparities in mental health care and
treatment for minority populations.

Association of Gay and Lesbian Psychiatrists Track
Saturday, October 7, 11:30 a.m.—1:30 p.m.

Over the past year, the Association of Gay and Lesbian
Psychiatrists (AGLP), LGBT psychiatrists, and the APA
have raised $50,000 to endow the John E. Fryer, M.D.,
award, for a public figure who has made significant con-
tributions to LGBT mental health. Dr. Fryer was known
as Dr. Anonymous when he gave a courageous speech at
the 1972 APA Annual Meeting, which led to the declas-
sification of homosexuality as a mental illness. Barbara
Gittings and Franklin Kameny, Ph.D., who were on the
same panel as Dr. Fryer in 1972, will both be recipients of
the first award. To honor the new award, the Institute on
Psychiatric Services (IPS) will feature a day of program-
ming on LGBT mental health. AGLP will also hold its
Fall Business Meeting and sponsor two receptions during
the IPS. For full details see www.aglp.org. To register for
the IPS see www.psych.org/IPS2006.

Friday, October 6, 5:00 p.m.—5:30 p.m.
APA LGBT Caucus and AGLP Meeting

Evening Reception
(details to be announced)

Lecture

Saturday, October 7, 8:00 a.m.—9:30 a.m.
Lesbian and Gay Families
Ellen Haller, M.D., Adjunct Professor of Psychiatry,

University of California at San Francisco, and Susan
Vaughn, M.D., Assistant Professor of Clinical Psychiatry,
Columbia University

Susan Vaughn, M.D.

Ellen Haller, M.D.

Workshop
Saturday, October 7, 10:00 a.m.—11:30 a.m.

Sex and Sexuality and Special Populations Among
Gay, Lesbian and Bisexual People

Robert P. Cabaj, M.D., will lead this workshop that will
focus on understanding the complex role that sexuality
plays in the lives of lesbians and gay men and describe
how it influences their mental health. Presenters include
Robert Kertzner, M.D., Ronald Hellman, M.D., and
Samantha Kelleher, M.D.

Lunch

(details to be announced)

Saturday, October 7, 1:30 p.m.—3:00 p.m.

John E. Fryer, M.D. Award Lecture, entitled Gay,
Proud, and Healthy: From Heresy to Humdrum

Franklin E. Kameny, Ph.D., and Barbara Gittings,
Gay Rights Activists

Franklin E. Kameny, Ph.D.

Barbara Gittings

Workshop
Saturday, October 7, 3:30 p.m.—5:00 p.m.

Demons, Satan, Science, and Homosexuality:
A Film Analysis

David L. Scasta, M.D., Co-Chair, AGLP Film Task
Force, will lead this workshop that will help participants
gain familiarity with religious precepts, which make the
coming out process difficult for Lesbian, Gay, Bisexual,
and Transgendered people and compel efforts to effect
sexual orientation change. This workshop will also fea-
ture the AGLP produced film entitled, “Can I Change,”
focusing on the harms of conversion or “reparative”
therapy. Presenters include Alicia Salzer, M.D., Mary
Barber, M.D., and Reverend Larry Waltz

Early evening reception for the
Jobhn E. Fryer, M.D. Award Winners

(details to be announced)

Sunday, October 8, 9:00 a.m.—5:00 p.m.

AGLP Fall Business Meeting

Medical Updates

The following Medical Updates will be presented during the IPS.

Kenneth Prager, M.D.

Thursday, October 5, 2006

Columbia University

Columbia University iy Dl 8:00 a.m.—9:30 a.m.
Joseph Lux, M.D.

Bellevue Hospital and HIV/AIDS :Irgu(;‘(s)daa?r,] (2(;'[10-2?:,”]2006
New York University ‘ T
James Tsai, M.D. Ol il Thursday, October 5, 2006

3:30 p.m.—5:00 p.m.

Russell Kellogg, M.D.
St. Vincent’s Hospital and
New York Medical College

Preventive Health Care

Friday, October 6, 2006
10:00 a.m.—11:30 a.m.
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Loocal Chairs’ Forum

Friday, October 6, 3:30 p.m.—5:00 p.m.

The Role of Academic Departments and Faculty in Forging the Future of Psychiatry

This forum will include the following chairs of psychiatry from the local medical schools.

Jonathan D. Brodie, M.D., Ph.D.

New York University

Joseph T. English, M.D.

St. Vincent's Hospital

Javier Escobar, M.D.

University of Medicine and Dentistry
of New Jersey

Stephen M. Goldfinger, M.D.

State University of New York,
Downstate Medical Center

T. Byram Karasu, M.D.

Albert Einstein College of Medicine

Charles H. Kellner, M.D.

University of Medicine and Dentistry
of New Jersey

Jeffrey A. Lieberman, M.D.

College of Physicians and Surgeons,
Columbia University

Mark J. Sedler, M.D.

Stony Brook University School of Medicine

During this forum, attendees will have a unique opportunity to address this very relevant topic for the profession
and field of psychiatry at large. This forum will provide a wonderful opportunity for medical students and residents
to share their opinions and ideas on how best to delincate the future of academic psychiatry in this country. It will
also provide an opportunity to assess the positive and negative aspects of this profession, from an academic point
of view. Hopefully, as a result of this forum, a better future outlook will be envisaged for the future generations of

psychiatrists, both in this country and abroad.

APPI Bookstore

Stop by your on-site source for the latest publications,
training materials, and journals. You'll find new, best-
selling titles, and classical references on every area of
psychiatry. APA members can take advantage of 15%
member discounts and APA Members-in-Training receive
a 25% discount on all purchases.

Continuing Medical Education

Accreditation/Designation: The American Psychiatric
Association (APA) is accredited by the Accreditation
Council for Continuing Medical Education to provide
continuing medical education for physicians. The APA
designates this educational activity for a maximum of 40
category 1 credits towards the AMA Physician’s Recogni-
tion Award and for the CME requirement of the APA.
Each physician should claim only those credits that he/she
actually spent in the educational activity. CME credit is
earned on an hour-for-hour basis for most sessions on the
scientific program.

Institute on
Psychiatric
Services

APA’s Leading Educational
Conference on Public and
Community Psychiatry

Octoher 5-8, 2006
New York, NY

1-888-35-PSYCH or (703) 907-7300
Advance Registration Deadline is
September 7, 2006.

Register today at
www.psych.org/IPS2006!

Exhibits

The exhibits are an integral part of the educational
program and you are encouraged to schedule daily
visits to the Exhibit Hall to enjoy refreshments, win
prizes, and speak with the exhibitors who offer com-
puter software, books, pharmaceutical information,
psychiatric programs, employment opportunities,
medical instruments, financial services, insurance
programs, lab testing, management services, and
much more.

Requests for the Exhibitor Prospectus or inquires
regarding commercial or educational exhibits should
be directed to: Kevin Klipsch, Exhibits Manager,
Phone: (314) 994-9640, Fax: (314) 994-9650,
E-mail: kklipsch@expomanage.net.

Trainee Session

Clinical Approaches to Working With People
Who Are Homeless and Have Mental Illnesses:
Challenges and Rewards

Sunday, October 8, 8:30 a.m.—3:30 p.m.

Astor Ballroom, Seventh Floor, New York Marriott Marquis

Sponsored by the Center for Mental Health Services,
Substance Abuse and Mental Health Services Administra-
tion; and the Department of Psychiatry, State University
of New York, Downstate Medical Center

Chp.: Stephen M. Goldfinger, M.D.

Participants: Carol L.M. Caton, Ph.D., Alan D. Felix,
M.D., Hunter L. McQuistion, M.D., Fred C. Osher,
M.D., Ezra Susser, M.D., M.PH., Suzanne Wagner,
M.S., LM.S.W., Andrea White, M.S.W., Van Yu, M.D.

Goals of the Session:

This training session will bring together many of the
national leaders who provide mental health services to
individuals who are homeless and have serious mental
illnesses. The goal is to encourage more mental health
professionals to work with people who are homeless with
serious mental illnesses and with the organizations that
provide services and support to this population. The for-
mat will include a combination of formal presentations,
clinical consultations, and interactive panels; clinicians,
academics, consumers, residents, and policymakers.
Participants will also have the opportunity to discuss
strategies with their colleagues across disciplines and gain
a deeper understanding of diverse approaches to dealing
with people who are homeless and have mental illnesses.

Who Should Attend?

This session focuses on orienting psychiatrists, psychiatric
residents, and other human service professionals to work
with individuals who are homeless with mental illnesses.

Registration:

Pre-registration is required; the registration fee is $40
before September 7, and $50 thereafter. Attendance is
limited to the first 250 registrants. Non-trainees will

be admitted depending on space availability. The
registration fee includes continental breakfast and lunch.
To register for this session, please use the registration
form included in this booklet or register online at
www.psych.org/TPS2006.

If you have questions, please contact Jill L. Gruber CMP,
Associate Director, IPS at (703) 907-7815 or by e-mail at
jgruber@psych.org.




It's FREE! EVERYONE IS WELCOME!
Saturday, October 7, 2006 = 4-7 pm

Ce I eb roll'i on New York Marriott Marquis

Broadway Ballroom (6th Floor)

. 1535 Broadway
ecove New York, NY 10036
Phone: (212) 398-1900
Toll Free: (800) 843- 4898

Celebrating success and creating hope! nymarriottmarquis.com

Presentations! Live Music! Entertainment! Food! Resource Fair! and More...

ol i a8 Guest Speakers including:

Jay Neugeboren, author of:
"Imagining Robert: My Brother, Madness, and
Survival: A Memoir" & "Transforming Madness:
New Lives for People Living with Mental lliness"”

Presented by:

The Irwin Foundation
P—-‘——
In collaboration with the

American Psychiatric Association's
58th Institute on Psychiatric Services
October 5-8, 2006 m New York, NY

i YeERLISL L e
o e ———
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What is Celebration Recovery?

® An unprecedented event bringing together psychiatrists and other
mental health prafessionals with consumers, patients, family
members, and all those who support recovery from mental illness

B An opportunity to learn mare about recovery from mental illness

About The Irwin Foundation -
® A nonprofit organization committed to education, advocacy,
training, and research initiatives to advance the Recovery Vision

m A forum for consumers, patients, family members, advocates, - . ' - |
psychiatrists, mental health professionals, and community X ! Rgc OV RY

stakeholders to share ideas, recognize consumer achievements, _ . TR i - 1
eliminate stigma, and inspire hope = |- LTl -

Nl -

3 , W

Why you should attend -

u To support and learn about recovery, expand networks, and For more information, contact: info@irwinfoundation.org

build coalitions Visit our web sites at: www.lrwinfoundation.org
www.celebrationrecovery.org

For hotel, air travel, registration, and general information about the 58th Institute on Psychiatric Services,

please call: 1-888-357-7924 or visit APA's web site: www.psych.org/IPS2006
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The full-time registration fee covers admission to the exhibits, including prize drawings, beverages and receptions in the exhibit hall; all scientific sessions, including Industry-Supported
lunch and dinner Symposia; and other special events. The registration fee also includes the Program Book and Syllabus (for most registration categories), as well as the latest issue of
the journal Psychiatric Services. The deadline for advance registration is September 7, 2006. After September 7, you may still register online until October 4, 2006, 11:59 p.m., eastern

standard time, but the on-site fees will apply.

Three Easy Ways To Register:

*
Internet:

www.psych.org/IPS2006 Fax: (703) 907-1097

Mail: Send completed registration form and payment, payable to American
Psychiatric Association, to: APA Registrar, 1000 Wilson Boulevard, Suite
1825, Arlington, VA 22209-3901

*Registration by credit card only. Available 24 hours a day. Please do not mail your form afterward.

Guest Registration: Only one guest is allowed to register with each full-time registrant
and cannot be an APA member. The guest must reside in the same household and be
able to receive mail at the same mailing address. The “Guest” category is intended for a
spouse/significant other.

Confirmation: If you do not receive registration confirmation within four weeks of
mailing or faxing your form, please call the Registrar toll free at 1-888-357-7924, or
703-907-7810. You may also e-mail the Registrar at hball@psych.org.

Registration Fee Exemption Policy: IPS registration fees are waived only for:
* APA Honorary Fellows
¢ Medical Students (with valid I.D.)
e District Branch Executive Staff (who are not APA members)

Registration Fee Reduction Policy: If you qualify in one of the categories listed below,
you cannot register online, since verification is required.

Nonmember Medical Students: Proper identification, such as a copy of your valid
medical student I.D. card or letter from an instructor, must be received with your
registration form to qualify for the fee exemption.

Nonmember Psychiatric Residents: A letter from an instructor or director of training,
verifying your status as a psychiatric resident, must be enclosed to quality for the reduced
registration fee.

Nonmember Students: Full-time students only. A copy of your valid student I.D. card
or other official documentation must be enclosed to qualify for the reduced registration
fee.

On-Site Registration: Attendees may register in the Foyer, Fifth Floor, New York
Marriott Marquis, beginning on:

Thursday, October 5.......ccccciiiiiiiiiiiienenes 7:30 a.m.—5:45 p.m.
Friday, October 6.......coeueiieiiiiiiincneeeeene 7:30 a.m.—5:45 p.m.
Saturday, October 7 ........cccovvivieuiinniciinne, 7:30 a.m.—5:45 p.m.
Sunday, October 8 .....ccccoevveiniiniincinecnes 7:30 a.m.—10:30 a.m.

Registration Refunds: Requests for registration refunds must be made in writing by
September 21, 2006, and sent to:

APA Registrar, American Psychiatric Association,
1000 Wilson Boulevard, Suite 1825, Arlington, VA 22209-3901,
(703) 907-1097; fax: (703) 907-1097; e-mail: hball@psych.org.

Note: After September 21, 2006, no changes in registration or refunds will be granted.
Written requests, postmarked by September 21, 2006, will be honored, less a $20
processing fee. Refunds for no-shows are not permitted. There will be no exceptions
to the refund policy.

- \ACNAIR
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Travel
Services
Representative

MacNair Travel Management/American Express and the American Psychiatric Association

have arranged for airfare discounts on United Airlines for those attending
the 58th Institute on Psychiatric Services, October 5-8, 2006, in New York, NY.

United — 2% off some United, United Express, United code share flights (operated by US Airways, US Airways Express, or Air Canada)
published fares; (7% discount if ticketed at least 30 days prior to travel), 5% off some unrestricted coach fares (10% if ticketed at least 30 days

prior to travel); 10% discount is offered on full, unrestricted coach, business and first class fares, (15% if ticketed at least 30 days prior to travel).

Area pricing is also offered; price is determined by your geographical location.

United Airlines 1-800-521-4041

Meeting ID Code: 550TZ

US Airways Shuttle: For attendees traveling to NYC from either Boston or Washington, DC, MacNair Travel is offering a specially discounted

fare (up to 50% savings) on the US Airways Shuttle. Please check with a MacNair consultant for details.

Call MacNair Travel Management to make your travel arrangements: 1-888-662-2624 (toll free) in the U.S. or Canada.
For residents of Virginia, Maryland, or the District of Columbia, or outside the U.S. or Canada, please call (202) 496-9300.

E-mail requests can be sent to apa@macnairtravel.com.

Be sure to identify yourself as an APA Institute on Psychiatric Services or APA IPS attendee.
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°
{@” ». 58th Institute on Psychiatric Services Office Use Only
N2 APA’s Leading Educational Conference on Public and Community Psychiatry R
) Order#
G
: | S
1) Personal Information Amoun
Batch#
APA Member? | | Yes, member # (if known) No | |
FirseName L [ [ [ L [ [ 0P P PP P[] Middlelnidal | |
Last Name (T T O T e Degree
If you are disabled or require special
Address SN sensioce. plesse indivate soun noeds ot
requirements:
Address N Y e
City N O State
Zip Code N 1 O O Country (ifoutside U.S) | [ | [ | [ | [ |
Day Phone N T O Fax | [ |- L [ -1 1]}
E-mail
Nonmember Only: Are you a psychiatrist? I I Yes | | No
Guest Registration (Only if registering for meeting; cannot be an APA member; I.D. required on-site.)
First Name L PP PP ) MiddleInidal [ ] LaseName || [ [ [ [ [ [ [ [ [ [ [ [ [ [ [[]]
2) Registration Fees (*Includes Syllabus)
APA Member: Before 9/7/2006 On-site Amount
Full-Time Registration $175 $225 $
Members-in-Training (Member Class MT)* $60 $75 $
Daily Registration, per day (All member Categories except Medical Students) $100 $150 $
Daily Registration — Sunday, October 8, Only $75 $100 $
Medical Student* $ FEE EXEMPT $ FEE EXEMPT $
APA Honorary Fellow* $ FEE EXEMPT $ FEE EXEMPT $
Nonmember:
Full-Time Registration* $340 $390 $
Psychiatric Resident, Student, Public Agency Clinical Staff (Masters Level or Less), $85 $100 $
Mental Health Chaplain, or Advocacy Group Member*
Daily Registration, per day (All nonmember categories except Medical Students) $180 $230 $
Daily Registration — Sunday, October 8, Only $110 $135 $
Medical Student* $ FEE EXEMPT $ FEE EXEMPT $
District Branch Executive Staff* $ FEE EXEMPT $ FEE EXEMPT $
Program Presenter:
Full-Time Registration (APA Members and Nonmembers)* $155 $205 $
Daily Registration, per day $95 $155 $
Daily Registration — Sunday, October 8, Only $60 $85 $
Guest:
Full-Time Registration $125 $175 $
Daily Registrants Only: Check the day you are paying to attend: [ Thursday [0 Friday [0 Saturday O Sunday
Trainee Session: Sunday, October 8 (see page 7 for details) $40 $50 $

3) Payment Information

O Check Enclosed O Visa O MasterCard O American Express

Account Number L]

“I authorize you to charge the total payment.”  Signature:

(no other cards accepted)

Expires \_‘_‘ — \_‘_‘
Mo. Yr.

Amount to Charge: $
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Hotel Information NEW YORK MARQUIS

— —_—

New York Marriott Marquis
1535 Broadway

New York, NY 10036

(212) 398-1900

www.nymarriottmarquis.com

to business and entertainment destinations, plus the world’s best shopping,

I I the New York Marriott Marquis is located in the heart of Times Square, next
restaurants, and nightlife.

Special APA group rates will be given to Institute on Psychiatric Services attendees if
reservations are made by September 5, 2006, by either making your reservations on the
Internet, or by calling the number listed below. Upon checkout, you will be charged with
ALL room nights confirmed on your reservation. If you need to cancel your reservation,
you must do so 72 hours PRIOR to your reservation date. If the cancellation is received
less than 72 hours prior to the reservation date, the New York Marriott Marquis will
charge you for ONE night’s lodging and tax. If you change your arrival date within 72

hours of your reservation, the New York Marriott Marquis reserves the right to charge you
for ALL NIGHTS on your original reservation on which you will not stay in the hotel.
If you fail to arrive on your confirmed arrival date, your reservation will be cancelled for ALL NIGHTS, and you

will be charged for ONE night’s room and tax.

All reservations are made on a space-available basis. After the cut-off date of September 5, 2006, discounted
rates may not be available. The New York Marriott Marquis reserves the right to discontinue the group rate after
September 5, 2006, or if the room block fills prior to this date.

Check-in is at 3:00 p.m. and check-out is at 12 noon. Group Codes: APAAPAA = Single
Room Rates: $246 Single  $266 Double (plus applicable taxes) e
Reservations Phone Number: (800) 843-4898

Internet Reservations: www.nymarriottmarquis.com

Location
On Broadway in Times Square. Between 45th and 46th Streets, convenient to the West Side Highway, Times Square Train Stations,
Grand Central Station, and Penn Station.

Accomodations

Oversized guest rooms featuring ultra-premium bedding with 300-thread count sheets, luxurious down comforter, and plush down-
surround pillows. AM/FM clock radio, cable TV, individual climate control. Spacious tile and marble bathroom with hair dryer.
In-room safe, modular workstation, two-line phone with voice mail.

Guest Services
Full-service concierge, flat-fee high-speed Internet access and unlimited long-distance calling, state-of-the-art Fitness Center,
sophisticated Business Center, valet laundry, valet parking, gift shop, shoeshine.

Restaurants & Lounges
Breathtaking sights, cuisine and service at The View, New York’s only rooftop revolving restaurant. Starbucks in the hotel, and other
stylish options for drinks and dining on the 8th floor. In-room dining available from early morning to late night.

Recreation & Leisure
Broadway’s best in the 3rd floor Marquis Theatre, family fun at American Girl Place, Madame Tussaud’s, and other Times Square attractions, sports at Chelsea Pier, tours,
and more.

Attractions
Broadway and the Theatre District, the Fashion District, Times Square sightseeing and nightlife, Fifth Avenue shopping, Central Park, the Museum of Modern Art,
Intrepid Sea-Air Space Museum, Rockefeller Center, Madison Square Garden. For specific information, contact NYC & Company at (212) 484-1200 or visit their website

at www.nycvisit.com.

Directions:

From Laguardia: Follow the Grand Central Parkway toward Manhattan/Triborough Bridge. After paying the toll stay on the left and follow signs to FDR Drive South.

Exit onto 42nd Street/United Nations. Follow 42nd Street to 8th Avenue. Turn right and go to 46th Street. Turn right and the hotel will be on the right at the end of

the block.

From JFK: Take the Van Wyck Expressway to Grand Central Parkway to the L.I.E. to the Midtown Tunnel. Stay right, and turn left onto East 37th Street. Turn right

onto 3rd Avenue. Turn left onto 42nd Street. Follow 42nd Street to 8th Avenue. Turn right and go to 46th Street. Turn right and the hotel will be on the right at the end of
the block.

From Newark: Take the New Jersey Turnpike North to the Lincoln Tunnel. Follow signs to 42nd Street. Take a left onto 8th Avenue. Turn right onto 46th Street.
Hotel will be on the right at the end of the block.
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AIDS

continued from page 6

themselves in the care of patients with this
devastating disease.

I ministered to a patient population
of young, previously healthy, productive
gay men and their partners who had been
blindsided by the disease without even
knowing what was coming.

Within six months, about half my
patients had died, leaving me bereft, finan-
cially diminished, and trying to sort out
how one could tolerate doing this work
with no end in sight.

I'began to teach and find ways to contrib-
ute without just filling up my patient hours
with people who would die. I learned from
my patients and their survivors how to face
a premature demise, and it has not escaped
me that my partner and I soon adopted our
first child in the midst of it all.

I began to make lists. One was of close
friends in San Francisco, New York, Ver-
mont, Boston, and elsewhere who had died.
One was of patients I had already lost, and
one was of the people we knew who were
infected and might all too soon move from
one list to another.

In retrospect, the first of these lists
might have been titled “Dear friends for
whom I have not yet had time to grieve.”
How many funerals should a man of my
age expect to attend? How do I answer
patients wanting to know if I would come
to their funeral?

Were it not for patients and friends who
taught me how to live in the face of death, I
might have abandoned what had become a
major focus of my professional life.

The words of a patient return to me as

Child Psychiatry

continued from page 4

Preliminary  congressional budget
proposals for Fiscal 2007 have slightly
increased funding by $3 million to $300
million for the Children’s Hospital Gradu-
ate Medical Education payment program,
which pays for child and adolescent psy-
chiatrists to train in hospitals. The Child
Health Care Crisis Relief Act has been
languishing in the House and Senate for
several years. It proposes a loan-forgive-
ness program for child psychiatrists and
mental health professionals who agree to
work with seriously ill patients, are from
racial or ethnic minority groups, or live
in underserved areas. It is unlikely to pass
soon, according to APA’s Department of
Government Relations.

In the meantime, AACAP is seeking
to ease the shortage of child and adoles-
cent psychiatrists by using telepsychiatry
to reach rural areas, integrating services
with psychologists and social workers,
and increasing cooperation with pediatri-
cians and other primary care physicians.
AACAP will hold a four-day institute on
child psychiatry for pediatricians at its
annual meeting in San Diego in October,
said Anders.

“We have to reconsider child mental
health services overall,” said Thomas. “It
will take time to increase our workforce,
but we still have an obligation to provide
the best services to our patients.”

“The Continuing Shortage of Cbhild
and Adolescent Psychiatrists” can be ac-
cessed at <www.jaacap.com> by clicking
on “Online Advance Publication” and
then the title of the study. B

I try to capture what it felt like: “It was
like standing in a beautiful field with my
friends and lovers when the shooting
began. All around me lay the dead, and
yet I remained standing, wondering how
in the midst of all this horror I had been
spared. It makes no sense.”

We spent a good amount of time
together in psychotherapy trying to “make
sense” of the insensible. Together we bore
witness to preserve the memory of legions
of gay men, and later all people, who had
succumbed to this virus.

Today many of my patients are living lon-
ger, healthy lives. Remarkable advances in
our ability to treat persons living with HIV
infection have occurred in the past 25 years.
Where I was once at the bedside of patients
suffering from tuberculosis, pneumocystis
carinii pneumonia, and candidal esophagitis
and managing issues of distress and dying,

I now take adavantage of the availability of
viral-load monitoring and a larger palette of
antiretroviral medications and see a decrease
in incidence of AIDS and death from it.

But these trends are also powerful
reminders for psychiatrists to continue
to broaden their scope of assessment
and intervention. Opportunistic infec-
tions, CNS malignancies, metabolic and
electrolyte disorders, and new medica-
tions can all cause significant CNS dis-
ease and dysfunction.

However, the ominous sense of fore-
boding never abates, and people who
became infected in recent years face more
complex psychological and social issues
than did the generation that preceded
them. And people are still dying of AIDS,
though at a slower rate.

My patients sometimes still wait, unsure
about how to go forward with their lives in

the face of the infection still within, though
it may be shackled for the moment.

In reflection, this epidemic has brought
forth the best and worst in human beings.
The challenges ahead are unparalleled,
with ever-new generations of young peo-
ple at risk for HIV, often the most vulner-
able and marginalized in our society.

In developing nations, armies of chil-
dren born to parents they lose to AIDS
remain unschooled, unfed, unparented,
and often armed. No existing social struc-
tures can provide for the needs of these
youngsters, who are left to the kindness of
others or to fend for themselves.

As the 25th year of this pandemic
passes, I experience the fragility of life
in every moment, committing myself to
doing what I can, working through those
lists, believing that one might indeed heal
the soul, if not the heart. H

Inmates

continued from page 10

ity of Harris County called New Start,
offenders with mental illness are man-
dated to receive outpatient treatment once
released from jail.

In 2004, the recidivism rate for offend-
ers who received treatment through the
program was 5 percent, according to
Hamilton.

“The most unsafe thing you can do is to
place [people] with mental illness in prison
and not treat them, and then release them
to the community without linking them to
treatment,” he said.

Prerelease mental health services for
inmates are crucial to ensure their success
in the community, said Erik Roskes, M.D.,
director of forensic treatment at Spring-
field Hospital Center in Sykesville, Md.,
and a member of APA’s Task Force on
Forensic Outpatient Services.

“It’s important that we realize that tran-
sition in this context is extremely difficult
for many inmates and especially those with
mental illness,” Roskes said. However,
postrelease treatment planning can also
pose unique challenges, Roskes noted.

For instance, since jail inmates are usu-
ally not detained for a lengthy period and
may have little notice before their release,
it can be difficult to arrange community
mental health services for them.

Although prison sentences are longer,
and prison staff may have more time to
make arrangements for postrelease mental
health services, prisons are often located
several hours from inmates’ homes, which
can present problems regarding treatment
planning and access to services.

Treatment planning may include psy-
choeducation regarding medications, addic-
tion, and mental illness, as well as relapse
prevention, life-skills education, assertive-
ness training, and vocational preparation
and job placement, Roskes said.

In addition, the days and weeks pre-
ceding release can provoke anxiety about
being accepted back in the community,
he noted. Parole officers and clinicians
should be aware that although stress lev-
els may level off after release, they may
increase again after “a few months, once
they realize it’s not so easy being on the
outside.”

It is vital that forensic psychiatrists
“honestly believe that [offenders with men-
tal illness] can and do recover and change
their lives, and we can help them do that,”
Roskes emphasized.

Cassandra Newkirk, M.D., noted that it
is also important for corrections staff and
case managers in particular to note that
after spending 30 days in jail or prison,
Medicare and Medicaid benefits stop. This
can be especially problematic for people
who bounce in and out of jail for short
periods of time.

Newkirk is director of mental health

services for GeoCare Inc., a Boca Raton,
Fla., company that provides mental health
services to people in jails and prisons, and
amember of APA’s Committee on Jails and
Prisons.

“We must advocate for court diversion
so that people with serious mental illness
never get into the correctional system to
begin with,” she stated. H

Prescribing

continued from page §

ing milligrams when the drug strength
should have been written as micrograms
or misspelling a drug name.

“Decision-making errors” most fre-
quently involved the “prescribing of a dose
regimen that is not recommended for the
drug/formulation prescribed” (9.8 percent
ofall prescriptions). Other errors were cat-
egorized as involving prescribing a drug
for a longer period than recommended or
approved (2.7 percent) or prescribing two
drugs for the same indication (1.9 percent).
Dosages below the recommended effective
dose range for a patient’s condition were
somewhat less common (1.7 percent), as
was the failure by the prescriber to con-
sider a potentially significant drug inter-
action (1.1 percent).

The majority of patients receiving a
prescription containing an error were
inpatients (83.4 percent) and were between
the ages of 18 and 64 (69.2 percent). In 280
of the 523 errors (53.5 percent of prescrip-
tion errors), the medication was adminis-
tered to the patient before the error was
identified.

Fortunately, the majority of the errors
identified in the study were grade 1 (47.8
percent) or grade 2 (45.9 percent). Only
17 errors (3.3 percent) were classified as
grade 3 or grade 4. Most of these 17 errors
involved the prescribing of high doses of
single drugs or of multiple drugs that when
taken together could result in serious cen-
tral nervous system depression, potentially
precipitating respiratory failure.

Opverall, Taylor and his colleagues con-
cluded, “pharmacy staff detected on aver-
age one prescribing error for every 42 pre-
scriptions checked.” Over three-fourths of
the errors amounted to “slips of the pen,”
that is, were a prescription writing error.
Thankfully, they noted, “most errors were
of doubtful or minor importance, but “1
in 33 errors was deemed likely to result in
serious effects or death.”

“Prescription Ervor in Psychiatry:
A Multi-Center Study” is posted online
at  <bttp:/fjop.sagepub.com/cgi/content/
abstract/20/4/553>. A

Cancer

continued from page 5

seek immediate care. Within days of seeing a
primary care doctor, she saw a surgeon and
was scheduled for a C'T scan and biopsy.

“I felt as if I got Cadillac care because I
was a doctor,” Schlesinger said.

As it was with Wohlreich, waiting for
the biopsy results was the most difficult
time for Schlesinger. “Once I heard from
the surgeon that I had cancer, I was scared.
T associated it with death,” she said.

She noted that “blame is unavoidable”
when presented with a diagnosis of cancer.

“I'blamed myself,” she said. Perhaps she
had burned one too many food items, or
there was something else in her environ-
ment that caused her cancer, she remem-
bered thinking.

“To this day I still wonder, ‘Did I do
something thatresulted in me having can-
cer?’ ” Schlesinger said.

When she found out that she had lym-
phoma, she was relieved because she knew
someone who had survived the disease, and
she had read favorable statistics associated
with lymphoma. “Not all cancer equals
death,” she noted.

Schlesinger also benefited from strong
support. “My family accompanied me to a
lot of my treatments,” she said.

On the job, she spent time with her
supervisor discussing her limitations. “Did
I thinkI could work with suicidal patients?
Did I have enough energy to complete all
of my work?” she asked.

But in addition to facing her limita-
tions, Schlesinger also noted that her diag-
nosis and treatment gave her a profound
awareness of her strengths. “I knew what
I could do no matter how I was feeling,”
she stated. W
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Funding

continued from page 1

tive, the Drug Effectiveness Review Proj-
ect (DERP), conducts regular systematic
reviews of evidence of the comparative per-
formance of drugs within leading therapeu-
tic classes. DERP is sponsored by a group of
15 state governments and two private health
care groups; it evaluates competing drugs
but does not make recommendations for
drug coverage. Such reviews could be more
effective, Morgan said, if their results were
incorporated into the drug-appraisal pro-
cess and the coverage policies of major pri-
vate and public prescription plans.

Transparency Missing in U.S.

At the heart of such reviews in other
countries is an attempt to create transpar-
ency in the price-setting process. Critics of
the U.S. drug market in general, and Part
D in particular, say there is little publicly
available information to explain why par-
ticular drugs are sold at particular prices
by their manufacturers.

In a response to the international
experts, Mark Hayes, Republican health
policy director for the Senate Finance
Committee, pointed out that several
transparency provisions were in the Sen-
ate-passed version of the legislation that
created the drug benefit but were stripped
out after opposition from the House.

“There is tremendous amount of oppo-

sition to this from the drug industry,” said
Cybele Bjorklund, Democratic staff direc-
tor of the House Ways and Means Com-
mittee.

National Formularies Weighed

Although Australia and New Zealand
use national formularies, the approach
varies in other industrialized nations. Eng-
land uses a negative formulary of drugs
that the government drug program will
not cover, while Canada has many local
drug formularies.

National prescription-drug plans in
much of Europe have added so-called
demand-side efforts in recent years to
encourage physicians and pharmacists
to help control prices through measures
such as increased use of generic drugs.
Such efforts have had limited success
because Europeans have been reluctant to
adopt them, said Panos Kanavos, Ph.D., a
research fellow at the London School of
Economics and Political Science.

Proponents of a national drug formulary
created by the federal government cite data
that U.S. drug costs are among the world’s
highest, but those claims were questioned
by several researchers. Such price compari-
sons, Kanavos said, usually omit a range of
discounts that manufacturers offer to U.S.
insurers that purchase in large volume.

“The United States has done a better
job of keeping a discount in the system,”
Kanavos said.

VA

continued from page 1

Version (PSS-I), can complement clinical
interviews.

While some of these interviews might
take time to administer, they can provide
indications of presence and severity of
symptoms.

Time Shouldn’t Be Concern

“If youre making judgments with
major treatment and compensation impli-
cations, time shouldn’t be an issue,” said
Regier.

Self-report instruments of war-related
stress may help the clinician elicit greater
detail about trauma exposure than an ini-
tial interview would, said the report, but
“they should not substitute for a compre-
hensive diagnostic interview.”

The VA uses the same four-question
screening test for PTSD as the Depart-
ment of Defense. It also uses a number of
other instruments to evaluate symptoms
and treatment response but has no system-
wide convention for choosing them.

No biomarkers currently have suffi-
cient sensitivity and specificity to be use-
tul for diagnosing PT'SD, noted the IOM
committee, in response to a question from
the VA. Neuropsychiatric tests might help
validate subjective reports, but they were
less useful diagnostically because results
might characterize other psychiatric dis-
orders as well.

The IOM also noted that PTSD was a
true disorder because it met standards for
validity, having distinct clinical features
that had been consistently documented in
a variety of settings and cultures, longi-
tudinal stability, and some evidence that
genetic factors accounted for about one-
third of PT'SD symptoms.

Disability Claims Questioned

At committee hearings in February,
several speakers suggested that many vet-
erans applying for disability compensation

[T pstenc news /duy 21, 2008

for PTSD through the VA were not suf-
fering from the disorder, but looking for
a government pension. Clinicians should
be aware of the potential for malinger-
ing and should consider discrepancies in
the patient’s reports, lack of cooperation
in evaluation or treatment, and evidence
of antisocial personality disorder in their
evaluation, said the committee, echoing
APA recommendations.

“Part of the reason for asking that clini-
cally well-trained people evaluate patients
is to avoid overdiagnosing people faking
PTSD,” said Regier. Several psychomet-
ric tests, like the MMPI-2 or the Impact
of Event Scale—Revised, do a good job of
detecting fakery, he added. Other speak-
ers at the February hearings presented
evidence that there were few instances of
malingering among Vietnam War veter-
ans studied. Although the impetus for the
IOM reportarose from concern about vet-
erans of earlier wars, Katz said that about
30 percent of returning veterans of Iraq
and Afghanistan come to the VA for med-
ical care. Of those, 33 percent have men-
tal health concerns, and 15 percent of that
group have at least some symptoms of
PTSD.

Nothing specific in the report should
cause the VA to change its approach to
diagnosing PTSD, but the department
is continually seeking to improve its ser-
vices, said Katz. “The issue isn’t business
as usual, but enhancement as usual,” he
said. “The VA views the best diagnosis
as an evolving process, guided by empiri-
cal-research evidence and accumulating
evidence.”

The IOM report also did not pres-
age any developments for PTSD criteria
that might appear in DSM-V] said Regier.
Research over the next several years may
generate new information that could con-
firm present standards or guide new ones,
he said.

“Posttraumatic Stress Disorder: Diag-
nosis and Assessment” is posted at <www.
nap.edu/catalog/11674.btml#toc>. B

Critics of the Part D program have
urged that the national formulary used by
the Department of Veterans Affairs (VA)
be applied to Medicare. A Families USA
review compared Part D drug prices with
prices negotiated by the VA and found that
every drug compared was less expensive in
the VA system, with a median price differ-
ence of 46 percent.

The Families USA report, said Hayes,
does not account for the fact that the VA
system achieves lower prices by mandat-
ing a mail-order system, while Part D
participants can use local pharmacies. In
addition, drugs not covered under the VA
plan are simply unavailable, whereas Part
D recipients can switch to a plan that will
cover a drug they need.

A recent proposal by congressional
Democrats would change the Medicare
Part D program so that one drug-plan
option would be administered by the

——

federal government. That change would
allow the government to negotiate drug
prices on behalf of Medicare recipients.
Democrats argue that such an approach
would allow the government to get bet-
ter prices because it could buy on a mas-
sive scale.

Such a change would mimic, in part,
the drug systems of Australia and New
Zealand, where the government plans fund
virtually all medicines and give the govern-
ments “significant buying power. . . to nego-
tiate acceptable pricing with suppliers,”
Morgan said.

The U.S. drug benefit depends on mar-
ket forces to drive down prices through the
competition of a large number of insurers
to gather the most Medicare beneficiaries
into their plans.

More information on international ef-
forts to provide drug benefits is posted at
<www.allbealth.org/event_062306.asp>. B

Patterns
continued from page 16

atypicals”—that were prescribed off-
label. Just over 50 percent of prescrip-
tions were for olanzapine (Zyprexa) (the
most expensive psychotropic medica-
tion during 2001) were off-label, while
over 65 percent of prescriptions for ris-
peridone (Risperdal) were off-label (see
chart on page 16). Chen and her col-
leagues were surprised to find that those
aged 65 and older were 5.2 times more
likely to be dispensed an off-label anti-
psychotic prescription than those under
the age of 65. Other factors associated
with off-label prescribing of antipsy-
chotics included being white (odds ratio
1.9). Several nonpsychotic disorders were

community 77
Urban Renewal

continued from page 13

tion, citing a report in the May 3 Fournal
of the American Medical Association (JAMA)
showing that middle-aged white people in
America have worse health overall than
white people of the same age in England,
despite much higher health care spending
here.

In the categories of diabetes, blood
pressure, and cancer, England’s poorest
citizens—those in the lowest one-third of
income levels—did better than the richest
one-third of Americans.

Importantly, as the state of social orga-
nization changes, individuals within the
society adopt new, more aggressive behav-
iors to fend for themselves. She cited
Geoffrey Canada’s 1996 book Fist, Stick,
Knife, Gun, which showed the downward
spiral of urban violence from fistfighting
to guns.

“The change in the state of organiza-
tion has made the gun not optional,” she
said. “In a state where everyone has a gun,
everyone has to have a gun. The tragic
part of this decline in social relation-
ships is that it takes much more aggres-
sive behavior to take care of yourself. In
a well-organized community, there are
established ways of sharing. In a disinte-
grated community, you have to fight with
someone else.”

An abstract of “Disease and Disadvan-
tage in the United States and England” is
posted at <bttp://jama.ama-assn.org/cgi/
content/abstract/295/17/2037>. B

associated with increased odds of being
prescribed an off-label antipsychotic,
including cyclothymic disorders (odds
ratio 3.9), mental retardation (odds ratio
2.5), major depressive disorder (odds
ratio 2.1), Alzheimer’s disease (odds ratio
2.1), and paralysis (odds ratio 2.2).

“We aren’t really able to say whether
the off-label uses documented in our study
were appropriate or not,” Chen said. “Off-
label scripts are commonly written to con-
trol certain symptoms, for example, using
antipsychotics or anticonvulsants to man-
age aggressiveness,” Chen explained. ICD-
9-CM coding, however, “was designed
mainly for identifying diseases, rather
than symptoms, and most symptoms may
not be coded for billing purposes.”

Some generalizations can be made,
Chen said. It would be generally inap-
propriate, she said, to use a mood stabi-
lizer as monotherapy for a patient with
schizophrenia or an atypical antidepres-
sant as monotherapy for a patient with
nonpsychotic depression. Yet many of
the trends noted appear to be plausibly
appropriate, such as using anticonvul-
sants for patients with pain disorders or
using antipsychotics for youth with more
severe behavioral disorders such as atten-
tion-deficity/hyperactivity disorder with
conduct disorder or intermittent explo-
sive disorder.

Chen told Psychiatric News that the study
findings “can be generalized to almost all
Medicaid populations. Although there are
minor differences in benefit designs across
Medicaid plans, they all have relatively
comprehensive coverage on psychotropic
medications, and pharmacy benefit man-
agement tools have not been extensively
used to control psychotropic drug costs in
Medicaid, according to a recent study pub-
lished on Health Affairs.

But the findings are not generaliz-
able to the general population, she noted.
“The prevalence of off-label prescrib-
ing estimated from our study is slightly
higher than the estimates derived from
the general population because Medicaid
plans tend to have a more generous cov-
erage than commercial insurance on psy-
chotropic medications, especially on anti-
psychotic drugs, and Medicaid covers a
majority patients with severe mental dis-
orders.”

“Off-Label Use of Antidepressant, An-
ticonvulsant, and Antipsychotic Medica-
tions Among Georgia Medicaid Envollees
in 20017 is posted at <www.psychiatrist.
com/abstracts/200606/060615.htm>. B
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The right psychiatrist.
The right job.
Right now.

I took this job with the conviction that I
could help disadvantaged children change
their lives for the better. I can!

This department offers meaningful work
and a structure for accomplishment,
the opportunity to be inspired by the
commitment and idealism of my
colleagues and, of course, a
competitive salary

and benefits.

— Erica Shoemaker, M.D., M.PH.
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Grow with a Dynamic Psychiatric Practice
Psychiatrist .
The Opportunity
Miramichi Regjonal Health Authority has an immediate opening for Heartland Clinic in St. Joseph, MO is seeking a licensed,
a Full Time Bilingual (French and English) Psychiatrist for our BC/BQ psychiatrist to help grow an established practice

B Work with a busy, 350-bed regional medical center
serving a population of 300,000

B Generous base compensation plus exceptional
benefits package

inpatient and community service. Successful candidates would join
our team of 3 Psychiatrists for the 12-bed inpatient unit and provide
service to a community of 50,000 people, which includes 25% of
those who are French speaking.

The Practice

The Miramichi offers an excellent recreational and family living Join a Walter Reed fellowship-trained psychiatrist at

Heartland Psychiatry

B Offer in-patient, out-patient and consulting services
in this acute, short-term care practice

B New 24-bed Mental Health Unit on the campus of

Heartland Regional Medical Center

experience. To find more details about the Miramichi area, please

visit the Miramichi City website at www.miramichi.org

The Miramichi Regional Health Authority offers competitive pay

scale and relocation allotment. Earning potential would be in excess

of $200,000 for a Canadian or US Certified Psychiatrist. The Community
B Become a part of a friendly, progressive community
If interested in joining our team, please forward a resume to: of 75,000 with deep historical roots
Dr. Sanjay Siddhartha, Chief of Psychiatry B Enjoy small town charm with an international

Miramichi Regional Health Authority

500 Water Street Miramichi, NB E1V 3G5 alrpor.t,. professioanl sports and.the metropolitan
Telephone 506 - 623-3195 amenities of Kansa City only minutes away
E-mail sanjay@rha7.ca B The mental health facilities of UMKC are also within
or an hour of the clinic

Luc Dube, Acting Regional Director of Mental Health Service
Telephone: 506-623-3198 ep eqe,e .
Eiﬁziﬂlj& dube2@gnb.ca Explore the Possibilities...Discover Heartland.

Contact Pam Klaus, Medical Staff Development

Phone: 800-455-2485 « Fax: 816-271-7750

pam.klaus@heartland-health.com
Heartland Health An Equal Opportunity Employer

ST. JOSEPH, MISSOURI
heartland-health.com ¢ heartlandclinic.org

ﬂ Miramichi Regional Heatth Authority

i Régie régionale de la santé de Miramichi

Miramichi Regional Health Authority promotes a scent-reduced and smoke free environment.
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We are currently seeking Board Certified/
Board Eligible PSYCHIATRISTS to join four
other physicians in the following employed
practice model with PsychCare, located in
Greeley, Colorado.

BC/BE Child/Adolescent Psychiatrist (with
completed Fellowship in Child Psychiatry). Call
schedule is 1:4.

BC/BE PSYCHIATRIST. Will treat a primarily
adult patient population. Call schedule is 1:4.

These practices are affiliated with North

Colorado Medical Center, a 326-bed regional

medical center serving a four-state area.

Over 300 physicians representing numerous ..r?‘."-.
specialties and subspecialties are on staff. - -
Service area is 272,281 with strong primary

and secondary markets. . 4

Greeley is an inviting community that
averages over 300 days of sunshine annu-
ally. Greeley also boasts a strong educational
system with a variety of options, and is home
to the University of Northern Colorado.
Denver and its metropolitan attractions are
just a short drive away.

« Proximity to Rocky Mountains
+ Hunting, camping and fishing

» World-class ski resorts nearby
« Strong, diverse economic base

We offer a competitive recruitment package
including moving allowance and more. Please
send your CV to: Physician Recruitment,
at: doctors@bannerhealth.com or fax to:
970-392-2099. Please call us toll free at (¥
866-585-5418 or visit our website at:
www.bannerhealth.com
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Candidates:

Post your résumé online for free.

Search psychiatric jobs by specialty or location.
Gain access to employment tools.

Employers:

Tap into an online résumé database.

IN THE KNOW

Access sample cover letters and curriculum vitae,
career development articles, salary surveys, interview
worksheets and other tools on the APA Job Bank.
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Post psychiatric career opportunities quickly and easily.

Find the right candidate for your psychiatric position.
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The doctor is in.

Whether you are a practicing physician or talented applicant,
the American Psychiatric Association (APA) Job Bank is your
psychiatric job placement resource.

J:

Q&S MHM Services, Inc.
Work that’s fulfilling.

Psychiatrists Needed For Correctional Care
Facilities In Florida

There’s nothing more fulfilling than knowing that the care you're giving makes a
difference and seeing the results for yourself. Knowing that your hard work will be
rewarded with 38 paid days off per year. At MHM Services, the country’s leading
national provider of correctional mental health services, you'll experience not only a
satisfying career, but a great work/life balance as well.

We're looking for Psychiatrists to provide assessment and medication management for
inmates within the Department of Corrections. Requirements include a Florida state
license, DEA certification and either BE/BC.

Opportunities are also available in Alabama, Georgia, Tennessee,
Ohio, Pennsylvania, Maryland, Vermont and Utah

You'll be more than satisfied with the many great benefits:
e Competitive pay and benefits

e Paid malpractice insurance

e Miami-Dade County, Florida location

* Interdisciplinary/collaborative structure & more

Reward yourself with a satisfying, successful career with us.
You can check out this and other openings by calling Debra Brown at:
800-370-8731 or emailing: dbrown@mhm-services.com.

www.mhm-services.com
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The best source for psychiatric job placement

Visit www.psych.org/jobbank today.

Advertise your psychiatric opportunity in APA’s Psychiatric News or Psychiatric Services classifieds
and with the APA Job Bank online to receive a 10 percent discount on both. For more information,

call (888) 35-PSYCH ext. 7330 or direct at (703) 907-7330, or email classads@psych.org.
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Written Board Certification website: Roger-
Peele.com, then go to “Clinical Section,” then go
to “Preparation for Recertification in Psychia-
try.” Essentally the preparation consists of a se-
ries of questions asking for recall of clinical in-
formation. This is a free service provided by
Roger Peele, Montgomery County, Maryland.
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ALABAMA

ADULT PSYCHIATRIST

Birmingham - University of Alabama at Birm-
ingham, Department of Psychiatry and Be-
havioral Neurobiology. Full-time faculty po-
sition for BC/BE psychiatrist in the Division of
Adult Psychiatry. Rank, tenure status and salary
commensurate with experience and qualifica-
tions. Major regional medical center with ex-
cellent resources and benefits. Primary respon-
sibilities are clinical, including care of adult psy-
chiatric inpatients and outpatients. Some par-
ticipation in departmental teaching, research and
administrative activities also expected. Applica-
tions should be sent to James H. Meador-
Woodruff, M.D., Heman E. Drummond Pro-
fessor and Chair, UAB Department of Psychia-
try, 1720 7th Avenue South, Birmingham, AL
35294-0017. UAB is an affirmative action/equal
opportunity employer.
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Endowed Translational Research Position

Birmingham - University of Alabama at Birm-
ingham, Department of Psychiatry and Be-
havioral Neurobiology is accepting applica-
tions from board certified psychiatrists or Ph.D.
level neuroscientists for a faculty position in the
Division of Behavioral Neurobiology. The suc-
cessful candidate will hold the Kathy Ireland En-
dowed Chair for Psychiatric Research. Exper-
tise in basic biomedical mechanisms underlying
the causes and treatment of schizophrenia,
autism, or other serious mental illnesses required,
with a record of substantial experience and pro-
ductivity in translational research. Must have
demonstrated ability to successfully mentor
young investigators and to foster and strengthen
collaborative ventures with departmental col-
leagues and with other departments and institu-
tions. Must have history of substantial and sus-
tained extramural research funding. Position at
rank of Professor. Tenure status and salary are
commensurate with qualifications and experi-
ence. Applications to James H. Meador-
Woodruff, M.D., Heman E. Drummond Pro-
fessor and Chair, UAB Department of Psychia-
try, 1720 7th Avenue South, Birmingham, AL
35294-0017. UAB is an affirmative action/equal
opportunity employer.

HORIZON HEALTH
MEDICAL DIRECTOR

Located 1 hour south of Tuscaloosa, Al-
abama. A Medical Director is needed for a 10-
bed geriatric psychiatric and IOP program in
southwest Alabama. Growing geriatric psych
program will need a Psychiatrist who is inter-
ested in establishing a private practice in the
community. Excellent Private Practice poten-
tial. Stipend/Income Guarantee! Contact Diane
Odom, Horizon Health, 800-935-0099 or email
CV to diane.odom@horizonhealth.com, EOE

Enjoy Alaska’s Pacific Maritime
Climate on the Inland Passage!

Bartlett Regional Hospital in Juneau, Alaska’s
Capital City, is seeking a BE/BC child-adoles-
cent psychiatrist or an adult psychiatrist for an
outpatient and inpatient setting. Eligible for
National Health Service Corps loan repayment
program. University of Washington clinical fac-
ulty affiliation. The benefit package is State of
Alaska Public Employees Retirement System and
City and Borough of Juneau. Salary is most com-
petitive, with excellent fringe benefits, which in-
clude five CME days in addition to 28 leave days
during the first year with subsequent increases.

Please direct questions or CV to:

Verner Stillner, MD, MPH
Medical Director for Behavioral Health
Bartlett Regional Hospital
3260 Hospital Drive
Juneau, AK 99801
PIH: (907) 796-8498
FX: (907) 796-8497
Email: vstillner@bartletthospital.org
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ANCHORAGE: Child or General Psychiatrist.
Inpatient, residential treatment and/or outpa-
tient. Associate medical Director and Staff posi-
tions. Outstanding compensation potential - sign
on bonus, salary & incentive plan, and great ben-
efits. Contact Joy Lankswert @ 866-227-5415

or email joy.lankswert@uhsinc.com

ARIZONA

Assistant Professor, Clinical Psychiatry
University of Arizona (UPH Hospital-Kino)

The University of Arizona’s Department of Psy-
chiatry is recruiting adult psychiatrists to join a
progressive and growing academic department
located in the beautiful Southwest with academic
appointments as Assistant Professor of Clinical
Psychiatry. Individual must be Board certified
or eligible in Psychiatry and have current cre-
dentials to practice medicine in the United States.
Incumbent will provide clinical care in an inpa-
tient facility with adult and geriatric populations.
Other duties may include supervising and teach-
ing adult psychiatry residents and medical stu-
dents. Competitive salary and excellent bene-
fits package offered. For more complete infor-
mation about the positions, and to apply, go to:
http://www.uacareertrack.com and reference job
#35321. If you have questions, please contact
Betsy Pepping, Administrative Associate, Dept of
Psychiatry, 1501 N. Campbell Avenue, P.O. Box
245002, Tucson, AZ, 85724-5002, peppingb@
email.arizona.edu or (520) 626-3819. Review of
applications begins July 15, 2006 and is ongoing
until positions are filled.

The University of Arizona is an EEO/AA Em-
ployer-M/W/D/V.

PHOENIX - GENERAL ADULT
AND FORENSIC PSYCHIATRISTS

Come to the beautiful and sunny southwest! Ari-
zona State Hospital in Phoenix is recruiting for
full-time board certified/qualified psychiatrists
at our 338 bed JCAHO accredited hospital, in-
cluding 160 beds-adult civil, 162 beds-forensic,
and 16 beds-adolescent.

Phoenix offers a rich variety of cultural, sporting
and recreational opportunities. The state of Ari-
zona offers a diversity of climates and recreational
opportunities all within a few hours of the sixth
largest city in the U.S.

Starting salary of $160K or higher DOE with
an excellent fringe benefit package and additional
compensation for Officer-of-the-Day duty. Bilin-
gual Spanish applicants are encouraged to apply.
Arizona state license required for process of ap-
plication. Open until filled. Apply via e-mail to
John C. Cooper, CEO @ cooperj@azdhs.gov.

Arizona State Hospital
2500 East Van Buren Street
Phoenix, Arizona 85008
www.azdhs.gov/azsh
602.220.6000

The Arizona Department of Health Services is
an Equal Opportunity Employer.
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The Carl T. Hayden VA Medical Center at
Phoenix seeks Outpatient Psychiatrists. Become
a part of a tradition of excellence with new and
rewarding challenges. Mental Health is currently
offering outpatient positions concentrating on
the readjustment of veterans from the recent
conflicts in Afghanistan and Iraq and on the treat-
ment of veterans with posttraumatic stress dis-
order. Candidates must be highly motivated, flex-
ible and able to work as part of an integrated
team. Previous experience with combat-related
posttraumatic stress disorder is a plus. We offer
competitive salaries and an excellent benefit plan,
including medical coverage, malpractice cover-
age, retirement plan, and MORE. Psychiatrists
may have licensure in any state. Either board
certified or board eligible. Please send your cur-
riculum vitae to: Human Resources Manage-
ment Service (05B1), 650 E. Indian School Road,
Phoenix, Arizona 85012, 602-277-5551 ext 7808
or Fax 602-222-6554. The VA is an equal op-
portunity employer.

PSYCHIATRIST

West Yavapai Guidance Clinic, a non-profit
organization with a 40-year history of providing
quality service to the Prescott Arizona area, has
openings for adult and child and adolescent psy-
chiatrists to augment its current staff of five psy-
chiatrists. The clinic is experiencing rapid growth
and presently has 220 employees who provide
inpatient and outpatient behavioral health serv-
ices. We offer a competitive salary, excellent em-
ployer-paid benefits, a 401k plan, generous paid
time off, 10 paid holidays, paid CME days and
allowance, and a relocation and/or hire-on bonus.
Positions eligible for National Health Services
Corp loan and scholarship programs. Prescott,
96 miles north of Phoenix, is Arizona’s quaint
mile-high city bordered by the Prescott National
Forest offering four seasons of mild weather with
year round outdoor activities. Please contact:
Human Resources, 642 Dameron Drive,
Prescott, AZ 86301. Phone: 928-445-5211, Fax:
928-445-6542, e-mail: wygc.org. EOE.

Fayetteville: Looking for

General Psychiatrist

Great salary plus an additional production bonus.
Fayetteville is a University town that is one of
the fastest growing communities in the country.
Vista Health provides Inpatient, Residential, Day
Treatment, & O/P. Full benefits including paid
holidays, medical, dental, 401K. Fayetteville
MSA serves 350,000 people. Please submit re-
sume to kylen@vistahealthservices.com or fax
to: (479) 521-4926 www.vistahealthservices.com

Fort Smith: Looking for Child Psychiatrist
Great salary plus an additional production bonus
that could combine for over $200+ / year. J1
Visa’s & foreign grads welcome. A private hos-
pital located in an under served area that pro-
vides Inpatient, Residential, Day Treatment, &
O/P. Full benefits including paid holidays, med-
ical, dental, 401K. Fort Smith’s MSA serves
312,000 people with a low cost of living. Please
submit resume to kylen@vistahealthservices.com
or fax to: (479) 521-4926 www.vistahealthservices
.com
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HORIZON HEALTH
MEDICAL DIRECTOR
Northern Arkansas

Horizon Health is seeking a Medical Direc-
tor for beautiful tourist community in north-
ern Arkansas. 19-bed Geriatric inpatient psy-
chiatric program and IOP with ability to estab-
lish lucrative private practice. Ideal for Psychi-
atrist seeking to work in an Inpatient and Out-
patient setting. Enjoy the warm weather of
Arkansas where numerous outdoor activities are
plentiful. Arkansas offers excellent fly-fish-
ing, boating, and hiking. Excellent Stipend
and Practice Guarantee. Walking into an al-
ready made private practice. Please contact
Diane Odom, Horizon Health, 800-935-0099,
e-mail diane.odom@horizonhealth.com EOE

COALINGA STATE HOSPITAL

Get in on the ground floor!

Coalinga State Hospital, in conjunction with UC
Irvine, is inviting applications for psychiatrists.

Coalinga State Hospital is the first new State
psychiatric hospital built in California in over
50 years. With its 1,500 beds, almost exclusively
devoted to the treatment of sexually violent pred-
ators, it is a state-of-the-art facility. Itis closely
affiliated with the University of California, Irvine
School of Medicine, and will train medical stu-
dents and residents. A forensic fellowship pro-
gram is being developed.

"This is an excellent opportunity for a Board Cer-
tified or Board Eligible clinician interested in
general adult psychiatry as well as forensic psy-
chiatry. Coalinga State Hospital’s salary pack-
age is competitive and we offer job security, flex-
ible work schedules, and a generous California
State benefit package, including paid leave, med-
ical insurance, and CalPERS Retirement.

Staff Psychiatrist (Safety) $162,792 -
$172,572*
(Board Certified) *(Includes Recruitment &
Retention incentives.)

Coalinga State Hospital is a young organization
with an idealistic staff. We invite you to come
and visit our new facility and to meet our staff;
travel expenses may be covered. Coalinga is lo-
cated in the San Joaquin Valley, equidistant from
Los Angeles, San Francisco, and Sacramento,
and only two hours from the coast and National
Parks.

If you are interested in discussing any of our psy-
chiatric positions, please contact: Erica Wein-
stein, M.D., at (559) 935-4343, or E-mail EWe-
instein@csh.dmh.ca.gov. For more information,
visit our website at www.dmh.ca.gov/Statehos-
pitals/Coalinga. CSH is an equal opportunity
employer.

SANTA BARBARA - THE AMERICAN RIVIERA

Santa Barbara County is an unrivaled natural
paradise. Beautiful valleys, rugged mountains,
and 50 miles of spectacular coastline make Santa
Barbara County one of the most desirable lo-
cales in the world.

Live and work in Paradise! Culture, urban re-
sources, and rural beauty - for quality of life Santa
Barbara County is the place to be.

Santa Barbara County has immediate openings
in adult outpatient psychiatry.

$136,207 - $166,723/yr including benefit al-

lowance.

We offer a stable work schedule, competitive
salary, and a generous benefits package, in-
cluding paid holiday, vacation, and sick leave;
medical, dental, and vision care coverage; and a
retirement package that includes both a defined-
benefit pension and an optional deferred com-
pensation plan through your choice of several
competitive investment options.

For more information, or to apply online, visit
our Website at
www.sbcountyjobs.com
Or call 805-568-2800

Psychiatrist Opportunities

Are you tired of managing overhead expenses or
are you finishing residency and looking for a sta-
ble opportunity to practice your clinical skills?
We at the Riverside County Department of Men-
tal Health are looking for qualified psychiatrists.
The department operates an inpatient facility as
well as out patient clinics in multiple locations.
We serve people of all ages and are staffed by
knowledgeable and supportive personnel.

Our salary is very competitive. Per-diem posi-
tons include liability insurance as well as a 401(a)
pension plan. Hours are flexible with no on-
call. Full-time employment may be offered on
a case by case basis.

Riverside County is one of the fastest growing
counties in coveted Southern California with nu-
merous choices of both active and leisure lifestyles
along with more affordable housing and an easy
reverse commute from surrounding areas.

Interested? Please call Dr. Raja at (951) 358-
4610 and send resume (CV) by email to
rschulte@co.riverside.ca.us or by mail to:

County of Riverside
Attn: Ryan Schulte
4095 County Circle Drive
P.O. Box 7549
Riverside, CA 92513-7549

For additional information you may visit our
website at www.rc-hr.com.

San Francisco Bay Area
One Adult Psychiatrist
One Child Psychiatrist

The Palo Alto Medical Foundation has been pro-
viding community based medicine since 1930,
in the heart of Silicon Valley within minutes of
San Francisco. As we expand to six campuses
and more than three hundred physicians we
maintain the collegial partnership environment
that is the hallmark of our success. Join an es-
tablished team of well trained psychiatrists and
LCSWs. As an outpatient physician you will do
medication management, evaluations, and some
psychotherapy. A full benefits package is pro-
vided.

Palo Alto Medical Foundation, Martha Elle, Di-
rector of Physician Placement, 795 El Camino
Real, Palo Alto, CA 94301 650 853-6070
ellem@pamf.org Be sure to visit our website at
www.pamf.org

California Pacific Medical Center
San Francisco, CA
www.cpmc.org/employment

Faculty Positions
GERIATRIC PSYCHIATRY

The California Pacific Medical Center Depart-
ment of Psychiatry, located in scenic San Fran-
cisco, California, has openings for Faculty Po-
sitions in Geriatric Psychiatry.

Department of Psychiatry has faculty positions
in geriatric psychiatry. Clinical duties include
attending on a geriatric inpatient unit, inpatient
psychiatry consultation service, and the oppor-
tunity to develop an outpatient practice as well
as participation in an active ECT service. In-
terest in clinical supervision of psychiatry resi-
dents and the ability to give formal lectures and
seminars is required.

"This full time career tract position includes com-
petitive compensation and an excellent benefit
package through the Physician Foundation Cal-
ifornia Pacific Medical Center (PFCPMC), a
multi-specialty medical group based at Califor-
nia Pacific Medical Center.

Please submit CV and letter of interest to:
HaynesMA@sutterhealth.org

Fax: 415-600-3525

or send to:

Chairman, Department of Psychiatry
2340 Clay Street, 7th Floor

San Francisco, CA 94115

CPMC, proudly serving the San Francisco com-
munity since 1854.

Dominican Hospital is offering a full-time con-
tract position for a board eligible or board cer-
tified psychiatrist. The hospital currently con-
tracts with five psychiatrists who provide inpa-
tient, partial hospitalization and consultation-li-
aison services to a wide variety of patients. Ex-
pertise in medication management and psy-
chotherapy skills are required. Ability to work
in a muld-disciplinary team setting is essential.
Dominican Hospital is a large multi-specialty
hospital. Santa Cruz is a beautiful seaside com-
munity near San Francisco. Please send CV and
cover letter to: Freddie Weinstein, MD, Med-
ical Director, Dominican Hospital Behavioral
Health Services 1555 Soquel Drive Santa Cruz,
CA 95065, 831-462-7646 or fax 831-462-7570.

HORIZON HEALTH
Associate Medical Director
California

Horizon Health is seeking an Associate Med-
ical Director for beautiful Chico, California.
Located less than 2 hours north of Sacramento,
CA and 1 hour south of Redding, CA. Physi-
cian has the opportunity to work in a successful
30-bed adult psych unit with the possibility of
establishing an extremely successful Private Prac-
tice. Current Medical Director has kept pro-
gram at full capacity and has thriving private
practice. Future partnership available. Please
contact Diane Odom, Horizon Health, 800-935-
0099, e-mail diane.odom@horizonhealth.com
EOE

GREATER BAY AREA - Modesto, California

General & Child Psychiatrists needed, for
unique, stable County Mental Health system in
a welcoming community. Serve both public &
private sector patients, in both inpatient/outpa-
tient settings that have been benchmarked for
their quality. Possibilities for Resident teaching
& consultation with a full range of providers.
When patients require hospitalization, inpatient
& outpatient staff work TOGETHER to opti-
mize care. Stanislaus County is located only 1 1/2
hours from both San Francisco and Yosemite,
enjoying the best of both worlds.

Excellent salary scale, with steps from $159K
to $194K; PLUS full benefits; PLUS 5% addi-
tional for each of following: Inpatient, General
Boards, Child Boards; PLUS extra for limited
On-Call; PLUS Union-negotiated increases al-
ready set for next few years. Negotiable hourly
contract also an option. Fax CV to Marshall
Lewis, MD, 209-558-8641 or call 209-558-4639.

SHASTA COUNTY COMMUNITY MENTAL HEALTH

Adult/Youth Psychiatrist: Shasta County Com-
munity Mental Health is looking for a board-
certified/board-eligible psychiatrist interested in
both Adults and Youths. Positions open for U.S.
Citizens and/or J-1 waivered or H1-B visa can-
didates, for immediate openings. Experience in
addictionology welcomed. We are located in
beautiful Northern California, with an abun-
dance of outdoor recreational opportunities in
and around Redding. Our agency has a full con-
tinuum of mental health care with active outpa-
tient services, and chemical dependency pro-
gram. Benefits include paid vacation, sick leave,
CME benefits, malpractice insurance, deferred
compensation plans, weekend call compensation,
medical/dental/vision insurance. Starting Salary
Range: $142,104-$181,368, depending on ex-
perience. Also, an additional 5% if certified in
Adult Psychiatry, and an additional 5% (total of
10%) if certified in both Adult and Youth Psy-
chiatry and assigned to Youth Systems of Care
Program. Faculty Positions (optional) - UC
Davis Affiliate. Contact Trish Erickson (530)225-
5925 or Fax CV to (530)225-5929. EOE.

COLORADO

Sol Vista - Colorado’s brand new cutting edge
adolescent forensic treatment center needs a well-
qualified psychiatrist. Responsibilities include
heading a clinic treatment team for 20 beds. Po-
sition includes full benefits from employer, Uni-
versity of Colorado Medical School. Adolescent
fellowship preferred, but experienced psychia-
trists will be considered. Complimentary inter-
views will be provided to qualified applicants.
We are not an underserved area. If interested,
contact A. O. Singleton, IIT, M.D. @ (719) 546-
4637 or Michelle Manchester, MA, CACIII @
(719) 546-4498

Denver/Boulder

Colorado Permanente Medical Group is seek-
ing a full time or part time BC/BE adult psy-
chiatrist to join a large multidisciplinary be-
havioral health staff working within an integrated
medical system. CPMG is a physician-governed
group providing services for the non-profit Kaiser
Foundation Health Plan, Colorado’s most expe-
rienced Integrated Health Care System. Kaiser
Foundation Health Plan of Colorado has re-
ceived national recognition as one of the top
health care plans in the nation. We offer an ex-
cellent benefit package with a competitive salary.
Enjoy one of the best practice and lifestyle op-
portunities in the nation. EOE, M/V

Please contact:

Phone: 303-344-7838

E-Mail: eileen.t.jones-charlett@kp.org
Fax: 303-344-7818

ADULT/FAMILY BILINGUAL
PSYCHIATRIST - DENVER

Come to the Mile High City, where you can
wake up to the golden sun glistening lightly on
the snow-capped Rockies. Where the city life
offers the convenience of the arts, shopping, and
sports. Be a part of our progressive community
mental health center with a comprehensive array
of services.

The Mental Health Center of Denver is seek-
ing a bilingual Spanish/English Psychiatrist to
work in our El Centro de las Familias center to
provide culturally competent psychiatric serv-
ices to adults, children, and families who are
mono-lingual Spanish speakers. This team is lo-
cated in W. Denver, in the heart of Denver’s His-
panic community and close to the mountains.
Work on a team of all bilingual staff: social work-
ers, case managers, psychiatrists, admin., and
nurse to provide well coordinated care plans.
This position may be part-time or full-time - 20-
40 hours depending on candidate. Candidates
interested in full-time would work half-time at
El Centro and half-time on our geriatrics team.
For more information contact:

Erich WonSavage, (303) 504-6517
Human Resources, MHCD
www.mhcd.org - Fax: (303) 758-5793
Email: resumes@mbhcd.org

.
MHCD

Enriching Lives and Minds

CONNECTICUT

Full time position in Dual Diagnosis

Department of Psychiatry, Yale School of Med-
icine, is recruiting a Staff Psychiatrist for Yale-
New Haven Psychiatric Hospital (Y-NHPH),
Yale-New Haven Hospital (Y-NHH). Will work
primarily in a dual diagnosis inpatient unit, and
secondarily assuming psychiatric liaison duties
in a primary care clinic as well as consulta-
tion/liaison duties. MD degree and fellowship
training in consultation/liaison psychiatry and
addiction psychiatry are required. Well devel-
oped clinical skills in general, consultation-liai-
son, and addiction psychiatry are essential.
Demonstrated clinical teaching skills required
as well. A clinical research background is de-
sired. Must be board eligible in general psychi-
atry and psychosomatic medicine. Position car-
ries academic appointment as Assistant Profes-
sor of Psychiatry. Please send CV and 3 letters
of recommendation no later than July 1, 2006
to: William H. Sledge, MD, George D and Es-
ther S. Gross Professor of Psychiatry, 184 Lib-
erty St, New Haven, CT 06519. Yale University
is an equal opportunity, affirmative action em-
ployer. Applications from women and minority
group members are invited.

LEDYARD: Southeast CT - General or Child
Psychiatrist - clinical care to patients in acute,
residential & partial setting. Salary & benefits.
Position offers opportunity for administrative
title & responsibilities for interested/qualified
candidates. Contact Joy Lankswert @ 866-227-
5415 or email joy.lankswert@uhsinc.com
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Associate Medical Director
New England Area

Nationally known as one of the MOST
BEAUTIFUL residential communities in
America! Located in the picturesque northwest
corner of Connecticut. An Associate Medical
Director is needed for a 12-Bed Geriatric inpa-
tient psychiatric program. Behavioral health
program is part of state-of-the-art 78-bed Med-
ical Center serving CT, MA, and NY. The best
that modern medicine has to offer with a 92 year
history of community service. Lucrative private
practice potential. Exceptional prep schools,
parks, and recreation. Enjoy all the charms of
New England! Contact Mark Blakeney, Hori-
zon Health, 800-935-0099, email CV to mark.
blakeney@horizonhealth.com, fax: 972-420-8233.
EOE

GENERAL PSYCHIATRY—
CENTRAL CONNECTICUT

Opportunity for BC/BE psychiatrist to join well
established two-person successful adult psychi-
atric private practice. Practice is affiliated with
Bristol Hospital, a leading community hospital
offering a comprehensive mental health contin-
uum, including both inpatient and outpatient
settings. Our central Connecticut location of-
fers a wide range of upscale suburban living op-
tions, including first-rate schools, many desir-
able cultural activities, and easy accessibility to
NY and Boston. We offer a benefits package and
salary. To learn more about this opportunity, call
toll-free, Christine Bourbeau in the recruitment
office at 800-892-3846 or fax your CV to 860-
585-3086. EOE. Email address: cbourbeau@
brishosp.chime.org

DELAWARE

NEWARK/WILMINGTON: General Psy-
chiatrist. Fulltime position for inpatient & par-
tial hospital program. Willing to consider part-
time if M-F schedule. Salary & benefits. Con-
tact Joy Lankswert @ 866-227-5415 or email joy.
lankswert@uhsinc.com

DISTRICT OF COLUMBIA

The Department of Psychiatry and Behav-
ioral Sciences at the GWU Medical Faculty
Associates, an independent non-profit clinical
practice affiliated with the George Washington
University, is seeking a psychiatrist for a full-
time academic appointment. This position will
include: 1) oversight of an acute admissions team
with psychiatry residents and medical students
on the psychiatric unit in the GWU Hospital;
2) outpatient clinical work; and, 3) opportuni-
ties for additional medical student and resident
education and clinical research. The applicant
must be license eligible in the District of Co-
lumbia and Board Certified or Board Eligible in
General Psychiatry. Academic rank and salary
will be commensurate with qualifications. Review
of applications begins on August 21, 2006 and
will continue until the position is filled. Please
send letter of interest and CV to Jeffrey S.
Akman, MD, Chair, Department of Psychiatry
and Behavioral Sciences, 2150 Pennsylvania Av-
enue, NW, Washington, DC 20037. Tel. 202-
741-2880; fax 202-741-2891. The GWU Med-
ical Faculty Associates is an Equal Opportu-
nity/Affirmative Action Employer.

FLORIDA

Kick back and relax in the Florida sunshine!
Sandy white beaches and tropical drinks! Premier
psychiatric group practice has 2 exceptional
needs! 1) Child and Adolescent Need - 100%
OUTPATIENT 2) Adult Need - 100% OUT-
PATIENT with C/L opportunity to make
over $200,000/year! For more info, contact
Carrley Ward at 800-735-8261 x 219, fax
your CV to 703-995-0647 or email: cward@

medsourceconsultants.com

Boca Raton Prestigious/Upscale Psychiatric
Group in sunny seaside resort town seeks psy-
chiatrist. Outpatient Practice. Partnership track
in a friendly and collegial work environment.
Must have Fl. license prior to hire. Fax Resume
to 561 392 9170 or e-mail brpg7284@lycos.com

Located along South Florida’s east coast just
minutes from the Atlantic Ocean, CARF ac-
credited community mental health center is seek-
ing a part-time/full-time inpatient and outpa-
dent psychiatrists to provide comprehensive psy-
chiatric care to children and adults. Must be
Board Certified (or eligible). Excellent salary
and benefits package, great staff and a lovely
coastal community. Seeking applications directly
from candidates. (No recruitment firms please!)
Send/Fax CV: HR, New Horizons, 4500 W.
Midway Rd., Ft. Pierce, FL 34981 FAX (772)
468-5606 EOE/ADA/DFWP www.nhtcinc.org

FT. MYERS/MERBOURNE/ORLANDO/
DAYTONA/MIAMI/FORT LAUDERDALE
/OCALA/GAINESVILLE - Psychiatrists
needed for rapidly expanding Nursing Home
Service. Great support. No call. Average Salary
210K + benefits. Part-time available. Some travel
required. Must have FL. Medicare & FL Med-
icaid provider #s. Call Mike at 866-936-5250.

PANAMA CITY - Adult board certified or
board eligible psychiatrist to join staff of com-
prehensive community mental health center.
Salary range is: $176,000 - $183,000. Beautiful
area of the country. Apply through our website
www.lifemanagementcenter.org or send CV to:
Peter Hampton, Ph.D., Executive Director,
Life Management Center of Northwest
Florida, 525 E. 15th St., Panama City FL
32405, EOE/DFWP. Pre-hire drug screen re-
quired.

The University of South Florida, Department
of Psychiatry & Behavioral Medicine seeks
an Associate Professor. This position will serve
as Medical Director of USF Psychiatric Services
at Tampa General Hospital, being responsible
for the management of the Consultation Liai-
son Psychiatry program. Applicants should pos-
sess a Doctorate of Medicine. Florida license
and Board Certification in General Psychia-
try is required. Additional subspecialty Board
Certification in Psychosomatic Medicine is
preferred. For consideration at the rank of As-
sociate Professor the candidate must have five
years of experience at the Assistant Professor
rank or equivalent. Interested individuals should
forward a current CV and five letters of recom-
mendation to: Jack Zak, M.D. Chair, Search
Committee, 3515 E. Fletcher Avenue, Tampa,
Florida 33613. Inquiries may be made by phone:
(813)974-4657 Fax: (813)974-2478 or email:
mtavrell@hsc.usf.edu. This position is open until
filled and application review begins September,
2006.

USF Health is committed to increasing its di-
versity and will give individual consideration to
qualified applicants for this position with expe-
rience in ethnically diverse settings, who possess
varied language skills, or who have a record of
providing medical care to underserved or eco-
nomically challenged communities. The Uni-
versity of South Florida is an EO/EA/AA Em-
ployer. For disability accommodations, contact
Maureen Tavrell at (813)974-4657 a minimum of
five working days in advance. According to FL.
law, applications and meetings regarding them
are open to the public.

Miami: FL LICENSED PSYCHIATRIST;
active private practice; affluent area; hosp, of-
fice, snf settings; excellent incentive plan incl
salary & benefits. Dr. Carter, S. FL Psychiatric
Assoc. 305-935-6060. FAX CV to 305-935-1717
or EMAIL: aventuraoffices@bellsouth.net.

HORIZON HEALTH
Medical Director Needed
1 hour south of MACON, GA

Horizon Health seeks outstanding Medical Di-
rector for a 15-bed adult behavioral health pro-
gram located within 99-bed hospital. Enjoy all
the benefits of beautiful Georgia, a state rich in
history, charm and southern hospitality. Excel-
lent practice opportunity with solid support from
hospital and staff. Stipend or Employment avail-
able. Please contact Diane Odom for more in-
formation 800-935-0099 or e-mail diane.odom@
horizonhealth.com EOE
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WellStar Health System is seeking a Clinical
Liaison Adult Psychiatrist to join an established
and growing practice located in Marietta, GA.
This position would consist of both inpatient
and outpatient psychiatry/liaison work. Well-
Star offers a competitive compensation and
benefits package. Please send CV to provider.
positions@wellstar.org or fax to 770-792-1738.
EOE.

BE/BC General Psychiatrist to join an ex-
panding out-patient practice in St. Marys, GA,
home of the Kings Bay Naval Base, a suburb of
Jacksonville, FL, and listed in US News and
World Report as one of the ten best retirement
communities in the U.S.

Interested parties should send their CV to Bryan
Warren, M.D., 235 Cardinal Circle West, St.
Marys, GA, 31558.

ATLANTA: Medical Director - administra-
tive & direct clinical care duties. Psychiatric, ad-
diction, & dual diagnoses programs for adoles-
cents & adults. Salary & benefits offered. Con-
tact Joy Lankswert @ 866-227-5415 or email
joy.lankswert@uhsinc.com

PSYCHIATRIST NEEDED!

A well established and very busy private prac-
tice, located in the Chicago area is looking to
hire a full time or part time psychiatrist. Work
includes hospitals, outpatients and nursing
homes. Compensation package is very attractive
and negotiable. For more information please
call Kathy at our office between 8am and 4pm
1-312-565-2251.

Greater Chicagoland area! Local group prac-
tice is looking for dedicated Child & Adult psy-
chiatrists to work mostly OUTPATIENT!!
Highly lucrative opportunity with competitive
salary, full benefits, loan repayment, & possible sign
on & relocation packages! Partnership opportuni-
ties available as well! For more info, contact
Ariana Sanjabi @ 800-735-8261 x 214, fax
your CV to 703-995-0647 or email: asanjabi@

medsourceconsultants.com

Join hospital staff in culturally-rich univer-
sity town voted by USA Today as one of the eight
most desirable places to live in the US, based on
economy, climate, housing, safety and leisure ac-
tivities. Enjoy a very strong salary with full ben-
efits. Contact Jim Ault at St. John Associates,
1-800-737-2001 or jault@stjohnjobs.com. Visit
our website at www.stjohnjobs.com

The North Central Iowa Mental Health Cen-
ter is accepting applications for a General Psy-
chiatrist. The Center is located on the grounds
of Trinity Regional Medical Center. The doc-
tor will treat patients on the inpatient and par-
tial hospitalization units at Trinity Regional as
well as providing out patient services. The Cen-
ter also has an Assertive Community Treatment
team. The Center serves an area of 120,000 peo-
ple and treats about 3500 patients per year. Com-
pensation is based on salary plus productivity
bonus. Will consider applicants with J-1 Visas.
Please send cover letter, CV and references to:

Jim Burr, CEO
North Central Jowa Mental Health Center
720 Kenyon Road
Fort Dodge, IA 50501
jimburr4759@hotmail.com

Increase Visibility - Add a Logo

For just $265 per issue, a 4-color logo
will attract even more prospects to
your print and online ad;
black & white logos cost just $190.

Email your logo to classads@psych.org
as a 300 dpi TIFF or EPS file.

Osawatomie State Hospital (OSH) is secking
a full time board certified/board eligible Psy-
chiatrist to join its in-patient staff. OSH is a
JCAHO accredited 176 bed psychiatric facility
which serves the adult population. Programs
consist of a crisis stabilization unit, acute care
units, and a continuing care unit. The hospital
is adjacent to a major highway, which combines
a friendly rural setting and easy access to a large
metropolitan area. Generous benefits package in-
clude paid malpractice insurance, paid holidays,
vacation and sick leave, medical and dental in-
surance, retirement plan, opportunites for CME.
For more information, contact M. Gustilo, M.D.
at 913-755-7083, e-mail to Merma@osh.ks.gov
or send CV to Osawatomie State Hospital, Atm:
Dr. Gustilo, P.O. Box 500, Osawatomie, KS
66064. SRS is an Equal Opportunity Employer
committed to a diverse workforce; women, mi-
norities and persons with disabilities are urged to
apply. Paid for by Osawatomie State Hospital.

Spanish Speaking (bilingual) Child,
Adolescent, and Adult Psychiatrist

Johnson County Mental Health Center (located
in a suburb of Kansas City) is seeking a full-
time/part-time Child, Adolescent, and Adult Psy-
chiatrist who is fluent in Spanish. Requires a
medical degree; (ML.D. or D.O.); successful com-
pledon of an ACGME accredited Child and Ado-
lescent Psychiatry Residency Program & must
be eligible for licensure to practice in KS. Must
have board eligibility or certification through
ABPN; compensation commensurate with ex-
perience. Interested applicants should contact:
Dr. Jane Lauchland, Johnson County Mental
Health Center, 6000 Lamar, Suite 130, Mission,
KS 66202; 913-831-2550; FAX to 913-826-1594;
Jane.Lauchland@jocogov.org. EOE M/F/D.

PSYCHIATRIST
MEDICAL DIRECTOR

Central Louisiana State Hospital, Pineville, LA,
seeks Medical Director for 132 patient psychiatric
hospital. Campus housing available. Commu-
nity of approximately 50,000 including two col-
leges, music and arts, good schools, sports. Full
medical benefits, retirement, generous sick and
vacation leave, and tax-sheltered savings plan.
Salary depends on experience and credentials.
EOE. For other information call Ann Hall, HR
Manager 318-484-6321; fax 318-484-6345;
ahall@dhh.la.gov.

Two psychiatrists
Public Health Psychiatry

Outstanding opportunities for psychiatrists to
be integral to the renewal and growth of adult
mental health service delivery and research in
New Orleans and South Louisiana at the LSU
Health Sciences Center New Orleans Depart-
ment of Psychiatry. Successful applicants will
direct and implement new community -based
programs and will be actively encouraged to de-
sign and supervise related clinical research. The
positions carry a full-time academic appointment
with rank appropriate to the individual’s aca-
demic background, and also offer major oppor-
tunities for teaching and as well as best-practice
research in undergraduate and post-graduate in-
struction. Position responsibilities will vary ac-
cording to skills and interests of the individual.
Salary is competitive and negotiable depending
on qualifications and experience. LSUHSC is an
equal opportunity, affirmative-action employer.
Contact: Howard J. Osofsky, M.D., Ph.D., Head,
Department of Psychiatry, LSU Health Sciences
Center in New Orleans, PO Box 1287, Metairie,
LA 70004-1287, (504) 568-6004.

Medical Directorship role for an Adult/Geri
Psychiatrist! J1-Visa Sponsor! Clinical role is for
mostly inpatient w/light call. Great program-
building initiatives. Bonus plan + private prac-
tice OK. Salary to $170k + bene. Call Dave
Featherston @ 800-575-2880 x 314
dfeatherston@medsourceconsultants.com
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2 CHILD PSYCHIATRISTS

Outstanding opportunities for child psychiatrists
to be integral to the renewal and growth of men-
tal health service delivery and research in New
Orleans and South Louisiana at the LSU Health
Sciences Center Department of Psychiatry. Suc-
cessful candidates will help lead the expansion
of clinical, teaching and research programs. A
successful applicant will need Board Certifica-
tion with a Certificate of Added Qualifications in
Child Psychiatry. A demonstrated record of ac-
ademic productivity, teaching, clinical and ad-
ministrative experience is desirable. Salary and
rank are commensurate with experience. The
positions involve direct clinical responsibilities
and local travel. All positions can be tailored to
individual interests for either clinical-track or
tenure-track appointments. Relocation expenses
and University benefits are supplied. New Or-
leans remains one of the most exotic cities in the
United States providing stimulating work and
cultural advantages. Send CV and reference to:
Martin Drell, M.D. Child Psychiatry Division,
Department of Psychiatry, LSU School of Med-
icine, P.O. Box 1287, Metairie, LA. 70004-1287,
(504) 568-6004.

Southwest Louisiana area seeks BE/BC psy-
chiatrist for community mental health centers
located in Allen and Beauregard Parishes. Gen-
erous compensation and benefits package. Please
send your CV and supporting documents to the
following address:

Lake Charles Mental Health Center
Attn: Laura Lyles
4105 Kirkman Street
Lake Charles, LA 70607
Telephone: (337) 475-8725
Fax: (337) 475-8054
E-mail: lalyles@dhh.la.gov

Dartmouth Faculty Psychiatrists

Dartmouth Medical School, Department of Psy-
chiatry, in collaboration with the State of Maine
Department of Health and Human Services,
seeks faculty psychiatrists for the Riverview Psy-
chiatric Center in Augusta, Maine. The Center
is the flagship inpatient hospital serving central
and southern Maine’s system of public mental
health care. A 92-bed, state of the art, replace-
ment hospital opened in the Spring of 2004.
Preference will be given to candidates with foren-
sic training and/or experience. Maine licensure
required. These are full-time Dartmouth fac-
ulty appointments with salary and rank com-
mensurate with experience and academic ac-
complishments. Protected time for scholarly ac-
tivities. Central and southern Maine offers ex-
ceptional opportunities to enhance your quality
of life. We have safe communities, with very low
crime, good schools and unparalleled four sea-
son recreational activities. Augusta is less than
one hour from the Maine coast and closer to nu-
merous crystal clear lakes and mountains. It is
no wonder Maine is called “vacationland.” Please
send CV and three letters of reference to: Alan
I. Green, MD, Professor and Chair of Psy-
chiatry, Dartmouth Hitchcock Medical Cen-
ter, One Medical Center Drive, Lebanon,
NH 03756. Dartmouth Medical School is an
EOE/AA Employer and encourages applications
from women and members of minority groups.

Maine’s First Magnet Hospital and
the World’s First Free-Standing Psychiatric
Magnet Hospital
Seeking Adult and Child/Adolescent
Psychiatrists

We are seeking BC/BE psychiatrists for both our
adult and child/adolescent inpatient and outpa-
tient programs. Acadia Hospital is a thriving,
non-profit, private community-based hospital
offering acute psychiatric care for adults and chil-
dren, as well as chemical dependency programs.
One of the only two private psychiatric hospi-
tals in Maine. The Acadia Hospital offers physi-
cians clinical practice in a highly collaborative,
multi-disciplinary setting. Competitive salary
and benefit package. Send resume to: Vice Pres-
ident of Medical Affairs, The Acadia Hospital,
P.O. Box 422, Bangor ME 04402-0422.
www.acadiahospital.org

SOUTHERN MAINE

How would you like to be valued as part of a pro-
fessional team for one of Southern Maine’ largest
mental health and community service based agen-
cies where there is a strong commitment to staff,
clients, and their agency mission?

Counseling Services, Inc. is a comprehensive and
integrated community mental health center serv-
ing adults and children with serious mental health
and substance abuse problems. Our programs
include Complementary Therapies, Child and
Family Primary Care Services, Adult and Fam-
ily Primary Care Services, Primary Care Sup-
port Services, Psychiatric Services, Assessment
Referral and Treatment, and Crisis Response
Services.

We are currently recruiting for full-time, part-
time, or contracted adult and child psychiatrists.
The positions will involve direct patient care at
our community mental health centers in South-
ern Maine. The physician will work with a multi-
disciplinary team providing outpatient services to
a variety of programs.

We offer a generous time-off program, a com-
prehensive medical, dental and life insurance
benefit, and other attractive incentives.

If you are aware of a qualified individual who
would want to explore these exciting opportu-
nities, please contact the Human Resources De-
partment at 207-294-7104. A resume and cover
letter may be sent to: Counseling Services, Inc.,
P.O. Box 1010, Saco, Maine 04072 or human.
resources@csimaine.com. We are an equal op-
portunity employer.

MARYLAND

Medical Director
Eastern Shore, MD

Nationally known as one of the MOST
BEAUTIFUL areas in America! Located on
the picturesque Eastern Shore of Maryland. A
Medical Director is needed for a 57-Bed Child
and Adolescent Residential Treatment Center
in Cambridge, MD. Included in the services is
a 15-bed acute inpatient unit. Exceptional salary
with full benefits including health insurance,
dental and vision coverage, 401K, Long/Short
term disability, Paid Time off, and more. Con-
tact Mark Blakeney, Horizon Health, 800-935-
0099, email CV to mark.blakeney@horizonhealth
.com, fax: 972-420-8285. EOE

Faculty Position
Assistant Professor (Tenure Track)
Department of Psychiatry

The Department of Psychiatry at the Uniformed
Services University of the Health Sciences,
Bethesda, MD is seeking to fill an Assistant Pro-
fessor, tenure-track, teaching and research po-
sition with particular emphasis on biological psy-
chiatry. The Department is comprised of twenty
full-time faculty and has active research inter-
ests in the neurobiology and behavior of stress,
PTSD, anxiety, depression, and substance abuse.
The successful candidate will be responsible for
developing a funded research program and will
participate in medical student and resident edu-
cation and clinical care. Individuals who hold an
M.D., have completed an approved psychiatric
residency and are board eligible/certified are in-
vited to apply. Send curriculum vitae, descrip-
tion of current and anticipated research inter-
ests and the names and addresses of four refer-
ences to: Robert J. Ursano, M.D., Chairman,
Department of Psychiatry, Uniformed Services
University, 4301 Jones Bridge Road, Bethesda,
MD 20814 (rursano@usuhs.mil). Review of
applications is ongoing. The University is an
affirmative action/equal opportunity employer.

Baltimore! Be in the center of it all; right out-
side our nation’s capitol! Large teaching hospi-
tal has an opportunity for an adult psychiatrist.
40 HOUR WORK WEEK, LIGHT CALL!
Salaried position with full benefits with bonus
incentives! For more info, contact Sarah
McGlinnen at 800-735-8261 x 216, fax your
CV to 703-995-0647, or e-mail: smcglinnen@
medsourceconsultants.com.

Psychiatrist

Springfield Hospital Center - a 405 bed psy-
chiatric in patient facility, operated by The Mary-
land State Mental Hygiene Administration seeks
Maryland licensed Psychiatrists. Our rural 400
acre campus is located 22 miles west of Balti-
more and convenient to Washington, DC. via
routes 70 & 29. We offer full time and part time
positions with comprehensive benefits, which
include 27 days of paid leave, medical coverage
and access to Maryland State Employees Pen-
sion at retirement. Additionally, Contractual
day/night positions available. Both Board &
Non-Board Certified physicians will be consid-
ered. Salary for these positions is negotiable.
Please send CV to: Jonathan Book, M.D., Clin-
ical Dir, SHC, 6655 Sykesville Rd. Sykesville,
Maryland 21784. For questions call 410-970-
7006 or email Jbook@dhmbh.state.md.us. EOE

PSYCHIATRIST PT for fast-paced growing
Geriatric Behavioral Health Practice to provide
consultation services in LTC setting in Mary-
land. Background in medical/neurological basis
for psychiatric symptoms desirable. Fax cover
letter and resume to CGS, 410-832-5783, Attn.:
Dr. Fitting.

Clifton T. Perkins Hospital Center, a
JCAHO-accredited institution and Mary-
land’s only maximum security forensic hos-
pital, is secking candidates for the position of
staff psychiatrist. Candidates with forensic in-
terest or experience would be especially well-
suited. Responsibilities include the provision of
high quality psychiatric care on an inpatient unit
in a state-of-the-art forensic facility. Additional
opportunities include evaluations of dangerous-
ness, competency to stand trial, and criminal re-

sponsibility.

Join a vibrant medical staff with expertise in care
of the seriously mentally ill within a forensic set-
ting. Faculty appointments are available at Uni-
versity of Maryland and Johns Hopkins, if eligi-
ble. The hospital is centrally located 20 min-
utes from Baltimore, 35 minutes from DC, and
20 minutes from Annapolis. Competitive salary
with excellent benefits, flexible working hours,
and the opportunity for paid overnight call.

Interested candidates should contact C. Dennis
Barton, Jr., MD, MBA, at 410-724-3078 or P.O.
Box 1000, 8450 Dorsey Run Road, Jessup, MD
20794 (BartonD@dhmbh.state.md.us.)

BALTIMORE - The Walter P. Carter Center,
a 51 bed adult inpatient facility on the down-
town campus of the University of Maryland, is
seeking a BC/BE psychiatrist. This is a full-time
faculty position in the Department of Psychiatry
at the U. of Md. School of Medicine, and in-
volves direct patient care, the teaching and su-
pervision of residents and medical students, and
opportunities for research. Please contact Louis
Cohen, M.D., Clinical Director at 410-209-6101;
or e-mail at LCohen@psych.umaryland.edu.

Inpatient psychiatry position on the bucolic
Eastern Shore of Maryland. Close proximity to
DC, Baltimore, and the Atlantic Coast beaches.
Full-time and part-time options are available.
Work on a general psychiatry inpatient unit with
a team approach to patient care. For more in-
formation contact Allan Anderson, MD at 410-
228-5511 ext. 2107, or e-mail at: aanderson@
shorehealth.org.

MASSACHUSETTS

Psychiatrist - Southbridge/Sturbridge area.
Part time adult psychiatrist needed for G.B. Wells
Center, a large, friendly community mental
health center and part of Harrington Memorial
Hospital. Excellent working conditions, very
flexible. For more information, write/call: Zamir
Nestelbaum, M.D., @ G.B. Wells Center, 29
Pine St., Southbridge, MA, 01550. 508-765-
9167. An AA/EOE/ADA Employer.

ON call psychiatrist - Southbridge, MA. Har-
rington memorial Hospital has on call opportu-
nities. Salaried position, 1 in 7 rotation, week-
end rounds, very flexible. Excellent working
conditions. For more information, write/call:
Zamir Nestelbaum, M.D., @ G.B. Wells Cen-
ter, 29 Pine St., Southbridge, MA, 01550. 508-
765-9167. An AA/EOE/ADA Employer.

classlols

PSYCHIATRIST

The Department of Psychiatry at St. Elizabeth’s
Medical Center of Boston is actively recruiting
a psychiatrist for a 350-bed tertiary care hospi-
tal of a six-hospital network. The Medical Cen-
ter is a major teaching affiliate of Tufts Univer-
sity School of Medicine, with 4 residency and 3
fellowship programs. Excellent starting salary
and benefits package provided. Physician would
be eligible to participate in a bonus incentive
program. Contact: Deborah Santoro at 617-
562-5478.

DEPARTMENT OF PSYCHIATRY -
MASSACHUSETTS GENERAL HOSPI-
TAL - HARVARD MEDICAL SCHOOL —
The Massachusetts General Hospital Depart-
ment of Psychiatry, rated #1 psychiatry depart-
ment by US News and World Report for the
past decade, is committed to excellence in clin-
ical care, teaching and research. The depart-
ment is comprised of a staff of approximately
600 professional appointees who work in a vari-
ety of settings including consultation/liaison;
emergency psychiatry; medical-psychiatric in-
patient service; and outpatient services respon-
sible for approximately 100,000 outpatient vis-
its annually with specialty programs including
Anxiety and Traumatic Stress; Addictions; Bipo-
lar; Child & Adolescent Psychiatry; Depression;
Eating Disorders; Obsessive Compulsive and
Related Disorders; Schizophrenia, and Women’s
Perinatal and Mental Health. Continued growth
throughout the department creates open posi-
tions for psychiatrists, psychologists and PhD
level researchers. Interested individuals should
apply directly to: Jerrold F. Rosenbaum, MD,
Psychiatrist-in-Chief, Department of Psy-
chiatry, Massachusetts General Hospital, 55
Fruit Street, Boston, MA 02114. The Mass-
achusetts General Hospital is an affirmative ac-
tion/equal opportunity employer. Minorities
and Women are strongly urged to apply.

Boston University
School of Medicine

Boston University School of Medicine /
Boston Medical Center, Department of Psy-
chiatry, is seeking board-certified psychia-
trists for the following positions:

Adult Psychiatrist to provide direct patient care
our consultation/ liaison and outpatient adult
psychiatry services Position includes teaching
and supervision of medical students and resi-
dents.

Child/Adolescent Psychiatrist to provide di-
rect patient care in our outpatient/urgent care
and consultation/liaison child/adolescent psy-
chiatry services. Special interest and experience
in neuropsychological conditions preferred. This
position involves program leadership, direct pa-
tient care and supervision of medical students
and residents.

Academic/Clinical specialties of the Department
of Psychiatry include psychological trauma, med-
ical psychiatry, consultation-liaison, emergency
psychiatry and community mental health.

Boston Medical Center, a teaching hospital for
the Boston University School of Medicine, is a
busy community hospital in Boston which serves
a diverse, multicultural patient population.

Academic appointment commensurate with ex-
perience. Competitive salary base with incentive
and full benefits. All interested applicants should
send CV and cover letter to Marice Nichols, 85
East Newton Street, Suite 802, Boston, MA
02118 or fax to (617) 414-1975. Boston Univer-
sity School of Medicine/ Boston Medical Cen-
ter is an equal opportunity/affirmative action
employer.

Strengthen your recruitment effort
through the APA Job Bank! Post your
career opportunity online, receive candi-

date responses instantly, and access
APA’s resume database of psychiatrists.

Call 703.907.7330 for more info
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Worcester - The University of Massachu-
setts Medical School (UMMS) seeks a psy-
chiatrist board-certified in Forensic Psychiatry to
join its nationally known Law and Psychiatry
Program to be Director of Forensic Services at
Worcester State Hospital in the Central Mass-
achusetts Area, located by the campus of the
medical school. Duties include administering
the inpatient forensic service; conducting court-
ordered forensic evaluations; supervising foren-
sic fellows and assisting the Director of Foren-
sic Psychiatry Training in coordination of train-
ing experiences, seminars, and ACGME-ac-
creditation activities for the Fellowship in Foren-
sic Psychiatry; teaching post-doctoral fellows in
Forensic Psychology, psychiatric residents and
medical students; and conducting research. Some
flexibility related to duties, faculty rank and ac-
ademic opportunities commensurate with indi-
vidual’s experience and interests. Letters of in-
terest and curriculum vitae should be sent to Jef-
frey Geller, M.D., M.PH., Director, Public Sec-
tor Psychiatry, UMMS, 55 Lake Avenue North,
Worcester, MA 01655, email Jeffrey.Geller
@umassmed.edu, or fax 508-856-3270. UMMS
is an affirmative action, equal opportunity em-
ployer.

CAMBRIDGE: Child & Adolescent Psychiatry

Outpatient Child & Adolescent Psychiatrist
- half time position available at Cambridge
Health Alliance, Division of Child and Ado-
lescent Psychiatry, Harvard Medical School.
An innovative and growing multidisciplinary
team at the Center for Child and Adolescent De-
velopment seeks a half-time child psychiatrist.
Must have special interest/expertise in psy-
chopharmacology and in autism, bipolar disor-
der, and childhood psychosis. Opportunity to
work closely with other team members includ-
ing neuropsychology, pediatric neurology, social
workers, psychologists and other prescribers. A
half time position is available providing outpa-
tient psychopharmacology services in a dynamic
community based clinic. Position includes su-
pervision of child psychiatry fellows, general psy-
chiatry residents, medical students, and other
trainees. Program development and research
opportunities for candidate with appropriate ex-
perience.

The Department of Psychiatry at Cambridge
Health Alliance is an appointing department at
Harvard Medical School with excellent residen-
cies in adult and child psychiatry. Academic ap-
pointment up to the rank of Associate Profes-
sor, as determined by the criteria of Harvard
Medical School, is anticipated. We seek candi-
dates with demonstrated excellence in academic
teaching of complex clinical assessment, child
and adolescent psychopharmacology, family as-
sessment and treatment, particular interest and
experience in working with ethnic and minority
populations and the underserved, and enthusi-
asm for the public health mission of CHA.

Qualifications: Board Certified, demonstrated
knowledge of clinical and research child and ado-
lescent psychiatry, commitment to public sector
populations, excellent clinical and teaching skills,
leadership and management skills, team oriented,
problem solver. Bilingual and/or bicultural abil-
ities are desirable. Competitive compensation,
excellent benefit package. Cambridge Health Al-
liance is an Equal Employment Opportunity em-
ployer, and women and minority candidates are
strongly encouraged to apply. Send CV & let-
ter to: Jean A. Frazier, MD, Dept. of Psy-
chiatry, Cambridge Health Alliance-Station
Landing, 1493 Cambridge Street, Cambridge,
MA 02139. Fax: 781-306-8644. jfrazier@
challiance.org (email preferred)

CORRECTIONAL & FORENSIC PSYCHIATRY

The University of Massachusetts Medical School
seeks psychiatrists for its innovative and multi-
disciplinary correctional mental health program,
which provides services at several locations
throughout the state. We offer generous, newly
enhanced salaries, excellent benefits, regular
hours without call responsibilities, and a faculty
appointment with the University of Massachu-
setts Medical School. Send letter of interest and
curriculum vitae to: Kenneth Appelbaum, MD,
University of Massachusetts Medical School,
Health & Criminal Justice Programs, 1 Research
Drive, Suite 120C, Westborough, MA 01581;
Kenneth.Appelbaum@umassmed.edu; Phone:
508-475-3236; Fax: 508-475-3258. UMMS is
an equal opportunity employer.
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Lynn BayRidge Hospital, a non-profit psychi-
atric facility on Boston’s North Shore, a teach-
ing site for Boston University Medical School,
has a position for an inpatient and/or partial hos-
pitalization program psychiatrist, or for the ap-
propriate candidate, as unit Medical Director.
Experience with dually diagnosed patients is a
plus. The Medical Director position includes
substantial direct service; candidates for Med-
ical Director must be board-certified, and have
demonstrated skill in leadership. No required
night call, but participation in a lucrative call sys-
tem is optional. Full benefit package includes
generous time off as well as reimbursement for
malpractice insurance and CME expenses. Con-
tact Barry Ginsberg, M.D., Medical Director,
60 Granite Street, Lynn MA 01904. Phone (781)
477-6964, Fax (781) 477-6967, email bginsber@
nhs-healthlink.org.

BOSTON AREA

Attleboro - Medical Director. Administrative &
direct clinical care duties. General & specialty
programs for children - adults. No weekend call.
Pembroke - Geriatric Psychiatrist for spe-
cialty inpatient unit. Brookline: General Psy-
chiatrist - adult inpatient and partial services.
No call. Salary, benefits and bonus offered. Con-
tact Joy Lankswert @ 866-227-5415 or email joy.

lankswert@uhsinc.com
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PRAIRIE ST. JOHN'S

Offering Hope and Healing to Those Suffering
from Psychiatric Gonditions and Addictions

Child and Adolescent Psychiatrist

Prairie St. John’s, a Catholic Healthcare Or-
ganization, is looking for enthusiastic and dy-
namic Psychiatrists dedicated to helping others
improve the quality of their lives. We are ex-
panding services in the Mpls-St. Paul area and
need Psychiatrists to provide care at Child_Ado-
lescent PHP and Clinic.

The Prairie St. John’s organization started in
Fargo, ND and provides services in a continuum
of care that includes inpatient, partial hospital, in-
tensive outpatient and clinic services to adults,
adolescents and children. Starting salary up to
$210,000 dependent on qualifications, plus po-
tential productivity compensation. Excellent
benefits. Full or Part-time available. View us on-
line at www.prairie-stjohns.com.

Send CV and letter of interest to: Karen
Frigen, Development Specialist, Prairie St.
John’s, 510 4th St. S., Fargo, ND 58103 or
e-mail to kfrigen@prairie-stjohns.com.

HORIZON HEATH
Associate Medical Director

The Gateway city of Northern Mississippi,
Corinth, has an opportunity for an Associate
Medical Director for a 19-bed Adult psych unit.
Location provides an excellent opportunity to
establish your own practice with the benefit of a
stipend, income guarantee and call coverage.
Contact Diane Odom Horizon Health for more
details, Email CV to diane.odom@horizonhealth
.com, Fax: 972-420-8233. 800-935-0099. EOE

KANSAS CITY: Major metro, family commu-
nity. 100% OUTPATIENT, NO CALL. Full
or part time for practicing Adult Psych. Salary
plus keep 60% of billings after base is covered.
Non-profit MH center, full range services. Susan
Springer @ 800.575.2880 ext 315

sspringer@medsourceconsultants.com

0zark Genter
Freeman Health System
Behavioral Health Division

Adult and Child/Adolescent Psychiatrists

® Join the Behavioral Health Division for FHS
which is the largest & fastest growing health
system in the area.

* Eight psychiatrists working together as a group
in a shared call situation

¢ At FHS enjoy the security and growth poten-
tial of a fully integrated delivery system with
the completion of a large expansion of facilities
opening in 2007.

® Join freedom and autonomy of working within
a physician-driven system with 170+ employed
physicians covering all specialties providing an
excellent local and regional referral base for
your services

EXCELLENT SALARY AND BENEFITS
JOPLIN, MISSOURI -Service Area of 450,000
+ Lakes, fishing, hunting; excellent public & pri-
vate schools; mild climate-four seasons; one of the

lowest costs of living in the nation. Call Nancy
at 800-353-6812, Fax CV to 417-347-9320.

We want to hear from you!!
njpaul@freemanhealth.com/
www.freemanhealth.com

ST. LOUIS, MISSOURI - CHRISTIAN
HOSPITAL: Secking a BC/BE Psychiatrist for
Inpatient adult and geriatric practice at Christ-
ian Hospital in St. Louis County. Collegial work
environment. Shared call. No commuting with
both inpatient units located side by side. Be your
own boss in this contract position! St. Louis is a
large city with a small town feel. To learn more,
contact Michelle Kraft at 800-678-7858,
x63705; fax 314-726-0026; e-mail mkraft@
cejkasearch.com. ID#26770PY. For more op-
portunities, visit www.cejkasearch.com.

MONTANA

PSYCHIATRIST-Seeking full-time board cer-
tified psychiatrist to fill staff position in VA Mon-
tana Healthcare System. Certifications or ex-
perience in addiction psychiatry and or pain man-
agement a plus. Responsibilities include adult
outpatient treatment with urgent care/walk-in
service and inpatient consultation service in a fa-
cility where state-of-the-art medicine is prac-
ticed. Fort Harrison Hospital is located in He-
lena, the State Capital. In beautiful western
Montana, Helena has downhill and cross-coun-
try skiing, awesome fly-fishing, camping, hunt-
ing, and numerous other outdoor activities
nearby. The availability of cultural activities, in-
cluding concerts, annual jazz and bluegrass fes-
tivals as well as those events associated with Car-
roll College, a high quality educational system,
is a notable asset of the community. This is also
a rapidly growing community with excellent
school system. It is a wonderful place to raise
children. Competitive salary, benefits and lia-
bility included. Fax curriculum vitae to 406-447-
7978 or call Human Resources at 406-447-7933.

INTERMOUNTAIN WEST - MONTANA.
Free standing facility. Primarily outpatient psy-
chiatry with some consultation-liaison. Full com-
plement of community support services. Excel-
lent income potential. Located in Kalispell in
the Rocky Mountains’ Flathead Valley near Glac-
ier National Park. Breathtaking vistas with pris-
tine mountain lakes, wilderness areas, blue rib-
bon trout streams, world-class hunting, fishing,
snowmobiling, and skiing. Contact Michelle
Kraft at 800-678-7858, x63705; fax 314-726-
0026; e-mail mkraft@cejkasearch.com.
1D#27255PY. For more opportunities, visitwww.ce-
Jkasearch.com.

BIG OPPORTUNITY UNDER THE BIG SKY

BE/BC PSYCHIATRIST, MONTANA - You've
earned it. Things are different here. The Great
Falls Clinic seeks a BE/BC Psychiatrist to join the
Neurosciences Department of a rapidly ex-
panding 125-physician multi-specialty group.
Successful candidates will have strong skills in
both adult and geriatric psychiatry as well as a
medical management approach to patient care.

Great Falls is a warm and safe community per-
fect for a physician interested in making a home
for themselves and/or their family. Access to
world-class recreational venues, outdoor activi-
ties, scenic vistas and regional culture are right
outside your practice door. This opportunity
does not qualify as a J-1 waiver site. For more
information about this wonderful opportunity,
contact Kate Bogue, Physician Recruitment Co-
ordinator at (406) 771-3332 or kate.bogue@
gfclinic.com. You may also visit our website at
www.gfclinic.com

The University of Nevada School of Medi-
cine, Department of Family Medicine, is seek-
ing candidates for two full-time, administrative
faculty positions as physicians/psychiatrists at
the Mojave Adult, Child and Family Services
(MACEFS) mental health clinic in Las Vegas. Ex-
cellent benefits package available. For complete
position description and requirements, contact:
Search Chair/Coordinator, (Jim Parcells, C.O.0O.,
702-968-5000/Pam Soucy, PHR, 702-968-5071)
or view at http://jobs.unr.edu (reference posting
#60025).

PSYCHIATRISTS
On Call
Evenings, Nights & Weekends

Carrier Clinic, a regionally prominent, private,
not-for-profit psychiatric facility in suburban/
rural Somerset County in central New Jersey,
offers challenging career opportunities for board
eligible Psychiatrists in the inpatient hospital
serving adolescents, adults and older adults.

As a member of our medical staff, you will pro-
vide comprehensive psychiatric and mental sta-
tus assessments and medical screening on all new
admissions. Will also cover house for medical
emergencies.

Carrier has an excellent salary and benefits, in-
cluding relocation assistance if required. Inter-
ested candidates are invited to submit a CV to:

CARRIER CLINIC
Donna Mozet, Director of Human Resources
252 Route 601
Belle Mead, NJ 08502
E-mail (preferred): dmozet@carrierclinic.com
Fax: 908-281-1666
Visit us on the web at: www.carrier.org

EOE

GENERAL ADULT/ADDICTIONS PSYCHIATRIST
Full Time

Carrier Clinic, a regionally prominent, private,
not-for-profit psychiatric facility in suburban/r
ural Somerset County in central New Jersey, of-
fers a challenging career opportunity for a board
certified General Adult Psychiatrist with expe-
rience in addictions.

Carrier offers members of the medical staff an
excellent salary and benefits package, including
generous CME, both on-site and time to attend
off campus programs. Central New Jersey offers
lovely communities, excellent school systems and
a close proximity to Princeton, New York and
Philadelphia. Interested candidates are invited
to submit a CV to:

CARRIER CLINIC
Donna Mozet, Director of Human Resources
252 Route 601
Belle Mead, NJ 08502
E-mail (preferred): dmozet@carrierclinic.com
Fax: 908-281-1666
Visit us on the web at: www.carrier.org

EOE
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CHILD/ADOLESCENT PSYCHIATRIST
Full Time

Carrier Clinic, a regionally prominent, private,
not-for-profit psychiatric facility in suburban/
rural Somerset County in central New Jersey,
offers a challenging career opportunity for a
board certified Child/Adolescent Psychiatrist for
our inpatient Adolescent Unit. This is a Full-
Time position, created as a result of the expan-
sion of our adolescent services.

Carrier offers members of the medical staff an
excellent salary and benefits package, including
generous CME, both on-site and time to attend
off campus programs. Central New Jersey offers
lovely communities, excellent school systems and
a close proximity to Princeton, New York and
Philadelphia. Interested candidates are invited
to submita CV to:

CARRIER CLINIC
Donna Mozet, Director of Human Resources
252 Route 601
Belle Mead, NJ 08502
E-mail (preferred): dmozet@carrierclinic.com
Fax: 908-281-1666
Visit us on the web at: www.carrier.org

EOE

The Garden State!

Respected free standing psychiatric hospital has
2 needs. 1) MEDICAL DIRECTOR - addic-
tions experience or interest is a plus 2) C&A psy-
chiatrist- 100% OUTPATIENT. Rewarding
opportunity with competitive base salary & full
benefits package! For more info, contact Lind-
say McCartney at 800-735-8261 x 213, fax your
CV to 703-995-0647 or email: Imccartney@

medsourceconsultants.com

SOUTH JERSEY: General Psychiatrist. Full-
time position -general psych & dual diagnoses
inpatient treatment for adults. Salary & benefits
offered. Contact Joy Lankswert @ 866-227-5415

or email joy.lankswert@uhsinc.com

Psychiatrist - well established, for profit out-
patient mental health practice located in south
jersey, has immediate opening for experienced
adult, adolescent and/or child psychiatrist. Fee
for service cliental, private practice model within
comprehensive multi-disciplinary group of highly
qualified clinicians. Fax CV to (856) 985-8148
or call (856) 983-3866 ext. 3018.

Presbyterian Medical Services is a non-profit
integrated healthcare network with JCHO ac-
creditation providing medical, dental, behavioral
health, children’s services and supportive living
services to the multi-cultural people of New Mex-
ico. We are seeking a Psychiatrist who will see
clients of all ages to work in our Farmington
clinic. Excellent benefits. Sign-on bonus of-
fered. For more information contact Diane
Kramer at (800) 477-7633; fax (505) 954-4414;
diane_kramer@pmsnet.org; P.O. Box 2267, Santa
Fe, NM 87504. EOE.

Medical Director of Child &
Adolescent Division

The Department of Psychiatry at the University
of New Mexico, School of Medicine is seeking
an outstanding Child & Adolescent Psychiatrist
for the position of Director of Child & Adoles-
cent Psychiatry. This person also serves as Med-
ical Director of Child and Adolescent Inpatient
and Outpatient services. This Division encom-
passes a variety of activities including a fellow-
ship in Child & Adolescent Psychiatry; an in-
ternship in Clinical Psychology; Telemedi-
cine/Rural Psychiatry, juvenile corrections, and
inpatient and outpatient services. The Director
collaborates and participates in strategic plan-
ning and program development with University
Hospital as well as multiple local, state and na-
tional agencies. Teaching duties include super-
vision of medical students, residents, psychol-
ogy interns and trainees of multiple disciplines.
We are eager to put together the right package
to assure that we recruit the best person for this
position. Minimum qualifications include Doc-
torate Degree, licensable in New Mexico, board
certified in Child & Adolescent Psychiatry,
proven clinical experience, and United States
citizenship or permanent residence. Desirable
qualifications: leadership experience in academic
administration, research experience, teaching

and curriculum development experience. This
position may be subject to criminal records
screening in accordance with New Mexico law.
For best consideration, interested parties should
send Curriculum Vitae, a brief signed letter in-
dicating interests, and the names of three cur-
rent references to the attention of Renu Prinja,
Medical Department Personnel Representative,
University of New Mexico, School of Medicine,
Department of Psychiatry, 2400 Tucker NE
MSC 09 5030, Albuquerque, NM 87131. The
position will remain open until filled. For pre-
liminary inquiries contact, Samuel J. Keith M.D.
Milton Rosenbaum Professor, Chairman, De-
partment of Psychiatry, University of New Mex-
ico, 2400 Tucker NE, MSC 095030 Albu-
querque, NM 87131. The University of New
Mexico is an Affirmative Action / Equal Op-
portunity employer and educator.

NEW YORK CITY & AREA

ALBERT EINSTEIN
COLLEGE OF MEDICINE
0Of Yeshiva University
Department of Psychiatry and Behavioral
Science

The Sound View Throgs Neck Community
Mental Health Center

PSYCHIATRIST - Full-time. Continuing
Day Treatment and MICA Program. PSY-
CHIATRISTS - Part-Time Child/Adoles-
cent and Adult Outpatient Programs. These
Programs seek psychiatrists experienced in di-
agnostic evaluation and psychopharmacology, to
provide clinical care, supervise a team and teach
medical students, psychiatry residents and clin-
ical fellows. New York State License, Board Cer-
tified/Board Eligible in Psychiatry. DEA Reg-
istration. These positions carry a faculty ap-
pointment. Knowledge of Spanish a plus.

In return for your expertise, we offer a compet-
itive salary, outstanding benefits package and a
professional work environment offering career
growth potential. For consideration, please sub-
mit your CV with salary history to: Thomas F.
Betzler, MD., Executive Director, Sound
View Throgs Neck Community Mental
Health Center, 2527 Glebe Avenue, Room
304, Bronx, NY 10461; Fax: (718) 931-7307;
Email: tbetzler@aecom.yu.edu . Equal Op-
portunity Employer.

Psychiatrists

Full time positions available at Kirby Forensic
Psychiatric Center, a New York State Office of
Mental Health facility specializing in the treat-
ment of a wide range of patients with forensic
concerns. The psychiatrist leads a multi disci-
plinary team, with opportunities to utilize clin-
ical, administrative, and teaching skills. Prior
forensic training is not expected, but opportu-
nities exist to develop forensic skills. Kirby is af-
filiated with the NYU residency and forensic fel-
lowship programs. We are conveniently located
near the Triboro Bridge.

Please fax or mail resume to:
Kirby Forensic Psychiatric Center
Wards Island Complex
‘Wards Island, NY 10035
James Hicks, M.D.,
Associate Clinical Director
Fax 646-672-6893
Kirby Forensic Psychiatric Center is an equal
opportunity employer

Psychiatrists
Child/Adolescent & Adult

YAI/Premier Healthcare is a nationally recog-

nized, well-established NYC diagnostic & treat-

ment center for people with disabilities and their

families. We are currently seeking part time and

Fee for Service psychiatrists.

* Bronx Adult Group Homes - FFS

® Brooklyn - Child & Adult - PT

® Bronx - 3 month - TEMP - Child - 1 day per
week

This is an opportunity to work with a profes-

sional team of doctors and nurses in a multi-cul-

tural, team environment. Send CV to: Karen

Meyers, Clinical Recruiter, Premier HealthCare,

460 West 34 Street, N.Y., N.Y. 10001 Fax212-

563-4836 Email: kmeyers@yai.org

NYC Borough-Be part of well-organized, well-
run mobile team. Work 3 or 4 days/wk on award
winning ACT program, then spend one day on
a residential program. Transportation provided
or reimbursed. NO CALL! Hourly or salaried
w/ benefits! Call Karen @ 800-575-2880 x307.
E-mail to KBrennan@MedSourceConsultants
.com

NEW YORK STATE

‘hﬁﬂiﬂt Francis

Hospital and Health Centers

Psychiatrist

Saint Francis Hospital Department of Psychia-
try, a respected leader providing mental health
care, has an opening for a fulltime inpatient Unit
Chief. This position requires NYS license and
BC/BE in psychiatry. Will consider new grad-
uates. The Hospital offers a competitive salary
and benefit package and opportunity for addi-
tional income.

Saint Francis Hospital is located in Poughkeep-
sie, New York in the scenic Hudson Valley, with
easy access to New York City. The Hudson Val-
ley offers an excellent lifestyle with affordable
housing and surprising sophistication. Dutchess
County is a rapidly growing “up and coming”
community and is a great place to live, raise a
family, work and build a career.

Send CV and letter of interest to Human Re-
sources @ Saint Francis Hospital, 241 North
Road, Poughkeepsie, New York 12601 or e-mail
to jobs@sthhc.org

P/T CHILD/ADOLESCENT PSYCHIA-
TRIST WANTED. Outpatient position with
leading LI Children and Family Mental Health
Agency. Fax Resume: HR-(516)626-8403.

GREATER BINGHAMTON HEALTH CENTER
ADULT PSYCHIATRIST
And
CHILD/ADOLESCENT PSYCHIATRISTS

GBHC, (JCAHO-Accredited New York State
Office of Mental Health facility) is seeking full
time, board certified/board eligible ADULT
PSYCHIATRISTS for its 140 bed adult inpa-
tient facility and CHILD/ADOLESCENT
PSYCHIATRISTS for its Child/Adolescent
unit. Abundant on-site CME. Salaried, perma-
nent positions with excellent New York State
benefits.

Submit CV to: Personnel Office, Greater Bing-
hamton Health Center, 425 Robinson St., Bing-
hamton, NY 13904. Fax: (607) 773-4117.
EOE/AAE.

Inpatient/ Outpatient Psychiatrists
Ellis Hospital
Schenectady, NY 12308

The Ellis Hospital Department of Psychiatry, a
respected leader in mental health in the Capital
Region of New York State, has openings for full-
time NYS licensed, BC/BE inpatient and out-
patient psychiatrists. The hospital offers a gen-
erous salary and benefit package, opportunities
for continuing education, and a stimulating work
environment.

Ellis Hospital is located in Schenectady, NY, in
the Mohawk Valley at the foothills of the Adiron-
dack Mountains. The area is well-known for its
beautiful lakes, including scenic Lake George,
numerous parks, ski resorts, golf courses, and
the famous Saratoga Raceway, all within an hour’s
drive. Major cities within a three-hour drive in-
clude New York and Boston.

For further information, contact Anthony Ya-
cona, M.D., Chairman, Department of Psychi-
atry, Ellis Hospital, 1101 Nott St., Schenectady,
NY 12308 at (518)-243-4154 or e-mail yaconaa
@ellishospital.org.

classlols

Assistant/Associate Professor (2 Positions)

Stony Brook University has two faculty positions
for Assistant/Associate Professors of Mental
Health Services Research/Psychiatric Epidemi-
ology available immediately. Required: Ph.D.,
D.PH., or M.D. or equivalent. Doctoral degree
from accredited institution. Demonstrated re-
search experience in Mental Health Services,
Psychiatric Epidemiology, or Mental Health Pol-
icy. Preferred: Track record of funded research
in this area. Salary commensurate with experi-
ence; full benefits. Send resume to: Mark J.
Sedler, M.D., MPH, Chairman, Department of
Psychiatry and Behavioral Science, Health Sci-
ence Center, T10-020, Stony Brook University,
Stony Brook, NY 11794-8101, or fax: (631) 444-
1560. Equal Opportunity/Affirmative Action
Employer. Visit www.stonybrook/cjo for further
information.

Northern New York!
Psychiatrist

A Psychiatrist is needed for a 28-bed adult in-
patient unit located in a 159-bed community
hospital and regional referral center. Positioned
on the US/Canadian border, the city offers the
opportunity to explore the cultures of neigh-
boring Canada. Charming city located along the
southern shore of the beautiful St. Lawrence
River. Salaried position. J-1 Waiver Available.
Please contact Mark Blakeney, Horizon Health,
for more details. Office 800-935-0099, e-mail
mark.blakeney@horizonhealth.com, fax 972-420-
8233. EOE

NORTH CAROLINA

EXPANDING SUBSTANCE ABUSE SERVICES

John Umstead Hospital, a state psychiatric hos-
pital located in Butner, NC seeks psychiatrist for
the Alcohol & Drug Abuse Treatment unit. Con-
venient to Raleigh/Durham/Chapel Hill and has
close ties with duke University and UNC-Chapel
Hill. Competitive salary and benefit package.
Requires graduation from an accredited medical
school, completion of an accredited psychiatric
residency, and board certification or eligibility.
Send state application (PD-107) and/or vitae to
JUH; Human Resources Office; 1003 12th St,;
Butner, NC 27509 or contact Dr. Lou Ann
Crume, Clinical Director at 919-575-7233. Fax
919-575-7550. EEO/AA Emp.

FORENSIC PSYCHIATRISTS

The Federal Medical Center located in Butner,
North Carolina, is seeking BC/BE staff psychi-
atrists. Board certification or an interest in
Forensic Psychiatry is ideal. The 310 bed all
male Mental Health Component is part of a 989
bed JCAHO accredited facility located north of
Raleigh and the Research Triangle Park. Ap-
plicants are required to possess a license to prac-
tice medicine in any of the 50 states and full U.S.
citizenship. Staff psychiatrists are part of a multi-
disciplinary team with a primary focus in per-
forming court ordered forensic evaluations. Care
of the chronically mentally ill is a part of the job
responsibilities. FMC Butner is a site for com-
munity rotations for psychiatry residents from
the nearby Duke University Medical Center and
a site for the Forensic Psychiatry Fellowship
sponsored by the University of North Carolina
at Chapel Hill. Interested candidates should
contact Mona Hill, Medical Recruiter, at (919)
575-3900, ext. 6040, or J. Zula, M.D., Chief of
Psychiatry, at ext. 5475. FMC Butner is an
Equal Opportunity Employer committed to
a policy of nondiscrimination on the basis of
race, gender, religion, color, national origin,
disability, marital status, and status as a cov-
ered veteran. EEO/AA Employer

Psychiatric News
delivers up-to-the-minute information
vital to all psychiatric professionals.

For line classified advertising
contact Joel Nepomuceno at
(703) 907-7330 or
classads@psych.org
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NORTH DAKOTA

MeritCare Health System of Fargo, ND is
seeking an Adult Psychiatrist to join its 32-mem-
ber multi-disciplinary Psychiatry Department.
Faculty appointment and teaching of psychiatry
residents is available through University of North
Dakota School of Medicine. MeritCare is an in-
tegrated 384-physician multi-specialty group
practice, 583-bed Level II tertiary/trauma hos-
pital with 26 primary care clinic sites in two states.
Sister cities, Fargo, ND and Moorhead, MN are
a tri-college community of 200,000 located near
the heart of Minnesota’s lake country. Fargo-
Moorhead offers excellent educational systems,
recreation and sporting activities as well as a va-
riety of entertainment and cultural events. This
is an excellent opportunity with a competitive
compensation and benefits package being of-
fered. Drug-free workplace. AA/EOE. This is
not a designated HPSA site.

To apply send CV to:

Jill Gilleshammer, Physician Recruiter
MeritCare Health System
P O Box MC
Fargo, North Dakota 58122
Phone: (800) 437-4010, ext. 280-4851
Email: Jill. Gilleshammer@meritcare.com

PSYCHIATRIST

The North Dakota State Hospital located in
Jamestown, ND is seeking a Staff Psychiatrist
to join our 19 member clinical staff, Monday-
Friday, 8-5. NDSH is a JCAHO accredited and
Medicare certified facility with an average daily
census of 129 adult and adolescent psychiatric
and chemically dependent patients. Requires ND
licensure. Board Certification must be completed
within 3 years. 160K+ salary DOE with addi-
tional dollars or paid leave for limited on-call.
Excellent benefit package including health in-
surance premium paid at 100%; paid pension
equal to 9% of salary; relocation expenses. We are
a HPSA site and will consider J-1 Visa candi-
dates. Contact Lyle A. Grove, SPHR, Human
Resource Dept. (701) 253-3015; Fax (701) 253-
3000 or e-mail grovel@state.nd.us. EOE

Medical Director/Staff position at one of the
largest CMHC in Ohio. Clinically the positions
will be a mix of in and outpatient work. Call is
shared equally and they are employed positions.
Staff $160K-$170K Med Dir $170K-$180K
Contact Matt Brewster 800 575-2880 x 311

PSYCHIATRISTS
Greater Cleveland Area

Horizon Health seeks psychiatrists for hospital-
based psychiatric services in greater Cleveland,
OH. Opportunities exist for: Child/Adolescent,
General Adult, Geriatric, and Eating Disorders
Specialists. Salaried positions with exceptional
benefits. J-1 waiver applicants welcome.
Contact: Mark Blakeney, Horizon Health, 800-
935-0099, fax CV: 972-420-8233, or email
mark.blakeney@horizonhealth.com. Visit our
web site: www.horizonhealth.com. EOE.

SEEKING Executive Director for Summit
County, Ohio Alcohol, Drug Addiction and
Mental Health Services Board. Professional with
extensive administrative experience in operating
large governmental agency or nonprofit with un-
derstanding of mental health and addiction re-
covery and prevention services. Leadership, com-
munication skills, fiscal, government funding and
managed care knowledge required. Successful
experience with voted local levy support pre-
ferred. Equal employment opportunity. Re-
spond in writing with resume, references and
salary requirements by August 31, 2006 to ADM
Search Committee, c/o Greg Kavinsky, Co-
Chair, 2558 Arbor Court, Uniontown, OH
44685-7814.
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Oregon State Hospital

Oregon State Hospital is currently recruiting for
Psychiatrists with interest and/or experience in
adult and forensic programs. A strong benefits
package complements salary. Opportunities for
additional on-call work can increase your income
substantially.

Oregon State Hospital provides specialized men-
tal health services, including general adult, geri-
atric, and forensic treatment programs with cam-
puses in Salem and Portland. Oregon State Hos-
pital currently employs approximately 1,200 staff,
including 30 Psychiatrists.

Located in the beautiful Willamette Valley, the
area offers a great diversity of recreational ac-
tivities. Within an hour’s drive one finds the
Cascades, the Coastal Range, and the Pacific
Ocean. Oregon is justifiably famous for its world-
class fishing, hunting, skiing, golfing, windsurf-
ing, white water rafting, camping, and moun-
taineering opportunities.

Contact:

Becky Hawkins, Office of Human Resources
Oregon State Hospital

2600 Center Street NE

Salem, OR 97301-2682

Phone: (503) 945-2822
Fax: (503) 945-9910
E-Mail: Becky.Hawkins@state.or.us

PENNSYLVANIA

UNIQUE CAREER OPPORTUNITY
FOR ADULT PSYCHIATRIST

This is a superb opportunity for a BC/BE psy-
chiatrist interested in a combination of emer-
gency psychiatry and inpatient care. Establish a
close working relationship with our psychiatric
emergency service and our inpatient behavioral
science unit. You will work with a large salaried
hospital-based group who practice at LVH, an
800-bed academic community hospital where
opportunities exist to teach medical students and
residents and pursue career advancement. The
successful candidate will also be eligible for fac-
ulty appointment at Penn State/Hershey. We are
offering an excellent call schedule and a favorable
lifestyle so that you can enjoy the beautiful
Lehigh Valley where more than 700,000 people
appreciate safe neighborhoods, good schools and
easy access to major metropolitan areas.
Philadelphia is 1 hour south and NYC is 1.5
hours east. For more information, call 610-969-
0213. Email CV to Pamela.Adams@LVH.com
or fax to (610) 969-0214.

Psychiatrist

Fairmount Behavioral Health System, a leading
provider of Psychiatric Services, has opportuni-
ties available for full time board certified or board
eligible psychiatrists to provide clinical care on
our Adult Services Units. Join our dynamic multi
disciplinary team and find city convenience on a
wooded 27 acre campus. Our services include
Inpatient Psych Services for Children, Adoles-
cents & Adults, Partial Hospitalization Program
for Adolescents & Adults, Inpatient Dual Diag-
nosis for Adults and Drug and Alcohol Rehabil-
itation for Adults. Interested candidates should
email c.v. to: Dr. Sureshkumar, CMO at Tham-
bipillai.Sureshkumar@uhsinc.com or fax to 215-
483-8187.

PSYCHIATRIST
Salary Plus Benefits

Horizon Health managed inpatient psychiatric
program seeks psychiatrist 45 minutes north of
Pittsburgh. Salaried position with benefits.
Join a successful, thriving, well established group
practice in the area as well as service a 20-bed
Geropsych program or a 20-bed Chemical De-
pendency program. Contact: Mark Blakeney,
Horizon Health, 800-935-0099 x7473, fax
CV: 972-420-8233, or email mark.blakeney@
horizonhealth.com. Visit our web site: www.
horizonhealth.com. EOE.

Child/Adolescent Psychiatry
The best of both worlds - flexible scheduling
and high-end care!

Geisinger Health System’s Division of Psychia-
try in Danville, PA, is seeking a child/adolescent
psychiatrist. This position offers an excellent
quality of life and an opportunity to work part-
time or full-time depending on the needs of the
candidate.

This position offers:

¢ A flexible schedule - start/end times are nego-
tiable.

* A collaborative team of psychiatrists/psychol-
ogists with experience and expertise in a vari-
ety of psychiatric specialties.

¢ The support of multiple PAs, a nurse special-
ist and masters-level therapists.

® An excellent call schedule (1 in 7).

® The opportunity to work in a comprehensive
academic practice that sees a wide variety of
clinical activity from pediatric to geriatric pa-
tients and diagnostic types (including ECT).

® Research opportunities through the Weis Cen-
ter for Research and the Center for Health Re-
search and Rural Advocacy (both located on
the campus of Geisinger Medical Center). Cur-
rent research projects include studies on ge-
nomic schizophrenia, adolescent depression
and improving the delivery of adult depression
through primary care.

® An accredited Clinical Psychiatry Internship
and the opportunity to teach pediatric and
emergency medicine residents.

* An established referral base through Geisinger
Health System’s 40 community medical groups,
3 hospitals, local/community physicians and
broad-base of third party contracts.

Pediatric specialty services include:

* A comprehensive program dedicated to treat-
ing kids with bedwetting problems

® Disruptive behavior

® Asperger’s Group

¢ Adolescent treatment

¢ In-school services

¢ Community psychiatry

¢ Neuro-psych services

Last year, more than 100 physicians joined
Geisinger Health System. And it’s no wonder.
While many healthcare organizations are strug-
gling, Geisinger and the Division of Psychiatry
is experiencing unprecedented growth. In the
past two years they have added a 10-bed Ado-
lescent Inpatient Unit at Geisinger South Wilkes-
Barre, the neuro-psychiatry practice has doubled
and added 2 post-doctoral fellows and Pediatric
Psychiatry has experienced significant growth.
At Geisinger, you’ll experience the support, ca-
maraderie and professional challenges of a lead-
ing practice while discovering the charms of
Pennsylvania living...all while having the time
and flexibility to enjoy your new quality of life.

To discuss this opportunity, contact:
Kathy Kardisco, Recruiter
Geisinger Department of Professional
Staffing,

100 North Academy Avenue, Danville, PA
17822-2428
Phone: 1-800-845-7112 o
Fax: 1-800-622-2515
e-mail: kkardisco@geisinger.edu

STATE COLLEGE area: Child and/or Gen-
eral Psychiatrist. Inpatient & outpatient.
CLARION: General or Child Psychiatrist - in-
patient & partial programs. Admin/clinical po-
sition.

Salary, bonus, & benefits. Contact Joy Lankswert
@ 866-227-5415 or email joy.lankswert@uhsinc

.com

Outpatient Child/Adolescent and Adult Psy-
chiatrists: Positions available in the scenic Lau-
rel Highlands of Southwestern Pennsylvania (60
minutes SE of Pittsburgh/3 hours NW of to
D.C.). Join team of seven psychiatrists in a pro-
gressive community-based behavioral health pro-
gram. Full-dme and part-time positions available
in a comprehensive outpatient service. Treat-
ment provided in concert with a team of profes-
sional counselors and certified psychiatric nurses.
Crisis Intervention team provides 24/7 on-call
coverage. Competitive salary and excellent ben-
efit package. J-1/H-1 positions available. Please
forward CV to: Brian Eberts, M.D., Medical
Director, Chestnut Ridge Counseling Services,
Inc., 100 New Salem Road, Uniontown, PA
15401 FAX:724437-6415 EMAIL: beberts@

cresi.org

Pennhurst Medical Group, P.C. Various Penn-
sylvania locations BC/BE, Excellent Salary,
Benefits, Full Time, No Billing, Part Time
and Locums Positions. Send CV to bp@
pennhurstmedical.com or by fax 610-524-0952.
Feel free to call Bob Plunkett at 610-524-2400
x 160 with any questions or for more information.

RHODE ISLAND

Rhode Island Hospital

Psychiatrist, Adult Outpatient and Mood
Disorders

The Department of Psychiatry, Rhode Island
Hospital, a Lifespan partner and Brown Uni-
versity affiliated program, is seeking a psychia-
trist with interests in adult outpatient responsi-
bilities within an established fulltime hospital-
based group. The outpatient component in-
volves assessment and treatment of patients as a
member of a specialized multidisciplinary team.
Interest and expertise in mood disorders is de-
sirable. We offer an opportunity for both teach-
ing as well as clinical research involvement to
complement clinical practice. The candidate
must be Board Certified or eligible, and may be
eligible for a clinical appointment at Brown Uni-
versity School of Medicine. Salary and benefits
commensurate with level of training. Please send
CV’s along with a letter of interest to Richard J.
Goldberg, M.D., Psychiatrist-in-Chief, APC-9,
Rhode Island Hospital, 593 Eddy St, Providence,
RI 02903 and/or e-mail to rjgoldberg@
lifespan.org.

SOUTH CAROLINA

AJIKEN - minutes from Augusta GA - General
Psychiatrist - inpatient & outpatient combina-
tion practicc. BENNETTSVILLE - East Car-
olina. Medical Director for 8 bed adult-geriatric
unit. Some call, ER consults & staff supervision.
Salary, benefits and bonus offered. Contact Joy
Lankswert @ 866-227-5415 or email joy.

lankswert@uhsinc.com

TENNESSEE

100% outpatient work located at the entrance
of the Smokey Mountains. It’s Tenn.’s most pic-
turesque area to live and work. Knoxville Area
Hospital seeks psychiatrist for adult or Child
work. Limited call and No travel. Call Ken
Pruchnicki @ 800-575-2880 x 319.
kpruchnicki@medsourceconsultants.com

HORIZON HEALTH
Medical Director

Horizon Health seeks an outstanding Med-
ical Director for the 22-bed adult psychiatric
program in northwest Tennessee. State-of-
the-art 142-bed hospital provides high quality
patient care. Conveniently located less than two
hours from Memphis and Nashville, TN. Lo-
cated near Kentucky Lake where outdoor activ-
ities are plentiful. Excellent practice opportu-
nity with solid support from hospital and staff.
Competitive stipend, practice guarantee, and re-
location package. Horizon Health also seeks
a Psychiatrist for a 10-bed geriatric psych pro-
gram in south central TN, 1 hour from Chat-
tanooga, TN. Please contact Diane Odom for
more information 800-935-0099 or e-mail
diane.odom@horizonhealth.com EOE

TEXAS

AMARILLO: Private Practice group seeking
associate/partner. Inpatient & outpatient. Com-
munity need & great income potential. SAN
ANGELO: General /Geriatric and Child Psy-
chiatrist. Join an established private practice -
will offer employment, benefits & program di-
rectorship. MCALLEN: Child Psychiatrist - in-
patient/outpatient private practice. Contact Joy
Lankswert @ 866-227-5415 or email joy.
lankswert@uhsinc.com
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Well-established Private Practice - Seeking
Psychiatrist for successful, established private
practice in San Antonio, Texas. Physician has
the option to become associate/partner. Prac-
tice has been providing Psychiatric services for
12 years. Options available - Locum Tenems -
rent the practice by August 1, 2006; form a part-
nership with option to buy later or sell out. This
position will require a minimum effort of 40
hours per week. Exclusively outpatient, dedi-
cated to mood disorders to life span of 8 years
to 100 years. No inpatient work, no on call, with
annual salary potential over $200,000. Physi-
cian has option to work Saturdays and work in-
patient if desired. Practice attends many up
scaled patients from Mexico. Very well con-
trolled Practice can see up to 90 patients per
week. Qualifications include: Board Certified
or Board Eligible in Psychiatry, Texas Medical
License, DEA number, and bilingual in Spanish
a plus. Submit inquiries and CV to: Isaac Ayala
& Associates, 10000 TH Ten West, Suite 450,
and San Antonio, Texas 78230. Call 210 697-
8155, Fax 210 697-8850 or e-mail ayalai@

aol.com.

BLUEBONNET TRAILS MHMR
Has openings for the following positions :

2 FULL TIME STAFF PSYCHIATRISTS to
serve our adult and child population in the fol-
lowing counties: GUADALUPE (Seguin, TX),
CALDWELL (Luling, TX), and GONZALES
(Gonzales, TX). Willing to negotiate contract/
part time inquiries.

PART TIME (2 days per week) CHILD
AND ADOLESCENT PSYCHIATRIST
available in BASTROP and BURNET counties.

Counties are beautifully located in central Texas,
close to Austin and San Antonio. Please send
CV to Vicky Hall, Mental Health Director, at
Vicky.hall@bluebonnetmhmr.org, fax (512) 244-
8401, or for additional information, visit our
website at www.bluebonnetmhmr.org

San Antonio State Hospital is a 203 bed
JCAHO accredited psychiatric hospital located
within 10 minutes from the downtown River-
walk in beautiful San Antonio, Texas. We are
seeking a board certified or board-eligible full-
time Adult Psychiatrist and one full-time
Child/Adolescent Psychiatrist. The Child/Ado-
lescent Psychiatrist will join our two board cer-
tified child psychiatrists and an experienced
multi-disciplinary treatment team on our Ado-
lescent Unit. The Adult Psychiatrist will join
the multi-disciplinary treatment teams on our
adult units. Advantages include no state income
tax, paid sick leave, paid vacation, paid time off
for CME, 12-14 paid holidays, retirement plan,
availability of additional 401 or 457 plan, possi-
bility of clinical faculty appointment with the
University of Texas Health Science Center at
San Antonio; on-call not required but option to
do so for additional pay, 40 hour work week, con-
genial colleagues and co-workers, San Antonio,
"Texas has excellent schools, a myriad of cultural,
educational opportunities and nationally recog-
nized medical center and wonderful climate.

Contact: Terresa Stallworth, M.D., Clinical
Director for more information
Phone (210) 531-7715 or 7716

Fax (210) 531-7876
Email Address:
terresa.stallworth@dshs.state.tx.us
San Antonio State Hospital
6711 S. New Braunfels, Suite 100
San Antonio, Texas 78223-3006
San Antonio State Hospital is an equal
opportunity/drug free workplace

HOUSTON - Baylor College of Medicine is
seeking board-certified or board-eligible psy-
chiatrists to fill clinical openings at Ben Taub
General Hospital, a major teaching, service, and
research hospital of the College. Positions are
available in emergency psychiatry and outpatient
psychiatry, including work in community clinic
settings. Bilingual English/Spanish providers
are encouraged to apply. Please send a confi-
dential CV and any additional information which
might be of use to the search committee to Britta
Ostermeyer, MD, Baylor College of Medicine,
Department of Psychiatry, One Baylor Plaza,
BCM350, Houston, TX 77030 or email brit-
tao@bcm.edu Baylor College of Medicine is an
Equal Opportunity, Affirmative Action and Equal
Access employer.

Texas Forest Country - The Burke Center, a
multi-site, JCAHO accredited community men-
tal health center, has an immediate opening for
either a general psychiatrist or child psychi-
atrist willing to treat some adults. The position
is outpatient only, primarily located in Livingston,
although there may be some work in other lo-
cations or by telemedicine. Enjoy an excellent
lifestyle with a 40-hour work week, no call, com-
petitive salary, and fantastic benefits. Physician
Assistants and Advanced Nurse Practitioners will
be considered as well. Recreational opportuni-
ties abound in national forests nearby. Houston
is less than 2 hours away; Dallas 3 hours; major
state university nearby. Please send CV to Mark
Janes, M.D., Medical Director, Burke Center,
4101 S. Medford Drive, Lufkin, TX 75901. Fax:
(936)634-8601. Email: markj@burke-center.org.
Check out the details on our website: www.
burke-center.org.

Psychiatrists needed in Houston, Texas. Full-
time employee, very competitive salary and ben-
efits package. Seeking two (2) psychiatrists: Po-
sition 1 is for provision of physician services to
psychiatric patients in an inpatient setting. Po-
sition 2 is for provision of physician services to
psychiatric patients primarily in an outpatient
setting, with some inpatient and possible psy-
chiatric research services. Must have current
Texas Medical License. Current Medicare num-
ber preferred. Please email resume and ref-
erences to: dgafford@dapaprograms.com

North Texas State Hospital

North Texas State Hospital is a preeminent psy-
chiatric facility located in North Central Texas
with campuses in Vernon and Wichita Falls. Psy-
chiatrist in our organization have the opportu-
nity for a professionally stimulating practice that
genuinely makes a difference in these patients’
lives, while at the same time affording themselves
a rich quality of life in an area with a compara-
tively low cost of living. The Vernon Campus
serves as the only adult Maximum Security fa-
cility and adolescent forensic program in the
Texas Department of State Health Services and
the Wichita Falls campus is a multi-faceted gen-
eral psychiatric facility serving north central and
west Texas. Populations served include: foren-
sic, substance abuse, adult, child, adolescent, geri-
atric, and developmentally disabled. If you are
looking for a challenging and rewarding posi-
tion with an excellent salary, employment secu-
rity, outstanding benefits* and opportunities for
professional growth, we invite you to visit our
progressive, modern facility at North Texas State
Hospital. *No state income tax, paid sick leave, paid
vacation, paid time off for CME, 12-14 paid holi-
days per year; retirement plan, additional pay avail-
able if on call is provided, and much more.

Contact Thomas R. Mareth, M.D.
for more information.
Phone: (940) 552-4150
Fax: (940) 553-2530
thomas.mareth@dshs.state.tx.us
North Texas State Hospital-P.O. Box
2231-Vernon, Texas 76385
North Texas State Hospital is an Equal
Opportunity/Drug Free Workplace
Not a Healthcare Shortage Opportunity

Assistant Professor

The Department of Psychiatry and Behavioral
Sciences at the University of Texas Medical
Branch in Galveston is seeking an Assistant Pro-
fessor.

Responsibilities include inpatient care, outpa-
tient clinics, resident supervision and teaching.
Research opportunities are available. Success-
ful candidates must be board certified/board el-
igible in Psychiatry.

Candidates with interest and skills in this area
should send a curriculum vitae and cover letter
to: Robert M.A. Hirschfeld, M.D., The Uni-
versity of Texas Medical Branch, Department
of Psychiatry and Behavioral Sciences, 301
University Boulevard, Galveston, TX 77555-
0188.

The University of Texas Medical Branch is an
equal opportunity, affirmative action institution
which proudly values diversity. Candidates of
all backgrounds are encouraged to apply.

Lubbock Regional Mental Health Mental Re-
tardation Center (LRMHMRC) is recruiting
for a board certified or board eligible inpatient
psychiatrist for Sunrise Canyon Hospital, a
JCAHO accredited, 30 bed adult psychiatric
community hospital. Primary responsibilities
will include direct patient care and supervision
of mid-level professionals.

LRMHMRC offers a competitive salary and
compensation package, including 96 hours of
paid vacation, 12 paid sick days and eleven paid
holidays the first year. Other benefits include a
company-sponsored retirement plan, fully paid
professional liability insurance and one week of
CME with up to $1,000 allowance annually.

LRMHMRC is one of the largest comprehensive
behavioral healthcare providers in West Texas.
LRMHMRC has been in operation for over 40
years, has a budget of over $24 million and serves
over 6,000 people per year. The Sunrise Canyon
Hospital’s milieu includes a multidisciplinary
treatment team approach, including collaboration
among psychologists, social workers, an occu-
pational therapist, chemical dependency coun-
selors and crisis intervention staff.

Sunrise Canyon Hospital is located in Lubbock,
Texas (population 200,000) which is home to
Texas Tech University, a top-tier research insti-
tute. Lubbock offers citizens a home-town feel,
with big city luxuries. The largest medical com-
munity from Dallas to Los Angeles, the city
boasts more physicians per capital than Dallas,
Phoenix or Denver, but has an average commute
of only 17 minutes and a comparatively low cost
of living. On average, Lubbock enjoys 227 days
of sunshine per year. Visit www.lubbocktexas
.com

For more information contact Mary Gerlach,
Hospital Administrator at 806-790-5330 or by
email: mgerlach@lubbockmhmr.org

LRMHMRC is an equal opportunity and Affir-
mative Action Employer.

UTAH

CHAIR, DEPARTMENT OF PSYCHIATRY
UNIVERSITY OF UTAH SCHOOL OF MEDICINE

The University of Utah School of Medicine is
embarking on a national search for the position
of Chair of the Department of Psychiatry. Vi-
sionary candidates with a distinguished record
of clinical, educational, and investigative ac-
complishments are invited to apply. Past ad-
ministrative experience of substance is expected.
The Department of Psychiatry at the University
of Utah School of Medicine is comprised of 55
full-time physicians, and 129 adjunct faculty
members, as well as a very successful training
program in adult, pediatric, and triple board pro-
grams.

The Department of Psychiatry has exceptional
opportunities, including its own inpatient hos-
pital, the newly created University Brain Insti-
tute, and a Vanguard site for the National Chil-
dren’s Study.

Interested applicants should submit an electronic
curriculum vitae, list of references, and a brief
statement describing academic interests and pro-
fessional goals to:

Jennifer L. Allie
Director, Faculty Administration
University of Utah School of Medicine
30 North 1900 East Room 1C047 SOM
Salt Lake City, UT 84132
PH: (801) 581-5705
FAX: (801) 581-3338
Email: jennifer.allie@hsc.utah.edu

UNIVERSITY OF UTAH IS AN EEO/AA
EMPLOYER AND ENCOURAGES AP-
PLICATIONS FROM WOMEN AND MI-
NORITIES

classlols

Chief, Psychiatry - VA Salt Lake City Health
Care System, Salt Lake City, Utah.
VASLCHCS is affiliated with the Univ. of Utah
School of Medicine, and seeks a full-time,
tenured or tenure track assoc. or full professor to
head Psychiatry Service. VISN 19 is a recent
recipient of a Mental Illness Research, Educa-
tion, and Clinical Center (MIRECC) award cen-
tered on suicide prevention, with a portion of
the program at the VASLCHCS, under the di-
rection of, Chief Psychiatry. An affiliation is
available to the VASLCHCS GRECC and the
newly formed Brain Institute at the School of
Medicine. The VASLCHCS has 8 psychiatry
residents and is a major medical student train-
ing site. You must be U.S. Citizen. Relocation
expenses are authorized. Closes August 31, 2006.
Send CV and three references to VASLCHCS
(05C), 500 Foothill Dr., SLC, Utah 84148, an-
nouncement #C06-137. For additional infor-
mation contact Tonya Mackintosh at 801-584-
1284, x 2267 or Kellie Roe, x2205. Equal Op-
portunity Employer.

VA Salt Lake City Health Care System
(VASLCHCS), SLC, Utah, seeks a full-time
Staff Physician, Psychiatry Service, to serve on
a multidisciplinary inpatient general psychiatry
team. Applicants must qualify for academic ap-
pointment at Univ. of Utah School of Medicine.
Must be U.S. Citizen. Relocation expenses are
authorized. Closes August 30, 2006. Send CV
and three references to VASLCHCS (05C), 500
Foothill Dr., SLC, Utah 84148, Announcement
#C06-095A. For additional information contact
Tonya Mackintosh at 801-584-1284, x 2267 or
Kellie Roe, x2205. Equal Opportunity Employer.

VERMONT

Central Vermont

Washington County Mental Health Services, a
CMHC located in Montpelier, is seeking a full
time psychiatrist to join its high quality, dedi-
cated psychiatric staff. Opportunities exist for
outpatient work with geriatic and adult patients
suffering from a wide range of mental illnesses,
developmental disorders, and mental retarda-
tion. Particularly needed is a psychiatrist for a
newly developing, innovative, recovery oriented
and trauma informed, highly staffed, ten bed,
residential program providing a level of services
not previously available outside of a hospital set-
ting in Vermont. Competitive salary and bene-
fits; EOE. Applicant must be BE/BC. Please send
cover letter and CV to: Stuart Graves, MD, 9
Heaton Street, Montpelier, VT, 05602, or e-mail
to Stuartg@wcembhs.org.

GEROPSYCHIATRIST: Virginia Common-
wealth University, Department of Psychiatry re-
cruiting Virginia licensable BE/BC psychiatrist
in to provide clinical care, training of fellows,
residents and medical students, and research ac-
tivities at Piedmont Geriatric Hospital (80%)
and the University campus (20%). Teaching, re-
search experience and geropsychiatry fellowship
preferred. J-1 AVAILABLE. PGH is specialty
geriatric state hospital located in Burkeville, VA,
35 minutes from Richmond. VCU is a large
urban university with robust health science cam-
pus and 750-bed university hospital. The De-
partment of Psychiatry employs over 80 fulltime
faculty and has well-funded research in women’s
mental health, genetics, addictions, child men-
tal health and psychopharmacology. Richmond,
the State Capital, has moderate climate and rich
mix of history with modern facilities, excellent
suburban housing, public/private schools. In-
ternet provides comparative cost of living. Send
CV to Search Committee, c/o Mary Swartz,
VCU, Box 980710, Richmond VA 23298. Vir-
ginia Commonwealth University is an Equal Op-
portunity/Affirmative Action employer. Women,
minorities, and persons with disabilities are en-
couraged to apply.
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HORIZON HEALTH
INTERIM Medical Director
Southern Virginia

Horizon Health seeks a Psychiatrist to work
on an INTERIM basis from September 4-
October 4. State-of-the-art medical center pro-
vides high quality patient care. Located in South
Hill, Virginia the Psychiatrist will be responsi-
ble for the 15-bed adult psychiatric program.
Physician will spend 2-3 hours on the inpatient
program a day and will share call coverage with
local physician. South Hill is located about an
hour equal distance from Richmond, VA and
Raleigh, NC. Horizon Health will pay physi-
cian a daily rate. Interim position could lead into
permanent opportunity with full time Medical
Director. Please contact Diane Odom for more
information 800-935-0099 or e-mail diane.
odom@horizonhealth.com, EOE

Norfolk Community Services Board seeks a
part-time Child and Adolescent Psychiatrist for
newly developed Family Development Center.
Must be licensed to practice Medicine in Vir-
ginia. Board Certification in General Psychia-
try with additional sub-specialty certification in
Child and Adolescent Psychiatry preferred. Ideal
candidate will have relevant experience working
with the seriously emotionally disturbed. Excel-
lent benefits package; salary commensurate with
experience. Apply to Norfolk Community Ser-
vices Board, 248 W. Bute Street, Norfolk VA
23510 or call (757) 441-5300 if you require spe-
cial assistance. On-line application at www.nor-
folkesb.org. EOE M/F/D/V. Background check

required.

Christiansburg, VA - General Adult Psychiatrist
needed in Virginia’s New River Valley region for
state-of-the-art inpatient facility with office suite
contiguous to the inpatient unit. Position pro-
vides for a combination of inpatient/outpatient
psychiatry, including administering ECT; on-
call an average of 6-7 days/month, including 1-
2 weekend days. Virginia’s New River Valley re-
gion comprises the localities of Blacksburg, home
of Virginia Tech, and Radford, home of Radford
University, plus the town of Christiansburg and
surrounding communities, a population of 175k.
Carilion Health System is a nonprofit regional
healthcare system comprised of several acute-
care hospitals including teaching/tertiary refer-
ral center nearby, medical education programs,
and 70+ multispecialty clinics. Base salary with
bonus incentive plan based on quality outcome
and scorecard measures. Requirements: Mini-
mum of 3 years experience post-residency, and/or
other professional experience prior to complet-
ing residency; ABMS-BC ideal, or BE accept-
able with plan in place to receive certification in
2 years; excellent interpersonal and communi-
cation skills. Positions available immediately.
To apply, submit CV with references and cover
letter to:

Rhonda B. Creger, Physician Recruiter
Carilion Health System

POB 40032

Roanoke, VA 24022-0032

Office 540-224-5189

FAX 540-985-5329

Email: rhondac@carilion.com
Website: www.carilion.com

WASHINGTON

PSYCHIATRIST, SEATTLE SUBERB

Seeking a full-time BC/BE psychiatrist to join

our multidisciplinary group practice.

Ours is a collegial and professionally stimulat-
ing practice environment. Established practice
base and referral source. Set our own hours, 1-
6 call. We offer a one-year salary guarantee with
benefits. This area is consistently rated as one
of the best places to live and work. Just minutes
from downtown Seattle and the shores of Puget
Sound. For more information please email CV
to gmumma@Highlinemedical.org or Fax to 206-
242-4625.

Emergency Psychiatry Clinical Faculty Position
University of Washington, Seattle, WA

Harborview Medical Center, Department of Psy-
chiatry and Behavioral Sciences is seeking a psy-
chiatrist in the Psychiatric Emergency Services
(PES). The coverage is shared among several
psychiatrists who work under the supervision of
the PES Medical Director. The position will re-
ceive a UW clinical faculty appointment. The
PES attending psychiatrists provide direct eval-
uation, triage and acute treatment to patients,
and overall supervision of the clinical team, in-
cluding residents. Pay scale is highly competi-
tive due to shift work and off-hours schedule.
University of Washington faculty engage in
teaching, research and service. HMC has a na-
tionally recognized psychiatric emergency serv-
ice and strives to deliver state of the art care in
an academic medical setting. Please forward your
letter and CV to: Peter Roy-Byrne, MD, Box
359911 Psychiatry HMC 325 9th Avenue, Seat-
tle 98104. The UW is building a culturally di-
verse faculty and strongly encourages applica-
tions from females and minority candidates. The
UW is and EOE/AA employer.

The University of Washington and Har-
borview Medical Center (HMC) in Seattle,
WA is accepting applications for a psychiatrist
at the rank of Assistant or Associate Professor.
"This position is 1.0 FTE and will work on the in-
patient and outpatient services. The position
will also be responsible for teaching residents
and medical students. University of Washing-
ton faculty engage in teaching, research and serv-
ice. Please send application and CV to Peter Roy-
Byrne MD, Chief Psychiatry, Harborview Med-
ical Center 325 9th Ave. Box 359911, Seattle,
WA 98104. The UW is building a culturally di-
verse faculty and strongly encourages applica-
tions from females and minority candidates. The
UW is and EOE/AA employer.

BE/BC PSYCHIATRIST

Seeking BE/BC psychiatrist with an interest in
geriatrics (fellowship training a plus) to join a
collaborative practice affiliated with a compre-
hensive medical center. Mostly outpatient with
some inpatient. One-year salary guarantee and
practice startup support. Located just 20 min-
utes from downtown Seattle and the shores of
Puget Sound. This area is consistently rated as
one of the best places to live.

For more information send CV to gmumma
@HighlineMedical.org or Fax to 206-242-
4625

WEST VIRGINIA

PSYCHIATRISTS - William R. Sharpe, Jr.
Hospital, a 150-bed, JCAHO-accredited, state
psychiatric hospital and winner of APA Award
for state/university collaboration, is searching
for BE/BC psychiatrists. The facility is unique in
the region for the range of psychiatric services of-
fered and quality of care provided. The hospital
is one of the largest training sites for various clin-
ical disciplines including psychiatric residents,
medical students as well as psychology, social
work and nursing trainees. These are full time
faculty positions with regionally competitive
salaries and excellent benefits. There is no call
duty. The area has an abundance of outdoor ac-
tivities, four-season climate, and one of the low-
est crime rates in the country. There are several
metropolitan areas within easy driving distance.
West Virginia University is an affirmative ac-
tion/equal opportunity employer. Women and
minority candidates are encouraged to apply. Po-
sitions will be open until filled. Contact Abe Adel,
MD, Clinical Director, William R. Sharpe, Jr.
Hospital, WVU Department of Behavioral Med-
icine & Psychiatry 936 William Sharpe Road,
Weston, WV 26452. 304-269-1210.
bettygumfoster@wvdhhr.org

Outstanding private practice opportunity.
One of our 3 psychiatrists is retiring. Walk in
and take over his 26-year practice. No invest-
ment required. Furniture, office staff, billing
system all in place. Hospital affiliation available
but not required. Lakefront community of
90,000 midway between Chicago & Milwaukee.
Kenosha Psychiatric Associates. Fax (262) 652-
4450. Email kenoshapsych@sbcglobal.net

Madison, WI - noted as “U.S. Best City”, two
years, seeks a BC/BE child psychiatrist. Capirol
Associates, well-recognized for more than 20 years,
is Madison’s largest, independent, licensed men-
tal health clinic and is dedicated to comprehen-
sive inpatient/outpatient care. CA boasts 14
mental health professionals, including 2 psychi-
atrists. A university town surrounded by many
lakes, Madison has abundant recreational activ-
ities, high educational standards and support for
the arts. Please consider joining our caring, en-
ergetic team. Capitol Associates, LLC, Atten-
tion: Johna Gerasch, PhD (Managing Partner),
440 Science Dr., Suite 200, Madison, WI 53711.
(608) 238-5176, ext. 314.

SPECTACULAR OPPORTUNITY
FOR INPATIENT MEDICAL DIRECTOR

Gundersen Lutheran, a multidisciplinary 400
member group practice in La Crosse, WI, is seek-
ing an experienced BC/BE Psychiatrist to per-
form the functions of the Medical Director of
an existing Inpatient Unit and to develop a day
hospital program.

This candidate will join 9 general and 4 child
psychiatrists, 7 psychologists and more than 40
therapists in providing outpatient/inpatient care
for a broad range of clinical disorders.

Psychiatric outpatient care is offered on our main
campus and at several sites in the Gundersen
Lutheran healthcare system. Inpatient care is
provided in a 27-bed unit, which is adjacent to
the medical center. Call will be 1:12.

Located in a city of 52,000 with a metropolitan
area of 120,000 and a service delivery area of
more than 500,000, Gundersen Lutheran pro-
vides the opportunity to practice metropolitan-
scale medicine in a context of small town char-
acter and comforts. Nationally recognized
schools, three universities, safe neighborhoods,
affordable housing and extensive recreational
and cultural activities make La Crosse, on the
Mississippi River, an outstanding place to live
and work. Our compensation package, pension
plan and continuing education opportunities are
exceptional.

Interested candidates are invited to call Gale
Kreibich, Medical Staff Development, Gunder-
sen Lutheran, at 1-800-362-9567, ext. 56863,
1900 South Ave., La Crosse, WI, 54601, or e-
mail grkreibi@gundluth.org

We support a safe, healthy and drug-free work
environment through background checks and
controlled substance screening.

EOE/AA

MEDICAL DIRECTOR
Wausau, WI

Horizon Health seeks a Medical Director for a
12-bed adult inpatient psychiatric program at
our client hospital in Wausau, WI. Attractive
salary with full benefits in addition to adminis-
trative stipend paid for Medical Director’s du-
ties. Contact: Mark Blakeney, Horizon Health,
800-935-0099 x7473, fax CV: 972-420-8233, or
email mark.blakeney@horizonhealth.com. Visit
our web site: www.horizonhealth.com. EOE.

PSYCHIATRIST - Full-time position for out-
patient psychiatrist with no on-call responsibil-
ities to work in our Wauwatosa, WI counseling
office. Individual must be licensable in the State
of Wisconsin. Salary range $134,000 - $200,000
and excellent benefit package. Preferably adheres
to evangelical Christian belief. Send CV to Mary
Schoultz, HRM, Wisconsin Lutheran Child &
Family Service, PO Box 245039, Milwaukee, WI
53224-9539, or for additional information, con-
tact Dr. R.P. Ascano, Provider Service Director,
(218)643-3867, rascano@wlcfs.org.

CASPER: General or Child Psychiatrist - com-
bination outpatient, partial & inpatient services.
Multidisciplinary treatment team support. Com-
pensation plan offers salary, benefits & bonus
potential. Contact Joy Lankswert @ 866-227-
5415 or email joy.lankswert@uhsinc.com
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The Allure of the West!

* Ranked #1 in the U.S. by “Kiplinger’s” for the
lowest taxes paid per household

® Ideal to raise a family, possesses great schools,
and retains its western charm although only 90
minutes from Denver

® United Medical Center is a 206-bed hospital
that serves Wyoming, Northern Colorado, and
Western Nebraska

® 16-bed Behavioral Health Unit (12 adult and
4 adolescent) and active outpatient clinic

Adult Psychiatrists
Opportunities for both inpatient and outpatient
treatment of adults. Skills and experience in treat-
ing geriatrics a plus.

Addiction Specialist

Unique opportunity to spearhead and champion
the expansion of a hospital-based, outpatient ad-
diction treatment program. Specialization in ad-
diction treatment is required.

Both candidates must be team players with ex-
cellent communication skills. Program develop-
ment a plus. Board-Certified (or-eligible).
Wyoming license (or-eligible).

Contact: Lauren Maines, Physician Recruiter,
214 E. 23rd St. Cheyenne, Wyoming 82001, Of-
fice: (307) 432-2649, Fax: (307) 432-3181,
LMaines@umcwy.org.

MAKE A DIFFERENCE! Outstanding op-
portunity in cross-cultural psychiatry. Work as
a psychiatrist in the W Pacific with all ages and
diverse settings. Competitive salary with excel-
lent tax benefits. Also eligible for NHSC loan
repayment. Contact Dr Shearer docrobin@pti-

com.com, or: www.dphsaipan.com & www.
saipanhospitaldocs.org

Geropsychiatry Fellowship, Portland, Ore-
gon. Recruiting for 07/01/07 ACGME-accred-
ited PGY5 level, at Oregon Health & Science
Univ and Portland VA Med Center. Flexible pro-
gram with either research or clinical emphasis.
Training sites include inpatient, outpatient, nurs-
ing home and community. Research and clini-
cal strengths in end-of-life/palliative care, ethics,
mood disorders, dementias, Parkinson’s disease,
and substance abuse. Contact Dr. Linda Ganzini,
Dir, Geriatric Psychiatry Training, Mental
Health Div, PAMHDC, PO Box 1034, Portland,

OR 97207; (503) 220-8262, Ext. 56492; or at
Linda.Ganzini@va.gov. EOE.

Pusitions Waled

Psychiatrist with several years of clinical and
biological research experience and leadership
roles in the field of schizophrenia research, look-
ing for a full-time position to mentor young aca-
demicians and aid the development of psychi-
atric research in an academic, industrial, gov-
ernment or private foundation setting. Currently
based in NYC, but willing to relocate depending
on the position. Expertise includes brain imag-
ing and genetics. Please respond to Box P-727,
Psychiatric News Classifieds, American Psychi-
atric Publishing, Inc., 1000 Wilson Blvd. Suite
1825, Arlington, VA 22209.



CYMBALTA®

(duloxetine hydrochloride) Delayed-release Capsules
Brief Summary: Consult the package insert for complete prescribing information.
WARNING

Suicidality in Children and A pressants i the risk of
suicidal thinking and behavior (suicidality) in short-term studies in children and
adolescents with major depressive disorder (MDD) and other psychiatric disorders.
Anyone considering the use of Cymbalta or any other antidepressant in a child or
adolescent must balance this risk with the clinical need. Patients who are started on
therapy should be observed closely for clinical worsening, suicidality, or unusual
changes in behavior. Families and caregivers should be advised of the need for close
observation and communication with the prescriber. Cymbalta is not approved for use
in pediatric patients. (See WARNINGS and PRECAUTIONS, Pediatric Use.)

Pooled analyses of short-term (4 to 16 weeks) placebo-controlled trials of
9 antidepressant drugs (SSRIs and others) in children and adolescents with major
depressive disorder (MDD), obsessive compulsive disorder (OCD), or other psychiatric
disorders (a total of 24 trials involving over 4400 patients) have revealed a greater risk
of adverse events representing suicidal thinking or behavior (suicidality) during the
first few months of treatment in those receiving antidepressants. The average risk of
such events in patients receiving antidepressants was 4%, twice the placebo risk
of 2%. No suicides occurred in these trials.

INDICATIONS AND USAGE: Cymbalta is indicated for the treatment of major depressive disorder
(MDD). Cymbalta is indicated for the management of neuropathic pain associated with diabetic
peripheral neuropathy (DPN).

CONTRAINDICATIONS: Hypersensitivity—Known hypersensitivity to duloxetine or any of the
inactive ingredients. Monoamine Oxidase Inhibitors (MAOIs)—Concomitant use with Cymbalta
is contraindicated (see WARNINGS). Uncontrotied Narrow-Angle Glaucoma—In clinical trials, Cymbalta
use was associated with an increased risk of mydriasis; therefore, its use is not recommended in
patients with uncontrolled narrow-angle glaucoma.

WARNINGS: Clinical Worsening and Suicide Risk—Patients with MDD, both adult and pediatric,
may experience worsening of their depression and/or the emergence of suicidal ideation and
behavior (suicidality) or unusual changes in behavior, whether or not they are taking antidepressant
medications, and this risk may persist until significant remission occurs. There has been a
long-standing concern that antidepressants may have a role in inducing worsening of depression and
the emergence of suicidality in certain patients. Antidepressants increased the risk of suicidal thinking
and behavior (suicidality) in short-term studies in children and adolescents with MDD and other
psychiatric disorders.

Pooled analyses of short-term placebo-controlled trials of 9 antidepressant drugs (SSRIs and
others) in children and adolescents with MDD, OCD, or other psychiatric disorders (a total of
24 trials involving over 4400 patients) have revealed a greater risk of adverse events representing
suicidal behavior or thinking (suicidality) during the first few months of treatment in those receiving
antidepressants. The average risk of such events in patients receiving antidepressants was 4%, twice
the placebo risk of 2%. There was considerable variation in risk among drugs, but a tendency toward
an increase for almost all drugs studied. The risk of suicidality was most consistently observed in
the MDD trials, but there were signals of risk arising from some trials in other psychiatric indications
(obsessive compulsive disorder and social anxiety disorder) as well. No suicides occurred in any of
these trials. It is unknown whether the suicidality risk in pediatric patients extends to longer-term
use, ie, beyond several months. It is also unknown whether the suicidality risk extends to adults.

All pediatric patients being treated with anti for any indication should be nhserved
closely for clinical worsening, suicidality, and unusual in i ially during
the initial few months of a course of drug therapy, or at times of dose changes either increases
or decreases. Such observation would generally include at least weekly face-to-face contact with
patients or their family members or caregivers during the first 4 weeks of treatment, then every
other week visits for the next 4 weeks, then at 12 weeks, and as clinically indicated beyond
12 weeks. Additional contact by telephone may be appropriate hetween face-to-face visits.

Adults with MDD or co-morbid depression in the setting of other psychiatric illness being
treated with antidepressants should be observed similarly for clinical worsening and suicidality,
especially during the initial few months of a course of drug therapy, or at times of dose changes,
either increases or decreases.

The following symptoms, anxiety, agitation, panic attacks, insomnia, irritability, hostility,
aggressiveness, impulsivity, akathisia (psychomotor restlessness), hypomania, and mania, have
been reported in adult and pediatric patients being treated with antidepressants for MDD as well
as for other indications, both psychiatric and nonpsychiatric. Although a causal link between the
emergence of such symptoms and either the worsening of depression and/or the emergence of
suicidal impulses has not been established, there is concern that such symptoms may represent
precursors to emerging suicidality.

Consideration should be given to changing the therapeutic regimen, including possibly
discontinuing the medication, in patients whose depression is persistently worse, or who are
experiencing emergent suicidality or symptoms that might be precursors to worsening depression
or suicidality, especially if these symptoms are severe, abrupt in onset, or were not part of the
patient’s presenting symptoms.

If the decision has been made to discontinue treatment, medication should be tapered, as rapidly
as is feasible, but with recognition that abrupt discontinuation can be associated with certain
symptoms (see PRECAUTIONS, Discontinuation of Treatment with Cymbalta).

Families and caregivers of pediatric patients being treated with antidepressants for major
depressive disorder or other indications, both psychiatric and nonpsychiatric, should be alerted
about the need to monitor patients for the emergence of agitation, irritability, unusual changes in
hehavior, and the other symptoms described above, as well as the emergence of suicidality, and
to report such symptoms immediately to health care providers. Such monitoring should include
daily observation by families and caregivers. Prescriptions for Cymbalta should be written for
the smallest quantity of capsules consistent with good patient management, in order to reduce the
risk of overdose. Families and caregivers of adults being treated for depression should be
similarly advised.

Screening Patients for Bipolar Disorder—A major depressive episode may be the initial

presentation of bipolar disorder. It is generally believed (though not established in controlled
trials) that treating such an episode with an antidepressant alone may increase the likelihood of
precipitation of a mixed/manic episode in patients at risk for bipolar disorder. Whether any
of the symptoms described above represent such a conversion is unknown. However, prior to
initiating treatment with an antidepressant, patients with depressive symptoms should be
adequately screened to determine if they are at risk for bipolar disorder; such screening should
include a detailed psychiatric history, including a family history of suicide, bipolar disorder,
and depression. It should be noted that Cymbalta is not approved for use in treating bipolar depression.
MAOIs—In patients receiving a serotonin reuptake inhibitor (SSRI) in combination with an MAOI,
there have been reports of serious, sometimes fatal, reactions including hyperthermia, rigidity,
myoclonus, autonomic instability W|th possible rapld fluctuations of vital signs, and mental
status that include ext progressing to delirium and coma. These reactions
have also been reported in patients who have renently discontinued SSRIs and are then started
on an MAOI. Some cases p with features ling neuroleptic malignant syndrome. The
effects of combined use of Cymbalta and MAOIs have not been evaluated in humans or animals.
Therefore, because Cymbalta is an inhibitor of both serotonin and norepinephrine reuptake, it is
recommended that Cymbalta not be used in combination with an MAOI, or within at least 14 days
of discontinuing treatment with an MAOI. Based on the half-life of Cymbalta, at least 5 days
should be allowed after stopping Cymbalta before starting an MAOI.
PRECAUTIONS: General—Hepatotoxicity—Cymbalta increases the risk of elevation of serum
transaminase levels. Liver transaminase elevations resulted in the discontinuation of 0.4% (31/8454)
of Cymbalta-treated patients. In these patients, the median time to detection of the transaminase
elevation was about two months. In controlled trials in MDD, elevations of alanine transaminase
(ALT) to >3 times the upper limit of normal occurred in 0.9% (8/930) of Cymbalta-treated patients
and in 0.3% (2/652) of placebo-treated patients. In controlled trials in DPN, elevations of ALT to
>3 times the upper limit of normal occurred in 1.68% (8/477) of Cymbalta-treated patients and
in 0% (0/187) of placebo-treated patients. In the full cohort of placebo-controlled trials in any
indication, 1% (39/3732) of Cymbalta-treated patients had a >3 times the upper limit of normal
elevation of ALT compared to 0.2% (6/2568) of placebo-treated patients. In placebo-controlled studies
using a fixed-dose design, there was evidence of a dose-response relationship for ALT and AST
elevation of >3 times the upper limit of normal and >5 times the upper limit of normal, respectively
Postmarketing reports have described cases of hepatitis with abdominal pain, hepatomegaly and
elevation of transaminase levels to more than twenty times the upper limit of normal with or without
jaundice, reflecting a mixed or hepatocellular pattern of liver injury. Cases of cholestatic jaundice with
minimal elevation of transaminase levels have also been reported.

The combination of transaminase elevations and elevated bilirubin, without evidence of obstruction,
is generally recognized as an important predictor of severe liver injury. In clinical trials, three
Cymbalta patients had elevations of transaminases and bilirubin, but also had elevation of alkaline
phosphatase, suggesting an obstructive process; in these patients, there was evidence of heavy
alcohol use and this may have contributed to the abnormalities seen. Two placebo-treated patients also
had transaminase elevations with elevated bilirubin. Postmarketing reports indicate that elevated
transaminases, bilirubin and alkaline phosphatase have occurred in patients with chronic liver
disease or cirrhosis. Because it is possible that duloxetine and alcohol may interact to cause liver
injury or that duloxetine may aggravate pre-existing liver disease, Cymbalta should ordinarily not be
prescribed to patients with substantial alcohol use or evidence of chronic liver disease. Effect on
Blood Pressure—In MDD clinical trials, Cymbalta treatment was associated with mean increases
in blood pressure, averaging 2 mm Hg systolic and 0.5 mm Hg diastolic and an increase in the
incidence of at least one measurement of systolic blood pressure over 140 mm Hg compared to placebo.
Blood pressure should be measured prior to initiating treatment and periodically measured throughout
treatment (see ADVERSE REACTIONS, Vital Sign Changes). Activation of Mania/Hypomania—In
placebo-controlled trials in patients with MDD, activation of mania or hypomania was reported in 0.1%
(1/1139) of Cymbalta-treated patients and 0.1% (1/777) of placebo-treated patients. Activation of
mania/hypomania has been reported in a small proportion of patients with mood disorders who were
treated with other marketed drugs effective in the treatment of MDD. As with these other agents,
Cymbalta should be used cautiously in patients with a history of mania. Seizures—Cymbalta has not
been systematically evaluated in patients with a seizure disorder, and such patients were excluded
from clinical studies. In placebo-controlled clinical trials in patients with MDD, seizures occurred in
0.1% (1/1139) of Cymbalta-treated patients and 0% (0/777) of placebo treated patients. In placebo-
controlled clinical trials in patients with diabetic peripheral neuropathy, seizures did not occur in any
patients treated with either Cymbalta or placebo. Cymbalta should be prescribed with care in patients
with a history of a seizure disorder. Controlled Narrow-Angle Glaucoma—In clinical trials, Cymbalta
was associated with an increased risk of mydriasis; therefore, it should be used cautiously in patients
with controlled narrow-angle glaucoma (see CONTRAINDICATIONS, Uncontrolled Narrow-Angle
Glaucoma). Discontinuation of Treatment with Cymbalta—Discontinuation symptoms have been
systematically evaluated in patients taking Cymbalta. Following abrupt discontinuation in MDD placebo-
controlled clinical trials of up to 9 weeks duration, the following symptoms occurred at a rate greater
than or equal to 2% and at a significantly higher rate in Cymbalta-treated patients compared to those
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disx;,‘ominuing from placebo: dizziness; nausea; headache; paresthesia; vomiting; irritability; and
nightmare.

During marketing of other SSRIs and SNRIs (serotonin and norepinephrine reuptake inhibitors),
there have been spontaneous reports of adverse events occurring upon discontinuation of these
drugs, particularly when abrupt, including the following: dysphoric mood, irritability, agitation,
dizziness, sensory disturbances (eg, paresthesias such as electric shock sensations), anxiety,
confusion, headache, lethargy, emotional lability, insomnia, hypomania, tinnitus, and seizures.
Although these events are generally self-limiting, some have been reported to be severe.

Patients should be monitored for these symptoms when discontinuing treatment with Cymbalta.
A gradual reduction in the dose rather than abrupt cessation is recommended whenever possible. If
intolerable symptoms occur following a decrease in the dose or upon discontinuation of treatment,
then resuming the previously prescribed dose may be considered. Subsequently, the physician may
continue decreasing the dose but at a more gradual rate.

Use in Patients with Concomitant Iliness—Clinical experience with Cymbalta in patients with
concomitant systemic illnesses is limited. There is no information on the effect that alterations in
gastric motility may have on the stability of Cymbalta’s enteric coating. As duloxetine is rapidly
hydrolyzed in acidic media to naphthol, caution is advised in using Cymbalta in patients with conditions
that may slow gastric emptying (eg, some diabetics). Cymbalta has not been systematically evaluated
in patients with a recent history of myocardial infarction or unstable coronary artery disease. Patients
with these diagnoses were generally excluded from clinical studies during the product’s premarketing
testing. However, the electrocardiograms of 321 patients who received Cymbalta in MDD placebo-
controlled clinical trials and had qualitatively normal ECGs at baseline were evaluated; Cymbalta was
not associated with the development of clinically significant ECG abnormalities (see ADVERSE
REACTIONS, Electrocardiogram Changes). In DPN placebo-controlled clinical trials, Cymbalta-treated
patients did not develop abnormal ECGs at a rate different from that in placebo-treated patients (see
ADVERSE REACTIONS, Electrocardiogram Changes). In three clinical trials of Cymbalta for the
management of neuropathic pain associated with diabetic peripheral neuropathy, the mean duration
of diabetes was approximately 12 years, the mean baseline fasting blood glucose was 176 mg/dL,
and the mean baseline hemoglobin Asc (HbAc) was 7.8%. In the 12-week acute treatment phase of
these studies, small increases in fasting blood glucose were observed in Cymbalta-treated patients.
HbA; was stable in both Cymbalta-treated and placebo-treated patients. In the extension phase of
these studies, which lasted up to 52 weeks, there was an increase in HbA: in both the Cymbalta and
the routine care groups, but the mean increase was 0.3% greater in the Cymbalta-treated group.
There was also a small increase in fasting blood glucose in the Cymbalta-treated group. Total
cholesterol was increased in Cymbalta-treated patients (2 mg/dL) and decreased in the routine care
group (6 mg/dL). Increased plasma concentrations of duloxetine, and especially of its metabolites,
occur in patients with end-stage renal disease (requiring dialysis). For this reason, Cymbalta is
not recommended for patients with end-stage renal disease or severe renal impairment (creatinine
clearance <30 mL/min). Markedly increased exposure to duloxetine occurs in patients with hepatic
insufficiency and Cymbalta should not be administered to these patients.

Laboratory Tests—No specific laboratory tests are recommended.

Drug Interactions—Potential for Other Drugs to Affect Cymbajta—Both CYP1A2 and CYP2D6 are
responsible for duloxetine metabolism. Inhibitors of CYP1A2—Concomitant use of duloxetine with
fluvoxamine, an inhibitor of CYP1A2, results in approximately a 6-fold increase in AUC and about
a 2.5-fold increase in Cmax O duloxetine. Some quinolone antibiotics would be expected to have
similar effects and these combinations should be avoided. Inhibitors of CYP2D6—Because CYP2D6
is involved in duloxetine metabolism, concomitant use of duloxetine with potent inhibitors of
CYP2D6 may result in higher concentrations of duloxetine. Paroxetine (20 mg QD) increased the
concentration of duloxetine (40 mg QD) by about 60%, and greater degrees of inhibition are expected
with higher doses of paroxetine. Similar effects would be expected with other potent CYP2D6
inhibitors (eg, fluoxetine, quinidine). Potential for Duloxetine to Affect Other Drugs—Drugs
Metabolized by CYP1A2—/n vitro drug interaction studies demonstrate that duloxetine does not
induce CYP1A2 activity, and it is unlikely to have a clinically significant effect on the metabolism of
CYP1A2 substrates. Drugs Metabolized by CYP2D6—Cymbalta is a moderate inhibitor of CYP2D6.
When duloxetine was administered (at a dose of 60 mg BID) in conjunction with a single 50-mg
dose of desipramine, a CYP2D6 substrate, the AUC of desipramine increased 3-fold. Therefore,
co-administration of Cymbalta with other drugs that are extensively metabolized by this isozyme and
which have a narrow therapeutic index, including certain antidepressants (tricyclic antidepressants
[TCAs], such as nortriptyline, amitriptyline, and imipramine), phenothiazines and Type 1C
antiarrhythmics (eg, propafenone, flecainide), should be approached with caution. Plasma TCA
concentrations may need to be monitored and the dose of the TCA may need to be reduced if a TCA
is co-administered with Cymbalta. Because of the risk of serious ventricular arrhythmias and
sudden death potentially associated with elevated plasma levels of thioridazine, Cymbalta and
thioridazine should not be co-administered.

Drugs Metabolized by CYP3A—Results of in vitro studies demonstrate that duloxetine does not
inhibit or induce CYP3A activity. Cymbalta May Have a Clinically Important Interaction with the
Following Other Drugs—Alcohol—When Cymbalta and ethanol were administered several hours
apart so that peak concentrations of each would coincide, Cymbalta did not increase the impairment
of mental and motor skills caused by alcohol. In the Cymbalta clinical trials database, three Cymbalta-
treated patients had liver injury as manifested by ALT and total bilirubin elevations, with evidence of
obstruction. Substantial intercurrent ethanol use was present in each of these cases, and this may
have contributed to the abnormalities seen (see PRECAUTIONS, Hepatotoxicity). CNS-Acting
Drugs—Given the primary CNS effects of Cymbalta, it should be used with caution when it is taken
in combination with or substituted for other centrally acting drugs, including those with a similar
mechanism of action. Potential for Interaction with Drugs that Affect Gastric Acidity—Cymbalta has
an enteric coating that resists dissolution until reaching a segment of the gastrointestinal tract where
the pH exceeds 5.5. In extremely acidic conditions, Cymbalta, unprotected by the enteric coating,
may undergo hydrolysis to form naphthol. Caution is advised in using Cymbalta in patients with
conditions that may slow gastric emptying (eg, some diabetics). Drugs that raise the gastrointestinal
pH may lead to an earlier release of duloxetine. However, co-administration of Cymbalta with
aluminum- and magnesium-containing antacids (51 mEq) or Cymbalta with famotidine, had no
significant effect on the rate or extent of duloxetine absorption after administration of a 40-mg
oral dose. It is unknown whether the concomitant administration of proton pump inhibitors affects
duloxetine absorption.

Monoamlne Oxmase Inhibitors—See CONTRAINDICATIONS and WARNINGS.
of Fertility—Carcinogenesis—Duloxetine was
admmlstered in the dlet to mice and rats for 2 years. In female mice receiving duloxetine at
140 mg/kg/day (11 times the maximum recommended human dose [MRHD, 60 mg/day] and 6 times
the human dose of 120 mg/day on a_mg/m? basis), there was an increased incidence of
hepatocellular adenomas and carcinomas. The no-effect dose was 50 mg/kg/day (4 times the MRHD
and 2 times the human dose of 120 mg/day on a mg/m? basis). Tumor incidence was not increased
in male mice receiving duloxetine at doses up to 100 mg/kg/day (8 times the MRHD and 4 times the
human dose of 120 mg/day on a mg/m? basis). In rats, dietary doses of duloxetine up to
27 mg/kg/day in females (4 times the MRHD and 2 times the human dose of 120 mg/day on a mg/m?
basis) and up to 36 mg/kg/day in males (6 times the MRHD and 3 times the human dose of 120
mg/day on a mg/m? basis) did not increase the incidence of tumors. Mutagenesis—Duloxetine was
not mutagenic in the in vitro bacterial reverse mutation assay (Ames test) and was not clastogenic
in an in vivo chromosomal aberration test in mouse bone marrow cells. Additionally, duloxetine was
not genotoxic in an in vitro mammalian forward gene mutation assay in mouse lymphoma cells or
in an in vitro unscheduled DNA synthesis (UDS) assay in primary rat hepatocytes, and did not induce
sister chromatid exchange in Chinese hamster bone marrow in vivo. Impairment of Fertility—
Duloxetine administered orally to either male or female rats prior to and throughout mating at daily
doses up to 45 mg/kg/day (7 times the maximum recommended human dose of 60 mg/day and
4 times the human dose of 120 mg/day on a mg/m? basis) did not alter mating or fertility.

Pregnancy—Pregnancy Category C—In animal reproduction studies, duloxetine has been shown
to have adverse effects on embryo/fetal and postnatal development. When duloxetine was adminis-
tered orally to pregnant rats and rabbits during the period of organogenesis, there was no evidence
of teratogenicity at doses up to 45 mg/kg/day (7 times the maximum recommended human dose
[MRHD, 60 mg/day] and 4 times the human dose of 120 mg/day on a mg/m? basis, in rats; 15 times
the MRHD and 7 times the human dose of 120 mg/day on a mg/m? basis in rabbits). However, fetal
weights were decreased at this dose, with a no-effect dose of 10 mg/kg/day (2 times the MRHD and
=1 times the human dose of 120 mg/day on a mg/m2 basis in rats; 3 times the MRHD and 2 times
the human dose of 120 mg/day on a mg/m? basis in rabbits). When duloxetine was administered
orally to pregnant rats throughout gestation and lactation, the survival of pups to 1 day postpartum
and pup body weights at birth and during the lactation period were decreased at a dose of 30
mg/kg/day (5 times the MRHD and 2 times the human dose of 120 mg/day on a mg/m? basis) ; the
no-effect dose was 10 mg/kg/day. Furthermore, behaviors consistent with increased reactivity, such
as increased startle response to noise and decreased habituation of locomotor activity, were
observed in pups following maternal exposure to 30 mg/kg/day. Post-weaning growth and reproductive
performance of the progeny were not affected adversely by maternal duloxetine treatment.

There are no adequate and well-controlled studies in pregnant women; therefore, duloxetine
should be used during pregnancy only if the potential benefit justifies the potential risk to the fetus.

Nonteratogenic Effects—Neonates exposed to SSRIs or serotonin and norepinephrine reuptake
inhibitors (SNRIs), late in the third trimester have developed complications requiring prolonged
hospitalization, respiratory support, and tube feeding. Such complications can arise immediately
upon delivery. Reported clinical findings have included respiratory distress, cyanosis, apnea,
seizures, temperature instability, feeding difficulty, vomiting, hypoglycemia, hypotonia, hypertonia,
hyperreflexia, tremor, jitteriness, irritability, and constant crying. These features are consistent with
either a direct toxic effect of SSRIs and SNRIs or, possibly, a drug discontinuation syndrome. It
should be noted that, in some cases, the clinical picture is consistent with serotonin syndrome (see
WARNINGS, Monoamine Oxidase Inhibitors). When treating a pregnant woman with Cymbalta
during the third trimester, the physician should carefully consider the potential risks and benefits
of treatment.

Labor and Delivery—The effect of duloxetine on labor and delivery in humans is unknown.
Duloxetine should be used during labor and delivery only if the potential benefit justifies the
potential risk to the fetus.

Nursing Mothers—Duloxetine is excreted into the milk of lactating women. The estimated daily
infant dose on a mg/kg basis is approximately 0.14% of the maternal dose. Because the safety
of duloxetine in infants is not known, nursing while on Cymbalta is not recommended. However,
if the physician determines that the benefit of duloxetine therapy for the mother outweighs any
potential risk to the infant, no dosage adjustment is required as lactation did not influence duloxetine
pharmacokinetics.

Pediatric Use—Safety and effectiveness in the pediatric population have not been
established (see BOX WARNING and WARNINGS, Clinical Worsening and Suicide Risk). Anyone
clt?nsidlteringdthe use of Cymbalta in a child or adolescent must balance the potential risks with the
clinical need.

Geriatric Use—O0f the 2418 patients in clinical studies of Cymbalta for MDD, 5.9% (143) were
65 years of age or over. Of the 1074 patients in the DPN studies, 33% (357) were 65 years of age or
over. No overall differences in safety or effectiveness were observed between these subjects and
younger subjects, and other reported clinical experience has not identified differences in responses
between the elderly and younger patients, but greater sensitivity of some older individuals cannot be

ruled out.

ADVERSE REACTIONS: Cymbalta has been evaluated for safety in 2418 patients diagnosed
with MDD who participated in multiple-dose premarketing trials, representing 1099 patient-years of
exposure. Among these 2418 Cymbalta-treated patients, 1139 patients participated in eight 8 or
9 week, placebo-controlled trials at doses ranging from 40 to 120 mg/day, while the remaining 1279
patients were followed for up to 1 year in an open-label safety study using flexible doses from 80 to
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120 mg/day. Two placebo-controlled studies with doses of 80 and 120 mg/day had 6-month
maintenance extensions. Of these 2418 patients, 993 Cymbalta-treated patients were exposed for at
least 180 days and 445 Cymbalta-treated patients were exposed for at least 1 year. Cymbalta has also
been evaluated for safety in 1074 patients with diabetic peripheral neuropathy representing
472 patient-years of exposure. Among these 1074 Cymbalta-treated patients, 568 patients participated
in two 12 to 13 week, placebo-controlled trials at doses ranging from 20 to 120 mg/day. An
additional 449 patients were enrolled in an open-label safety study using 120 mg/day for a duration
of 6 months. Another 57 patients, originally treated with placebo, were exposed to Cymbalta for up
to 12 months at 60 mg twice daily in an extension phase. Among these 1074 patients, 484 had
6 months of exposure to Cymbalta, and 220 had 12 months of exposure. For both MDD and DPN
clinical trials, adverse reactions were assessed by collecting adverse events, results of physical
examinations, vital signs, weights, laboratory analyses, and ECGs

Clinical investigators recorded adverse events using descriptive terminology of their own choosing.
To provide a meaningful estimate of the proportion of individuals experiencing adverse events,
grouping similar types of events into a smaller number of standardized event categories is
necessary. MedDRA terminology was used to classify reported adverse events.

The stated frequencies of adverse events represent the proportion of individuals who
experienced, at least once, a treatment-emergent adverse event of the type listed. An event was
considered treatment-emergent if it occurred for the first time or worsened while receiving
therapy following baseline evaluation. Events reported during the studies were not necessarily
c:faused b¥y the therapy, and the frequencies do not reflect investigator impression (assessment)
of causali

Adverse Events Reported as Reasons for Discontinuation of Treatment in Placebo-Controlied
Trials—Major Depressive Disorder—Approximately 10% of the 1139 patients who received Cymbalta
in the MDD placebo-controlled trials discontinued treatment due to an adverse event, compared with
4% of the 777 patients receiving placebo. Nausea (Cymbalta 1.4%, placebo 0.1%) was the only
common adverse event reported as reason for discontinuation and considered to be drug-related
(ie, discontinuation occurring in at least 1% of the Cymbalta-treated patients and at a rate of at least
twice that of placebo). Diabetic Peripheral Neuropathic Pain—Approximately 14% of the 568 patients
who received Cymbalta in the DPN placebo-controlled trials discontinued treatment due to an
adverse event, compared with 7% of the 223 patients receiving placebo. Nausea (Cymbalta 3.5%,
placebo 0.4%), dizziness (Cymbalta 1.6%, placebo 0.4%), somnolence (Cymbalta 1.6%, placebo
0%) and fatigue (Cymbalta 1.1%, placebo 0%) were the common adverse events reported as
reasons for discontinuation and considered to be drug-related (ie, discontinuation occurring in at
least 1% of the Cymbalta-treated patients and at a rate of at least twice that of placebo).

Adverse Events Occurring at an Incidence of 2% or More Among Cymbaita-Treated Patients in
Piacebo-Controlled Trials—Major Depressive Disorder—Treatment-emergent adverse events that
occurred in 2% or more of patients treated with Cymbalta in the premarketing acute phase of MDD
placebo-controlled trials (N=1139 Cymbalta; N=777 placebo) with an incidence greater than placebo
were: Gastrointestinal Disorders—nausea, dry mouth, constlpatlon diarrhea, vomiting; Metabolism
and Nutrition Disorders—appetite decreased (|ncludes anorexia); Investigations—weight decreased;
General Disorders and Administration Site_Conditions—fatigue; Nervous System Disorders—
dizziness, somnolence, tremors; Skin and Subcutaneous Tissue Disorders—sweating increased;
Vascular Disorders—hot flushes; Eye Disorders—vision blurred; Psychiatric Disorders—insomnia
includes middle insomnia&, anxiety, libido decreased, orgasm abnormal (includes anorgasmia);

eproductive System and Breast Disorders—males only: erectile dysfunction, ejaculation delayed,
ejaculatory dysfunction (includes ejaculation disorder and ejaculation failure).

The following events were reported by at least 2% of patients treated with Cymbalta for MDD and
had an incidence < placebo: upper abdominal pain, palpitations, dyspepsia, back pain, arthralgia,
headache, pharyngitis, cough, nasopharyngitis, and upper respiratory tract infection.

The most commonly observed adverse events in Cymbalta-treated MDD patients (incidence >5%
and at least twice the incidence in placebo patients) were: nausea; dry mouth; constipation;
decreased appetite; fatigue; somnolence; and increased sweating.

Diabetic Peripheral Neuropathic Pain—Treatment emergent adverse events that occurred
in 2% or more of patients treated with Cymbalta in the premarketing acute phase of DPN placebo-
controlled trials (N=225 Cymbalta 60 mg BID; N=228 Cymbalta 60 mg QD; N=115 Cymbalta 20 mg
QD; N=223 placebo) with an incidence greater than placebo were: Gastrointestinal Disorders—
nausea, constipation, diarrhea, dry mouth, vomiting, dyspepsia, loose stools; General Disorders and
Administration Site Conditions—fatigue, asthenia, pyrexia; Infections and Infestations—nasopharyngitis;
Metabolism and Nutrition Dlsordersﬂecreased appetite, anorexia; Musculoskeletal and Connective
Tissue Disorders—muscle cramp, myalgia; Nervous System Disorders—somnolence, headache,
dlzzmess tremor; Psychiatric Disorders—insomnia; Renal and Urinary Disorders—pollakiuria;

Reproductive System and Breast Disorders—erectile dysfunctlon Respiratory, Thoracic and Mediastinal
Disorders—cough, pharyngolaryngeal pain; Skin and Subcutaneous Tissue Disorders—hyperhidrosis.

The following events were reported by at least 2% of patients treated with Cymbalta for DPN and
had an incidence < placebo: edema peripheral, influenza, upper respiratory tract infection, back pain,
arthralgia, pain in extremity, and pruritus.

The most commonly observed adverse events in Cymbalta-treated DPN patients (incidence
>5% and at least twice the incidence in placebo patients) were: nausea; somnolence; dizziness;
constipation; dry mouth; hyperhidrosis; decreased appetite; and asthenia.

Adverse events seen in men and women were generally similar except for effects on sexual
function (described below). Clinical studies of Cymbalta did not suggest a difference in adverse event
rates in people over or under 65 years of age. There were too few non-Caucasian patients studied
to determine if these patients responded differently from Caucasian patients.

Effects on Male and Female Sexual Function—Although changes in sexual desire, sexual
performance and sexual satisfaction often occur as manifestations of a psychiatric disorder, they
may also be a consequence of pharmacologic treatment. Reliable estimates of the incidence and
severity of untoward experiences involving sexual desire, performance and satisfaction are difficult
to obtain, however, in part because patients and physicians may be reluctant to discuss them.
Accordingly, estimates of the incidence of untoward sexual experience and performance cited in
product labeling are likely to underestimate their actual incidence. Sexual side effects spontaneously
reported by at least 2% of either male or female patients taking Cymbalta in MDD placebo-controlled
trials were: Males (N=378 Cymbalta; N=247 placebo): orgasm abnormal (includes anorgasmia),
ejaculatory dysfunction (includes ejaculation disorder and ejaculation failure), libido decreased,
erectile dysfunction, ejaculation delayed. Females (N=761 Cymbalta; N=530 placebo): orgasm
abnormal, libido decreased.

Because adverse sexual events are presumed to be voluntarily underreported, the Arizona Sexual
Experience Scale (ASEX), a validated measure designed to identify sexual side effects, was used
prospectively in 4 MDD placebo-controlled trials. In these trials, patients treated with Cymbalta
experienced significantly more sexual dysfunction, as measured by the total score on the ASEX, than
did patients treated with placebo. Gender analysis showed that this difference occurred only in males.
Males treated with Cymbalta experienced more difficulty with ability to reach orgasm (ASEX Item 4)
than males treated with placebo. Females did not experience more sexual dysfunction on Cymbalta
than on placebo as measured by ASEX total score. These studies did not, however, include an active
control drug with known effects on female sexual dysfunction, so that there is no evidence that its
effects differ from other antidepressants. Physicians should routinely inquire about possible sexual
side effects. See Table 4 in full PI for specific ASEX results.

Urinary Hesitation—Cymbalta is in a class of drugs known to affect urethral resistance. If
symptoms of urinary hesitation develop during treatment with Cymbalta, consideration should be
given to the possibility that they might be drug-related. Laboratory Changes—Cymbalta treatment,
for up to 9 weeks in MDD or 13 weeks in DPN placebo-controlled clinical trials, was associated with
small mean increases from baseline to endpoint in ALT, AST, CPK, and alkaline phosphatase;
infrequent, modest, transient, abnormal values were observed for these analytes in Cymbalta-treated
patients when compared with placebo-treated patients (see PRECAUTIONS). Vital Sign Changes—
Cymbalta treatment, for up to 9 weeks in MDD placebo-controlled clinical trials of 40 to 120 mg daily
doses caused increases in blood pressure, averaging 2 mm Hg systolic and 0.5 mm Hg diastolic
compared to placebo and an increase in the incidence of at least one measurement of systolic blood
pressure over 140 mm Hg (see PRECAUTIONS). Cymbalta treatment, for up to 9 weeks in MDD
placebo-controlled clinical trials and for up to 13 weeks in DPN placebo-controlled trials caused
a small increase in heart rate compared to placebo of about 2 beats per minute. Weight Changes—
In MDD placebo-controlled clinical trials, patients treated with Cymbalta for up to 9 weeks
experienced a mean weight loss of approximately 0.5 kg, compared with a mean weight gain of
approximately 0.2 kg in placebo-treated patients. In DPN placebo-controlled clinical trials, patients
treated with Cymbalta for up to 13 weeks experienced a mean weight loss of apprOX|mater 1.1 kg,
compared with a mean weight gain of approximately 0.2 kg in placebo-treated patients.
Electrocardiogram Changes—Electrocardiograms were obtained from 321 Cymbalta-treated
patients with MDD and 169 placebo-treated patients in clinical trials lasting up to 8 weeks. The
rate-corrected QT (QTc) interval in Cymbalta-treated patients did not differ from that seen in
placebo-treated patients. No clinically significant differences were observed for QT, PR, and QRS
intervals between Cymbalta-treated and placebo-treated patients. Electrocardiograms were obtained
from 528 Cymbalta-treated patients with DPN and 205 placebo-treated patients in clinical trials
lasting up to 13 weeks. The rate-corrected QT (QTc) interval in Cymbalta-treated patients did not
differ from that seen in placebo-treated patients. No clinically significant differences were observed
for QT, PR, QRS, or QTc measurements between Cymbalta-treated and placebo-treated patients.

Postmarketing Spontaneous Repors—Adverse events reported rarely since market introduction

that were temporally related to Cymbalta therapy include: hallucinations, rash, and urinary retention.
The following adverse events were reported very rarely: alanine aminotransferase increased, alkaline
phosphatase increased, anaphylactic reaction, angioneurotic edema, aspartate aminotransferase
increased, bilirubin increased, extrapyramidal disorder, glaucoma, hepatitis, hyponatremia, jaundice,
orthostatic hypotension (especially at the initiation of treatment), serotonin syndrome, Stevens-
Johnson Syndrome, syncope (especially at initiation of treatment), syndrome of inappropriate
antidiuretic hormone secretion (SIADH), and urticaria.
DRUG ABUSE AND DEPENDENCE: Controlied Substance Class—Duloxetine is not a controlled
substance. Physical and Psychologicai Dependence—In animal studies, duloxetine did not
demonstrate barbiturate-like (depressant) abuse potential. In drug dependence studies, duloxetine
did not demonstrate dependence-producing potential in rats.

While Cymbalta has not been systematically studied in humans for its potential for abuse, there
was no indication of drug-seeking behavior in the clinical trials. However, it is not possible to predict
on the basis of premarketing experience the extent to which a CNS-active drug will be misused,
diverted, and/or abused once marketed. Consequently, physicians should carefully evaluate patients
for a history of drug abuse and follow such patients closely, observing them for signs of misuse or
abuse of Cymbalta (eg, development of tolerance, incrementation of dose, drug-seeking behavior).
OVERDOSAGE: There is limited clinical experience with Cymbalta overdose in humans. In premar-
keting clinical trials, cases of acute ingestions up to 1400 mg, alone or in combination with other
drugs, were reponed with none being fatal. Postmarketing experience includes reports of overdoses,
alone or in combination with other drugs, with duloxetine doses of almost 2000 mg. Fatalities have
been very rarely reported, primarily with mixed overdoses, but also with duloxetine alone at a dose
of approximately 1000 mg. Signs and symptoms of overdose (mostly with mixed drugs) included
serotonin syndrome, somnolence, vomiting, and seizures. Management of Overdose—There is no
specific antidote to Cymbalta, but if serotonin syndrome ensues, specific treatment (such as
with cyproheptadine and/or temperature control) may be consujered In case of acute overdose,
treatment should consist of those general measures employed in the management of overdose
with any drug.
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DEPRESSED PATIENTS NEED EMOTIONAL SYMPTOM RELIEF
BUT IS THERE SOMETHING MISSING?

Cymbalta is the first and only agent
approved for both the treatment of major
depressive disorder and the management
of diabetic peripheral neuropathic pain.

Help relieve both the emotional
and painful symptoms of depression.
Depression hurts. Cymbalta helps.

W
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Important Safety Information:

* Antidepressants increased the risk of suicidal thinking and
behavior (suicidality) in short-term studies in children
and adolescents with major depressive disorder (MDD) and
other psychiatric disorders.

*Patients started on therapy should be observed closely for
clinical worsening, suicidality, or unusual changes in behavior.

* Cymbealta is not approved for use in pediatric patients.

Cymbalta should not be used concomitantly with monoamine
oxidase inhibitors (MAOIs) or thioridazine and not in patients
with a known hypersensitivity or with uncontrolled narrow-
angle glaucoma.

Clinical worsening and suicide risk: All adult and pediatric
patients being treated with an antidepressant for any indication
should be observed closely for clinical worsening, suicidality, and
unusual changes in behavior, especially when initiating drug
therapy and when increasing or decreasing the dose. A health
professional should be immediately notified if the depression is
persistently worse or there are symptoms that are severe, sudden,
or were not part of the patient’s presentation. If discontinuing
treatment, taper the medication.

Cymbalta should not be administered to patients with any hepatic
insufficiency or patients with end-stage renal disease (requiring
dialysis) or severe renal impairment (CrCl <30 mL/min).

Postmarketing, severe elevations of liver enzymes or liver injury with
a hepatocellular, cholestatic, or mixed pattern have been reported.

Cymbealta should generally not be prescribed to patients with
substantial alcohol use or evidence of chronic liver disease.

Most common adverse events (=5% and at least twice placebo) in
MDD premarketing clinical trials were: nausea, dry mouth,
constipation, fatigue, decreased appetite, somnolence, and
increased sweating. Most common adverse events in diabetic
peripheral neuropathic pain (DPNP) premarketing clinical trials
were: nausea, somnolence, dizziness, constipation, dry mouth,
increased sweating, decreased appetite, and asthenia.

See Brief Summary of full Prescribing Information, including Boxed
Warning, on adjacent page.
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